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Abstract

Background: Existing research has identified risks to children and young people’s (CYP)
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
people’s connections to their education, friends and families during periods of admission to

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 five themes: ‘Remote connections to
friends and family’, ‘Physical connections to friends and family’, ‘Peers in hospital’, ‘Impact

on families’ and ‘Connections to education’.



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 — 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.

Throughout the thesis, the abbreviation ‘CYP’ will be used to refer to ‘children and
young people’ and ‘child and young person’. This abbreviation will be used
interchangeably with other terms found in the literature involving the mental health
care of CYP such as ‘adolescents’, refers to individuals aged 11 to 18 and
incorporates young people who were under the care of the Local Authority (LA).
Furthermore, the term ‘caregiver’ will be used to refer to parents, grandparents,
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)
report ‘Together we Stand’in 1995 (NHS Health 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 — 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 - 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
professionals’ training 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
(O’Herlihy 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 ‘general adolescent units’ (GAU’s) which 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, Psychiatric Intensive Care Unit’s (PICU) consisting of 124 beds, low
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
GAU’s, LSU’s and MSU'’s (Hayes et al, 2021). There are approximately 80 GAU’s in
the largest region of the UK (McDougall and Nolan, 2017), although this figure has
increased to 107 when LSU’s, MSU’s and PICU’s were included (DfE, 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 an individual’s clinical presentation,
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 CYP’s connections to their friendships, families and

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 CYP’s connections 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 CYP’s connections 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.



Chapter two — Children and young people’s connections to friends,
family and education when in hospital — an evidence review

2.1 Introduction
This chapter provides a background to the study and places CYP’s experiences of

keeping in touch with their friends, family and education when receiving inpatient
mental health care within the wider context of literature relating to CYP’s inpatient
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 since Hannigan et al’s (2015) evidence synthesis and will focus on the
findings from more recent literature concerning the risks to CYP’s connections to
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 CYP’s inpatient mental health care and the gaps in

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 Hannigan et al's (2015) research included an independently 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 by the SAG were all examples of ‘less
obvious’ risks, unlike the more ‘clinical’ risks identified in phase 1 of their mapping of
the literature. Following the SAG meeting, the project team created the concepts of
‘dislocation’ and ‘contagion’, terms used to describe the first and second priority risk
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 of being removed from ‘normal life’ to
CYP’s loss of identity, of being stigmatised, to their friendships, to families, to
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 included in Hannigan et al’s (2015) review, along with 20 policy and
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 in the in-depth ‘phase 2’ of Hannigan et al’s (2015)
evidence synthesis, with specific attention being paid to the synthesised themes in
the priority risks areas to CYP’s friendships, education and family during periods of
inpatient mental health care. These three themes were further categorised into the
following nine sub-categories: Dislocation: Friends — 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 — Impact on
family relationships, family involvement and maintaining contact with families. Each
item included in these synthesised sections relating to friends, family and education
in Hannigan et al's (2015) review were obtained independently by the researcher
and read in depth.

2.3 Friends
The first theme to be summarised in Hannigan et al’s (2015) research focussed on

CYPs friendships outside and inside hospital. The theme of CYP’s friends was
further categorised into the following two sub themes: Relationships with young

people outside hospital and Relationships with young people in hospital.

10



2.3.1 Friends - Relationships with young people outside hospital
The first theme in Hannigan et al’s (2015) evidence synthesis relating to CYP’s

friendships was synthesised through the subtheme of CYP’s relationships with their
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 CYP’s experiences of inpatient mental health care
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
their friends’ limited understanding of mental health issues. This led CYP in some
instances to distance themselves from their peers prior to being admitted to hospital
(Offord et al, 2006). In one study, a CYP’s friendship was broken off when it was
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
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their friends were perceived as contributing to causing and maintaining the CYP’s
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 CYP’s home life and being in hospital
(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
impact their friendships (Clements et al, 2010). Furthermore, ‘connectedness’ with
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).
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2.3.2 Friends - Relationships with young people in hospital
The second synthesised subtheme in Hannigan et al’'s (2015) research related to

CYP’s friendships explored their relationships with other patients in hospital.
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 summarised in Hannigan et al's (2015) research focussed

on CYP’s education when in hospital. The theme of education was further
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 — 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 admission there was no significant change in either CYP’s attendance or

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
(Tulloch et al, 2008). When exploring CYP’s perspective of inpatient education, CYP
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 education for post 16’s in
some inpatient units in the UK appears to be underdeveloped, with one study
reporting that there was limited provision for post 16’s (Svanberg and Street, 2003).
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 education (O’Herlihy et al, 2001). Providing
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 this area of CYP’s education during inpatient mental health care
(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 (O’Herlihy et al, 2001). Although all units
surveyed in the study reported having the resources available to cover teaching the
different key stages depending on the age of patients (O’Herlihy et al, 2001).

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
been highlighted as crucial in maintaining the continuity of CYP’s education upon
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 al ‘s (2015) evidence 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
four studies (O’Herlihy et al, 2001; Svanberg 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 CYP’s needs and problems after receiving
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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 in a smaller number of units (O’Herlihy et al, 2001). Specifically in England,
public sector NHS units were reported to have significantly lower staff-student ratios
to that in private sector adolescent inpatient mental health units (O’Herlihy et al,
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 CYP’s caregivers (O’Herily et al, 2001), this was not always reciprocated by
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 — Academic progress

The third subtheme of CYP’s education when in hospital for their mental health
related to academic progress throughout admission to hospital. This issue was
covered across multiple studies, with the effect an admission had on CYP’s long-
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 unavailable (O’Herlihy et al, 2001).

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).
CYP’s educational attainment post discharge has also been the subject of some
studies. This has shown that hospitalised CYP were less likely to complete high
school, obtain a bachelor’s degree or graduate degree when compared to non-
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 — Reintegrating with school after discharge

The fourth and final synthesised subtheme in Hannigan et al’s (2015) research
focussed on CYP’s re-entry to school 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 CYP’s education. Additional policy and guidance documents further
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 hospitalised adolescents’ school re-entry suggests re-entry and
reintegration should be a focus for services beginning at the point of a CYP’s
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
helped with CYP’s confidence and making them feel less alone when re-entering
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

communication. Similarly, a vital aspect in CYP’s continuity of care with regards to
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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, liaison between the inpatient unit teachers and CYP’s mainstream
school was reported in the maijority of inpatient units surveyed (O’Herlihy et al,

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 summarised focussed on CYP’s families when in inpatient

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 — 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 relationships with other CYP’s parents and
wider members of their own family breaking down over the course of their child’s

admission to hospital (Puotiniemi and Kyngas, 2004).

Various studies have explored CYP’s perspectives of their families when in hospital
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, research has shown CYP’s levels of depression and suicidal ideation
changed after being on an adolescent mental health unit due a change in CYP’s
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 — Family involvement

The second synthesised subtheme relating to families in Hannigan et al’s (2015)
evidence synthesis explored the involvement of CYP’s families in their child’s care
whilst they were in hospital. Family involvement in CYP’s care is advised through
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 families in the CYP’s care conceptualise the
term ‘family involvement’ in various ways. Some studies reported family involvement
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 in CYP’s care have been highlighted
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 child’s care, there was a significantly increased chance of
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 child’s care were reported due to issues around confidentiality,
parent’s own varying ability to get involved in their child’s care, physical distances
from home to inpatient unit and parents having the time to be available (Claveirole,
2005).

2.5.3 Families — Maintaining contact with families

The final subtheme to be summarised from Hannigan et al’'s (2015) evidence
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 catchment areas (O’Herlihy et al, 2001 and Mental 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 literature in the case of CYP’s connections to their friends, family

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
knowledge relating to CYP’s experiences of their connections to their friends, family

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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Identification via databases

Identification via other methods

Records identified (n = 9,029)
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(n=4916)
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Duplicate records removed
(n =0)
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(n =48)

Y

Y

Reports not retrieved
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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 — 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 CYP’s perspectives of adolescent inpatient
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 living in a ‘fake world’ and feelings of being ‘wrapped in
cotton wool’ (Gill et al, 2016). CYP in this study referred to how some 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 study’s results was that some participants described developing a
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 ‘life saver’ and played an important role in CYP’s experiences
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’
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 CYP’s experience of acute mental health inpatient care
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.
Relatedness referred to “an experience of feeling connected to other individuals and
a community”, and included experiences of caring for, being cared for and accepted
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) researched CYP’s perspectives of their referral and

admission to a child and adolescent psychiatric inpatient unit in Australia. A theme in
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their study focussed on CYP’s interactions with other patients. The researchers in
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 ‘fitting in’ or felt different with regards to their peer group,
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 different for CYP’s interactions with other
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 child’s peer relationships being difficult, with some caregivers feeling
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

In addition to being reported in Hannigan et al’'s (2015) earlier evidence synthesis,

more recent studies have also described positive interactions and experiences
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between CYP when in hospital. However, there were also reports of some
challenging and negative aspects of CYP living in hospital together.

In Gill et al's (2016) study, some of the participants described the challenges that
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 peers were ‘acting up’ (Stanton et al, 2020). In Schneidtinger and
Haslinger-Baumann’s (2019) study, it was suggested that CYP’s personal recovery
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

Hannigan et al’s (2015) review through the concept of ‘contagion’.

The challenges of CYP living together when in hospital for their mental health was
documented in Hayes et al's (2019) study. In their paper on clinicians’ perspectives,
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 peers’ problems, this caused a knock-on effect in which CYP often avoided
their own issues (Hayes et al, 2019).

Some of the challenges of CYP in hospital together in Gill et al’s (2016) study also
described the risk of CYP’s behaviour “triggering each other off”. Like Gill et al
(2016), an aspect to Reavey et al (2017) was the concept of ‘triggering’ between
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 — CYP explaining to friends where they had been

One key theme throughout literature relating to CYP’s relationships with friends
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
impact existing friendship groups (Reavey et al, 2017). In Gill et al's (2016) study,
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 child’s mainstream school, they reported their child
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 parents. In Stanton et al’'s (2020) study there was evidence of the
adolescent inpatient unit supporting ‘relatedness’ between CYP and their caregivers.
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-Baumann’s (2019) study. Regular visits to the ward by
family members were seen as highly positive for CYP, with one CYP reporting that
she felt ‘bolstered up’ and strengthened by her mother visiting each day during the
wards allocated vising hours (Schneidtinger and Haslinger-Baumann, 2019).
Visitation between CYP and their caregivers was also described as a key time
throughout the CYP’s stay for caregivers’ relationship with their child and with the
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 limit CYP’s mobile phone usage in the evening.
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 Families — Parents’ understanding of their child’s mental health issues
In Gill et al’'s (2016) study, CYP identified the need for support from others such as
friends, family and mental health aftercare services. All CYP reported feeling more
confident in their family’s understanding of their difficulties due to the support they
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 CYP’s families develop more of an understanding of
their child’s mental health issues (Stanton et al, 2020). However, not all CYP
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
understanding of their child’s mental health problems over the course 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 survey’s provided English, 90% provided Maths and 82% provided
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 undertaking of Hannigan et al’'s (2015) review, there appears to have been
two further studies briefly reporting on CYP’s education within the context of
education being provided inside inpatient mental health units (Hayes et al, 2020 and
Stanton et al, 2020). In Hayes et al’'s (2020) study, CYP’s education was reported
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
admission was not going to ‘fix’ them, but they hoped to feel better to the point where

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 to the student’s needs (QNIC, 2021). In
Stanton et al's (2020) study the third pillar of Self-determination theory ‘competence’,
was explored within the context of the inpatient mental health unit’s school. Some
CYP described the unit’'s school as pivotal in helping them get back into a routine as
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 Education — Supporting CYP’s re-entry into mainstream school post

hospitalisation
Since Hannigan et al’s (2015) evidence synthesis 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 students’ academic, 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 CYP’s school environment, and schools should identify methods to
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
in the process of CYP’s reintegration to school. These include a person overseeing
this process such as a ‘point-person’ or ‘re-entry co-ordinator’ to support the student
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 students’
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 CYP’s discharge from psychiatric
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).

In a follow up study to an earlier piece of research highlighted in Hannigan et al’s
(2015) evidence synthesis, (White et al, 2006), researchers reported findings from a
school-based transition program facilitating CYP’s school re-entry following
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
improvements observed in CYP’s day to day functioning, in addition to there being
positive trends in participants’ school attendance and rates of graduating high school
(White et al, 2017).
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Another study which aimed to support CYP’s transition from inpatient hospitalisation
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 ‘Transition Team’. This team consisted of a Family
Connector (FC) and School Transition Specialist (STS) which would provide peer to
peer support to CYP and their caregivers. STS’s were 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 CYP’s to their mainstream school post discharge is reported in both
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 the risks pertaining to CYP’s connections to their friends, family and

hospital during periods of inpatient mental health care.

In the case of CYP’s friendships, previous research has found that admission to

adolescent inpatient units pose risks to the maintaining of CYP’s relationships with
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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 adolescents’ family
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.

In the case of CYP’s schooling, policy and guidance make clear 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
CYP’s friendships, family connections and education, there is still a dearth of
research of CYP and caregivers’ views 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 caregivers’ experiences of maintaining connections
during admission and inpatient staff members’ views 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 — 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 hinder CYP’s connections to their education, 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 CYP’s and their caregivers’ views and experiences of maintaining
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 maintaining CYP’s social

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
health and social care settings, research is conducted within ‘paradigms’ which guide
or shape the researcher’s understanding of a phenomenon under study (Polit and
Beck, 2008). A paradigm has been defined as a ‘world view’ or way by which a
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
inform the methodology and methods that suit the researcher’s topic (Scotland,
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 researchers’ philosophical backgrounds (Schwandt, 2007 and Creswell
and Plano Clark, 2018). Ontology is described as ‘the study of being’ or the nature of
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

considered as knowledge or ‘should be’ knowledge (Bryman, 2016 and Cohen et al,
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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
‘relativism’ which views reality as being subjective and different from person to
person (Scotland 2012, Polit and Beck, 2017). Researchers using the constructivist
approach aim to understand phenomena from an individual’s perspective which can
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 researchers adopt a ‘subjective’ epistemological position which is
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 ‘idiosyncratic’ which questions whether two constructivist
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 researcher’s epistemological stand which
aided in the construction of the knowledge being sought in the study. The
researcher’s 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 ‘convergent design’ (Creswell and Plano Clark,
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 actively participate in the group in order to gain an insider’s
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 the current study’s CYP participants
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
CYP’s connections to friends, family and education, semi-structured interviews were
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 reflecting participants’ perspectives (Yin, 2018).
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 encourage participants to elicit personal or group’s
experiences, views and feelings and to build on each other’s views (Leung and
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 patients’ experiences of keeping in touch with
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.

Interview questions were developed from the literature surrounding CYP’s inpatient
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 health care organisation’s policies and

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 CYP’s connections to their friends, family
and education. Official documents deriving from private sources such as an
organisation’s documents are likely to be authentic, meaningful 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
meetings known as ‘pay over’, and more in-depth weekly ward 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 include the researcher’s initial reflections (Clark et al, 2021). It has
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.

1 Pay over — a daily MDT meeting where professionals discussed and reviewed the care and
treatment of CYP. A brief meeting, shorter than the 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 utilises a three-point Likert scale ranging from 0="not true’,
1="somewhat true’ and 2= ‘certainly true’. The measure is comprised of the following
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 within the ‘normal’ band, 14-16 within the ‘borderline’ band and a
score of 17 and above considered to be in the ‘abnormal’ banding. Results are not a
judgement of CYP’s mental health, but higher scores tend 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 Inattention— 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 adolescents’ perceptions 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 (a short and longer version) of CYP’s cognitive,
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

“Strongly disagree” to “Strongly Agree”, and “Very important” to “Not at all important”.

Sample items for the subscales include: “I feel excited by the work in school” and “I
am happy to be at my school” (emotional), “| check my schoolwork for mistakes” and
‘I learn a lot from my classes” (cognitive) and “When | am in class, | just pretend | am
working,” “I get in trouble at school,” (behavioural). The SSES was initially tested at
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 a study’s findings (Heale and Forbes,
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 three years’ worth 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
descriptive approach and has been described as “a method for identifying, analysing
and reporting patterns (themes) within data” (Braun and Clarke, 2006). It is useful for
exploring individuals’ views, 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):

» 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.

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

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

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

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

» 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, including a ‘Part B’ section for research projects
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 submitted to the University’s Research and
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 CYP’s voices were heard in the design of the research, the following strategy

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 provided the CYP’s feedback through email format. Initial feedback indicated a
mixture of understanding with CYP making the following comments: “It’s fine, |

understand what it says and what it’s asking. It seems pretty clear to me. | think I'd
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be able to answer all of these if | had to” Respondent 1. “/ get some of it, but | don’t
understand some of what it means really. | might need some help if | was doing it
properly” Respondent 2. “I think it should be a little bit easier to understand. |
understand it, but I'm not sure if younger people might get it. | think the language

might need to be a bit simpler” Respondent 3.

The feedback was taken forward for refinement and the patient facing materials were
subsequently changed to aid potential participants’ understanding. 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
director of the research setting was sought before a ‘green light’ to start the study
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 assessment and issuing a “letter of access’
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.

Initial stages of fieldwork involved me attending a weekly ‘ward round’ meeting each
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 overview of the patients’ care for the
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 study’s research protocol, the identification of suitable
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
coffee tables in the building’s reception area in hope that it would attract the attention
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 CYP’s 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 nurses’ and other health care

professionals’ everyday clinical practice and is underpinned by the Nursing and
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 participants’ level 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
health can impact our capacity to make decisions. The assessment of CYP’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 incorporating ‘proportional consent’ into the consent
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 it can be commonly assumed for case law for 'Gillick
Competence’ to be applied when consenting a CYP into research (HRA, 2021).
However, an important aspect to consider is the child’s understanding of the
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 ‘common law’ it is assumed that those aged 16 and over can
consent (HRA, 2021). However, the involvement of the CYP’s family 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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the PIS. In the event of a safety concern disclosure, the University’s and Health

Board’s safeguarding procedures were to be followed.

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
participant’s study identification number. Paper copies of data such as signed assent
& 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
the universities network. In concordance with University’s Research Governance
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
placed on ‘special observations’ (Chu, 2016) and there were limited rooms on the
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 arm’s reach) by staff members. Despite these challenges a suitable
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 ‘outsider’ to the research, | had provided no nursing care to any of
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 were planned to provide an overview of CYP’s,
caregivers’ and health, social and education practitioners’ perspectives 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 — 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. The study’s methodology, 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
on the basis of a two-week assessment period (Organisation’s Information Booklet,
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 units in the UK (O’Herilhy et al, 2001).
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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therapist’s rooms. The second corridor comprised of the Visitors’ Suite and Learning
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 therapists’ rooms located away from the hospital
wards but still within the building.

4.2.3 Visitors’ Suite

The Visitors’ Suite, commonly referred to as the ‘unit flat’ by staff, patients and
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 ‘family meals’ as part of the weight restoration process for patients with
eating disorders. The Visitors’ Suite 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 Visitors’ Suite 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’s. The final classroom was the largest
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 caregiver’s and referrers views will be taken into consideration
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:

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

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

Admission Exclusion Criteria:

4.3.4

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.

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.

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

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

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.

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

assessment will cover several factors such as the CYP’s current presentation,

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
employed at the unit, who provided three years’ worth of anonymised data prior to
the study’s fieldwork. The following tables present anonymised data on admission
rates, primary diagnosis and average length of stay for the years 2016, 2017 and
2018.

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 Total number of admissions | Total number of admissions
admissions for 2016 for 2017 n=101 for 2018 n=83
n=41

The table above presents data on CYP’s 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.
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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 4.3— Age on admission to the unit March — 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 March—December | N=50

2018
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Table 4.3 presents anonymised data of CYP’s age on admission to the unit. Data were

only obtainable for 50 of the 83 patients admitted in 2018 between March and

December 2018.

Table 4.4— Average length of admission to the unit in 2016, 2017 and 2018

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)
CYP’s average N= 73.6 days N= 48.1 days N= 47.3 days

length of stay in
days N= number of

days

Table 4.4 presents anonymised admission data for CYP’s average length of stay at
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
number of participants included in the study’s sample n=26.

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 4.5— Gender and admission rates for total number of patients screened (March
— November 2019)

Gender Number and percentage of admissions
Female n= 31 (73.8%)
Male n= 11 (26.2%)

Total number of admissions during March — | 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 4.6— Admission by primary diagnosis for total number of patients screened

(March — 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 — 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 4.7— Age on admission to the unit for total number of patients screened (March

— 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 —November
2019

n=42

Table 4.7 presents data on CYP’s age on admission to the unit for the total number

of patients screened for participation in the study.

Table 4.8— Average length of admission to the unit for total number of patients

screened (March — November 2019)

Year and number of

admissions

March — November 2019 (data

available for 38 of 42 admissions)

CYP’s average

N= 78.8 days

length of stay in
days N= number of

days

The table above presents anonymised admission data for CYP’s average length of
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 4.9—- Gender and admission rates for participants included in the study (March
— 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 4.10— Admission by primary diagnosis for participants included in the study

(March — 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 4.11- Age on admission to the unit for participants included in the study

(March — 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 —November | n= 26
2019

This table presents data on CYP’s age on admission to the unit for the participants

included in the study n=26.

Table 4.12— Average length of admission to the unit for participants included in the
study (March — November 2019)

Year and number of admissions March — November 2019 (data available

for 26 admissions)

CYP’s average length of stay in days N= N= 88.6 days

number of days

This table presents anonymised admission data for CYP’s average length of stay at
the unit for the participants included in the study. Admission and discharge dates
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

45.1 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 years’
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.

4.5.2 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

CYP’s primary diagnosis during their admission to the unit was collected as part of
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 CYP’s demographic data and an average length of stay in days was
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 4.13- Strengths and Difficulties Questionnaire (SDQ) overall scores

SDQ Subscales Proportion Percentage
n/n %
Emotional problems scale n=26
‘Normal’ 8 30.8%
‘Borderline’ 2 7.7%
‘Abnormal’ 16 61.5%
Conduct problems scale n=26
‘Normal’ 18 69.2%
‘Borderline’ 2 7.7%
‘Abnormal’ 6 23.1%
Hyperactivity scale n=26
‘Normal’ 13 50%
‘Borderline’ 8 30.8%
‘Abnormal’ 5 19.2%
Peer problems scale n=26
‘Normal’ 8 30.8%
‘Borderline’ 10 38.5%
‘Abnormal’ 8 30.8%
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Prosocial scale n=26
‘Normal’ 22 84.6%
‘Borderline’ 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
scale and the cut-points (‘Normal’, ‘Borderline’ and ‘Abnormal’) for each subscale.
Note, there is no ‘Abnormal’ cut-point for the Prosocial scale. Data were 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 ‘normal’ with n=8, while only 2 CYP classed as borderline. This
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 ‘borderline’, with n=8 (30.8%), while n=5 (19.2%)
CYP were classed in the ‘abnormal’ category on this subscale. Contrasting the
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 4.14— 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

participants in the ‘abnormal’ band of the total difficulties scale of 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 4.15- 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

Score

23.0 (4.9)

23 (15,32)

25

Table 4.15 presents the Inventory of Parent and Peer Attachment - Revised (IPPA-

R) Global scores and its three subscale’s of Trust, Communication and Alienation

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 CYP’s relationship with their father, had more missing data with n=19

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 4.16— 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)
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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) Global and the three subscale’s
(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.
Results suggest that for the section of the questionnaire focusing on CYP’s
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 questionnaire relating to CYP’s relationships with their father, again there
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.

For the questionnaire which relates to CYP’s relationships with their friends and
peers, results indicate that in terms of Mean, the CYP who were cared for by family
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 4.17— 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
CYP’s global scores of the parts A and B of the Student School Engagement Survey
(SSES) and across the three subscales (Behavioural, Cognitive and Emotional).
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
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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 4.18- 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 CYP’s global scores of the parts A and B of the Student School Engagement
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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 ‘not in education prior to admission’ category.

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’s capacity to admit new patients.

It was initially anticipated to allow six months to collect and generate sufficient data
from participants. When writing the study’s research protocol, it was anticipated to
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:

“l have been informed by the locality manager about the current admission
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.” (Fieldnote, Managerial Staff

Conversation)
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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 reviewed the organisation’s policy and procedure documents.
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:

“Carly 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. Carly wrote ‘siblings’ at top of

the questionnaires, crossing out friends.” (Fieldnote, Patient Conversation)

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:

“When 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.” (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 previous three years’ admissions
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
‘abnormal’ band of the total difficulties 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 — 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

explore CYP’s relationships with peers in hospital.

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 one — Remote connections with friends

5.2.1 Unit policy on mobile phones
Theme one will begin with exploring the health care organisation’s policy and

procedure document which relate to CYP remotely keeping in touch with their

friends.

In the list of documents | was provided with by the unit’s senior manager, policies
and procedures relating to CYP keeping in touch with their friends were first outlined
in the organisation’s (2014) Information Booklet. 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 in CYP’s treatment plans. Instead, the unit
offered a ‘ward mobile phone’ which could be used to contact family and friends, and
gave CYP two options of either having one, 15 minute call per day or 3 five minute

calls per day:
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“Whilst we understand that mobile phones / iPads etc are very important items
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.”
(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:

“The 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 mobile media... ... the contract takes
into account individual risk assessments including safeguarding and emotional
well-being, this may indicate that some young people require limited phone
use/supervised phone use.” (Patient Access and Use of Smart Phones Policy
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.

In conjunction to the organisation’s specific policy on access to mobile phones, their
inclusion and the limits placed on their use were later added to the organisation’s

revised information booklet (2019):

“We understand that keeping in touch with your friends and family is very
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.” (Information Booklet 2019, page 14)

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
organisation’s data protection and mobile phone policy. Patients had allegedly 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:

“The MDT debate reviewing the mobile 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.”
(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:

“You get your phone for an hour a day. So you got like social media, Snapchat
and Facebook messenger... yeah | mean it’s either that or texting... so you've

got pretty much everything you need to speak to everyone.” (Interview, Jenny)
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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:

“They have an hour a day, up in the lounge whereby a staff member would be
present. So, they’ve got their phone which obviously gives them access to their
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.”
(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:

“The Community Mental Health Nurse states that the patient lives in a remote
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.” (Field Note, MDT
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:

“It’s not enough [time] when like you want to ring parents and then you want to

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 that’s 40 minutes gone just speaking to family members without even
wanting to like check on social media or stuff like that.” (Interview, Jenny)

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:

“...I'm used to having my phone like every hour of the day instead of just an
hour. You're like what do | do? Do | text my friend? Do | watch YouTube? Do |
do this? Do | do that? It’s really limited. It’s quite stressful for me because... ... I
have to do a hundred things at once on my phone to get everything done. So,
it’s really difficult.” (Interview, 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:

“I think, | don’t think that we’ve got it right... ... | wouldn’t be happy with that, just
one hour especially at the weekends. | think maybe we’ve gone from one

extreme to another.” (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
hindered staff’'s opportunities to assess and engage 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:

“...young people need their mobile 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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they’re not going to do that if they’re on their phones all the time.” (Interview,
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:

“It's amazing how well she’s done by not having her phone as much... ...
because when she’s very bad she does shrink away into her phone and it's
made me be a bit more determined... ... not take it away because that’s not
what life is today, but just to limit the times, and say “that’s enough phone now,

you have to do something else.” (Interview, 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:

“It's enough time for me because | don'’t really go on my phone a lot anyway.
Sometimes | don’t even go on it for the whole hour. | text them every other day
and | probably see them about once every two weeks... | guess the one hour
would be quite restrictive for some. | don’t really find that because | don’t have

that many friends. | just have a couple of good friends.” (Interview, Nia)

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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“I've got a number of youngsters who’ve been at the receiving end of
cyberbullying and bullying. | know some have been relieved when we’ve
reduced the phone time because they’re not being subjected to some of those
subjections.” (Interview, Therapist)

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 through ‘ward round requests’, which were
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:

“Staff Nurse states Carly has a ward round request for the current mobile
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.”
(Fieldnote, MDT Meeting)

Other CYP preferred to discuss this collectively with staff and their peers in the
weekly ‘community meeting’. Each Tuesday afternoon a community meeting was
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 subsequently denied until the unit's management team had finished their

investigation:

“The Consultant Clinical Psychologist states that young people brought up the
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 to the outside world and states “we
live in a mobile world”.” The Ward Manager acknowledges that many young
people want more time on their mobile phones but states it still needs to be
reviewed by LMT before a decision can be made.” (Fieldnote, Weekly MDT

meeting)

When discussing the restrictions on mobile phone access with a therapist, she

appeared to empathise with CYP and stated that due to the unit’s mobile phone

policy, some were going to find the reduction of time for telephones difficult:

“l think maintaining contact is so fundamental. Likewise, there are challenges
aswell... ... it’s hard when you’ve got a group of youngsters, you’ve almost got
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 jeffing, and you’d expect it, if someone told me | can’t go

near my phone for an hour | wouldn’t be happy!” (Interview, Therapist)

5.2.6 Friends’ limited 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:

“Int: How 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 won’t get a response by the end because they

might be busy when it’s our phone time so, you’re buggered, really.” (Interview,

Emma)

This was acknowledged in an interview with a Staff Nurse who commented that

CYP’s friends were not always available. Since the policy had been changed to allow

CYP to spend less time on their mobile phones, consequently it may have reduced

the frequency of contact they had with their friends:

“l think certainly since the phone policy has changed to one hour, while there’s

been benefits to that, it has limited the amount of [contact] because your friends
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aren’t necessarily always around for that one hour. It has probably reduced the
frequency of their contact with their friends. If they can’t get in contact with
someone then obviously once that hour is up, then that’s it for the day.”

(Interview, Staff Nurse)

Routine interventions known as ‘key working’ or ‘nurse engagement’ sessions would
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:

“They’re [staff] quite flexible... ... the other day | was with a Nurse and she was
like “you can have the phone until 20:00” because she was talking to me and I'd
done a key working session so she gave me my phone until 20:00 which was
cool.” (Interview, Joanna)
5.2.7 Ward mobile phone
Although most CYP who were interviewed had a mobile phone, they were reassured
that a ‘ward mobile phone’ was also available between 9am-9pm if they did 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 important events at home such as friends’ birthdays:
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“We have had young people that have written letters and received them as well,
which has helped to keep them connected, even if they just know what’s going

on and all the gossip that’s going on at home...
Int: Right

...other times, there was one young person whose best friend, it was their
birthday when they were in here... ... SO you know, if they’re upset that they’re
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.” (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:

“We have encouraged some letter writing on maybe a handful of cases, its not
something that we [MDT] discuss frequently to be honest.” (Interview, Social
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:

“I think on the phone it’s probably easier to connect maybe on like a more
superficial level | suppose, writing like letters... ... you need to be a bit more
okay with being in hospital | guess.” (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 first had to sign the organisation’s mobile phone contract along with

their caregivers and a Nurse. This contract had the following 5 key components:

“1. Discuss and document any concerns regarding potential smart phone use,

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.” (Patient Access and Use of Smart
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:

“On my first admission, it was my first time being in this type of unit. | was very
qguiet and being very like reserved, very nervous... ... 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.” (Interview, Emma)

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:

“Int: Have you managed to keep in touch with your friends?

When | go home on leave, | meet up with some of them, but when I’'m here |
don’t really talk to them, because | don’t really use social media or anything.”

(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:

“I would say there is more virtual contact. | would prefer face-to-face contact.
However, the generation of 11-18-year-olds are quite used to keeping in touch
with each other virtually, or through the phone.” (Interview, Therapist)
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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 social media as being a “sticking plaster”, and felt the interactions

she had with her friends were not ‘proper interactions’:

“When Emma was first admitted onto the ward | don’t think any of her friends
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 | don’t see that as a solid
communication. It’s a sticking plaster, rather than anything else. It’s not a way
of keeping in touch really rather than face to face, so | think she was potentially
on the fringe of a discussion rather than it being you know, proper interaction.”

(Interview, Parent)

An issue that concerned staff members and parents regarding CYP’s social media
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:

“In recent months we were becoming increasingly concerned about how phone
use was being used, because we’re all mindful of social media and the impact
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 unhealthy to their mental health.” (Interview, Therapist)

On one occasion, the MDT discussed CYP allegedly participating in an online game
which contained elements of self-harm:

“The 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 ‘yellow bird’ which originates from an online social network phenomenon
the ‘blue whale challenge’ which includes ‘challenges’ instructing people to self-
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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lounge during the allocated time for mobile phones and tablets.” (Fieldnote,
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
disorders accessing ‘pro-anorexia’ internet webpages and Instagram accounts.
These websites relate to the promotion of behaviours associated with the eating

disorder Anorexia Nervosa:

“...[those] with eating disorders, they would be on Pro-ana websites, Instagram
accounts, they’ve got Instagram accounts where they’re friends with anorexic
people who will be motivating them. We’ve had instances of patients taking
selfies on the ward with NG tubes in and it’s just promoting things. Then we’ve
got safeguarding concerns and confidentiality concerns... ... during that initial
two-week period of assessment we want them to open up to staff and not be
fixated on negative images online.” (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 having on his daughter's mental health:

“Dad stated that his daughter would look at pictures 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
‘influencers’ are getting paid a fortune to post pictures on social media.”

(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 unit’s mobile phone policy:

“The big one for me is social media. | think we’ve hit a paradigm shift really.
Technology is going so fast and it’s such a big part of people’s lives, the
literature and the policies can’t really keep up. Ours has changed in the last two

days, because what was relevant last year and what was relevant last month
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isn’t relevant now, so | feel like mental health services are playing catch-

up.” (Interview, 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 monitoring and observing CYP’s social media use:

“We can’t ban people from using social media. Young people can do what they
want, that’s their discretion completely. Although we have seen a huge increase
in self-harm in the effect of social media has on young people’s well-being. We
know that’s happening, but then at the same time, our hands are tied in terms
of what can we do to stop it... ... we can't. It’s things that we can do, let’s say
‘not looking at articles on pro-anorexia websites whilst you’re here on the
ward”, but realistically how can we police that? We say to young people, think
of confidentiality, you’re not to take pictures on the ward. Realistically, we're not
going to have eyes on a 14-year-old all the time. If they’re going to take pictures
of their friends and upload it to Facebook, how can we really stop that? We
can’t. So, you’ve got policy saying one thing, and reality saying another and

that’s constantly changing.” (Interview, Staff Nurse)

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:

“It is really difficult for us to manage. Our hands are tied in some respects with
social media. | know that there’s been some young people that have made a
group chat. We do sit with the young people and try and explain that
relationships that develop while in hospital are not always very helpful... ... but
for young people, it’s very difficult for them to take that on board and to listen to

us rather than their peer group.” (Interview, Senior Staff Nurse)
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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 letters, making cards and the unit’s ward phone. It has
discussed some of the issues highlighted by CYP with regards to time constraints on
mobile phones and the impact this has on staff's assessment. Finally, it has

discussed some of the issues related to CYP using social media whilst on the unit.

5.3 Theme two — 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
organisation’s policy and procedure documents. In the original organisation
Information Booklet (2014), there was no mention of friends being able to visit and

information regarding visiting rather focussed on visits from caregivers:
“When can | see my family and other visitors?

We strongly encourage contact and visits from family and carers throughout a

young person’s stay in the unit.” (Information Booklet, 2014 page 14)

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 term ‘visitor’ was used to describe family

members and various health and social care professionals:

“The term “Visitors” can be defined in a number of ways; for clarity,

professionals from other agencies, employees from other Health Boards,
employees from other parts of the CAMHS Network and family members
should be considered visitors.” (Procedure for Dealing with Unauthorised

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:

“Outside Visitors/Additional Family or Friends — No visitors/additional family or
friends will be allowed on the premises without prior consent from the core

professionals team.” (Use of Visitors Suite, 2017 page 7)

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:

“Informal visits from family and friends are actively encouraged throughout your
stay. [the organisation] houses visiting rooms and a Visitors’ Suite to support
this. Visiting is not permitted on the main ward areas to support confidentiality
of all young people.” (Information 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:

“Int: How does the unit promote young people keeping in touch with their

friends when they’re on the ward?

It would start from the initial Tier 4 assessment, that is one of the questions
which a staff nurse would be interested in, “what does their friendship group
look like outside of the unit?” because they’re things that you need to be

working with.” (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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“So when they’re admitted we would be using our nurse 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.” (Interview, Ward Manager)

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:

“So we’ve had multiple groups of friends come to visit the young people all at
same time, which is nice. It’s about being flexible and not having a blanket rule.
If we can facilitate them meeting their friends then we’ll absolutely do that. It’s
only when there’s an outright risk, we’d have to do something about it.”

(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 CYP’s recovery:

“Generally, we encourage that [friends visiting] because we believe that to be
part of the healing process for young people. So it’s not just kind of for the
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, that’s another resource we encourage, we encourage friends to visit.”

(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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“Friends wouldn’t be able to visit in line with the educational and therapeutic
timetable. But outside of that we are very flexible, we would be encouraging
friendships from the outside as much as we possibly could.” (Interview,
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:
“Int: Have you had visits from your friends?

I've had visits from professionals and my family but not friends or anything like
that.

Int: Would you want them to visit you if they could?

Probably not because I'd rather focus on myself first and get myself better

before they come and see me.” (Interview, 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:
“Int: Do young people have visits from friends when they stay here?

Some do, for others it is more difficult because for other young people they
haven'’t got that strong friendship group within the community prior to an
admission and that may be one of the areas which they’re struggling with.”

(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:
“Int. Have your friends come to visit you here?

Yeah they’ve come every Sunday with my mum. Sometimes they come in the

week as well. It all depends how my week’s going. So, if I'm having a bad
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week, like if I'm feeling low, they’ll come in and try cheering me up.” (Interview,
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:
“Int: Have your friends come to visit you?
No.
Int: Would you want them to come and visit you if they could?

I've told them I’'m not allowed visitors. They’ve asked to come and visit but it
wasn'’t... ... something | was comfortable with so | said only my family could visit

me.

Int: | see

It was just easier than telling them | didn’t want them here.” (Interview, Emma)
5.3.4 Friends’ 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 the organisation’s visiting policies stating

under 18’s needed to be accompanied by an adult when visiting.

Interestingly, this restriction was the topic of discussion during a ward round meeting
when a CYP’s boyfriend who was over the age of 18, wanted to visit her on the unit.
Despite being over 18, the MDT insisted on him being supervised by the CYP’s

mother, as there were concerns about whether the visit was appropriate:

“Senior Staff Nurse states a CYP’s boyfriend is due to visit today and he is over
18 years of age. The MDT discuss whether the visit should be supervised as
the young person’s mother has previously stated to staff members that the

boyfriend may have been supplying her daughter with illegal substances.

The MDT debate whether there is sufficient evidence to support the mother’s

claim. The Consultant Clinical Psychologist states that the young person’s
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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, as there are more ‘grey areas’ cropping up.

The MDT conclude that as per the unit’s visiting policy, it is the responsibility of
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
presence of the patient’s mother. A Staff Nurse states she will contact the

mother to explain this to her and her child.” (Fieldnote, MDT Meeting)

The unit’s policy of certain visits having to be supervised, appeared to be a barrier
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:

“Int: So what ways do you have access to your friends when you’re in hospital?
Just phone, really. They don’t really come and visit me. Just through the phone.

Int: Ok... Is that something that you’ve asked for?

No, they just don’t really come. Because if they come, they’ve got to be

supervised because they’re not over 18. It means like a parent or Nurse must

sit in for it all, they have got to be inside the room with us.” (Interview, 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 supervise his daughter’s visit with her
friends due to her being placed on an intermittent level of observations. He also

reported how having to do this upset his daughter:

“They [friends] came at the weekend. There had to be an adult in the room

because they’re under 18, which Jessica was upset about, but to be honest she
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was on quarter hourly observations so | kind of thought I'd have to be there
anyway so | just said — | put headphones in and brought the papers and | could
hear them talking but | didn’t really listen but as long as | could see that she

was safe | was happy with that.” (Interview, Parent)

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:

“I think it’s difficult for teenagers to talk with a parent there. It is hard but, |
wonder, that’s a viewing room next to the family therapy room isn't it? [parent
points at two-way mirror on the wall] | wonder whether it would have been all
right just to watch from a distance? | don’t know, possibly. It seems a bit of a
shame to have to sit there with them.” (Interview, Parent)
5.3.6 Ward staff views on supervising visits
When asked about CYP’s visits having to be supervised by an adult, some staff
members were very clear about the visiting policy and the restrictions around
supervising CYP:

“Friends can come and visit the young people on the ward. However, there are
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 visit at all times.” (Interview, Healthcare Support Worker)

Despite the restrictions, other staff seemed to empathise with CYP and stated that
supervised visits were important due to the parents’ concerns around the

appropriateness of friends visiting:

llI

t’s difficult because lots of the friends are under an age that we would
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. | know it’s not necessarily what the young person wanted, and it
wouldn’t be what | wanted, you don’t want a parent necessatrily sitting in there

when you'’re a teenager.” (Interview, 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 to stay ‘in the loop’ with her friendship group due to her

mother’s efforts with transport:

“Int: Could you talk to me about how you manage to keep in touch with your

friends while you’re here?

From my phone and I've rung my mum as well. My mum’s tried very hard to
keep the girls in the loop. My mum brings them in to see me when they text her

and ask her.” (Interview, 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. Jessica’s mother also described having to give up her

own time when friends visited:
“Int: How has she managed to keep in touch with them then?

So, they’ve [friends] offered and it’'s been mostly me then saying, “You come
when”. If they come, | don’t get a visit really. | gave up Saturday’s visit for her
friend to be there and | just put headphones on in the corner and spoke to her
for five minutes at the end... ... she needs to have a visit maybe once a week,
but I've not done it more than that because the family need to come too.”

(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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“It can be quite difficult because sometimes their parents can feel quite
protective of the young person and naturally, cannot really want any visiting
time and want to keep it to themselves.” (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
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Figure 5.1 — 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:

“Int: How often would you say you keep in touch with your friends from back

home?
Not very often.

Int: Ok...
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It’s just that its quite a long way for them to come, really.” (Interview, Sarah)

Sarah’s parents reflected on whether they could have brought friends in to see her.
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:

“It is a long distance to come down and maybe we could have brought a couple
of friends down, but we didn't... ... it might have been difficult and of course it is
always awkward when you are just meeting in a room with them.” (Interview,

Parent)

Other caregivers felt the distance between the unit and where they lived was a
barrier to friends visiting. Emma’s father highlighted that his daughter was at the
age where people would begin to start driving but may not have their own transport
yet. He also referred to the poor public transport links in the area and his daughter’'s
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:

“Int: What do you think the reasons are for Emma’s friends not coming to visit in

this unit?

| think there’s a couple of things... ... the logistics. It’s an hour’s drive away and
for young people that haven’t got a car, some have just passed their driving
tests, but most of them aren’t drivers. Really, it’s over an hour’s drive away. |
mean they could come by train but that’s not always easy. They’re at college

and they've got lives themselves.

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

there’s that barrier of distance.” (Interview, Parent)

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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“Int: What do you think the barriers or issues are for Jessica keeping in touch
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.” (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:

“Il think coming here onto the ward given that some young people can live
geographically, miles and miles away if they’re very, very West [of the Country],
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 it’s, it is easier for their friends and family to just pop
in or keep a more regular contact rather than it being a really big thing.”
(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.
Regardless of whether CYPs’ admissions to the unit were on a voluntary or
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:

“Our aim is to help you get well as quickly as possible and return to your own
home and life away from the Unit as soon as you can... ... when you are ready,

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.” (Information Booklet 2014, page 11)

The unit’s revised Information Booklet (2019) further recognised CYP gradually
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:

“We consider time off the unit to be an essential part of the assessment
process and will seek feedback from you and your parents/carers... ... a
gradual approach will be taken to increase the time that you spend off the unit
and at home.” (Information Booklet 2019, page 14)
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 CYP’s lives:

“We want to try and keep life as normal as possible for the young people while
they’re here, and that means keeping their friendship groups going by
facilitating leave. We’'ll always try and facilitate leave and we’ll always try to
keep them going to things like clubs. We’ve got young people that we've
facilitated into gymnastics groups. We'll try and get them out as much as we

possibly can to keep those links in.” (Interview, Staff Nurse)
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Despite unit staff wanting to reintroduce normality in CYP’s lives such as outside
friendships and school by promoting leave to go home, one staff member reiterated

that this was often based on the level of risk:
“Int: Do young people have leave from this unit to go home?

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.”

(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:

“Young people have had visits from friends and certainly when you get further
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.” (Interview, Therapist)
5.3.10 Adolescents’ views on home 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:

“Int: How different is life on this unit compared to life back home?

At home there is a lot more freedom. | get to see my friends a lot more, see my

boyfriend a lot more. | can just, | can do what | want.” (Interview, Kayleigh)

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:

“Int: Have you managed to keep in touch with your friends?
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When | go home on leave | meet up with some of them. But when I’'m here |
don’t really talk to them, because | don’t really use social media or anything...
... | suppose it would be nice to see them more often, but | think | would prefer
to do it when | go home, because then it’s in more of a normal environment.”

(Interview, Sarah)

Emma described how along with having enough time when on leave to see her
friends, an element of her treatment programme called ‘rest’? impacted her going out

of her home to meet her friends:

“Int: What 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 long | have the leave for and it’s hard because
‘rest’ still applies when you’re at home so that it’s hard to work around that

throughout the day.” (Interview, 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:

“Int: I'd like to ask you about your friends from back home, how are they?
Yes, they’re all good. They really miss me in school though.

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
more. | usually do that for a few hours when I'm on leave from here.” (Interview,

Sarah)

2 Rest — 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:

“Not being at school is quite a big one for not being so frequently in touch with
them [friends] and it’s not as easy to keep in touch when you’re not in school so
it’s only with my closest friends that | do keep in touch with now.” (Interview,

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:

“...even one day away from a group of teenagers can make you feel like you
don’t know what’s going on. It’s probably an issue of feeling left out, isolated,
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.” (Interview, Education Team)

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:

“Well, | think school is a real big one, some of the cases with young people
they’ve been managing distress for so long, maybe they haven’t been able to
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

Facetiming.” (Interview, Social Worker)

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:

“I

nt: How are Emma’s relationships with her friends from home?

Emma has had some home leave and on some of the occasions, she’s made
arrangements to meet with people, but she still can’t be unsupervised on a
home leave. If Emma was meeting her friends, let’s say, if she went out to a
coffee shop with them, myself or her mum would have to be there and that’s not
a natural environment for young people to be chatting about whatever they

want to chat about. It’s definitely been limiting.” (Interview, Parent)

This theme has discussed the physical ways in which CYP were able to keep in
touch with their friends. It has discussed the organisation’s policies in relation to
friends visiting and how CYP’s friendships are considered by ward staff during the
admission process. It has explored the views of ward staff promoting visits from
friends and CYP’s experiences of friends visiting. The role of the caregivers in
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 CYP’s relationships with other patients on the unit. It will

report some of the interventions utilised by staff promoting peer interactions and it
will explore CYP’s, caregivers, and staff members views of peer relationships in
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 participation in ward-based activities. Along with the unit’s principles
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:

“In the evenings and on the weekends, there will be a number of activities to

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 family and carers.” (Information Booklet, 2019 page 7)

Staff members reported how unit activities such as arts and crafts, cooking, music

groups and team games helped CYP interact with their peers:

“... I think just the way that we’re set up is that we do tend to do things together,
we go down to the sports hall to play rounders a lot... ... the kids seemed to
really like rounders and naturally, you’re on teams and working as a 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.” (Interview, Staff Nurse)

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 they’ve got things in common with.” (Interview, Therapist)

CYP described being able to make new friends with peers on the unit due to having
things in common with each other:

“Int: Is there anyone that you’ve made friends with on the ward?
I'd say so yeah.
Int: Ok, how has that been?

“Il think we had a lot of similarities and hobbies, so it was quite easy to talk.”
(Interview, Emma)

Emma'’s father also acknowledged that through participating in ward-based activities
and by having common interests, his daughter had managed to form a friendship
with another patient:

“Int: How do you think it’'s been for Emma staying in hospital with other young
people?
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Emma’s been able to share that she has formed some sort of relationship with
some of the young people. There are some young people who were playing
musical instruments and Emma plays musical instruments, so they’ve bonded
with that in some of the group therapies, media and TV shows, that type of
thing.“ (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:
“Int: Have you managed to mix in with other young people?

It’s a really welcoming unit. It’s nice because you’ve got a bit of everything like
not everyone’s the same, not everyone’s got the same story, the same
background, it’s nice to just mix with everyone and just feel at ease with

everyone on the ward.
Int: Is there anybody that you have made friends with?

Yeah, I've made friends with a couple of patients, all from different backgrounds

and it’s just been really nice.” (Interview, Jenny)

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:
“Int: What is it like being on the unit with other young people?

It makes the time go by quicker and you don’t feel as alone because without
your own support system of your family and friends you do feel quite alone

here.” (Interview, Emma)

Caregivers also reported feeling reassured that their child were having contact with
their peers:
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“She tells us who she has done things with, who she knows best, who she
likes, who she has chats with, that kind of thing. So that's reassuring for us that

she is getting that contact with her peers.” (Interview, Parent)

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:

“It’s kind of nice to talk to people that sort of understand mental health.”

(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:

“She’s made some good friendships I think, people who understand, rather than
her outside friends who try to understand but don’t. So | think there’s some
ongoing friendships even if it’s just via Facebook or Instagram.” (Interview,

Parent)

According to some staff members, CYP’s shared experiences helped them to form
friendships on the unit. One therapist reported that CYP remained friends’ post-
discharge from the unit, and described how there was an acceptance between

peers:

“I think they find a sense of shared identity... ... I've seen total acceptance on a
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 a unit have to be mindful of that, you know, but I'm
mindful that kids go on leaving here maintaining friendships that they’ve

developed.” (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:

“I often think the young people that come into the ward have been experiencing
difficulties with their friends or just with life in general, things have been a

struggle. So often when they do come onto the wards they find, it’s like all of us
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isn’t it, we find people we have similar experiences, you can connect on a
certain level and often their experiences, their difficulties, their suffering brings
them together because they’ve found other young people that actually
understand them on a level that other people haven't. So quite often yeah we
do have young people that form friendships and quite strong bonds on the
ward.” (Interview, Senior Staff Nurse)

In addition to ward rounds focussing on patients’ clinical presentations, CYP’s
interactions with others on the ward were frequently discussed in MDT meetings by

the health, social and education professionals:

“A 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.” (Fieldnote, MDT 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:

“l don'’t really hang out with the people that are here. I’'m not really ready for
that. | just sort of isolate myself in my room because that’s what’s best for me
right now. | do know this girl that | met last time when | was here. She’s here
today so... ... she was asking for me and | was like “I'm busy” and stuff. | don’t

want to speak to anyone right now other than my mum.” (Interview, Carly)

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:

“To me it was not [important to make friends] because | kept saying “I'm not
here to make friends. I'm here to get better and that’s it”. But | ended up making

friends so that was quite nice.” (Interview, Heidi)
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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 unit’s communal lounge:

“When [ first came in, | was keeping myself to myself really and | wasn'’t talking

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 like ‘It'll do you good”. So I just tried it and it helped me
right away.

Int: Ok

So yeah, then | slowly came around inside and started to talk to people.”

(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:

“It's a bit hard sometimes, especially in somewhere like this, because you never
know when somebody is going to leave. You never know if somebody is going
to be discharged, or how long they’re going to be here.” (Interview, Sarah)
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:

“It can be challenging because obviously you’ve got older patients, you’ve got
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 like that.” (Interview,
Jenny)

Some CYP described ‘triggering’ others and feeling also ‘triggered’ themselves,
terms of which were used to describe a person’s emotional state being affected by

distress:
“Int: What has it been like for you staying here with other young people?

It can be difficult. People have been banging doors trying to get out. Sometimes

it would all get scary.
Int: | see...

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

it’s like dominos. Sometimes it’s good, but sometimes it’s quite triggering.
Int: What do you mean by the term triggering?

Like you could upset someone or it could trigger an emotion that they don’t
want to have and they say a lot of bad things that you don’t really want to hear.”

(Interview, Jenny)

During an MDT meeting a staff member also reported a CYP feeling ‘triggered’ by
other young people which was causing her to have an increase in risk-taking

behaviours:

“A young person reported to a Nurse that she is being ‘triggered’ by other
young people on the ward and has been an increase in risk taking behaviours
such as purging, pacing, exercising and self-harming.” (Fieldnote, 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 meetings, was CYP forming ‘unhelpful’
relationships with their peers. Senior Staff Nurses described how the ward staff tried
to manage these unhelpful relationships:

“There can definitely be some unhealthy friendships that happen and people

connect in an unhealthy way, and it’s about trying to figure out what’s helpful
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and what’s unhelpful. They could keep two young people apart by different
activities, sitting them in different places in the dining room, for example.”

(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

other’s distress:

“An in-patient environment is quite unique, it’s definitely a shared experience
when you’re on the ward with another young person at the same time. | think
that has both positives and negatives, positives being that they can help with
one another’s experience, and | guess they can help one another tolerate any
distress on the ward. But likewise, it can also escalate your distress when
you’re around someone who could be quite escalated at a given time.”

(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:

“[sighs] the philosophy is that you promote normality... ... | remember recently,
one patient brought nail varnish to another patient. Sad thing is, it wasn'’t to be
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's how we try to manage it.” (Interview, Medical Team)

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:

“We’ve had some young people for instance who say they’re struggling with
self-harm, other young people help them or aid them to do things, or give them
items that they could self-harm with and | don’t think that comes from a
negative place, they understand possibly what that serves the other young

person, so they want to help.” (Interview, Therapist)
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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:

“MDT discuss a series of incidents on the Weekend involving multiple patients
in the communal lounge. A Staff Nurse states patients were ‘pushing
boundaries’ and ‘egging each other on’ to cause damage to unit property and
display violence and aggression towards staff. A Healthcare Support Worker
states a patient instigated the incidents and ‘sat back and watched it play out’.
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
increasing her risk-taking behaviours especially when “her family and social
construction is so different to that of other young people’s”. Ward Manager
states that Violence and Aggression Manager is attending the ward today to
speak to the young people involved in the incidents.” (Fieldnote, MDT Meeting)

Of the CYP who did not participate in these series of incidents on the ward, the

incidents nevertheless appeared to affect their wellbeing:

“A 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
Support Worker that she felt intimidated by other YP and stated, “I don’t want to
end up like that”. MDT feel ward environment is causing her distress which is

causing her mental health to decline.” (Fieldnote, MDT Meeting)

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:

“It worries me because | know one of the things coming in here is there’s
always a risk to everything, a risk that she’ll pick up more bad habits and | think

she has, she’s learned a few more behaviours. | think also she has had an
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audience to play to sometimes, so she has upped her behaviours.” (Interview,
Parent)
5.4.4 CYP comparing themselves to others
In some instances, staff had discussions in MDT meetings about CYP with eating
disorders ‘comparing’ themselves to other patients who were also admitted for
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:

“MDT discuss Emma’s clinical presentation on the ward. Staff Nurse states
young person’s mood is low. Staff nurse also states she has been “pushing
boundaries” at times such as not following her meal plan or rest periods. Emma
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

recently been admitted to the unit.” (Fieldnote, MDT Meeting)

One staff member reported that although there were issues with CYP ‘competing’
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:

“I think they can be a supportive network. Most of what I've seen with the pros
and cons, with the children with eating disorders, is that they can be really
helpful if they’re helping each other recover. But the flip side of that is if they’re
competing against each other as to who can be the best anorexic, then that’s

when you’ve got problems.” (Interview, Healthcare Support worker)

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.

“I think she has had quite an important feeling of contact with other anorexic
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.” (Interview, Parent)

In summary this theme has explored CYP’s peer relationships in hospital. It has
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 their peers. It has explored CYP’s views of being in
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 CYP’s social media use whilst on the unit. The
organisation’s policies and procedures were outlined which provided guidance for

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
also provided a review of the organisation’s policies on visitation and CYP having

leave from the unit to go home.

The final theme of this chapter explored CYP’s peer relationships in hospital. It
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
staff’'s views of CYP being 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 — Connections to Family

6.1 Introduction
The previous chapter explored CYP’s connections 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 one — 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:

“Int: How have you managed to keep in touch with your family?
Phone time.
Int: Ok

| ing mum and dad each night, and sometimes | text my brother. | ring my aunt

occasionally.” (Interview, Emma)
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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:

“...she’s going through a very difficult time and it’'s massively important we feel
that she knows she’s cared for and part of the family... ... and just because
she’s in hospital having treatment, it doesn’t mean she’s not part of the family.
So you know, we think it’s really important to keep in touch... ... but also to
know about other things going on in the family, everyday life. We use group
chat as a family so, her sister can join in. So, we think that’s really important

and | think it’s helped as well.” (Interview, Parent)

As discussed in the previous chapter, CYP reported struggling with the time
constraints around mobile phone access and friends’ availability during the one-hour
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:

“It’s strictly 18:00-79:00 so... ... it’s quite hard because I'm like on the phone to
my mum and then I'm like, “l have to go now. Sorry”, and | just like, leave the

conversation.” (Interview, Joanna)

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 aspect of their child’s admission to the
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:

“Certainly, as far as communication goes not being able to get hold of her apart

from the set times. | think initially the first two weeks it is very restricted when

133



they can and can’t have phones. Then it was a bit more open. Then there was
some incident and it was restricted really tightly. So, she was only allowed it for
an hour a day and that... | just found that really hard because you are thinking,
oh you know, | can’t start doing anything at home because Emma is going to
ring... ... rather than just being able to think, oh well | will just do this... ... and
that seems very harsh on those that obviously weren'’t involved in the incident

that everybody has to be treated the same.” (Interview, Parent)

Another parent reported having to get used to the ‘small window’ of mobile phone

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:

“The limited access to mobile phones does make it quite hard because if we're,
| don't know, say cooking supper or doing something else or another phone call
comes during that hour window, you know... ... several times it was like, 'oh no,

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 six and seven.” (Interview,

Parent)

6.2.1 Limited privacy
The organisation’s policy on mobile phones stipulated that their use had to take

place in the ward’s main communal lounge under supervision from staff members.

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

telephone conversations with him in the ward’s communal area due to privacy and

described this as being a barrier to communication with her:

“‘Emma doesn’t feel comfortable having conversations or discussions when

she’s in a communal area, so if we phone her at six o’clock... ... particularly if

she’s had a tough day, it can be very much we lead the conversation, she says,

“Yes”, “No”, but it will be a superficial conversation, It’s not ideal.
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Equally, a lot of the time, they can’t be in an area with privacy... so, | don’t
know. It’s a difficult one to find a solution for but it’s definitely a communication

barrier.” (Interview, 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:

“I

nt: What has it been like keeping in touch?

Difficult. She doesn'’t really like speaking on the phone that much, it’s only ever
quick calls, but mostly we’ve been text messaging or through WhatsApp.”

(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:
“Well 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, if it’s quite personal it can be quite upsetting that you can’t

have that privacy when you have your phone calls.” (Interview, Heidi)

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:

“Int: Are you able to have telephone conversations with your family?

Yes but | wouldn’t say they’re private because the phone time, it has to be
supervised in the lounge so it’s like you can'’t really speak about anything
private... ... you should be able to talk to your family about stuff that’s happened
but you can’t because you’re in a room full of other patients that could get
triggered. | find it quite hard that | can’t just ring my mum and have a
conversation about it without staff just watching everything I'm doing.”

(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:

“...we’re not even allowed them in our rooms for the hour. Before you could

have them anywhere.
Int: How has that been for you?

It’s a bit awkward because you can'’t really talk about anything that personal,
because people are going to be listening. You just have to try and talk quietly.”

(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:
“There’s a mobile phone here that | can go on, it’s a phone in the meeting
room. So when the staff are available you can use that, but only for three five
minute phone calls, or one 15 minute phone call. That’s the only really private

one you get is if you go over to the meeting room.” (Interview, 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 aspects of their child’s care such as medication or outcomes 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 in their child’s care:

“l like to make sure the family are kept up to date with everything that’s going
on... ... I think that it helps in turn with the family keeping in touch.” (Interview,

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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“They can use their own mobile phone to contact their parents, but they can
also make use of the ward phone. So, the ward phone is available to young

people whenever they need to speak to their parents.” (Interview, Therapist)

When discussing CYP’s limited 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:

“It’s really difficult and all they want to do is speak to their mum. | mean we'’ve
had young people in as young as 11, which is really sad and we do our best to
facilitate using the telephone. If they come to the point, and it’s in the day, and
they desperately want to speak to their parents they could phone up and they
could even come into the ward. We’re not a case of, “right well no more”. We
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, it's not something that we are ogres about. So it is difficult for the
young person to keep those links but we do our best.” (Interview, Healthcare

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:

“I think another barrier is the phone policy, so families will need to be aware of
when the young people have their phones. If they need to use the ward phone,
that’s quite limited, | think it’s about only 15 minutes they’re allowed.” (Interview,
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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“I found it quite hard being away from them... ... | felt like | needed to savour
every moment they were there. The ward phone is quite a nice facility though, |

used to phone them pretty much every day.” (Interview, Nia)

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:

“The availability of the ward phone, Emma can have access to a ward phone,
any time of the day or night. If she wants to speak to us at any stage, it’s

always available.” (Interview, Parent)

Whilst acknowledging the availability of the ward phone, one of the unit’s therapists |
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:

“We do have a video system, a conference system here, which is used to
facilitate conference-style meetings. It’s used for professionals, but | have often
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

technology.” (Interview, 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 CYP’s and 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 — 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 reception, unit’s atrium, in specific visiting rooms, and the Visitors’ Suite.
CYP and family members were aware of the visiting policy and its times and rules
through the organisation’s (2019) Information Booklet. In addition to visiting times,
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
organisation’s 2019 Information Booklet, | was informed by staff members and
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 understanding of the CYP’s and family’s interactions:

“It’s [visiting] very 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

with each other.” (Interview, 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 family’s own

capacity to visit:

“Generally speaking, young people can have 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, it is not our decision, it’s
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the family’s decision, and we can only facilitate the visiting as and when they

feel they’re able to come.” (Interview, Education Team)

| 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:

“...it really depends on where the parents live... ... some parents may come
every evening, some parents may come every other day... ... if they don’t come
to visit then an auntie or an uncle, or another family member will come. But for
some people, particularly if it’s a looked-after child, they may not have a visit at
all, they may have one visit a week if that.” (Interview, Therapist)

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:

“My mum and my dad come and visit me pretty much every day. It’s about an
hour’s drive for them so it’s still nice they make the effort to come and visit...
...my parents try and alternate or if they come at the same time and if they can’t
make it they try and ask another member of the family to come and visit like my
grandparents.” (Interview, Kayleigh)

Another adolescent described to me the feeling of looking forward to seeing her
parents and feeling happier after she had spent time with them:

“...when my parents came that was really exciting because you’re sitting
around all day and then you’re like, ‘Oh my God, there’s something to look
forward to,” and then they came and then I chilled with them and then | come
back on the ward and then | feel much happier because | saw my parents.”

(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:

“There probably are official visiting times... ... but my understanding 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.” (Interview, Healthcare 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:
“Int. Have there been any issues with visiting at all?

No, as far as that’s concerned, there’s never a problem. There’s always a room.
If Kayleigh wants to go out, that’s never been a problem, and the times, they’ve

been very flexible on the times.” (Interview, Parent)

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 her CTP ‘review’ meeting, which was outside of visiting official visiting

hours:

“...we were told six to eight in the evenings... ... so we’ve been coming then
but | presume half term there’s no school and weekends are more flexible, so
nobody said we couldn’t visit and even when we came at 5 o’clock one day
after the review, we took her out then. | don’t think it would be a problem if we

wanted to visit more.” (Interview, Parent)

Emma’s father informed 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:

“We visited the majority of days | guess. Emma was told it helps to see us and
to have time off the ward, but doesn’t always find it here a very positive
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environment so we’ve tended to visit as much as we possibly can. There have
been other visitors for Emma as well, other family members, who are able to

visit and who’ve been able to call her.” (Interview Parent)

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
parents’ work commitments. When discussing some of the issues CYP had with
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:

“l think sometimes the visiting hours aren’t great because my parents work... ...
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.

“(Interview, Heidi)

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:

“...s0 her sister is in the midst of her exams at the moment, she also works part
time, so generally work, study and visiting hasn’t been easy. | guess it’s also
been the emotional aspect of things. She’s found it difficult at times, so she
hasn’t been down to the unit an awful lot. She came down on the train and
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
fondly and her sister said, “Once the exams are over now, if you're still an
inpatient I'll be able to come down much more often” So, that’s been positive.”

(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:

142



“In terms of the visiting time, that clashed with phone use so that was a bit of a
challenge because if we were visiting the unit between six and eight... if we've
come down at six o’clock to see Emma and she’s given her phone, then she’s
[like], “Oh, thanks for coming”, and wants to be on her phone. So, we were

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 press any sort of conversation while she’s

on the phone.” (Interview, 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:

“...what | heard from families was that the parents would avoid visiting between
six and seven, because they knew the young person wanted to be on their
mobile, because they’d want to look at their social media, they’d want to text
their friends, and they didn’t want to prevent that happening.” (Interview,

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:

“...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 they’ve come from a long way is that possible? Also, they didn’t want the
young person to lose out on their telephone time.” (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:

“We’ve got side rooms like this one, so when they come to visit, families will
come and have a sit down. We’ll usually chat with mum or dad first, and then

the young people will come in. Then just go from there.” (Interview, Staff Nurse)

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:

“We’ve got two rooms just before you go into the main ward that families can
use, we've got a family therapy room, and we’ve got two rooms behind the
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
they’re on a 1:1 obs, it’s probably not best that they’re off the ward, but remain
in on the ward in one of those family rooms behind the maglock doors. That’s
because observation levels can change quite quickly, so that’s always factored

into it.” (Interview, 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:

“Sometimes it’s, “Oh, we’ll go to that room”, and you find somewhere, that’s not
a problem at all, and the staff have always been great in being able to

accommodate.” (Interview, 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:

“Yeah, so dedicated visiting rooms. They’re not big, but they’ve got a window,
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 aren’t being used, so by other therapists or members of the
MDT, so we would use other rooms. Sometimes family bring in like board
games or cards, we do have them on the ward as well which we’ve given to
families and a box of books for younger children.” (Interview, Senior Staff

Nurse)

When discussing a parent’s experiences of visiting their daughter on the unit, they
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:

“We had no idea what to expect to be honest, we just assumed we would take
her through to her room because they said that she’d have her own room”. The

visiting rooms are something we didn’t expect.” (Interview, Parent)

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:

“So, if you’re in a room next to somebody who’s also in a room and they’ve got
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.” (Interview, Parent)
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:

“We’re based in [a southern region town], so we’re under [name of health care
organisation], but we’re the only Tier 4 CAMHS in-patient unit in [the region].

We’ve got one in [in the North of the Country], but that means we cover 16 local
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authorities, and seven [health care organisations], so it’s a huge geographical

area that we cover.” (Interview, Senior Staff Nurse)

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:

“...we’ve had young people from all over so that could be like half an hour or
maybe two, three hours away. Some of our young people’s parents are coming
two and half hours drive each way. Others not so far but it does cover a really

wide area.” (Interview, 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 hours’ drive each way:

“There’s distance, which is quite a big one, we run from [town to town], but
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.” (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:

“We’re in a town in the South which the transport links to the [Motorway] is
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
issues. You've got parents who can’t drive so somewhere like [City] is a bit of a

minefield. And if you’ve got to get a bus from one part of [City] to the train
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station, then from the train station to [Town], [Town] by bus here... I've known
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 that’s a huge geographical area for which [the country] is quite notoriously
badly connected transport wise.” (Interview, 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:

“The Staff Nurse reports that the young person has kept a low profile on the
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 her regularly.” (Fieldnote, MDT Meeting)

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:
“Int: So how do you keep in touch with your family when you’re in hospital?

Just through the phone really. That’s basically the only way you can do it...they
do come down and visit, so it’s distance as well that can be a barrier. Because
if you lived in [a town close to the unit] then they could come down every night
because they’d only be 10 minutes away, but it’'s about an hour and a half drive

for them.” (Interview, Sarah)

When discussing some of the issues they had with their daughter’'s admission,
Sarah’s parents informed me 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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‘R1: “It's taken a huge amount of time out of our lives with all the travelling...

R2: Yes... itis a lot to ask because obviously it is an hour and quarter drive,

each way.

R1: We can't blame the unit for where it is so, it's just the practicality really.”
(Joint Interview, Parent)
6.3.4 Visitors’ Suite
A facility frequently promoted by staff to support CYP keeping in contact with their
families was the ‘Visitors’ Suite’, more commonly referred to as the ‘unit flat’. The
Visitors’ Suite was situated away from the two hospital wards on the upper ground
floor within the main building. According to the organisation’s policy, the main
purpose of the Visitors’ Suite was to enable caregivers to be more actively involved
in their child’s care and treatment through promoting therapeutic working which was

facilitated by staff at the unit:

“The prime function of the Visitors’ Suite within [the organisation] 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 staff.” (Use of Visitors Suite Policy 2017, page 4)

The Visitors’ Suite was 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 Visitors’ Suite was 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 Visitors’ Suite was 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 meet in order to use the Visitors’
Suite, with bookings being taken on a first come, first served basis. There was high
demand for the Visitors’ Suite and it was often booked weeks in advance throughout

the period of fieldwork.

One of the primary functions of the Visitors’ Suite was 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

148



caregivers with an opportunity to spend time with their child in a quiet setting. One
staff member described to me how the Visitors’ Suite enabled a caregiver to

sensitively provide care, away from the main hospital wards:

“One of our young people currently wears a wig, she’s supposed to take it off
for a few hours every evening but doesn’t feel safe enough to do that on the
ward, so, as a result of that there’s some sores developed on her head. She will
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

there’s no-one passing the window.” (Interview, Social Worker)

When discussing the Visitors’ Suite with 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:
“Int. Ok and just to go back to talking about the flat, what’s the flat like?

It’s quite basic... beds and then a kitchen but there’s a table in there so | have
family meals which it sounds quite silly, but it’s really nice to have to have that

conversation and a sense of normality.” (Interview, Emma)

When discussing the Visitors’ Suite with 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:

“A couple of times we just used it in the day because you don’t actually have to
stay, you can use it just during the day as well. Lots of effort has been made to
make it feel more homely... ... we put the television on and we watched our

soaps and cwtched? up together.” (Interview, Parent)

Another parent described the Visitors’ Suite being useful when wanting to provide his

daughter with personal care. During an interview he informed me that the Visitors’

3 Cwtch — 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:

“The second time we used the flat... ... this sounds bizarre, young people
aren'’t allowed razors on the ward, | 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
razor, so that’s something that her mum could do for her that made her feel
better, that the flat allowed to happen, and that was great. So, without that flat,
we probably wouldn’t have had that same opportunity, so it's a very good

facility here.” (Interview, Parent)

With the distance to travel to the unit being an issue for some families, the Visitors’
Suite was especially useful in supporting families who lived far away from the unit.
The issue of distance was highlighted within the Visitors’ Suite policy, and direct

reference was made to the facility with supporting these families:

“This facility will also be therapeutically invaluable in working with families that
do not live in close proximity to [the organisation], due to the large geographical
area covered by the unit... ... working with and increasing contact with families
in difficult to reach areas would therefore be via the provision of the Visitors’
Suite.” (Use of Visitors Suite 2017, page 7)

| was informed that the staff regularly promoted caregivers using the Visitors’ Suite
as an overnight facility to keep them connected with their child and to minimise the

travelling required for visits:

“We get a lot of families who struggle to come here. They may come here
maybe once a week, but they want to be here much, much more often, which is
when we’ve tried to utilise the flat as much as possible. | think for the parents,
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

their child.” (Interview, Social Worker)
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Joanna whose mother who travelled to the unit by public transport, described to me
how the Visitors’ Suite became beneficial for her mother on the night of her

admission as there was a lack of public transport available at the time:

“I think twice I've used it. My mum, she wanted to stay with me obviously on the
first night that | came in... ... She stayed in the flat on her own because she
couldn’t go home on the train because it was so late, so she stayed in the flat.
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.” (Interview, Joanna)
6.3.5 Using the Visitors’ Suite to support home leave
As previously mentioned by staff, the Visitors’ Suite was 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 Visitors’ Suite was 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 of the Visitors’
Suite being utilised as part of the process of home leave. When discussing the
Visitors’ Suite being 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:

“...if we’re looking further down the line, maybe more towards discharge or as a
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
they’re not quite ready for it to be in their home environment, it could be a
stepping-stone that they use the flat first where they’ve got access to the
support downstairs on the wards if they need it, or the young person can return

to the ward if they feel they need to.” (Interview, Therapist)

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 carers involved in the child’s care:

“The 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 Visitors’ Suite with the young person

before considering home leave.” (Fieldnote, MDT Meeting)

When discussing the experiences of having their son or daughter home on leave
from the unit, some caregivers described how the Visitors’ Suite was first used as a

way of safely building up leave to eventually having overnight leave from the unit:

“...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.” (Interview, 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 Organisation’s policy on home leave
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
leave off the unit to go home was mentioned in the organisation’s Information booklet
(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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“We consider time off the unit to 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 outings locally.” (Information Booklet 2019,
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 part of each patient’s care. | was informed by 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:

“...generally 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, ‘| would like leave’, we’ll have a ward round meeting on a
Wednesday, and that will be discussed at the MDT and they’ll decide if that is
feasible. We'll feed that back to both the young people and their families and try

and organise when they can go.” (Interview, 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

Visitors’ Suite:

“If someone’s new on the ward or they’ve been at risk, and we’re a bit unsure
about promoting leave we have a flat upstairs, so that’s really good so parents
and young people can stay overnight.” (Interview, 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 using the facilities within the hospital’s
grounds, going to the local shopping centre, or to spend time in the Visitors’ Suite.
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:

“...we don't like to do a 24 or 48 hour over the weekend because what we’re
aware of is, the community teams don’t work weekends.” (Interview, Social
Worker)

A staff member explained the process of home leave to me as a ‘phased transition’,
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:

“We like to do what’s called the phased transition. If it's safe, we’ve done our
risk assessments, they’ve received a medic review and it’s all agreed, family
feel they’re onboard with the plans, ideally what would happen is, if they’ve had
leave off the ward and they want overnight leave, we will link into the
community team to let them know it’s happening, so they’ve got access to
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.”
(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. Support from CMHT’s would also

continue where possible:

“If it’s positive we can then arrange a 48 hour leave home. Again, we link that in

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 it’s a 48 hour leave they may want to do a home
visit to maintain their own working relationship. Then they return to the ward,
and if that goes well its 72 hours, 96 hours, and then we’re looking towards a

discharge pathway.” (Interview, Social Worker)

When discussing home leave in an interview with the unit’s clinical lead and
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:

“We are the top of the country in giving home leave... .. 58 [nights] for general
adolescent unit per episode, of these, eight would be home leave. Eight of the
58. When in our case it's 18 and 12... ... so the patient’s contact with us will be
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],
there’s 10 at home. | believe that’s part of why this unit is unique... ... If you
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 is far more.” (Interview, Medical Team)

| 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:

“...we start this contact as soon as we can. It may be in the first week, it may be
in the second week, definitely by the third week unless it’s clinically unsafe to
do it. A patient is suicidal, for example, or they are very unwell with anorexia
and stuff like that. Then we have to wait until it’s clinically useful.” (Interview,
Medical Team)
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When interviewing the one of the unit's managers around CYP having home leave,
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:

“Most 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, like professionals are taking over and that’s not what we want.”

(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

Visitors’ Suite:

“A young person’s requests to have home leave next week to attend a friend’s
birthday party. The MDT members are hopeful that this can go ahead. The
Consultant Psychiatrist states that he doesn’t want the young person to be
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
leave could be added to tomorrow’s review. The MDT agree that this is a good
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
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leave, they are not ready for it yet and wish to use the flat first. The MDT
recommend the parents stay in the Visitors’ Suite with their child this week.”
(Fieldnote, MDT Meeting)
6.3.10 CYP’s experiences 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:
“Int: Do you have time off the ward?

| do yeah, | go home. | had one overnight leave last week and I’'m going for two

overnight this week... we’re just trying.

Int: When was the last time you went on leave?
Last Friday.

Int: How was it?

It was really good, it’s just nice to have a different atmosphere and to sleep in a
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 legs without someone literally hawk eye watching you...

...Iit was just nice to have a bit of privacy really.” (Interview, Jenny)

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:
“Int: How could you have more contact with your mum?
| think leave maybe.

Int: Mmm-hmm.
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I’'m going to ask for it on the next ward round.
Int: Ok, is it a request?

Yeah. It’s like, you write it down on a piece of paper and then give it to the staff
and then they go into a big meeting and depending on what you’ve asked, if
you ask, ‘Can | have 24 hours leave?’ they’ll discuss it and then get back to

you.” (Interview, Heidi)

When discussing home leave with staff members, some informed me that the
process of home leave was encouraged soon after a CYP’s admission to the unit.
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:
“Int: When you did have leave, what was it like going home?

Oh, it was amazing... ... | was so happy, my parents were so happy to see me
and it was like Christmas... ... every time | went home because it was just, like,
‘Oh my God,’ everything is so different as well when you walk in. Obviously,
you’re used to seeing your bedroom. When you walk into your house it’s like
‘this has changed so much’. It hasn’t, but to you it has because you’ve been so
like isolated... for a long time.” (Interview, Joanna)
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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“Some young people are not actually allowed off the ward because perhaps

they’re not physically well enough at the moment and their mental health isn’t
the best so safety wise, they need to remain on the unit. So, then we provide
rooms so it’s quite private, they can have a visit but they’ve still got staff in the

vicinity to have that support if they needed it.” (Interview, Senior Staff Nurse)

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 Steven’s care 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:

“A Senior Staff Nurse provides the MDT with an overview of Steven’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 Visitors’ Suite to his parents when it
is available.” (Fieldnote, MDT Meeting)

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:

“The MDT discuss the young person’s physical deterioration over the past
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 with this.” (Fieldnote, MDT

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:

“A Staff Nurse informs the MDT that there have been multiple incidents of self-
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.”
(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:
“Int: Has Jessica had any home leave yet from this unit?

No, because it’s not safe. They [unit staff] suggested we will get there... ... /
know we will get there, and we will eventually get her out, but they won’t even
give her flat leave now, it was not allowed on Friday. So for now we’ve just

been visiting her in the evenings.” (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 Staff 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.” (Fieldnote, MDT Meeting)

When discussing home leave with Sarah’s parents, they informed me 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:
“Int: Are you able to take your daughter off the hospital grounds when you visit?

“‘R1: Well, depending on what her weight was really..., she had a week where
she was on 1:1 where she was not allowed off. Other times we haven’t been

because of her weight, she hadn’t put on enough weight between weigh-ins.

R2: Luckily it isn’t very far to drive. Sometimes we just come out and do a little
drive in the evening and go down and see the sea and stuff. So, at least there

is places to go.” (Interview, Parents)

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:
“Int: What do you dislike about being here?
When you’re not allowed to go home.
Int: Why are you not allowed to go home?

If you don’t gain weight in my case, or if you do something you’re not supposed

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

leave, | won’t be going home.” (Interview, Joanna)

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 health care organisation’s regulations on visitation. It then
focussed on the experiences of CYP and caregivers’ experiences 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 Visitors’ Suite, 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 Visitors’ Suite was 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’s accounts of home leave were explored,
including the mental and physical health barriers some experienced associated with

home leave.

6.4 Theme three — 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

caregivers at the beginning of their child’s admission to the unit, an informal
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intervention called a ‘Welcome Meeting’ was usually offered to parents shortly after
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
discussion about any queries they had regarding their child’s admission and to share
information. Reference to the welcome meeting was first highlighted in the
organisation’s Information Booklet for patients and carers under a ‘Family

Involvement’ section:

“..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 carers will be invited to a ‘Welcome Meeting’
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.” (Information Booklet, 2019 page 13)

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:

“If they’re admitted, they should have a welcome meeting. That needs to be
offered within a certain timeframe, | think it’s between 24-48 hours. We contact
the family to arrange a welcome meeting... ... it’s about bringing them to the
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
making sure that the parents have got realistic expectations as well.” (Interview,

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 CYP’s, maintaining family involvement from the outset of

admission:
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“It's a way of maintaining that kind of family liaison, family communication.

They’re [caregivers] told that their input into their young person’s care is vital,
it’s really important. They are such a huge resource to the young person, and
that we as a unit want to work with them to facilitate that process.” (Interview,

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 relieving some of the parent’s anxieties around

the admission:

“...from the initial assessment, it’s not just the young person who'’s often
heightened, it’s also the family who are also heightened in anxiety... ... they’re
not taking everything in because it can be quite disorientating for them, a Tier 4

CAMHS admission.” (Interview, Social Worker)

On occasions during MDT meetings, welcome meetings were discussed and one set
of parents who were reportedly to have been anxious about their daughter’s

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.” (Fieldnote, MDT Meeting)

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:

“An Education Worker states that the parents feel like they have been ‘left in
the dark’ as they have been waiting four weeks for a welcome meeting. The
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.” (Fieldnote, MDT Meeting)

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:

“My husband and I, either one of us has been here daily, but the family, we’re
all struggling. Nobody’s sleeping, I'm off work. We forget everything... ... we’re
in a bubble, keeping ourselves going. We’ve got friends and family around but
we don'’t really want to see them. It’s just us stuck, trying to manage. We just
think about Jessica all the time and | know people say you can get a bit of rest
but you don'’t sleep. You don’t stop thinking about them and you worry that
things are getting worse, | haven’t had anything positive yet to focus on so it's

really hard.” (Interview, 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 sisters’ admission:

“I'm really mindful it’s not just mum and dad. There’s siblings, you know. How
do siblings make sense of big or little brother or sister is now in a hospital
because of mental health... ... we’ve had conversations with siblings where
they’ve said “Am | going to catch this? Is my brother or sister safe to come
home?”. I'm mindful of the impact of what they’ve witnessed and experienced.”

(Interview, Therapist)

During the interview with Jessica’s mother, she described how she and her 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 Jessica’s deteriorated mental health:

“Her older sisters in the middle of her A levels so we protected her quite a lot.
She doesn’t know everything that’s been happening here. She doesn’t know
about the extent of more suicide attempts and self-harm because we’re going
to save that until after the exams are over. She just knows that things aren’t

good.” (Interview, Parent)
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6.4.2 Caregivers taking time off work
Caregivers also reported having to take time off work throughout their child’s

admission due to stress or to be available to support their child when having home

leave from the unit:

“It’s draining you know, | work full time, and I've had some time off myself
earlier this year for a couple of weeks, because of the stress of the situation
and it’s taken its toll. Between work and visiting, it’s tiring. But, as parents, we

do what’s right, not what’s easy.” (Interview, Parent)

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:

“I'm off work at the moment. My husband'’s going to take time off when she
comes out. His company are very supportive but he’s working while he can and
he finds work a distraction for him, helps him a little bit, although he’s very
overtired, / think he’s doing too much. I'd like him to take some time off now but
he’s saving it for a couple of weeks when she comes out. I’'m just worried that
we’ll be giving 24 hour care ourselves and | don’t know how we’ll sustain that.”

(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,
patient's mother and MDT members about arranging increased periods of home
leave from the unit. The mother stated concerns about continuing to request time off
from her employer after a long period of absence:

“The Consultant Psychiatrist asks the patient and his mother how the recent 24
hours leave went. The mother explains that it is difficult to judge how things
have been over the past 24 hours when comparing it to the unit and states, “It
isn’t like the real world being in here”. The Consultant Psychiatrist agrees with
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
person’s sole carer and asks the MDT how to accommodate the leaves around
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.” (Fieldnote, CTP

Meeting)

Some staff were empathetic towards parents’ employment and financial needs. One
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
parents’ employment concerns were sometimes misunderstood by staff members as

parents not visiting as much as they had expected:

“I'm mindful that some parents are really pushing their employers because they
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 much annual leave we’ve got. And in
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
misinterpretation — ‘Oh, they’re not coming to visit.” — yeah, but what hurdles
are there that hinder that? Is it because of work commitments because they’re
on their last warning that if you take any more leave your employment is
at risk? Then you’ve got to think of what a lack of finance would do within that
family home... ... So, it’s about being empathetic to that as well.” (Interview,
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. Nia’s

parents who owned a business, described how they had experienced a loss of

income over the course of their daughter’s three-month admission to the unit:

“Int: 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 absorb it.” (Interview,

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

throughout their daughter’s multiple admissions over a period of eight months:
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 side of things. Her mother’s not been
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. /t’s
hard on the outgoings in terms of travel obviously increased. We've probably
done close to 7000 miles back and forth since Emma has been admitted.”

(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:
“Int: Have your parents ever struggled to get here?

At night yeah, because of money... ... it’s quite a lot of money to come on the
train and then going back and even if three people are coming, that’s quite a lot

of money, you know, they have struggled.” (Interview, Joanna)

When discussing families’ financial and travel needs with one of the staff members,
they informed me that there were families who struggled with the financial aspect of
keeping in touch with their child:
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“...especially families who may be living in quite deprived areas, if they don’t
drive and have some financial concerns where they’re not able to buy their train

tickets, or their taxi.” (Interview, 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 expenses was made through the unit’s social worker, along
with some of the issues associated with families claiming travel expenses such as

reimbursement delays:

“We do have an expenses form that families can fill out in order to get the
expenses of travelling back, the nursing team don’t organise that, it goes
through the social worker. But sometimes families have had problems in
actually getting that sorted so that can be a problem for them as well...
...sometimes there’s a delay and so the financial difficulty can bring up

difficulties actually getting here in the first place.” (Interview, Senior Staff Nurse)

During an MDT meeting | attended, there were ongoing discussions between
professionals about a CYP’s parent visiting. This meeting highlighted the financial
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:

“The Senior Staff Nurse states that the parents can only visit every few days for
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 person’s parents are on Universal Credit,
and they struggle with frequently paying for a 1 hour 30-minute train journey to
the unit. The Social Worker’s email also states that the parents can apply for
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.”
(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:

“Int: What support is there for families who struggle financially?

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 but obviously we’re not the decision-makers in this,
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 is in place, most parents don’t apply for the fund, and the ones that do

sometimes have difficulty getting the money back for their expenses.

But what we have done for a few families is, we’ve discussed this with the local
authority if there’s an allocated social worker, and we’ve ensured that the local
authority have made an agreement to cover some of the transport expenses.
Because without it they’re not able to come down to see their child, and that is
so much part of the recovery process, is to maintain that communication and

that link. So, it’s not as easy as it should be.” (Interview, Social Worker)
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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 the unit’s therapists, she indicated to me that despite her
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:

“There is a scheme I've looked into myself, and | find its quite complicated to
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 it’s an online system, and | think of myself as being quite IT
savvy, but when I've looked at the system I've found it quite complicated, and |
do wonder if our families when they’re under pressure, stressed already, would
be able to navigate that for themselves... ... when I've talked to families about it,
it does seem to be a barrier to them claiming back their travel cost, even if they

can.” (Interview, 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:

“l had a letter from [unit] saying there was this DAF fund, discretionary
assistance fund. | didn’t think anything of it at first. But | thought hang on a
minute, I'm putting in a tank of petrol plus whatever I’'m spending on food for
Kayleigh so we followed up again and we have had some payments to cover
some of the travel that will apply retrospectively. I1t’s money we didn’t think was
going to be there to help, and it relieves some of that financial concern.”

(Interview, Parent)

Another parent who had managed to have some travel expenses reimbursed,
explained how the funding had been helpful in relieving some of his daughter’s
anxieties who had been worrying about the financial impact that the admission had

been causing the family:

“The other thing is Emma, she’d not daft, she knows petrol costs money, she

knows the amount of driving that’s been taking place back and forth. She
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knows we’ve not been working as much, so her mind is processing all of that
and is worried about the financial impact that she’s causing and that’s not
helpful for her. So, we've been able to say, “Actually, we've applied for this. It's
all being taken care of” and that I think has helped reassure Emma as well.”

(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:

“Int: Has anyone from the unit spoken to you about help or support with that

[travel reimbursement]?

“We looked on the [regional government] website and effectively, it’'s means
tested and if you’re receiving benefits. Now, | work full time and | have a
reasonable job, a reasonable income... ... we didn’t meet the threshold and that
was one of those things. Fortunately, we’ve got savings and we can prioritise
where we’re spending money, you know, our priority is Sarah and that’s where

we’re spending our money and that’s fine.” (Interview, Parent)

In summary theme three explored the impact a CYP’s admission to the unit had on
caregivers and wider members of their family. This began with discussing the unit's
post admission welcome meetings, an intervention aimed at reducing parents stress
and anxieties around their child’s admission, which some parents reported as finding
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
parents’ employment were highlighted, with some parents taking periods of sick
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 to their child’s admission was also
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
organisation’s policy and procedure documents. From the data generated, exploring

CYP’s connections to their family produced three themes.

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
unit’'s mobile phone policy such as the time constraints around its usage and lack of
private spaces to make phone calls. The ward’s telephone was explored as primary
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 child’s care. Telephone calls between parents and staff also
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
CYP’s, parents and staff members experiences of visiting. Although there were
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.
The unit’s Visitors’ Suite was 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’s opportunities for home leave were impacted
by the severity of their physical and mental health issues.

Theme three highlighted how caregivers were impacted by a CYP’s admission to a
CAMHS unit. This began with a description of the unit's welcome meetings, an
informal intervention aimed at maintaining parent’s involvement in their child’s care.
This meeting also appeared to relieve caregivers concerns and anxieties regarding
their child’s admission. Following this the impact a CAMHS admission had on
caregivers’ and siblings’ wellbeing was explored, with some parents struggling to
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 child’s admission 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 exploring CYP’s connections to their friends

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 will begin with discussing the organisation’s local policy and procedure
documents relating to CYP’s education. An overview of the Learning Centre will be
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 CYP’s education needs upon admission to the unit are explored.

Later in this chapter the communication and liaison between the Learning Centre
and mainstream schools will be discussed. CYP’s experiences of keeping up with
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 —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
CYP’s education at the unit. Reference to supporting CYP with keeping up with their
education was addressed in the Information Booklet for CYP and caregivers when
providing details of the unit’s internal Learning Centre, more commonly referred to as
the ‘unit school’. This informed CYP and caregivers that in addition to providing a full
timetable to CYP, efforts were made by the unit’'s educational department to liaise
with the CYP’s mainstream school, to establish links to ensure the continuation of

their studies:

“All young people of school age are required to attend the Learning Centre
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’s main
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educational establishment to ensure continuity of studies.” (Information Booklet,
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:
“Int: How often do young people attend the ward school?

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

be run by therapists during the day.” (Interview, Education Team)

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:

“So they go into school at 9.30, they have like a welcome meeting in the
morning, it’s kind of like an ice breaker, they watch something that is relevant to
this date in history and they’ll have a little discussion about that. And then they’ll
say, “right when you’ve got maths work to do today so you'll be spending some
time with...”, whoever the teacher is. And then the other young person, ‘right
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you’ve got some English work” so it’s all individualised for the young people.”
(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:
“Int. Can 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 is where we’re in a group and we do some work in a group. Then once
that’s done we normally go and do what we fancy doing, like getting maths
solutions. Then we normally sit down and there’s a group then which is
normally either therapy group or stuff like that. Then we go back to what work
you want to do.” (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 member explained that CYP’s learning would reflect what

work they were being taught at their mainstream school:
“Int: Do you know what subjects are taught in the Learning Centre?

As far as I'm aware it’s all the core subjects, and any subject that’s taught in

mainstream school that is on the curriculum will be taught here.

Int: Ok

So a bit of everything really. It would be dictated by the schools that they've
come from. They’ll say, “this is what we’re doing in school at the moment”, and

this is what they need to be doing on the unit really.” (Interview, Staff Nurse)

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:

“Int: going back to the unit school, what subjects are taught here?

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.” (Interview, Education
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:

“So Key Stage 3, we would cover everything, and it would be supported from
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
they’re doing their GCSE'’s, it’s important that they have that. We have Science,
Maths, English for Key Stage 4.” (Interview, Education Team)

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:

“A-level, then you’re talking very specialist, which can be difficult to get hold of,
especially in the sciences, someone to come and support those young people.
But I just need to say, we didn’t used to have post-16s in education when | first
started working here; when | first started working here we had Key Stage 3 and
Key Stage 4, that’s what | was employed to do was to support and facilitate the
learning for those young people.

Then, there was something to do with the Mental Health Act and 16 year olds
weren’t allowed to go on adult wards. We started to see an increase in post-

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, but post-16s not in education can be difficult. We’ve also had post-
16s from colleges that are doing courses such as mechanics and plastering, so

I've actually sat next to a guy and talked about plastering.

So, we will adapt in order to support every young person, and we’ll seek
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.” (Interview,
Education Team)
7.2.4 Assessing CYP’s education needs on admission
Ward staff described the process of identifying a CYP’s education needs when they
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
daily ‘pay over’ and weekly ward round MDT meetings. An education worker
explained this process and how following the meetings, education and nursing staff

would often informally meet with the CYP on the ward:

“On admission the young people are discussed in the pay over in the morning.
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 they’re up on the same day, we will give them an introduction to
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
they’ve got work to do from their school, then straightaway we will continue with
that. We will also contact their parents and have a chat with them about their

perspective of their child’s education.” (Interview, Education Team)

Nursing staff also described how educational needs were addressed during the
admission process and when completing the patient's CTP. The CTP allows for
people who are receiving secondary mental health services, the opportunity to set
outcomes in eight areas of their lives. In domain B, ‘education & training’ outcomes
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:

179



“Yeah, so as part of the care and treatment plan education is one and
occupation... ... they’re two of the domains, so we always when they first come
on to the ward find out | what their goals are, what they’re working towards
education-wise. As a nurse, when | first meet them, I'll sit down with my patient,
we’ll go through their care and treatment plan, looking at the mental health
measure* where we must see to their educational needs.” (Interview, Senior
Staff Nurse)

Staff reported to minimise the potential delays in receiving work from the CYP’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:

“Int: Regarding their education, what happens to a young person when they’re

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.” (Interview, Healthcare 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.

* 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:
“Int: How different is the school here than to back home?

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

obviously you don’t have in normal college.” (Interview, Emma)

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:

“Yeah massively (different) | would say because obviously there’s a better ratio
of staff support for young people. It's much smaller classes, it’s only the young
people that are on the ward have access to school. You've got a member of
staff and about six or seven children. So it can be good for learners here, it's a
lot more relaxed and it’s a very nurturing learning centre environment.”

(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:
“Int: What is the school like here?

“It's not proper lessons. They’re more relaxed... ... the school here is much
better than actual school because it’s a smaller class so it’s not as intimidating.

Overall | think it’s just more friendly and nicer people.” (Interview, Heidi)

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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“Obviously we don’t have year groups but like we’re all a similar age so like 16
do whatever, and then the younger people do another thing, like... It’s not really

scheduled.” (Interview, Joanna)

During Joanna’s admission, there happened to be many CYP who were around the
same age as her. However during Emma’s, she appeared to be one of the eldest on
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:

“ ..because | am an A Level student that transition from GCSE to A Level isn’t
easy especially whilst being in a unit like this where you’re not with people of

the same age group either which is quite difficult.” (Interview, 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:

“It [the Learning Centre] can be very unsettling for some people, because
they’re not used to this, they would prefer to be in their classroom and we
understand that learning takes place when you have interaction with others. We
can'’t really set group activities related to particular topics, so it can be very
different.” (Interview, Education Team)
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:

“What our school department does really well is build strong connections with
the schools or colleges out in the community. They’ll get in touch with the
teacher, or the Headteacher, or the support worker, look at what work that
young person needs to be doing, and they’ll get work sent in. So, the young
people then have got a focus when they’re in school, and that’s supported

within our own school unit.” (Interview, Social Worker)
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When conducting an interview with one of the unit’'s ward managers, she reported
how the Learning Centre staff made links with the CYP’s local education provider to
get a better understanding of their education needs and ultimately to reintegrate the

CYP into their own school when possible:

“The [Headteacher] would be linking with the local education provider from the
initial point of their admission to see exactly where the young person is at in
terms of their education, what subjects they’re working on, what needs to be
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.” (Interview, Ward Manager)

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:
“Int: Have you managed to keep up with your studies?
Yes, quite well really.
What subjects are you studying at the moment?

Maths, English, Science and PSE. I think that’s all.” (Interview, Lilly)
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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:

“Int: What'’s the unit school like?

It’s good. I'm getting help where | need it in the school here. They’re helping me
a lot more. I'm dyslexic. | have dyslexia, whereas my other school wasn'’t
helping me at all with it.” (Interview, Carly )
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:

“We have a broad range of ages of young people, we can have a young person
who is 11 or young person who’s doing their A levels, you know.” (Interview,

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:

“So there are young people here who have done A-levels... ... the ones who are
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.”

(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:

“Int: What is the school like here?
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Um I think it mainly works with people up to the age of GCSE as they weren'’t

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 for her fo... she was kind of learning with
me as we were going through the biology and chemistry, so it was quite

difficult.” (Interview, 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 for their GCSE’s:

“The lack of A-level provision at the unit here. It’s not a criticism, it’s just what it
is. It meant that she didn’t have tutors that could really help her... ... | think if
Emma was doing GCSE'’s, and she’d been able to continue with a similar
structure to what she was studying but it didn’t work out in that way. | know
there’s been some young people who are actually studying for GCSE’s and
they’re sitting their GCSE’s at the moment, and without the school facility, that
wouldn’t have happened, so you know, we can see it’s really positive, but as |
said, it’s capped really at the GCSE level.” (Interview, Parent)

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’s or had dropped out of school prior

to sitting their exams. Addressing the education needs for CYP beyond age 16 was

highlighted in the patient & parent Information Booklet:

“Young people not in education and over 16 are offered the opportunity to
access ‘Learn Direct’ courses and engage in activities linked to their interests
and can be supported to access education or employment on discharge. A

Careers Advisor is available if requested.” (Information Booklet 2019, page 6)

185



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:

“... we've got such a mix of inpatients that are both under 16, and post-16,
you’ve got one school unit which is trying to accommodate for children who are
perhaps studying for their GCSE’s, but also post-16’s who may not be looking
to access education in the community. So, it’s quite difficult for them to manage

all of that.” (Interview, Social Worker)

Other staff spoke of how post-16’s lacked 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:

“... there is sometimes a lack of motivation for kids to attend school when they
feel they don’t need to... ... they don’t have to legally attend school after 16.
Quite often the young person will refuse to go up to the Learning Centre, which
| think is a real shame because they could be doing work, and I'm thinking
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.” (Interview,

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:

“Int: Does the unit support young 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’s] attention on numerous occasions.” (Interview, Ward Manager)
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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 GCSE’s:

“Young people reported in the weekly community meeting that they would like
more activities, specifically for post-76’s and for those who have completed
their GCSE’s. Young people stated they wanted more opportunities to do arts &

crafts, karaoke, music and mindfulness.” (Fieldnote, MDT Meeting)

Addressing the requests from CYP in the following weekly MDT meeting, staff
members explored how vocational subjects could be incorporated into post-16’s

weekly timetable more often:

“Education Worker suggests utilising the multi-purpose room in the Learning
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.” (Fieldnote, MDT Meeting)

As previously stated in the unit’s Information Booklet (2019), “engagement in
activities” were promoted 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:

“Some of the other people if they are above over a certain age, if they've left
school, we’ll make sure we have some sort of other engagement for them, that
could be led by the Occupational Therapist (O.T), led by the activity co-
ordinator, that will be art and crafts or music. It doesn’t have to be schoolwork,
but they’re doing something engaging. They’re socialising, they’re learning

something.” (Interview, Staff Nurse)
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When interviewing the unit’'s Occupational Therapist (O.T), | was informed of group
work she did specifically with post-16’s 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:

“l run two groups looking at budgeting and life skills. Budgeting, it’s like 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
psychology. Recently we’ve just started doing post-16 groups as well for those

children that aren’t 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 it’s for an apprenticeships or college.” (Interview, Therapist)

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:

“Int: How is the school here?
Yeah, incredible. Yeah.
Int: Ok

It focused on what Kayleigh needed really because... not everyone’s made for
school. Kayleigh certainly isn’t, especially after the assault, so... ... she got
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.” (Interview, Parent)

Jenny, who had finished her GCSE'’s prior to being admitted to the unit, described to
me how she enjoyed participating in some of the vocational ward-based activities

when discussing the Learning Centre:
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“...they have music, yoga, art therapy and stuff like that. We’ve got music
today. A music man comes in with instruments and microphones, that’s quite

nice. Then there’s a kitchen as well.
Int: Ok

Music’s really good. We do singing and piano and you do it as a group You can

do recordings as well and then they give it to you to take home with you.
Int: You mentioned the kitchen too?

We all have a day where we’re allowed to cook. My day’s Thursday. Last week
| made chocolate cake but you can make curry, anything you want really.”
(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:

“The Learning Centre is a registered examination centre so young people are
able to sit examinations for which they have been entered.” (Information
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:

“We’ve had quite a lot of young people that have done exams here or in their
school. The teachers here are really good at preparing and working alongside
the pupil’s school to achieve that. They take their exams with us if needs be
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.” (Interview, 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:
“Int: Do young people manage to prepare for examinations or coursework?

Yes, we’re an exam centre, we can host exams here. The school would be the
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 don’t have a lab, so we would rely on the schools to do that.
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,

if they’re well enough to do it.” (Interview, Education Team)

When interviewing the CYP, some informed me that they had managed to complete

their exams at the Learning Centre:

“Int: So, you said you were doing art in mainstream school. Were you able to

continue that in this school?

Yeabh, in fact it was better in this school. | got two or three art qualifications from

this school so that’s really good.” (Interview, Heidi)

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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“When | 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 practical work.” (Interview, Kayleigh)
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:

“Int: Are you due to sit any exams this school year?

Yes | think I'd probably just do it, the same as if you’re here, or there, even.
You can do them here, can you?

Yes.

Int: Have the teachers explained that to you?

Yes hopefully I'll be able to do them in my school, but otherwise, I'll have to do

them here.” (Interview, 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:
“Int: Have you managed to prepare for any exams, or coursework?
| missed my science because I've been here.
Int: What was that like?

It was hard, because | didn’t really want to miss it... ... but I had no choice,

really.” (Interview, Lilly)

However, when the issue of Lilly’'s examinations were discussed in MDT meetings,
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.
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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:

“Int: What do you think the barriers or issues are to keeping up with your

studies when you’re 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 | haven’t
done any history or RE. I've done a bit of art with the art teacher but nothing
other than that.” (Interview, Nia)

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:

“The teachers aren’t really trained to do certain subjects so there’s an English
teacher, there’s a maths teacher but there’s no a childcare teacher, science
teacher, PE teacher, any of the other subjects. When | was trying to do my
childcare course | found it very difficult because the teachers didn’t know what

they were doing. So... | just didn’t do it.” (Interview, Kayleigh)

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:
“Int: What subjects were you studying?
Triple science, partially geography, and design and technology (DT). | took it

but | haven'’t really had time to do any of it, because you need to actually be
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making stuff and they don’t have laser cutters and things here. So you can'’t
really do it.” (Interview, 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:

“... this is a Learning Centre within a hospital, so it’s not possible to offer a full
curriculum. They [Learning Centre] can’t follow every curriculum closely with
every child, because they’re catering for 11 to 18s. | don’t know if that’s even

possible to be honest.” (Interview, 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: “I think she is disappointed that she hasn’t done the coursework with the
Sciences because it is the more interesting stuff... ... you are doing the

experiments.

R2: Yeah... having that practical, lab work... ... that is something you can

never get back is it... | don’t think they do any of that here, do they?
R1: No.
R2: It would be quite tricky to do that here.” (Interview, Parent)

Another barrier to some CYP’s education was those whose first language was not
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:

“Int: What'’s the school like here?
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Because | speak Welsh in my school, it’s a bit strange then doing everything in
English, because they can'’t find a Welsh teacher. So I've had to move over to

doing everything in English since I've been here, so it’s a bit of a pain really.
Int: Okay. So they haven’t even managed to get a teacher in then?

No, because they’re all in the Welsh schools, so there isn’t anybody free.
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 it's a bit awkward, really.” (Interview, Sarah)

Nia who came from a Welsh medium school, described how her Welsh speaking had
become ‘rusty’ due to only speaking it in her mainstream school and being unable to
study it at the Learning Centre. She was also concerned about it deteriorating further

the longer she was in hospital:

“I feel like my Welsh is probably quite rusty because | don’t speak it at home.

It’s only in school.

Int: Did you have any concerns about your Welsh speaking when you first came
to this unit?

Not really at first... but | think if | carry on for much longer then it will start to
deteriorate. | don’t know what they would be able to do... ... nobody really

speaks Welsh.” (Interview, 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:

“At the moment we can’t support people who are working through the medium
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 there’s quite a lot who come from Welsh medium schools and are
doing particular subjects, and we have access to agencies who quite often can’t
supply that particular type of person. That’s an area we need to develop and
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have a bank of teachers that we can refer to, but they’re very rare at the

moment.” (Interview, Education Team)

When discussing their daughter studying through the medium of Welsh, the parents
of Sarah described how they made the unit staff aware of their daughter’'s Welsh
language needs upon her admission and how the unit staff were going to address
this:

“Int: How different is the school here to Sarah’s school back at home?

R1: The main difference is that she goes to a Welsh medium school and they
don’t have any Welsh speakers here at the school or they couldn’t get anyone

in either. So, she’s sort of carried on teaching herself.

Int: Were there any discussions with staff at all around her learning through
Welsh?

R1 : They did say, didn’t they? We made them aware.

R2: Yes she was hoping they might be able to get somebody in. But that didn’t
happen...

R1: They did say she could have done a Facetime or something with her Welsh
teacher, but that didn’t come off for whatever reason. Sarah thought when it

was mentioned, she knew it wouldn’t happen.
Int: Oh, right.

R1: Yeah, so there were a few things that have been mentioned that might

have been setup which weren’t.” (Joint Interview, Parent)

Despite the parents addressing their daughter’s language needs 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 CYP’s education needs whilst they were in
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. CYP’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 Centre’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:

“Int: How do you promote young people keeping in touch with their education

studies?

We keep in touch through email with their teachers directly... ... the main thing
that’s happening at the moment is a lot of schools are using what’s called
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, it’s very important that we’ve got enough computers, and we give
them enough access to that aspect of school life... ... we encourage them to
straightaway show us their school website and show us if they’ve got any links.
If they can’t remember their password for some reason, we’ll go back to the
school and get that password and encourage them to log on.” (Interview,

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:

“We have had some schools now going a bit further, making podcasts of
lessons, and | would really like to see more schools doing that type of thing,
because it allows that young person to feel like they’re in that lesson. | think

that’s the way to go forward.” (Interview, Education Team)

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:
“Int: Is this something that is pretty new then?

It’s the first time this year that we’ve had a podcast of a lesson, | know there are
some isolated schools that are going for a Skype type of method where they
can waltch that lesson. We’ve also had somebody who is using InterHigh, which
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.” (Interview, Education Team)

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 planning of CYP’s care such as CTP

review meetings:

“Some schools are not as good at keeping in touch with the Learning Centre as
they could be... ... some are better than others at attending reviews and being
available for meetings, and it’s probably down to resources, time, distance if it's

[in the West of the region]. Yes, the distance they live away is probably going to

show up as being an issue.” (Interview, Ward Manager)

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:

“Int: what you think the barriers or issues are to young people keeping in touch

with their studies when they’re on the unit?

“‘Well, I think a main barrier... ... it all depends how good the school is that

they’ve come from because they’re the ones that are providing the work. So if

the host school isn’t providing them with the appropriate work, then you’ve got

difficulties.” (Interview, Activity Co-ordinator)

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:

‘R1: | think it is just the communication with Sarah’s (mainstream) school.
Because the teachers here (Learning Centre) are having to get in touch with
other teachers... ... it is always difficult 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 wasn’t a continuous flow of work was there?

R2: No. I think there have been a few hiccups. It took a little while to get the

papers coming from her school efficiently.” (Joint 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:

“The planning for Sarah’s home leave 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.” (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 ‘review’ meetings:
“Int: Do young people attend their own school back home?

Yes, if they’re on a transition pathway and they’re spending 48 hours to 72
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, it’'s very much done in partnership.” (Interview, Education Team)
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:
“Int. Have 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.” (Interview, Nia)
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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:

“I go there on certain days, like three times a week probably. | had to gradually
build it up.

Int: Okay, so it wasn’t something that happened straightaway?

No, over time. First | went once a week first and then increased it slowly.”

(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:
“Int: Do young people attend their own schools?

Yeah, that’s all part of the working towards going 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’s school to look at
their timetable and establish a fairly comfortable class for the young person to

go back to for that one time.” (Interview, Senior Staff Nurse)

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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“A Staff 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.” (Fieldnote, MDT Meeting)

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:

“ often role play with a child, we will do visualisation techniques (like) “Ok,
allow me to be you walking through those school gates, tell me what I'm going
to see... ... who are you going to meet? How long are you going to be there?” 1
want to hear what you’ve told your mates. “Where have you been?” You know,
because some kids will say they’ve told them they’re in the general hospital or,
“sorry I've been travelling the world”. I've heard phenomenal stories.”
(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:

“...we've got different areas where we have [different community teams]
working through certain health boards. They can meet people in schools but |
don’t think they transport. They can liaise with the school in the community
because that would be something we would find difficult to do due to staffing.
We haven’t got the ability to transport or support [CYP] in the school
environment. So, we would rely on the community teams.” (Interview,

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:

“...it depends on the remit of the community team. [community team] generally
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] don’t actually do anything, they’re very different to

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 didn’t feel they were just walking into a class, and work with the school
regarding the anxiety they might be feeling around those situations.” (Interview,
Education Team)
7.3.7 Summary
In summary, this theme has explored CYP’s mainstream schools within the context
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 CYP’s

education when they are in hospital for care and treatment of their mental health.

7.4 Theme three — Impact of health on education
This theme will explore some of the physical health and mental health barriers to

CYP’s education whilst they were inpatients in a mental health hospital. This will
begin with exploring how some CYP’s access to education was affected due to some
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:

“Callum’s clinical presentation and symptoms of Anorexia Nervosa are
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 Callum to do on the ward.” (Fieldnote, MDT Meeting)

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:

“Student Nurse describes Steven’s presentation. 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.” (Fieldnote, 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:

“It depends on how able they are. Because sometimes if say they are... like
those patients who are psychotic or treatment resistant, the mind is not capable
of doing the work... ... some of the people with eating disorders, they again
were discouraged from going to school because of their physical state.”
(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:

“... it’s a bit of a shame that I'm not allowed to do that. | think it would be quite a
nice one to attend... ... but because they don’t want me to burn calories... they
would let me if | chose to have extra food, but | don’t think they think I'm ready
for that yet.” (Interview, 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:

“Sometimes it just doesn’t feel right going up [to school] because | just can't
concentrate and | feel tired, which | think might be due to the medication.”

(Interview, Nia)

When discussing how she was coping with her schoolwork in a professionals’
meeting, the MDT discussed reviewing Nia’'s medication and its dosage, as she had
stated to staff it was impacting her ability to do work:

“A Consultant Psychiatrist asks the MDT how Nia is doing in the unit classroom.
An education worker informs the MDT that Nia is excellent academically,

however she appears to have ‘shakes’in 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
medical staff attending the meeting state that they will review Nia’s medication
and its dosage” (Fieldnote MDT Meeting)

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:

“Even if Emma was in the right frame of mind to try and work, because of the
illness and the meds she’s taking, she’s not really in a position to study either.
Emma says the medication she’s on at the moment makes 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 can'’t just concentrate on a book and take it in so she
might pick up a few pages and put it back down again, whereas before, she
would just devour a book.” (Interview, 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:

“An education worker states that Maya is due to attend her mainstream school
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 GCSE’s will start soon and that she is worried
about falling behind in English, Maths and Science. The education worker
states to the MDT that she will contact Maya’s head of school to discuss these

concerns.” (Fieldnote, MDT Meeting)

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:

“Int: Have you kept up with your studies?

205



I haven't really. I'm quite behind.
Int: Ok

| think I've fallen behind quite a lot, and I’'m just scared to go back now and do

my GCSEs, because | think I've missed a lot of schoolwork, really.
Int: Are you hopeful about catching up?

Yeah, | want to catch up. | know it’s going to be hard because I'm really

behind.” (Interview, 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:

“Int: Has Lilly managed to keep up with her own schoolwork since she's been

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.”
(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 severity of his daughter’s deteriorated physical
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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“Without being too dramatic or blunt, the way | see it is without her coming
here, she’d probably be dead. Her physical health was extremely poor when
she was in hospital and they were very worried about her physical state, that’s
why she was brought here under a section. If she’s missed school, if she
doesn’t follow the path she was probably going to follow before, it doesn'’t
matter. Education is something that people can go to at any time. If it’s right for
her to pick it back up, and that’s what she wants to do, then fine. She’s a very
driven student. She still talks about her aspirations to work in medicine... ... it’s
about finding what’s right for her, you know, and time will tell. The fact that she
hasn’t’ followed the traditional GCSE A-level path is irrelevant really.”

(Interview, Parent)

The traditional compulsory education pathway was also discussed in interviews.
When discussing her GCSE'’s and how she had missed some of her mainstream
education, Jenny informed me that she was not as worried as she had been

previously, and could take GCSEs in the future:

“l was worried, but then | understand you can redo your GCSEs at any age. It’s
just everyone thinks you’re meant to have them when you're this age, like it

doesn'’t really matter what age you have them.” (Interview, Jenny)

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:

“It would have worried me a year ago that she wouldn’t be in school. | don’t

really care now. | just want my daughter to be happy again. She’s very bright
and | have come to terms with the fact that she may not do exams until she’s
ready, until she’s well and if it means she does them at a very different stage,

that’s fine.” (Interview, 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:

‘Emma wanted to go back to college. We were arranging some college
attendance... ... but realistically, when you’ve missed months of A-level study,
you can’t really catch up or drop into the odd lesson. So, Emma has pretty
much written off this academic year for herself. She does want to return to

study, she’s planning for that.” (Interview, Parent)

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:

A lot’s happened since I've been admitted so I'm going to restart my A Level
in September so... I'll be a year behind my friends so | will be working on

different time scales which will be difficult.” (Interview, 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:

“When | was first admitted | was really worried about my education because |
haven'’t attended college properly since October, so | was worried that | was
falling behind and | was missing mock exams and that | was going to have to
redo the year. | just didn’t see how | was going to catch up at all so | thought it
was better that | just redid the year in September so that’s definitely eased my

worries because | was falling behind.” (Interview, 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:

“Int: Have young people had to reduce the number of subjects that they have

been studying?

Yes, that’s quite common, we get a lot of young people who come through who

want to maintain their education. They’re still very much focused on getting an
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education but realise that maybe the amount of subjects is quite distressing for
them at times, they’re not managing the stress that it’s causing. They might be
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
subjects they would prefer, and they feel they’re able to continue with, and then
discuss that with the school. Quite frequently they will go back on a reduced

timetable, but they maintain their education.” (Interview, Social Worker)

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:

“Some people do have to reduce their subjects, which would be done in their
best interest, in conjunction with them and their parents. Some people come
here and haven’t done coursework for six months and have caught up
completely, so they haven’t had to drop anything at all.” (Interview, Education
Team)
7.4.4 Summary
This theme has explored some of the physical health and mental health barriers to
CYP’s education whilst they were receiving care and treatment for their mental
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
provision. Following this the process of identifying CYP’s learning needs were
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 CYP’s education was then discussed, examinations. Finally, the

limitations of the Learning Centre were then explored.

The next theme explored CYP’s mainstream schools whilst they were in hospital. It
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 also explored CYP’s reintegration into mainstream
school. The planning process of reintegration was described and included patients’
experiences of school reintegration and explored how some CMHT’s supported CYP

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. This included the symptoms of CYP’s
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 — 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 CYP’s connections to their friends, family and education
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 relation to existing literature on CYP’s experiences
of inpatient mental health care in relation to contact with their friends, family and

education are included.

The discussion highlights the study’s unique contributions to research into CYP’s
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: “What are the interventions and the processes that promote or hinder young
people’s connections to their education, friends and families during inpatient mental

health care?” and the study had 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. To examine CYP’s and caregivers’ experiences of maintaining 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.
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4. ldentify candidate interventions and processes helping young people

maintain their connections during periods of inpatient mental health care.

A summary of the study’s main findings in relation to study objectives 1 and 2 can be

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

Remote Physical Peers in hospital Impact on Connections to
connections connections families education
» Mobile » Visitation » Formation of new | » Emotional »Inpatient
phones » Home leave friendships » Financial education and
» Internet/Social |» Geographical/ » Group » Employment reduced
media physical distance activities/therapy opportunities
» Ward » Visitors’ Suite » Challenges of »Interface between
telephone living in hospital inpatient school

> Letters/cards

with other CYP

and school of
origin
»Impact of health

on education

8.3 Remote connections

8.3.1 Remote connections with friends and family — 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

patients’ access to mobile phones, which allowed 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
daughter’s prolonged 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 speak with friends and family. The organisation’s policy
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
unit staff. In Bravander’s (2017) study, the limits placed on mobile phones 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 a rapid increase in CYP’s internet and social
media use (Glazzard and Stones, 2020). Research has indicated that over a third of
UK 15 year olds are classed as ‘extreme internet users’ and a third had used the
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
safety and how staff members safely managed CYP’s internet and social media

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). Within the health care organisation’s policy
on CYP using mobile phones was a section specifically relating to CYP’s access to
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 social media applications appeared to be ‘apps’ which had implemented
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 harmful behaviours associated with eating disorders such as ‘pro-ana’,
‘pro-mia’ and ‘pro-ed’ (Yeshua-Katz and Matrtins, 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 suicide (O’Neill and Dinh, 2015). Research on CYP accessing
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 CYP’s internet and social media usage on the unit.

When interviewed, some staff members reported that their ‘hands were tied’ when it
came to managing CYP’s social media and internet usage. It has been reported that

the rapidly changing access to and evolving content of the internet may leave
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clinicians feeling unprepared regarding this aspect of CYP’s lives (Rafla et al, 2014).
Whilst staff members acknowledged the positive aspects of CYP’s access to the
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
through the ward’s mobile phone, which 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
members’ approaches found in other studies (Moses, 2011), where participants
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

friend’s birthdays and celebrating their own birthday. Although according to staff
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members writing letters and cards only occurred on a handful of occasions and was
not routinely discussed in MDT meetings, it was the education staff in particular who
described promoting letter writing with CYP. These findings are supported by
another study which found that CYP valued their friendships at home, which they
tried to maintain through writing letters (Painter, 2008). A reason for the limited
occurrence of letter writing on the unit and in previous literature could be the

emergence of more accessible forms of digital communication over the past decade.

8.4 Physical connections

8.4.1 Physical connections with friends and family - Visiting
The findings in this study suggest that a key method of face-to-face contact between

CYP and their friends and family during their admission was through visitation on the
ward. The health care organisation had a specific local policy on visiting, which
stated that visiting was allowed between the hours of 6-8pm in the evenings and
midday-8pm on weekends. This policy was in line with previous CAMHS inpatient
service standards recommending that inpatient mental health hospitals should have
unit-level policies and procedures on visiting (Solomon et al, 2011). The
organisation’s earlier policy document on visiting implied that only family could visit
and made no mention of friends being able to visit. This appeared to change in a
more recent visiting policy which formally recognised friends visiting along with
family, and the policy stated that informal visiting at the unit was actively

encouraged.

Visiting was viewed as an important aspect of facilitating contact between CYP and
their families in other reports and studies. In previous literature, CYP reported
wanting to keep in touch with their families through interventions such as visiting
(Offord et al, 2006 and Mental Welfare Commission, 2009). In a report investigating
UK CAMHS inpatient units, some units actively encouraged family contact and
promoted a flexible approach towards visiting, despite there being core visiting times
(Mental Welfare Commission, 2009). However, findings from another study indicated
that not all inpatient units’ practices were as accommodating, and lack of visiting
space combined with inflexible visiting hours made connecting with family and
friends outside of the unit difficult (Offord et al, 2006).

In more recent studies, CYP receiving support from the family during hospitalisation

through visiting was experienced by most participants (Schneidtinger and Haslinger-
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Baumann, 2019). Although the visiting hours were not documented, regular visits to
the ward by family members were highlighted as being highly positive by CYP and
helped them to feel strengthened and ‘bolstered’ by family members frequently
visiting between the allocated visiting hours (Schneidtinger and Haslinger-Baumann,
2019). The supporting of long visiting hours was identified as a practical solution in
supporting CYP to stay connected to their families (Stanton et al, 2020).

These findings are consistent with the present study, which found that the promotion
of families and friends visiting by staff members, the flexible approach regarding
visiting in addition to allowing longer visiting hours at weekends, were seen as
helpful aspects of the inpatient experience assisting CYP to stay connected

physically to their friends and family during admission.

Visiting between CYP and their friends and family took place in a variety of locations
within the unit. Locations included ‘informal’ areas such as the unit’s reception area
and atrium, to specific rooms for the purpose of facilitating visiting. The visiting
rooms were always clean, tidy and some had a selection of books and toys for
younger siblings. The provision of visiting spaces by the organisation was in line with
current service standards for inpatient CAMHS which recommend a suitable location
or designated private space be provided for CYP to receive visitors such as friends
and family, including age-appropriate facilities such as books and toys (QNIC, 2021).

An unanticipated finding that was consistent across interviews with all three
subgroups of people surprising the researcher, was that not all CYP in the sample
interviewed reported having friends or a friendship group outside of hospital. During
interviews with CYP, whilst most informed the researcher that they had received a
visit from a family member, only three out of the sample of nine interviewed stated
that had received a visit from a friend. When asked, some CYP informed me that
they did not have many, if any, friends outside of hospital and therefore did not
expect to receive any visits from friends during their admission. Some CYP identified
their siblings as the closest they had to a friend. This was evident for some during
the questionnaire phase of the study, where there was incomplete data for the
friend’s section of the IPPA-R questionnaire, or it was completed by CYP in relation

to a sibling and not a friend.
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The findings also suggest that some CYP only felt comfortable with their family
visiting and informed their friends that they were not allowed to attend the unit
despite the policy allowing this. This reflects similar findings in a previous study
which reported that CYP expressed discomfort with their friends seeing them in a
mental health hospital (Moses, 2011). Another perceived barrier to friends visiting
appeared to be the organisation’s policy. Visits to the ward needed to be supervised
by an adult if the person visiting was under 18, to ensure the safeguarding of
patients. However, CYP reported this as a barrier to seeing their friends and stated
their peers would not visit due to the need to be supervised. Certain rules on friends
visiting in another study, were seen as contributing to CYP feeling disconnected from
their friends and made existing friendships difficult to sustain (Painter, 2008).

8.4.2 Physical connections with friends and family — Geographical distance
The findings suggest that a significant physical barrier to some CYP maintaining
contact with their friends and family was the geographical distance between the
inpatient unit and their homes. With only two Tier 4 CAMHS inpatient units located
within the region, it was seemingly inevitable that some friends and families would
find difficulties in frequently travelling to the unit for visits and meetings, particularly

as the hospital covered a large catchment area from which CYP may be admitted.

The unit’s location was a particular concern, especially for nearly half of the sample
of CYP interviewed n=4 who lived a significant distance of more than an hour’s drive
from the unit by car. When additional time was factored in for visiting, families would
frequently spend up to 5 hours for a single evening, combining travelling and visiting
the unit. The location of the hospital was also a concern for the friends and families
who lived in rural locations within the region. This was further compounded as some
caregivers did not drive and therefore relied on public transport. Public transport
systems for those living in rural areas within the region were reported as being
notoriously disconnected in places.

The barrier of physical distance was felt by CYP and parents who reported in
interviews and MDT meetings how it affected them. Some CYP reported that they
would have liked to have had more visits from their friends and family but recognised
the difficulties with them being located at a distance from the unit. In some cases,
CYP reported feeling sad because their family lived a long distance from the unit and
they were unable to see their friends. Parents noted that although their child and
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their friends were at an age where legally they were able to drive, this was not
applicable to all CYP and many did not have access to their own car.

In some situations, there was potentially added pressure on parents to facilitate
friends visiting the unit. This was also reported in a study by Painter (2008), which
found that it was parents who ended up having to provide lifts so friends could visit.
Despite providing lifts for CYP friends to and from the unit, parents in the current
study described feeling uncomfortable about the thought of having to ask other
parents to help with providing lifts to the unit.

The challenges faced by friends and families traveling a long distance to the
inpatient unit in this study is supported by the findings in other studies which
recognised the distance between home and admission to hospital as an issue
(Buston, 2002; Svanberg and Street, 2003; Claveriole, 2005; Painter, 2008; Tulloch
et al, 2008 and Frith, 2017). Studies have found that CYP were admitted to inpatient
units at a distance from their family home, making frequent contact between CYP
and their family difficult (Tulloch et al, 2008). When CYP were asked, over 69% of
the sample n=109 in one study reported that they had been placed too far away from
their homes (Svanberg and Street, 2003). Staff members in the current study
recognised that distance may have been a barrier for CYP to see friends and family
due to the large catchment area from which CYP could potentially be admitted and
particularly if patients were sent further afield when the unit was full. An unsuspected
finding in relation to geographical distance was the potential for video technology to
be utilised to facilitate virtual meetings between CYP and caregivers. Utilising such
technology in the conference room would also provide CYP with the privacy they
lacked in ward communal areas.

8.4.3 Physical connections with friends and family — Visitors’ Suite

The findings suggest a facility which appeared to be of benefit to families to stay
connected to their child on a physical level was the accommodation provided through
the Visitors’ Suite, more commonly referred to as the ‘unit flat’. The Visitors’ Suite
had multiple purposes, from being used as a method to facilitate ‘formal’ treatment
and interventions such as family meals and medication management, to more
‘informal’ uses where CYP would spend time in the flat with caregivers who were
visiting and gave them an opportunity to provide their child with care in a quiet

setting.
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As noted from the findings from interviews with both parents and unit staff members,
this intervention was particularly important for families who lived a significant
distance from the unit and was described by one staff member as a ‘lifeline’ for
parents. This was also noted in the organisation’s specific policy on the Visitors’
Suite which highlighted its benefits, especially for families that lived in areas which
were difficult to reach such as in rural locations. The Visitors’ Suite gave families the
opportunity to stay overnight and was frequently booked throughout the week and on
weekends. The importance of CYP maintaining contact with family and friends is
recognised in government guidance documents, recommending that consideration
be made for the provision of overnight accommodation (DoH, 2017). The provision of
this intervention for families by the organisation was also in line with national
commissioning services policy documents stating that if deemed clinically
appropriate, accessible overnight accommodation should be provided to caregivers
(NHS Commissioning Board, 2013).

The provision of onsite accommodation for families highlighted in this study is
supported by recent research involving an adolescent psychiatric inpatient unit which
also emphasised the importance of a facility such as on-site accommodation in
assisting families to stay connected to their child (Stanton et al, 2020). CYP in this
study described feeling well connected to their families throughout the admission,
with some CYP reporting an increased sense of connection. Providing families with
practical support such as onsite accommodation was seen as particularly helpful in
this study (Stanton et al, 2020).

In another study by Kyriakopoulos et al (2015), the inpatient unit’s ‘flat’ was seen as
a contributing factor to easing parents’ anxieties about separation from their child.
Parents were able to stay in the accommodation for several days post their child’s
admission to the unit to help with the transition to hospital (Kyriakopoulos et al,
2015).

Not all UK CAMHS inpatient units have access to on-site accommodation however,
with just three of the 31 NHS inpatient units surveyed in the study, reporting that a
specific room for friends and family to stay overnight could be provided (Tulloch et al,

2008). Where inpatient units were unable to provide on-site accommodation, unit
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staff have reported arrangements could have been made for parents to stay in local
accommodation such as hotels nearby (O’Herlihy et al, 2001).

8.4.4 Physical connections with friends and family — Ward leave

The findings in this study suggest another approach in which CYP physically kept in
touch with their friends and family was through having time off the ward, with 8 out of
the cohort of 9 CYP interviewed reporting that they had been on leave from the unit
at least once over the course of their admission. CYP either did this informally such
as having trips out with family, or more formally by having pre-arranged periods of
leave from the hospital to go home. Interestingly, for some in the sample of CYP
interviewed, this was a preferred method of keeping in touch with friends and family,
as opposed to remote methods such as mobile phones and social media. Despite
there appearing to be no official policy on CYP having leave from hospital, it was
clearly mentioned in the organisation’s information booklets for CYP and caregivers
which stated that patients would be sent home on short periods of home leave as

part of the unit’'s assessment process.

CYP having time off the unit has been reported in another study (Stanton et al,
2020). In that study a practical solution to keep families connected was staff
promoting CYP and their families to have time out off the ward and encouraging
them to go on outings. These interventions were highlighted as contributing to CYP
perceiving they felt closer to their family members throughout their admission
(Stanton et al, 2020).

CYP going on leave was an important aspect of the unit's assessment process and
was promoted by staff members throughout the CYP’s admission. Leave was
gradually built up over time in preparation for discharging CYP from the unit. This
was found in another study where CYP going home on leave was built up gradually
as part of the discharge process. Participants described first trying some leave to go
home and see friends, then gradually building this up to staying overnight
(Salamone-Violi et al, 2015). Findings in this study also indicated that the way in
which discharge was planned and delivered influenced CYP’s perceptions of the
usefulness of the inpatient experience. CYP who were perceived to have had a
positive discharge were more likely to engage with community support, whereas
CYP who had an abrupt discharge, found it scary and rejecting (Salamone-Violi et al,
2015).
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8.5 Peers in hospital
This section will discuss the findings of the study pertaining to CYP being in hospital

with other patients. It will discuss the formation of new friendships during admission,
which occurred through participating in events such as unit activities and having a
shared experience of mental health issues. This section will also discuss the findings
pertaining to the difficulties CYP encountered when living in hospital with other CYP
and the formation of unhelpful peer relationships.

8.5.1 Relationships with peers in hospital — The formation of new friendships
It was evident that some CYP formed friendships with their peers in hospital, with
over half of the sample of CYP interviewed n=4 out of 9 reporting that they had made
at least one friendship with a peer on the unit and some of these friendships
extended beyond discharge. Whilst for some CYP these were completely new
friendships, for others they were reformed friendships with CYP who they had met in
hospital on a previous admission to the unit. Making friendships with peers in
hospital appeared to help CYP’s sense of feelings of loneliness and isolation. In
addition, caregivers commented that they felt reassured knowing their child was
having contact with peers.

8.5.2 Relationships with peers in hospital - Unit activities

The promotion and facilitation of ward-based group activities by staff members
potentially supported the formation of friendships between CYP on the ward. Regular
activities such as sports games, music, cooking and arts and crafts, in addition to the
ward communal lounge, naturally provided spaces for interactions and socialisation
between patients. This was also linked to CYP having shared and hobbies in
common which helped them to connect. The inclusion of unit-based activities is
suggested by UK CAMHS inpatient service standards, which recommend every CYP
has a seven-day recreational timetable of activities to promote social inclusion, in
which unit staff encourage CYP to engage (QNIC, 2021). The lack of unit activities
such as cooking, arts and crafts and outdoor-based activities in some inpatient units
were perceived by patients as a negative aspect of the inpatient experience
(Salamone-Violi et al, 2015). Clinicians have noted the shared spaces on inpatient
units surround adolescents with peers with similar mental health problems and

support the transition from being isolated (Hayes et al, 2019).
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8.5.3 Relationships with peers in hospital - Shared and similar experiences of
mental health
It was also evident from the findings that some CYP felt they could relate to their

peers in hospital with regards to their mental health through having a greater
understanding and similar experiences of mental health difficulties. This was further
described by patients, staff members and parents who all suggested that CYP and
their peers in hospital understand each other through having shared experiences
and were able to connect on a level where friends outside of hospital may not. Other
staff noted the acceptance between CYP in hospital and describe the relief CYP

experience knowing there were others who may have had similar experiences.

The shared experiences and understanding CYP had with their peers in hospital has
also been highlighted further in more recent studies (Salamone-Violi et al 2015; Gill
et al 2016; Schneidtinger and Haslinger-Baumann 2019; Hayes et al, 2019; Hayes et
al, 2020 and Stanton et al, 2020). The connection between peers on the ward was
found to be an aspect of making the inpatient experience positive (Salamone-Violi et
al, 2015). In addition to feeling connected to peers, CYP have described a general
sense of companionship with their peers (Stanton et al, 2020) and feeling
understood due to having similar experiences (Salamone-Violi et al, 2015 and
Stanton et al, 2020). In Hayes et al’s (2020) paper on the perspectives of
adolescents and caregivers, being understood, building trust, and being around
others who were in similar situations were found to be key aspects in building
friendships. (Hayes et al, 2020). Feeling understood by others and having a shared
experience with fellow inpatients regarding mental health difficulties has also led to a
sense of belonging and validation (Gill et al, 2016). The findings of the current study
specifically regarding staff promoting peer to peer connections contrast the findings
in another qualitative study (Reavey et al, 2017) which highlighted that certain
positive aspects of peer relationships such as learning and sharing similar
experiences were neglected by some staff due to the perceived concern over risk
(Reavey et al, 2017).

8.5.4 Relationships with peers in hospital — The difficulties of living in

hospital with other CYP
Whilst the current study found that there were positive interactions between CYP on

the unit and relationships that were perceived to be of benefit, the findings also

suggest that CYP found challenges and faced difficulties throughout their admission
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when living in hospital with other CYP. Participants reported factors such as the age
range of CYP within the unit, witnessing distress in others and CYP ‘triggering’

negative emotions with each other was often upsetting and a challenge to live with.

The negative experiences associated with living with other CYP in hospital has been
reported by patients, caregivers and staff members in previous research. There were
similarities in the findings of a recent study which highlighted the negative influence
patients had on each other, which was particularly affecting CYP of a younger age
(Schneidtinger and Haslinger-Baumann, 2019). Clinicians have highlighted negative
relationships may occur from CYP sharing distressing personal information and
therefore need to be considered and monitored (Hayes et al, 2019). CYP have
reported finding others annoying and talked of being influenced negatively (Stanton
et al, 2020). Similar to the findings of the current study, CYP have commented on
the challenges that arose from living in hospital with other CYP as a result from
witnessing distress in others (Gill et al, 2016). The difficulties experienced by CYP
living with other CYP and the concept of ‘triggering’ has been reported in other
studies (Gill et al, 2016 and Reavey et al, 2017).

8.5.5 Relationships with peers in hospital - CYP forming unhelpful peer

relationships
The findings indicate that there were instances of CYP forming relationships with

hospital peers which members of the MDT and caregivers deemed to be unhelpful to
CYP’s recovery. This was generally described by the MDT as CYP who were
participating in various incidents on the ward as a group, CYP encouraging others to
participate in risk taking behaviours such as deliberate self-harm and CYP acquiring
unhelpful behaviours from other patients. This was particularly evident in CYP with

eating disorders which will be discussed further later in this chapter.

Caregivers also reported that their child had learned behaviours from other patients
and expressed this as a concern in interviews. They recognised that whilst the
inpatient environment provided their child a high level of safety, they reported
understanding that the unit was not free from risk and that there was a risk of their

child learning behaviours from other CYP.

The findings of the current study are consistent with prior research, with previous
studies describing occasions where CYP have formed new, unhelpful friendships

with peers in hospital and have acquired self-harming behaviours from others. This
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has been conceptualised in a previous evidence synthesis as ‘Contagion’, and in
relation to deliberate self-harm, was defined as two or more acts of deliberate self-
harming behaviour that involved two or more CYP occurring on the same day or over
consecutive days (Hannigan et al, 2015). In the areas of suicide and deliberate self-
harm, a previous study has shown that health care professionals and parents have
had particular concerns with CYP acquiring unhelpful behaviours (Claveirole, 2005).
A more recent study reported that exposure to self-harm within the inpatient
environment was extremely challenging for CYP and described them learning from
and copying each other (Smith-Gowling et al, 2018). Whilst recognising the
importance of making new friendships, caregivers have also commented on feeling
worried about the intensity of their child’s relationships with their peers (Hayes et al,
2020). In the current study, staff informed me that whilst they recognised the issue of
CYP learning and acquiring unhealthy behaviours from their peers in hospital, they
tried to manage this through logistical interventions within the ward environment
such as observation and splitting up CYP at mealtimes and during group activities.
8.5.6 Relationships with peers in hospital - CYP comparing themselves to

others
The findings of this study suggest that CYP in hospital found a support network

through relationships with other CYP. This was particularly evident with CYP who
were admitted for difficulties regarding their eating, with ward staff reporting that on
occasions CYP would be a supportive network for each other and help each other
through their recovery from the eating disorder. Similar findings were reported in a
study which highlighted that CYP developed positive coping strategies to manage
their mental health difficulties through learning how other CYP cope with their mental
health (Offord et al, 2006).

However, the findings also indicated that there were instances of CYP who were
admitted to the unit who were comparing, competing with, or mirroring the
behaviours of other patients who were also diagnosed with similar mental health
issues such as eating disorders. These behaviours included the refusal of food,
noncompliance with rest periods post mealtimes, and increased exercise on the
ward. Ward staff reported previous instances of patients with eating disorders trying

to compete to be the ‘best anorexic’, a term which has been previously referred to in
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another study where a participant described recovering from Anorexia Nervosa at
the same rate as her peers with the same illness (Offord et al, 2006).

The issue of CYP comparing themselves to other CYP and learning behaviours was
a concern also voiced by caregivers. Caregivers reported realising that although their
child may have wanted to meet other CYP who had similar experiences regarding
their mental health such as anorexia, they reported feeling nervous about their child
potentially learning these behaviours associated with eating disorders from other
patients which they perceived as unhelpful.

These findings are supported by other studies which reported that CYP with eating
disorders made comparisons and were competing with and copying one another
(Colton and Pistrang, 2004; Claveirole 2005 and Offord et al, 2006). It was reported
in one study that a combination of a desire to fit-in with the inpatient peer group and
that the patients were vulnerable to peer influence, meant that additional eating
disorder behaviours were learned by CYP (Offord et al, 2006). This resulted in CYP
reducing their dietary intake or increasing their exercise such as taking longer routes
when walking around the ward (Offord et al, 2006). CYP with eating disorders were
also found to quickly mimic the behaviours of others with eating disorders and

competed to be thin (Colton and Pistrang, 2004).

8.6 Impact on families

8.6.1 Impact of admission on family - Emotional toll on caregivers and
siblings
It was evident from interviews of the emotional impact the CYP’s admission to the

unit had on caregivers. Caregivers described feeling stressed and anxious when
referring to previous events leading to their child’s admission, in addition to
experiences of their child’s current admission and reported how it affected their
partners and other children. Caregivers described feeling physically and mentally
fatigued, reporting issues such as a lack of sleep and forgetfulness. These findings
are similar to that reported in a recent qualitative study of the experience of parents
whose child had been admitted to an adolescent inpatient mental health unit, which
reported that parents experienced a high level of emotional suffering in addition to
feelings of guilt and stigma (Merayo-Sereno et al, 2021). Both parents and staff also
described the impact of the admission on CYP’s siblings. In some instances, parents

tried to protect their other children by limiting the amount of information given to them
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about their sibling’s admission and the severity of mental health issues and risk
taking behaviours such as self-harm and suicide attempts. Staff members also spoke
about the impact on siblings, and therapists described responding to siblings’ worries

about mental health issues in therapy sessions.

To support caregivers and help alleviate some of the potential stress and anxieties
they had around their child’s admission to hospital, some families were having family
therapy interventions at the unit. The MDT also offered appointments for ‘Welcome
Meetings’ to caregivers on the unit with a nurse and therapist. Although on some
occasions these meetings did not occur until weeks after the CYP’s admission to the

unit, they generally occurred within the first 72 hours of admission.

The content of the Welcome Meetings were individual and specific to each family,
but the organisations information booklet provided some details on the welcome
meetings, stating that it was an opportunity for caregivers to ask staff members
guestions about the admission and to share information. Additionally interviews with
various staff members indicated that the Welcome Meetings were an opportunity to
work with family members and inform them that their involvement in the planning of

the CYP care was vitally important.

The equivalent of the unit's Welcome Meetings are also recommended by Tier 4
CAMHS inpatient service standards which advocate ensuring that CYP and
caregivers are supported throughout the process of admission. With CYP’s consent,
it is recommended that caregivers are offered individual time with staff members
within 48 hours of the CYP’s admission to discuss concerns, family history and their
own needs (QNIC, 2021). Additionally, providing families with meetings is
recommended in policy and guidance documents, with Tier 4 CAMHS national
commissioning services recommending the provision of meetings being offered to
families within the first week of admission (NHS Commissioning Board, 2013). Staff
members recognised that some families may feel anxious or disorientated when their
child is admitted to hospital and informed me that the Welcome Meeting was a way
to help support families shortly after admission.

8.6.2 Impact of admission on family — Caregivers employment concerns

The findings also suggested caregivers faced challenges regarding their employment
whilst their child was admitted to hospital. Some caregivers had taken time off work
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due to stress or were anticipating taking time off working to care for their child. This
was particularly evident for families during CYP’s build up to and eventually being
discharged from the unit. In some cases, parents took time off work either unplanned
through sickness or some were fortunate to take planned time off such as annual
leave. These findings are consistent with research by Merayo-Sereno et al (2021),
which found that parents had taken sick leave from work due to the impact of their
child’s admission on their own mental health (Merayo-Sereno et al, 2021). However,
unfortunately this was not applicable for all parents, and some expressed concerns
in meetings about continuing to take time off work and how their employer would
react to this. To support caregivers with concerns around their employment and to
mitigate the impact of having time off work when supporting their child during the
process of discharge, unit staff attempted to organise periods of leave over the
weekend.

8.6.3 Impact of admission on parents - Financial impact on families

The financial implications associated with CYP’s admission to the inpatient unit
experienced by caregivers was also reported in this study. The cost of frequently
travelling to the unit, along with parents working reduced hours due to caring
responsibilities for their child, meant that unfortunately some families experienced
financial hardship which was particularly evident with the CYP who had longer
admissions to the hospital. Parents who were self-employed reported having to delay
orders with their business and were fortunate enough to absorb the loss of income
through savings. Other parents who were employed, reported a reduced income
within the family due to having to reduce the number of hours they were able to
work, combined with having to frequently drive a significant distance to visit their
child. The financial aspect of the admission was also felt by CYP, who recognised
that their parents have struggled with getting to the unit frequently due to the cost of

travelling by car and public transport.

Previous research and reports have described the financial impact involved with
CYP being admitted to inpatient units in areas that were difficult to access (Buston,
2002; Svanberg and Street, 2003, Tulloch et, 2008 and Mental Welfare Commission,
2009), with parents reporting that travel costs caused financial problems (Tulloch et
al, 2008). In one study a CYP reported that her mother was unable to visit her

frequently due to the cost of fuel (Svanberg and Street, 2003). In another study,
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participants reported being concerned that the inpatient unit was located too far
away for their parents to travel, with one parent having to reduce the frequency of
travelling to the inpatient unit and limit visiting their child to just weekends, again due
to being unable to afford the cost of fuel (Buston, 2002). In a more recent study,
admission was shown to be costly for caregivers with them paying up to £2,000 in
travel costs to the inpatient unit (Green et al, 2007).

The findings of this study indicating that there is a financial impact on families is
further supported by a more recent five-year survey of Tier 4 CAMHS inpatient units
in the north of the UK. This survey reported that some families went into debt or
increased pre-existing debt due to the high cost associated with travelling across the

region to the inpatient units (Scottish Government, 2017).

The current study also found that in some situations families were eligible to be
reimbursed for the cost of travelling to the unit. Caregivers who were able to receive
some financial support reported how receiving these payments to cover travel costs
helped relieve both their financial concerns and their child’s worries about their
finances. However, the findings also indicate that some families appeared to face
challenges when claiming expenses for travelling and the process appeared to be a
complex and means tested system. Parents who did receive travel reimbursement,
reported receiving state welfare support to be applicable to make a reimbursement
claim and others reported being ineligible due to their salary being over a certain
threshold.

In some instances, inpatient units have had access to financial support to help
families receiving welfare benefits to visit, especially if they were required to travel a
distance (Mental Welfare Commission, 2009). Although data on the provision of
reimbursement for travel and subsistence costs for parents visiting CAMHS inpatient
units appears to be limited, one survey provided an example of a family receiving
£3,000 over a 6-month period (Scottish Government, 2017).

8.7 Connections to education

8.7.1 Inpatient education and reduced opportunities
This section will discuss the study’s findings in relation to CYP’s education whilst

they were inpatients at the unit. This will begin with a brief overview of the layout of

the Learning Centre, its associated facilities and then highlights key findings across
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the following three sections: inpatient education and reduced opportunities, interface
between the Learning Centre and school of origin, and impact of health on

education.

In England and Wales, Local Authorities (LA) have a legal requirement to arrange
education for any person of compulsory school age, who is prevented from attending
mainstream school due to illness (Welsh Government 2010b and DfE, 2013).
Education within a CAMHS hospital may be provided by a local authority or by an
independent school provider (DoH 2017). Hospital education is defined in legislation
as, “education provided at a community special school or foundation special school
established in a hospital, or under any arrangements made by the local authority
under part 19 of the Education Act (1996), where the child is being provided with
such education by reason of a decision made by a medical practitioner” (Education
Act, 1996).

8.7.2 Learning Centre layout and facilities

As previous outlined in chapter four, the Learning Centre was a self-contained area
away from the unit’'s two main wards but still situated within the hospital building. It
was made up of three classrooms which ranged in size, a kitchen area and offices.
The Learning Centre staff members consisted of a Headteacher, specialist teachers
and learning support assistants. The Learning Centre could facilitate up to 15 CYP at
a time, although throughout the period of data collection anywhere between 5-10

CYP attended the school at various times.

Education in the current study was provided on-site, which is typical of tier 4 inpatient
units (DoH, 2017). The model for delivering education was within the two methods
highlighted in a previous study (Hannigan et al, 2015), where inpatient schools were
either integrated into the unit or away from the unit but still within the confines of the
hospital grounds (Tulloch et al, 2008). The inpatient unit delivered education through
the first method which has been reported as the most common method of education
delivery (DfE, 2018).

The findings highlighted key differences between the Learning Centre and a typical
mainstream school such as smaller classroom sizes, shorter school day, mix of age
groups and higher teacher to pupil ratio. Of the CYP included in this study who were

regularly attending the Learning Centre, it was estimated they spent an average of 3-
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4 hours per day in the Learning Centre, Monday to Friday. This appears to be
consistent with a report into education in UK CAMHS inpatient units which found that
overall, most pupils from the 61 inpatient units surveyed received 16 hours of
education per week (DfE, 2018). Inpatient service standards recommend a minimum
of one qualified teacher to every four pupils per lesson (QNIC, 2021). This was also
consistent with the current study, which found that there were sufficient qualified
teachers and learning support assistants available in relation to the number of pupils
in attendance.

8.7.3 Inpatient education provision

The need for CYP to continue their education whilst in hospital for care and
treatment of their mental health is a key CAMHS inpatient service standard (QNIC,
2021). The findings pertaining to education provision at the unit indicate that CYP
were able to study a range of national curriculum subjects. This was especially
prevalent for CYP in in KS3 education aged 11-13 who described studying ‘core’
National Curriculum Subjects such as Maths, English and Science. Furthermore,
CYP reported studying additional subjects such as Geography, Art, History and PSE.
Education provision for post 16’s both in and not in education appeared to be less

developed however and will be discussed in further detail later in this chapter.

Limited studies and reports have explored the education curriculum within inpatient
CAMHS. In a previous study by O’Herlihy et al, (2001), all units surveyed met the
key stage demands of all age groups of CYP within the units, but 56% of the unit
schools surveyed (35 out of 62) were unable to provide any additional education
other than the national curriculum (O’Herlihy et al, 2001). The findings in the current
study regarding education provision are similar to a more recent report published on
behalf of the DfE (2018) on the provision of inpatient education in Tier 4 CAMHS.
This survey included some details on the education provided at various inpatient
units in the UK. Amongst the 62 of the 107 units surveyed with a 58% response rate,
90% provided Maths, 92% English and 82% Science. In addition to Maths, English
and Science, units reported providing 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). Although the
report provided no details regarding what subjects were specifically taught at each

KS, the most common format (92%) was learning in mixed key stage groups (DfE,
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2018). This is also consistent with the current study where classrooms consisted of
CYP learning at different key stages based on their age.

8.7.4 Subjects limited to ‘core’ National Curriculum subjects for KS4 and KS5
Although CYP aged 11-13 and in KS3 education were able to study a range of
national curriculum subjects at the Learning Centre, there appeared to be a different
experience for older patients in education KS4 and 5. The findings suggest that in
some instances, the Learning Centre found challenges delivering age-appropriate
education to CYP aged 14-16 and above. Education for CYP of this age appeared to
be limited to the ‘core’ National Curriculum subjects of Maths, English and Science.
There were other limitations to education provision regarding undertaking practical
assessments for subjects such as Science and Geography, as the Learning Centre
was not equipped to facilitate these subjects and relied on mainstream schools.
There were also issues regarding CYP undertaking examinations which will be

discussed in more detail further in this chapter.

Recommendations from inpatient service standards are that CYP are taught the core
National Curriculum subjects of Maths, English and Science (QNIC, 2021). Further
recommendations are that inpatient units provide a broad and balanced curriculum
which is appropriate, flexible and suited to the needs of the student (QNIC, 2021). In
the case of the current study, these inpatient guidelines appear to be only applicable
to CYP who were studying KS3 education. Furthermore, it has been highlighted that
smaller inpatient units may face problems with providing CYP with specialist
teaching for GCSE level (DoH, 2017). Similar findings in a qualitative study of
adolescent mental health inpatient care reported that whilst the hospital school
helped some CYP to get back into a routine regarding their schoolwork as they felt
they had lost competence, other adolescents expressed concerns that the inpatient
school was not pushing them enough academically (Stanton et al, 2020).

8.7.5 Provision for post 16s

It has been recommended by inpatient CAMHS service standards that young people
should be able to continue their education where the unit caters for CYP over the
age of 16 (QNIC, 2021). As the age of CYP admitted to the unit covered 16 and 17
year olds, some were still in post 16 education prior to their admission. Ward staff
described education provision for these CYP and reported those who were in college

or sixth form prior to being admitted were able to continue their education providing
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the Learning Centre was receiving work from the college or school. However,
education provision for post 16s appeared to be limited at the Learning Centre. This
challenge was recognised by the education staff who stated that they try to seek
specialist teachers from agencies. In practice, however, it was very difficult to
acquire specialised tutors to support CYP with their A Level learning. This appeared
to be detrimental for some CYP and in one instance, a CYP reported struggling to
continue with her A-Levels due to the Learning Centre teachers and additional tutor
only having experience up to GCSE level. This was also described by caregivers
who reported that unfortunately despite their best efforts, the unit was not best
equipped to support CYP in post-16 education.

Findings from this study regarding education provision for post 16’s appears to be
consistent with other studies. It has been suggested that education provision for
those older than 16 in inpatient CAMHS appears to be less developed in the UK
(Hannigan et al, 2015). A previous study found that access to education was more
difficult for hospitalised adolescents who were above the age of 16. CYP reported a
lack of age-appropriate work and that there was very limited support available for
older patients (Svanberg and Street, 2003).

In a legal context, under the Education Act (1996) Local authorities have a power
and not a duty, to arrange education provision for those aged 16 to 18. (DfE, 2013).
For CYP aged 16 and 17 in hospital however, there is no national principle to provide
access to further education (Care Quality Commission (CQC), 2018). It has been
noted that it may be possible for CYP to continue their education while they are in
hospital, depending on the nature of the education or training they are undertaking,
although the decision on funding further education for post 16’s is dependent on the
LA in where the individual resides (CQC, 2018).

Education staff in this study further highlighted that students studying their A Levels
were an exception compared to other age groups as they were more likely to be
independent learners and use the internet to support their learning. Despite the
challenges of providing sufficient education to post 16’s, it appeared that some CYP

were still able to continue with their studies in some format.

The findings of the study showed that there were also some CYP who were aged 16

and above who were not in education, employment or training (NEET), but continued
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to attend the Learning Centre. Not all CYP post 16 regularly attended however, and
on occasions staff members cited a lack of motivation from CYP to attend the
Learning Centre if they were above the compulsory age of attendance. Despite
there being no national obligation for hospitals to provide further education for post
16’s (CQC, 2018), the Learning Centre staff attempted to engage these CYP in a
range of vocational courses and skills, careers advice and activities. This was
outlined in the unit’s information booklet for CYP and caregivers and incorporating
more vocational activities into the school timetable was often discussed between

professionals in weekly MDT meetings.

Other studies have found that one of the leading reasons for CYP not receiving full
time education whilst at inpatient units schools was due to being outside of the
compulsory age to attend school. A survey of education provision in UK inpatient
units found this was the second most prevalent reason (24% of units) behind CYP’s
medical needs (DfE, 2018).

8.7.6 Limitations regarding the provision of additional languages

There were other limitations of education provision within the Learning Centre, and
this was particularly relevant to CYP whose first language was not English. In the
context of the current study, it was mainly the Welsh language that was the first
language for some CYP. Of the 9 CYP interviewed for the study, three primarily

learned through the medium of the Welsh language.

Whilst education staff members described difficulties in providing additional tutors
and teachers for general subjects studied in English, they reported that they were
unable to support CYP learning through the medium of Welsh and recognised it was
an area that needed developing. The Learning Centre had on previous occasions
provided some support to CYP with translation from Welsh to English through a
Welsh learning support assistant. Overall, they recognised the difficulties in acquiring
teachers if it was for the purpose of tutoring in the Welsh Language and highlighted
lack of resources with regards to Welsh tutors. CYP and parents both described
issues regarding the lack of Welsh language provision at the Learning Centre. The
lack of Welsh language provision resulted in CYP having to self-translate their work
from English to Welsh, and others described their proficiency in both speaking and
writing in the Welsh language deteriorating over the course of their admission.

Parents reported making the inpatient unit staff members aware of their child’s
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Welsh language needs on admission and despite the inpatient unit suggesting using
interactive methods such as Facetime for their child to remain in contact with her

Welsh teacher, in practice this did not materialise.

The Welsh Language (Wales) Measure (2011) is statutory law for the promotion and
facilitation of the Welsh language by public bodies and a core principle is to treat the
Welsh language no less favourable than English. In a recent government publication
categorising schools according to Welsh medium provision, there is no mention of
the provision of Welsh language in hospital schools (Welsh Government, 2021b).
Current inpatient service standards recommend that CYP have access to teachers of
specialist subjects such as language tutors (QNIC, 2021). Whilst the current study
found limited support for pupils regarding their Welsh language needs, it appeared to
fall short to sufficiently meet their needs.

8.7.7 Examinations

The study found that the Learning Centre could provide an important aspect of
CYP’s education which was examinations and CYP and parents were made aware
of this on admission when given the unit’s information booklet. Examinations were
either facilitated by CYP’s mainstream school and home leave would be arranged to
enable this, or it would be facilitated through holding examinations exclusively in the
Learning Centre. | had been informed by an education worker that the Learning
Centre was registered as an examination centre, therefore CYP were capable of
sitting some public examinations such as GCSE’s under strict exam conditions within
the Learning Centre classrooms. The process of entering CYP for their examinations
was explained, and to ensure the continuity of studies leading up to exams, their

work would follow the same curriculum as if they were in their school of origin.

The provision of examinations appeared to be in line with current best practice, with
CAMHS inpatient service standards recommending that inpatient units should be
part of an education organisation that is a registered examination centre (QNIC,
2021). Some CYP and staff who were interviewed, successfully described
adolescents achieving qualifications from examinations they undertook at the
Learning Centre. Examinations were limited however, and appeared to mainly be in
relation to core national curriculum subjects, although there were some exceptions

such as art.
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As described above, the Learning Centre was not equipped to facilitate all aspects of
a subject, especially if it incorporated practical elements such as Bunsen burners for
science and field work for Geography. This also applied to examinations and
Learning Centre staff relied on mainstream schools to facilitate these aspects of
CYP’s education. However, previous policy documents on the design of inpatient
CAMHS units recommended overcoming barriers to practical aspects to education

such as the safe installation of Bunsen burners (DoH, 2017).

Recent data regarding CYP undertaking their examinations whilst admitted to
inpatient CAMHS units appears to be limited. In the research report published by the
DfE on the provision of Inpatient Education in inpatient CAMHS (DfE, 2018), there
were no references made specifically in relation to the provision of examinations.
Although in a previous report by the DoH (2013), it was suggested that effective and
efficient liaison between inpatient services, LA’s and mainstream schools were
crucial in ensuring CYP with health needs were able to undertake public
examinations whilst they were still in hospital, (DoH, 2013). One previous study has
addressed the issue of CYP taking exams whilst in hospital, and this study found that
teachers reported that there were opportunities for CYP to take exams in most of the
inpatient units surveyed, with only one unit reporting that there was no provision for
examinations (O’Herlihy et al, 2001).

8.7.8 Interface between Learning Centre and school of origin

The findings indicate that a core aspect enabling CYP to remain in touch with their
education was through the liaison between the Learning Centre and their
mainstream school. This would happen on the individual’s admission and the staff at
the Learning Centre would get in touch with their mainstream school to discuss their
education needs and to arrange for work to be sent into the Learning Centre. The
liaison between unit and mainstream school educational staff is recommended in
CAMHS inpatient standards in order to support the continuity of education provision
(QNIC, 2021).

UK legislation states that CYP who are unable to attend school due to health needs,
such as those in hospital, should receive the same quality and range of education as
they would have in their home school (DfE, 2013). Whilst most ward staff reported
having good relationships with mainstream schools, some suggested that a barrier
for CYP to keeping in touch with their education was the lack of communication from
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mainstream schools and getting work sent in. This was reiterated by some
caregivers who described a slow process from their child’s mainstream school in

efficiently providing work.

Similar findings were stated in a UK wide study whereby most CAMHS inpatient
units surveyed reported having a good relationship with their respective education
authority (Tulloch et al, 2008). Schoolteachers have also been found to have positive
relationships with CYP’s parents (O’Herlirly et al, 2001). When asked however,
parents have highlighted the slow response from mainstream schools and regularly
sending schoolwork to inpatient units (Svanberg and Street, 2003).

8.7.9 Reintegration into mainstream school

The final sub section within this theme pertains to CYP’s reintegration into their
mainstream school. This was perhaps one of the most prominent methods in which
CYP kept in touch with their own school whilst inpatients. The current study found
that CYP’s reintegration into their mainstream school was a carefully planned
process which occurred through discussions and partnership working between
health, social and education staff at the unit, CYP, their caregivers and mainstream
education professionals. The process of reintegration was planned through MDT
meetings and was often in conjunction with CYP having home leave from the unit
and their discharge pathway. When asked about their experiences of returning to
their school of origin, CYP reported mixed feelings such as welcoming the return of
the normality of attending their school, however they also reported feeling stressed,
particularly about seeing their peers. This corroborates the findings in another study
where adolescents expressed a heightened concern about social situations upon

reintegration into mainstream school (Preyde et al, 2018).

In the current study, reintegration into mainstream schools was a planned, gradual
process enabling CYP to attend their school of origin at a pace that CYP, caregivers
and MDT professionals felt comfortable with. The gradual reintegration into
mainstream school was planned through MDT meetings and data extracts from
Chapter seven provide examples of MDT members discussing school reintegration.
Education staff also reported contributing to discussions regarding school
reintegration in MDT meetings by suggesting the time CYP initially spend in their
school based upon a modified timetable. This usually began with going to school for

a few hours and slowing increasing the rate and duration of attendance to
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incorporate lessons. School reintegration did not always go as planned and on
occasions too much reintegration occurred leaving CYP feeling overwhelmed by the

experience.

Findings also highlighted the various levels of support for CYP from CAMHS CMHT’s
when transitioning back into school. The level of support to CYP was often
dependent on the remit of the CMHT however, with some teams within the region
being able to provide more support than others. It was suggested by education
workers that due to the uncertainty of support from CMHT’s regarding school
reintegration, caregivers keep in touch with the school and Learning Centre
education staff organise meetings with mainstream schoolteachers to discuss school

re-entry.

Returning to school has been seen as a priority for adolescents, with one study
finding that adolescents wanted help with returning to school and expected the
inpatient Learning Centre to help them achieve this goal (Hayes et al, 2020).
However, there have been difficulties when CYP re-enter and reintegrate back into
mainstream school and this has been described as a significant barrier to CYP’s
academic progress when hospitalised (Hannigan et al, 2015). Inpatient service
standards recommend that unit staff support CYP with their reintegration if they are
returning to their local education facility post discharge (QNIC, 2021). The concept of
CYP’s school re-entry and reintegration post hospitalisation has also been discussed
more recently in what is one of the first pieces of research to propose a series of
recommendations by hospitals for schools to consider when CYP return to their
mainstream school (Marracinni et al, 2021). This research recommended supporting
a gradual return from hospital to mainstream school, and this is supported by
findings in the current study.

8.7.10 Health impact on education

The findings indicate that a significant physical barrier to some CYP accessing their
education whilst at the unit was the severity of their physical and mental health
needs. The mental health issues of CYP highlighted how symptoms of their condition
had a major impact on their ability to learn. The data highlighted such examples with
CYP diagnosed with eating disorders such as Anorexia Nervosa, who were on
occasions too physically frail to attend the Learning Centre or participate in ward-
based activities. Education needs for these CYP were met by education staff
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providing work for them to do in their bedrooms. This was in line with policy
highlighting that significant health needs are a barrier accessing education (Estyn,
2016) and recommend education provisions be made on the ward where CYP are

too ill or frail to attend the inpatient school (DoH, 2017).

Other examples included CYP with diagnoses of serious mental health conditions
such as psychosis, who struggled with concentrating and focussing on their
schoolwork due to the symptoms associated with the illness such as distorted
thought patterns. In cases such as these, the MDT encouraged vocational
opportunities as opposed to academic learning. A previous report also found that
CYP’s health had an impact on their ability to study in the inpatient unit schools, with
medical needs being cited in the survey of inpatient units as the main reason (65%)
for CYP not attending full time education whilst in inpatient schooling (DfE, 2018).
8.7.11 Medication side effects

The side effects of some medications appeared to have an impact on CYP’s learning
and were cited predominantly by patients and their caregivers as a barrier to
accessing education for those who were struggling to complete their schoolwork in
the Learning Centre. CYP reported common side effects such as fatigue, drowsiness
and struggling to concentrate appeared to affect their ability to focus on their
schoolwork. To support CYP with this issue, medications and dosages were
reviewed by the medical staff routinely in weekly MDT meetings.

8.7.12 Concerns over missing school

The findings from interviews and observations of MDT meetings indicated that some
CYP were able to catch up with their studies and achieved success in coursework,
assessments, and exams. However, several CYP were concerned about the time
they had missed from their mainstream school and were worried about falling behind
with their schoolwork and having to catch up. This appeared to be especially
concerning for the CYP who were in year groups that were due to sit compulsory
public examinations such as GCSE’s. To help alleviate CYP worries over missed
school time, the headteacher at the Learning Centre would liaise with the
mainstream schoolteachers. In some cases, CYP reduced the number of subjects
they were studying to relieve some of the academic pressures or in more rare

circumstances, were planning to re-sit the whole academic year. These decisions
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were made in partnership between the CYP, their caregivers, inpatient unit education
staff and mainstream school staff.

Similar to the current study, hospitalisation was a contributing factor in the impact of
the achievements and long-term goals of CYP reported in another study particularly
in relation to their education (Haynes et al, 2011). Studies have described how peers
were moving on to educational milestones such as completing exams and going into
further education such as college or university (Offord et al, 2006, Painter 2008 and
Haynes et al, 2011), and how CYP have been concerned about having to catch up
(Offord et al, 2006 and Clemens et al, 2010). Despite some CYP in the current study
reporting that they were worried about falling behind with their schoolwork and
missing examinations, others appeared to be less concerned and referred to future
plans of resitting exams. Similar findings were reported where CYP reassured
themselves that educational plans could be attended to in the future (Hayes et al,
2011).

An unanticipated finding in relation to the long-term academic goals for CYP were
the views and emphasising on personal recovery from mental health difficulties
before continuing or recommencing education. This was particularly potent in the
views of caregivers, who gave powerful accounts describing the seriousness of their
child’s physical and mental health difficulties. These statements provided insight into
how CYP’s education can be affected by their health needs, but also caregivers

prioritising their child’s wellbeing as opposed to solely focussing on their education.

8.8 Summary of main findings for objective 3
To achieve objective 3, CYP were invited to complete three outcome questionnaires

in relation to their mental health, friends, family and education and data on

demographics of the sample were collected.

Regarding the gender of the study’s sample for the questionnaire phase of the study,
the sample was predominantly female n=21 with 5 males n=5. This was consistent
with the number of CYP admitted during the period of fieldwork and the previous
three years which indicated females were the more common gender being admitted
to the unit. The sample was representative with regards to gender reported in other
adolescent inpatient mental health research (Gill et al, 2016, Preyde et al,
2017;2018, Reavey et al, 2017 and Schneidtinger and Haslinger-Baumann, 2019),
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and in units across the UK which report more females than males are admitted (NHS
Benchmarking Network, 2021). The number of admissions was significantly lower
than previous years, likely to be explained by the ward closures as discussed at the

end of Chapter four.

The study indicated that despite the small sample size, the two most prominent
diagnoses were emotional dysregulation n=13 (50%) and eating disorders n=10
(38.5%). These two diagnoses are common when compared with reports providing
information on admissions to UK inpatient units by diagnosis (Children’s
Commissioner, 2020). Eating disorders account for the highest single group of CYP
admitted (20%) with behavioural and emotional disorders accounting for 8% of

admissions (Children’s Commissioner, 2020).

CYP’s age indicated that the most common age of CYP included in the sample were
16 years of age, which is consistent with previous research (Salamone-Violi et al,
2015, Gill et al, 2016 and Reavey et al, 2017). Average length of stay for the sample
was 88.6 days. This a longer average length of stay for the total number of
participants screened for participation which stood at 77.8 days and contrasted
previous years which was around 45 days, which is the average for this region of the
UK (NHS Benchmarking Network, 2021). An explanation for the increase in length of
stay for the study sample could be that a small number of CYP had considerably
longer admissions than others, potentially skewing the data. The average length of
stay for the sample is consistent with previous research (Gill et al, 2016 and Reavey
et al, 2017) and in inpatient units across the UK which stood at 85 days in the year
2019/2020 (Children’s Commissioner, 2020).

Regarding SDQ and its subscales, results indicated that 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. For the total sum of
SDQ scores, results indicated that CYP were placed in the ‘abnormal’ band of the
total difficulties scale, suggesting that their emotional health and wellbeing was likely
to be under considerable strain. This was to be expected given that the CYP

admitted to the unit for severe and complex mental health difficulties.
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For the IPPA-R, results indicated that despite the missing data, CYP scored highest
in global and trust and communication subscales regarding their mothers, followed
by friends/peers and finally their fathers, suggesting they had more positive
communication and trust with their mothers. For the alienation subscale, CYP scored
highest in regards to friends, followed by fathers and mothers suggesting they were
most alienated from their friends. 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 suggesting CYP had more
behavioural engagement regarding their school. 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.
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.

Whilst part of objective 3 was for CYP to complete the questionnaires, it was also to
assess the suitability of them with regards to measuring connections to friends,
family and education within adolescents in inpatient mental health care. Reflections
on CYP completing the questionnaires discussed at the end of Chapter four
indicated that some CYP had difficulties completing the IPPA-R and SSES such as
completing the friends section of the IPPA-R in relation to siblings as opposed to
friends and the discrepancies between completing the SSES in relation to

mainstream schools or the Learning Centre.

This section concludes acknowledging that the SDQ, IPPA-R and SESS may have
been the most appropriate candidate questionnaires available to report on CYP’s
mental health, and their connections to their friends, family and education at the
commencement of the study. However, acknowledgement is made that the IPPA-R

and SSES may not be appropriate to be used with adolescents in inpatient mental
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health care as they were intended to be used in different population groups and are
not specifically intended to ‘measure’ connections to friends, family and education.
This highlights the need for appropriate questionnaires to measure connections to

friends, family and education with adolescents in inpatient mental health settings.

8.9 Summary of candidate interventions objective 4
Study objective 4 sought to identify candidate interventions to support CYP

maintaining their connections to friends, family and education when in hospital for
their mental health. The study identified the primary interventions promoting CYP’s
remote connections to friends and family were through mobile technology such as
patients’ own mobile phones, with a combination of the internet and social media
applications, and the unit’'s own mobile phone. The ease of access to frequently
connect to friends and family through mobile technology by texting, instant
messaging, phone and video calling was helpful, although the limited access and
harms of the internet and social media on adolescents were apparent. The study
found that by staff members adopting a flexible approach with regards to the rules
around the mobile phone policy and being open and honest about the potentially
negative aspects of the internet and social media, inpatient staff can better support
CYP when facing these challenges. The study has also shown that during the
development of mobile phone and internet policies and practices, there is a need for
inpatient CAMHS to consider the balance of access and potential harms in a flexible,
person centred approach.

The key interventions supporting CYP’s physical connections to friends and family
were through promoting visiting, home leave and the Visitors’ Suite. Again, staff
being flexible with regards to visiting hours proved to be helpful and the promotion of
home leave soon after adolescents are admitted to the unit helped CYP keep in
touch in their normal environment. The study has highlighted the significance of a
Visitors’ Suite in supporting CYP and families for both visiting and how it was
particularly important for families travelling from a distance who may require
overnight accommodation. It would be ideal for commissioning services to consider
having this facility included in the design of and installed in, future inpatient units.
The emotional and financial impact on caregivers was apparent, particularly if they
struggled with the costs associated with frequently travelling to the unit. Staff

facilitating welcome meetings soon after admission appeared to be beneficial for
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caregivers. The implementation of dedicated funds to support all caregivers with

travel costs, not just those receiving welfare benefits would be helpful for families. If
financial resources are a key barrier to implementing this, a more simplified process
of accessing funds for families who are able to would be helpful as this appeared to

be a complicated system.

In the case of adolescents maintaining connections to their education, the Learning
Centre was the overall intervention supporting CYP. To maintain the continuity of
CYP’s education, education staff within the Learning Centre engaging CYP in
schoolwork on admission, in conjunction with the swift liaison with mainstream
school staff and facilitating limited examinations ensured the continuity of CYP’s
education. The careful planning and partnership working between the MDT, patients,
caregivers and mainstream school staff, ensured CYP were supported with a
smooth, gradual reintegration into their mainstream school. Additionally, supporting
CYP who are not in education post 16 with alternative provisions such as vocational
activities, planning for college and careers advice was highlighted as helpful aspects

of the Learning Centre.

8.10 Contribution to knowledge
This study is the first to explore CYP’s connections to their friends, families and

education during inpatient mental health care and adds to the growing body of
knowledge in the area of adolescent mental health care. It contributes to highlighting
the voices, experiences and perspectives of CYP, caregivers and staff in adolescent
inpatient mental health settings, an area in which there is currently a dearth of
research. In addition, to the researcher’s knowledge, this is the first piece of research
that has been conducted at the NHS Tier 4 CAMHS inpatient unit since it’s

construction over a decade ago.

When in an era where internet use and social media have rapidly become part of the
everyday lives of CYP, this study is the first of its kind to explore and report findings
specifically in relation to the positive and negative aspects of the internet and social

media usage with adolescents in inpatient mental health care.

This study has highlighted wider barriers and significant challenges facing families

which hinder staying connected such as geographical distance, the burden of travel
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and associated costs and the difficulties encountered when applying for financial

reimbursement.

This study also provides new research relating to the daily provision, planning and
continuity of CYP’s education, an aspect of adolescent inpatient mental health
services in which there is a particular lack of research. It has also highlighted the
implications for CYP accessing inpatient education such as the limited provision of
subjects and examinations, lack of tuition in additional languages and post 16

education provision.

It has been noted in this thesis that the period of data collection occurred shortly
before the beginning of the Covid-19 global pandemic, when restrictions were placed
on hospitals. Regarding the inpatient unit used as the recruitment site for the current
study, there were significant restrictions placed on the hospital initially with regards
to visitation, home leave and education in line with local infection control guidance
(Healthcare Inspectorate Wales (HIW), 2022). The coronavirus pandemic has
magnified the importance of staying connected and has made it more obvious how
important it was to maintain connections to friends, family and education, especially
when interventions supporting maintaining these connections were unable to be

used.

8.11 Strengths and limitations
CYP with experience of using Tiers 3 and 4 CAMHS were consulted during the

design of research documents to ensure they were appropriate to be used with CYP
in the unit. The study gained ethical approval from an NHS REC through a rigorously
controlled process. It is particularly difficult to gain this approval when conducting

research involving vulnerable participants or in certain clinical environments such as

inpatient mental health settings.

Another strength of this study was its participants, with the inclusion of multiple
perspectives from CYP, caregivers and a variety of inpatient professionals in health,
social and education services. Previous research has involved perspectives from
CYP (Haynes et al, 2011; Gill et al, 2016 and Stanton et al, 2020), caregivers (Hayes
et al, 2020) and staff members (Claveirole, 2005 and Hayes et al, 2019;2020) in
adolescent inpatient mental health settings. Despite this limited research this study

was the first of its kind to have conducted research into CYP’s connections to their
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friends, family and education from multiple perspectives and methods of data
collection in an adolescent inpatient mental health unit.

There were several limitations noted within the study. In relation to the study’s
methodology, the case study design employed was a single-case holistic design.
Utilising a more complex design such as a single-case embedded design involving
subunits can often add opportunities for extensive analysis and enhance insights into
the single case (Yin, 2018). A way to achieve this would have been to focus on the
connections between participants by categorising interviews with CYP, their
caregivers, their primary nurse and observations of their individual CTP meetings as
‘subunits’, and then embedding them into the original, larger case, the inpatient unit
(Yin, 2018).

Limitations were noted during data collection. The assessment of CYP’s capacity
and suitability for participation by the unit’'s Child and Adolescent psychiatrist meant
that there was a potential bias in the CYP who were approached for participation in
the study. Additionally, six potential participants were missed for interviewing and

completion of questionnaires due to a deterioration in their mental health.

Acknowledgement is made that the researcher who undertook interviews and
recording MDT meetings is a mental health nurse with previous experience of
working at the CAMHS inpatient unit, therefore participants and the interpretation of
data may have been influenced. This was mitigated as the researcher had not met or
provided any prior care to the participants before the commencement of the study.
The period between working at the unit and undertaking the research also ensured

that many staff members were not known to the researcher.

Another potential limitation was the selection of a single research site, as one of only
two available CAMHS units within the region. It may be not possible to generalise
how other units manage CYP’s connections to friends, family and education given
that Tier 4 inpatient services vary in the interventions they offer and models of care
to which they adhere (McDougall and Cotgrove, 2014). However, there was nothing
unusual to note about the inpatient unit and the mental health services it delivered,
and it is considered typical of most UK Tier 4 CAMHS GAU'’s.

Despite attempting to include all genders of adolescent participants, recruitment of
an all-female population group into the interview aspect of the study n=9 and that
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most of the questionnaire sample n=21 out of a total of 26 were also female, was
inevitably a limitation of the study’s sample. Additionally, the small sample size of the
guestionnaire phase of the study brings into question the generalisability of the
results and should therefore be treated with caution when being extended to CYP in

other clinical settings.

Reflecting on the study it has been noted that both the researcher and CYP were
often working within the boundaries, constraints and balance of power with other
individuals during both the research process and in clinical practice. For researchers
this may often involve tactfully navigating and negotiating access to participants with
gatekeepers in order to conduct research procedures. Within social research
settings, gatekeepers are essential facilitators for accessing study settings and
participants (Andoh-Arthur, 2019) and were identified in the current study as the
Senior Nurse and Clinical Director.

As previously alluded to in Chapter three, there were additional challenges to
overcome with regards to the fieldwork with the potential for having to be
chaperoned during interviews and changes to the research protocol. This had the
potential to affect the study research questions, and collection and interpretation of
the data. Initially when negotiating with gatekeepers, additional time was allowed for
discussions with regards to accessing participants and the nature and purpose of the
study was explained in lay terms. Additionally, any reservations about the research
from gatekeepers were met positively and with respect. This approach to working
with gatekeepers is particularly important when conducting research in institutions or
organisations (Buchanan et al, 2013). The balance of power between staff and CYP
was also apparent, whereby CYP were required to adhere to certain ward rules and
policies such as mobile phone access and visiting which often appeared to be

restrictive in nature.
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8.12 Recommendations for practice
The following recommendations for practice are made to support CYP to maintain

connections to friends, family and education in adolescent inpatient mental health
settings. The study showed (a) the importance and value of mobile technology and
the need for balance regarding access and safeguarding patients. A
recommendation is made that adolescent inpatient mental health services continue
to provide CYP with appropriate access to mobile technology in such a way which
protects and safeguards the wellbeing of CYP. (b) The study recommends the need
for staff in inpatient CAMHS settings to continue to provide appropriate emotional
support to caregivers, especially when facing significant barriers to keeping in touch
such as geographical distance and the financial aspect associated with travel. (c)
The project showed the need for improvement in education provision in adolescent
inpatient mental health units, particularly within the context of Welsh language and
with a focus on improving education for post 16 adolescents. (d) The research
identified the need for further work to be undertaken to bridge the interface between

inpatient education and mainstream schools.

8.13 Recommendations for future research
This study has highlighted a series of candidate interventions supporting CYP

maintain remote and face to face connections with their friends and family and has
explored how CYP’s education is maintained during periods of inpatient mental
health care. Future research is needed to determine how supportive interventions
such as mobile technology, visiting, home leave, the Visitors’ Suite and inpatient
education are applied and managed in other adolescent inpatient mental health
settings across the UK. There is a particular need to know what is best practice in
adolescent inpatient mental health settings with regards to balancing CYP keeping in
touch with friends and family through using the internet and social media, while

promoting its safe use.

The next task of the research is to publish journal articles based on the main findings
of the study which is outlined below in a proposed dissemination plan. During this
period the planning of the next phase of the research will commence, which will
involve liaising and networking with key stakeholders and collaborators such as
future potential funding organisations, university colleagues, the Local Health Board

R&D department and CAMHS. The next steps include mapping out and developing a
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programme of research which will build on the work within this thesis and continue
work into the area of CYP mental health care.

8.14 Dissemination
Dissemination will take various formats and include distribution to key stakeholders

both at a local and national level.
8.14.1 Publications
It is anticipated that two articles will be published based on the study aims:

» This will report findings from interviews with CYP, caregivers and health,
social and education practitioners and will focus on anonymised data of the
opportunities and barriers for CYP maintaining contact with their friends and
family.

» This will report findings from interviews with CYP, caregivers and health,
social and education practitioners and will focus on the opportunities and

barriers for CYP maintaining their education.

Targeted journals include: Journal of Child and Adolescent Psychiatric Nursing,
Journal of Adolescence and Journal of Psychiatric and Mental Health Nursing.
8.14.2 Presentations and Posters

Opportunities will be taken to display posters and oral presentations at both local and
national level. These will be presented in line with the publications discussed above.

Suggested conferences to present at include:

» Royal College of Nursing (RCN) Annual International Mental Health Nursing
Research Conference Autumn 2022.
» University Postgraduate Research Symposium.
» Local Research and Development Conference November 2022.
8.14.3 Stakeholders
Study information will be disseminated to stakeholders involved and interested in the

mental health of CYP at local level.

» A summary of findings will be prepared in the format of an infographic leaflet,
including the number of participants who completed interviews and
guestionnaires and the main findings. These will be sent to the CYP and
caregivers who requested them and will be placed on display at the research

sites reception area.
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» Dissemination through the participating Local Health Board will be via poster
format and oral presentation, and a study summary will be posted on the
Local Health Board’s Research and Development secure Facebook page.

» Presentations will be made to nursing and postgraduate students, lecturers
and researchers in the local university.

» A short, summarising report will be prepared and sent to the funding

organisations KESS2 and the Local Health Board.

8.15 Conclusion
This project contributes to an important but neglected area of research with a highly

vulnerable group of people, where recent figures suggest one in six CYP aged 5-16
are known to have experienced difficulties with their mental health. For those with
the most severe and complex mental health difficulties requiring care in hospital,
there are additional challenges regarding their connections to their friends, family
and education.

To support CYP to maintain connections to friends, family and education in
adolescent inpatient mental health settings, this study shows the importance and
value of mobile technology and the need for balance regarding access and
safeguarding patients. It highlights the need to provide appropriate emotional support
to caregivers, especially when facing significant barriers to keeping in touch such as
geographical distance and the associated travel costs. The project shows the need
for improvement in education provision in adolescent inpatient mental health units,
particularly in the context of Welsh language and post 16 education provision. The
research identified the need for further work to be undertaken to bridge the interface
between mainstream schools and inpatient education. The project has produced
valuable new knowledge with clear implications for CAMHS services and

recommendations for future research.
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Appendix 1 — Systematic Literature Search
The question asked was “What is known about the risks to a young person’s connections to

their friends, family and education during periods of inpatient mental healthcare?” A
systematic search of the literature was planned to review articles previously published
relating to young people’s experiences of their friends, family and education whilst in
inpatient mental services. A wide search strategy was incorporated initially to explore
background literature relating to the topic. Initial searches for literature were undertaken
using Google Scholar to determine search terms. The following three subject headings were
then used as a basis for the search strategy: Adolescent, Mental Health and Inpatient. The
subject headings were then broken down further into key words and phrases which were

applied to the search. For example, ‘Young people’, ‘Psychiatr*’ and ‘Hospitalization’.

The initial searches from combining Boolean operators ‘AND’ and ‘OR’ with the three main
subject headings of adolescent, mental health and inpatient produced tens of thousands of
results. Due to the vast number of results found from the original three subject headings and
key words, advice was sought from a healthcare subject librarian. Consultations with the
librarian resulted in adding a fourth subject heading to the search to encompass the three
broad areas of friends, family and education. A list of all subject headings, key words and

phrases used in each database can be found in tables below.

The search inclusion criteria were then tightened and restricted to studies published in the
English language and limited to studies undertaken in high-income countries with developed
healthcare systems such as the UK, Europe, Canada, USA, Australia and New Zealand. A
filter was applied to restrict the date of publications from 2014-2021 to search for papers in
the subsequent years that have passed since the publication of Hannigan et al’s (2015)

evidence synthesis which stopped searching late 2013.

The titles and abstracts were assessed for relevance and retrieved if they met the inclusion
and exclusion criteria. Many data bases produced duplicate articles, following which 41
articles were briefly reviewed and 14 were reviewed in detail. The following seven online
databases were searched: PsycINFO via Ovid, Medline via Ovid, Embase via Ovid, Ovid
Emcare, Cinahl via Ebsco, Scopus and Web of Science. Accounts were created in all
databases and the searches were saved to run automatically every month to capture new
research that was conducted during the project. A review of the database searches can be

found below and a discussion of the articles were presented in Chapter two.

Table A1.1 Number of articles identified from each source
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Databases References Retrieved
PsycINFO (Ovid) 867

Medline (Ovid) 1498

EMBASE (Ovid) 2182

Ovid Emcare 1046

CINAHL (EBSCO) 1006

Scopus 1294

Web Of Science 1136

TOTAL 9029

Table Al.2. Subject headings and key words used in the literature search.

PsycINFO (Ovid)

Search Description Results
Number
1 (adolescen* or teen* or “young adult*” or | 395,929
“young people” or “young person” or
youth).tw
2 (mental adj (health or iliness)).tw 237,134
3 psychiatr*.tw 275,873
4 exp Mental Health/ 76,363
5 2or3or4 466,856
6 land5 60,822
7 exp Adolescent Psychiatry 5635
8 exp Child Psychiatry/ 7032
9 camhs.tw 694
10 7or8or9 10,129
11 6 or10 65,499
12 exp Hospitalization/ 24,876
13 exp Hospital Admission/ 5,842
14 (inpatient* or admission* or admit* or 203,273
discharge* or resident*).tw
15 (transition adj2 school).tw 2272
16 12 or13or 14 0or 15 213,798
17 exp Family/ 320,315
18 exp Friendship/ 10,234
19 exp Peer Relations/ 18,003
20 exp Social Support/ 39,645
21 exp Education/ 453,965
22 (famil* or parent* or carer* or friend*).tw | 698,725
23 ((education or school) adj2 270
(reintegration or re-integration or “re
integration” or reentry or re-entry or “re
entry”).tw
24 17 or18 or 19 or 20 or 21 or 22 or 23 1,175,621
25 11 and 16 and 24 3354
26 Limit 25 to (English language and 867
yr="2014-Current”)

Table A1.3 Medline

(Ovid)
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Search Description Results
Number
1 exp Adolescent/ 21,462,53
2 exp Young Adult/ 967,598
3 (adolescen* or teen* or “young adult® or | 472,679
“young people” or “young person” or
youth).tw
4 lor2or3 2,739,538
5 exp Mental Health/ 49,588
6 (mental adj (health or iliness)).tw 191,671
7 psychiatr*.tw 258,098
8 5or6or7 428,821
9 4 and 8 105,007
10 exp Adolescent Psychiatry 2964
11 exp Child Psychiatry/ 5732
12 camhs.tw 547
13 10orllorl2 7514
14 9ori13 109,614
15 exp Hospitalization/ 270,914
16 exp Patient Admission/ 25,830
17 (inpatient* or admission* or admit* or 929,721
discharge* or resident*).tw
18 (transition adj2 school).tw 472
19 150r160r170r18 1,065,494
20 exp Family/ 345,072
21 exp Friends/ 6039
22 exp Peer Group/ 23,209
23 exp Social Support/ 76,568
24 exp Education/ 861,656
25 (famil* or parent* or carer* or friend*).tw | 1,611,539
26 ((education or school) adj2 163
(reintegration or re-integration or “re
integration” or reentry or re-entry or “re
entry”).tw
27 20 0r 21 or 22 or 23 or 24 or 25 or 26 2,584,520
28 14 and 19 and 27 4503
29 Limit 28 to (English language and 1498
yr="2014-Current”)
Table Al.4 Embase (Ovid)
Search Description Results
Number
1 (adolescen* or teen* or “young adult*” or | 632,156
“young people” or “young person” or
youth).tw
2 (mental adj (health or iliness)).tw 242,826
3 psychiatr*.tw 379,074
4 exp Mental Health/ 191,611
5 2or3or4 650,825
6 land5 66,885
7 exp Child Psychiatry/ 25,769
8 camhs.tw 914
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9 7o0r8 26,502
10 6or9 85,264
11 exp Hospitalization/ 446,966
12 exp Hospital Admission/ 230,322
13 (inpatient* or admission* or admit* or 1,487,820
discharge* or resident*).tw
14 (transition adj2 school).tw 572
15 11 or12or 13 o0r 14 1,857,357
16 exp Family/ 602,911
17 exp Friend/ 23,722
18 exp Peer Group/ 27,253
19 exp Social Support/ 101,356
20 exp Education/ 1,617,999
21 (famil* or parent* or carer* or friend*).tw | 2,090,962
22 ((education or school) adj2 269
(reintegration or re-integration or “re
integration” or reentry or re-entry or “re
entry”).tw
24 16 0or17 or 18 or 19 or 20 or 21 or 22 3,824,047
25 10 and 15 and 24 4803
26 Limit 25 to (English language and 2182
yr="2014-Current”)
Table A1.5 Ovid Emcare
Search Description Results
Number
1 exp Adolescent/ 373,303
2 exp Young Adult/ 83,826
3 (adolescen* or teen* or “young adult*” or | 257,030
“young people” or “young person” or
youth).tw
4 lor2or3 527,026
5 exp Mental Health/ 117,253
6 (mental adj (health or iliness)).tw 128,872
7 psychiatr*.tw 95,598
8 5or6or7 242,443
9 4 and 8 40,944
10 exp Child Psychiatry/ 5986
11 camhs.tw 432
12 10o0r11 6370
13 9ori2 44,634
14 exp Hospitalization/ 113,236
15 exp Hospital Admission/ 80,770
16 (inpatient* or admission* or admit* or 365,139
discharge* or resident*).tw
17 (transition adj2 school).tw 514
18 14orl150ri160r17 466,500
19 exp Family/ 229,845
20 exp Friend/ 21,019
21 exp Peer Group/ 12,929
22 exp Social Support/ 52,924
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23 exp Education/ 654,711
24 (famil* or parent* or carer* or friend*).tw | 512,182
25 ((education or school) adj2 123
(reintegration or re-integration or “re
integration” or reentry or re-entry or “re
entry”).tw
26 19 or 20 or 21 or 22 or 23 or 24 or 25 1169638
27 13 and 18 and 26 2231
28 Limit 27 to (English language and 1046
yr="2014-Current”)
Table A1.6 CINAHL (Ebsco)
Search Description Results
Number
1 (MH “Adolescence+”) 569,756
2 (MM “Young Adult”) 367
3 TI: adolescen™ or teen* or “young adult*” | 157,047
or “young people” or “young person” or
youth
4 AB: adolescen* or teen* or “young 179,371
adult® or “young people” or “young
person” or youth
5 lor2or3or4 645,321
6 (MH “Mental Health”) 46,469
7 TI: mental N1 (health or iliness) 60,110
8 AB: mental N1 (health or illness) 110,594
9 TI: psychiatr* 36,449
10 AB: psychiatr* 57,589
11 6or7or8or9orl0 219,597
12 5and 11 41,705
13 (MH “Adolescent Psychiatry”) 1,337
14 (MH “Child Psychiatry”) 1,971
15 TI: camhs 189
16 AB: camhs 486
17 13o0r140ri150r16 3,066
18 12 or 17 43,376
19 (MH Hospitalization+”) 111,898
20 TI: inpatient* or admission* or admit* or | 72,616
discharge* or resident*
21 AB: inpatient* or admission* or admit* or | 276,739
discharge* or resident*
22 TI: transition N2 school 347
23 AB: transition N2 school 731
24 19 or 20 or 21 or 22 or 23 392,782
25 (MH “Family+”) 253,393
26 (MH “Friendship”) 6,912
27 (MH “Peer Group” 14,713
28 (MH “Support, Psychosocial+”) 93,859
29 (MH “Education+”) 982,804
30 TI: famil* or parent* or carer* or friend* 157,027
31 AB: famil* or parent* or carer* or friend* | 381,124
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32

TI: (education* or school*) N2
(reintegration or re-integration or “re
integration or reentry or re-entry or “re
entry”)

74

33

AB: (education* or school*) N2
(reintegration or re-integration or “re
integration or reentry or re-entry or “re
entry”)

146

34

25 0r 26 or 27 or 28 or 29 or 30 or 31 or
32 or 33

1,476,980

35

18 and 24 and 34

1006

Scopus & Web of Science:

Article Title, Abstract, Keyword: (adolescen™ or teen* or “young adult* or “young people” or
“young person” or youth) W10 (“mental health” or “mental illness” or psychiatr* or camhs)
AND hospital* or inpatient* or admission* or admit* or discharge* or resident* or transition
AND famil* or parent* or carer* or friend* or peer* or education or school.
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Appendix 2 — Table of Articles

Author (Date)
Country, Title

Aim

Participants
(Sample size, Age,
Recruitment)

Method
(Design, Data
Collection and
Analysis)

Key findings relevant to review

Blizzard et al (2016)

USA

Caregivers
Perspectives During
the Post Inpatient
Hospital Transition: A
Mixed Methods
Approach

To examine the
psychosocial
resources of
caregivers of children
leaving intensive
psychiatric care and
participating in a post
in-patient transition
program, and to
describe their reported
needs at home and
school.

44 Caregivers of
adolescents who had
been admitted to
psychiatric inpatient
units.

44 participants recruited
across two child and
adolescent psychiatric
inpatient units across two
hospitals (one urban and
one suburban).

Mixed methods
Concurrent equal status
design for MM analysis.
Qualitative data analysed
using consensual
qualitative research
methodology.

Education —Parents and families may require
information about the resources available for
psychosocial support and information on the process
of school reintegration.

Gill et al (2016)
England UK

‘The experience of
adolescent inpatient
care and the
anticipated transition to
the community: Young
People’s perspectives’

Study aimed to explore
adolescents'
perceptions of the
benefits

and drawbacks of
inpatient care, but also
on their expectations
about the transition
back home. More
specifically, it focused
on adolescents'
perceptions of the
aspects of inpatient
treatment that would

Adolescents- 2 male
and 10 female
participants.

Aged between 13-18
years

Mean age — 16 years 3
months.

Average length of stay —
just under 3 and a half
months.

12 participants across
three adolescent inpatient
units in London. Although
most participants came
from 2 of the 3 units.

Qualitative study using
semi-structured
interviews.

Thematic analysis

Friends - CYP reported they liked knowing they
could always talk to someone. Having a shared
experience with fellow inpatients led to a sense of
validation and belonging. CYP talked about
developing a significant relationship with a fellow
inpatient or staff member.

However, some spoke of feeling too attached to other
patients and staff. CYP described challenges that
arose from living with other peoples difficulties, e.g.
witnessing other peoples distress and risk of
‘Triggering each other off’.

Family/Friends — CYP noted how inpatient treatment
can disrupt established relationships with family and
friends, yet also give them the opportunity to develop
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help or hinder this
transition.

new, valued relationships with fellow inpatients and
staff.

Author (Date)
Country, Title

Aim

Participants
(Sample size, Age,
Recruitment)

Method
(Design, Data
Collection and
Analysis)

Key findings relevant to review

Hayes et al (2019)

Melbourne, Australia

The unheard voice of
the clinician:
Perspectives on the
key features of an
adolescent inpatient
model of care.

This study aimed to
describe an inpatient
model of care in
operation, by defining
key features from the
perspectives of
clinicians.

10 clinicians working at
a private inpatient unit.

Registered Nurses,
Endorsed Enrolled
Nurses, Art Therapist,
Occupation Therapist,
and Psychologist.

Semi structured
interviews with 10
clinicians

Thematic analysis

Friends — Patients engaged through shared
experiences. Adolescents who may have previously
struggled with ‘fitting in’ or felt different with regards
to their peer group, suddenly had peers who
understood them and people who they could open up
to and share their problems with. Clinicians described
acceptance between adolescents in the inpatient
environment because they understood each other,
and that this was different for CYP’s interactions with
other groups of people such as their peers from
school. Clinicians described the environment as one
with no judgement, which provided a platform for
CYP people to develop therapeutic relationships.
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 peers’ problems, this caused a
knock-on effect in which CYP often avoided their own
issues.

Hayes et al (2020)

Melbourne, Australia

Experiences of an
adolescent inpatient
model of care:
Adolescent and

caregiver perspectives.

This study aimed to
understand how
adolescents and
caregivers experience
an inpatient model of
care and perceive the
helpfulness over time.

16 adolescents, 12
caregivers.

Longitudinal prospective
qualitative design.

Semi structured
interviews.

Thematic analysis and
trajectory analysis

Friends - CYP perceived their relationships with
peers as helpful due to being around others who
were in similar situations to themselves. A key aspect
to CYP making new friendships in this study was the
feeling of being understood and developing trust with
other CYP

Family - caregivers reported finding their child’s peer
relationships being difficult, with some caregivers
feeling rejected. Caregivers also acknowledged the
importance of CYP meeting new friends in hospital,
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although in some instances they were concerned
about the intensity of these peer relationships
Education — Schoolwork was the focus of admission
for some CYP. Others wanted structure from the
admission and help with returning to their school.

Author (Date)
Country, Title

Aim

Participants
(Sample size, Age,
Recruitment)

Method
(Design, Data
Collection and
Analysis)

Key findings relevant to review

Marraccini et al (2019)

USA

School Reintegration
Post-Psychiatric
Hospitalization:
Protocols and
Procedures Across the
Nation

To identify the
prevalence and scope
of school reintegration
protocols and
procedures in middle
and high schools in
USA.

133 school
psychologists across
USA

Self-report questionnaire

Education — Common services available to support
CYP upon their return their school may include
establishing communication with the hospital,
meeting the family prior to the students return,
developing an individualised re-entry plan. Support
with time management, individual counselling and
on-site tutoring. Other practical support for students
in some studies included extended time to complete
academic deadlines, being flexible with students time
of arrival and departure from school, and providing
students with a universal pass to see a counsellor.

Marraccini and
Pittleman (2021)

USA

Returning to School
Following
Hospitalization for
Suicide-Related
Behaviours:
Recognizing Student
Voice for Improving
Practice

To explore the lived
experiences of
adolescents to help
inform practices that
support adolescent
school re-entry
following
hospitalization for a
suicide-related crisis.

19 adolescents
hospitalized for suicide
related crisis at a large
psychiatric hospital in
southeast USA.

Qualitative Design.

Interviews with
adolescents.

Education — Findings suggest the need to
strengthen social support for CYP returning to
school. the importance of emotional support (positive
school relationships and a safer psychosocial school
climate). Instrumental support (collaborations and
communication around re-entry and informational
support (clearer procedures around re-entry
processes)

Marraccinni et al (2021)

The study aimed to
inform
recommendations
provided by hospitals

133 school
professionals

Concurrent Mixed
Methods Design.

Education — Schools in rural areas were less likely
to have reintegration protocols for returning
adolescents. Available interventions and school
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USA

School Supports for
Reintegration Following
a Suicide-Related
Crisis: A Mixed
Methods Study
Informing Hospital
Recommendations for
Schools During
Discharge.

to schools to improve
school reintegration
practices

Interviews with 19 of the
133 school
professionals

Survey with school
professionals

In depth interviews with a
subset of professionals.

modifications were consistent across rural and
urban/suburban schools.

Key recommendations — Consider return to school
throughout hospitalization, discuss information
sharing with families, discharge summary for schools,
a set of recommendations for schools and consider
variability across schools.

Author (Date)
Country, Title

Aim

Participants
(Sample size, Age,
Recruitment)

Method
(Design, Data
Collection and
Analysis)

Key findings relevant to review

Preyde et al (2017)

Canada

School Reintegration
and Perceived Needs:
The Perspectives of
Child and Adolescent
Patients During
Psychiatric
Hospitalization

To explore CYP’s
concerns for school
reintegration and to
report their perceived
needs for support
before leaving
hospital.

161 CYP in psychiatric
inpatient care.

Mean age 15.4
75% female, 57% with a

diagnosis of major
depression.

Self-report questionnaire
completed by CYP.

Education — CYP highlighted concerns around
anticipating social situations in school, academic
progress and feeling overwhelmed returning to
school.

CYP identified need for ongoing support from mental
health professionals and school staff, social support
from friends and family, and educational assistance

and modifications.

Preyde et al (2018)

Canada

Youth’s Experiences of
School Re-Integration

To explore CYP’s
perceptions of school
reintegration following
psychiatric
hospitalization.

62 CYP at one Child
and adolescent inpatient
unit.

Mean age 15.6

68% female.

Survey via telephone
n=40 or post discharge
survey n=22.

Thematic content analysis

Education — CYP reported problems in managing
social situations, academic pressures and their
emotions. The need for inpatient care to address
school related issues, and the importance of CYP
transitioning to school during the discharge process.
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Following Psychiatric
Hospitalization.

Author (Date)
Country, Title

Aim

Participants
(Sample size, Age,
Recruitment)

Method
(Design, Data
Collection and
Analysis)

Key findings relevant to review

Reavey et al (2017)

England UK

The ward as emotional
ecology: Adolescent
experiences of
managing mental
health and distress in
psychiatric inpatient
settings

The study aimed to
expand the
understanding of
adolescents’
experiences of the
inpatient environment
with a particular focus
on relationships
formed with peers,
staff and the ward
space.

20 young people, 10
from a supported
discharge service and
10 from Treatment as
usual. Participants had
stayed on at least 1 of 4
adolescent wards.
Aged between 14-18
years old. Mean age
16.8.

Gender — 40% male
60% female.

Length of stay —
average of 65.8 days

Qualitative study — mixed
visual and interview
techniques used

A thematic decomposition
analysis was conducted
on the data and specific
themes relevant to
satisfaction and
engagement with inpatient
services was examined
in-depth.

Friends/peers - The process of interpreting thoughts
and feelings was accomplished informally through
the development of peer relationships that stretched
beyond the boundaries of the inpatient admission,
continuing after discharge.

Several participants believed they had gained a
greater sense of emotional competency via their
relationships with other patients.

Most participants felt that the safest and most reliable
way to express themselves was by utilising
supportive relationships and trusted peers.
Participants reported triggering each other off.

The risk of potentially causing 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

Merayo-Sereno et al
(2021)

Spain

The experience of
parents faced with the
admission of their
adolescent to a child
and adolescent
psychiatric inpatient
unit. A qualitative study
with focus groups.

To examine the
experience of parents
of adolescents with
mental health needs
that require psychiatric
hospitalization in a
child and adolescent
unit

22 Caregivers of CYP
who are in a child and
adolescent mental
health unit.

Qualitative cross-sectional
research, Grounded
Theory.

Focus Groups with
parents.

Friends/peers - implications for CYP when entering
their mainstream school. Whilst parents highly valued
the support from their child’s mainstream school, they
reported their child being afraid of being judged
negatively with regards to their peers.

Family - Visitation between CYP and their caregivers
was described as a key time throughout the CYP’s
stay for caregivers’ relationship with their child.
However, 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.
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Author (Date)
Country, Title

Aim

Participants
(Sample size, Age,
Recruitment)

Method
(Design, Data
Collection and
Analysis)

Key findings relevant to review

Salamone-Violi et al
(2015)

Australia

‘ don’t want to be here
but | feel safe’: Referral
and admission to a
child and adolescent
psychiatric inpatient
unit: The young
person’s perspective’.

To identify and
understand the
experiences of the
admission process for
young people referred
to an inpatient unit in
one Australian state,
for children up to the
age of 18 years who
have a psychiatric
illness.

11 young people — 6
males, 5 females

15-17 years old

Length of stay: 4-15
days

Diagnosis on discharge:

depression, adjustment
disorder, suicidal
ideation/self-harm and
situational crisis.

Qualitative design
Open-ended, semi-

structured interviews
transcribed by interviewer

Thematic analysis

Friends/peers - Satisfaction with the inpatient
experience was influenced by whether or not CYP
experiences a sense of connection with staff and
other patients. How CYP related to their peers
influenced their perception of the appropriateness of
their admission. When CYP made a connection with
another patient, they described the inpatient
experience a positive one.

Family — participants made positive remarks about
the usefulness of family meetings.

Friends/family - CYP going home on leave was built
up gradually as part of the discharge process.
Participants described first trying some leave to go
home and see friends, then gradually building this up
to staying overnight.

Schneidtinger and
Haslinger-Baumann
(2019)

Vienna, Austria

The lived experience of
adolescent users of
mental health services
in Vienna, Austria: A
gualitative study of
personal recovery.

To explore how
adolescent users of
mental health services
in Vienna, Austria
experienced personal
recovery after a stay in
a CAMHS hospital.

10 adolescents, eight

females and two males.

One CAMHS inpatient
unit.

15-19 years old.

Qualitative exploratory
design

Interviews

Content analysis

Friends/peers - Participants described friendships
with fellow patients that were of great importance to
them and stated that fellow inpatients were extremely
helpful as they perceived they understood each
other. Many participants also saw themselves and
other inpatients as a community in which they
supported each other.

Personal recovery was hindered by negative group
dynamics. Certain individuals were a having a
negative influence on others, particularly younger
adolescents. CYP participated in internal groupings
associated with self-harming such as cutting and
anorexia nervosa. Also witnessing psychiatric
emergencies was distressing for participants.
Family - Regular visits to the ward by family
members were seen as highly positive for CYP.
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Education - all participants had future plans
regarding education or work.

Author (Date)
Country, Title

Aim

Participants
(Sample size, Age,
Recruitment)

Method
(Design, Data
Collection and
Analysis)

Key findings relevant to review

Stanton et al (2020)

New Zealand

Self-determination
theory in acute child
and adolescent mental
health inpatient care. A
gualitative exploratory
study.

To understand the
experience of inpatient
care for young people
and families with a
specific focus on
relatedness, autonomy
and competence.

Location — One
adolescent inpatient
mental health unit with
18 beds in Auckland,
NZ.

Eligible participants
were between 12-20
years of age. Of the 65
eligible, 15 participated.
No information on
gender ratio, or mean
age.

Average length of stay is
11 days.

Analysis — General
inductive approach,
similar to thematic
analysis

Then a template analysis
approach, where the data
were analysed specifically
using the three needs
identified

Interviews with 15
adolescents during
admission and a follow up
telephone interview 2-4
weeks after discharge. 6
of the 15 completed follow
up interviews via
telephone.

Several young people described the process of
admission undermining their experience of
competence. But some young people did describe
gaining competence during admission. Self-
determination theory and 3 categories of relatedness,
autonomy and competence were described.

Young people described largely positive experiences.
They spoke to valuing relatedness with staff, peers
and families.

Autonomy was described as limited at times, and
young people appreciated a sense of choice and
being heard.

Friends/Peers Positive — Relatedness with other
young people on the unit was described. Participants
described feeling connected to other young people
even after they left. There was a general sense of
companionship. Young people described other young
people has being helpful when orientating them to
the unit and encouraging them to join in.

An important aspect between young people was
having similar/shared experiences.

Friends/Peers Negative — young people felt isolated
from their peers outside the unit and found it hard
when other young people were discharged.

Some young people described other young people
being annoying.

Some young people would like to have seen the
issue of manging inquiries from peers on returning
home addressed while they were on the unit.

Family positive — Most young people felt connected
to their families throughout admission and some felt a
sense of increasing their connection with their family.
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Stanton et al (2020)
(cont)

Practical support for families included onsite
accommodation, ease of making phone calls, staff
welcoming families with long visiting hours and
encouraging family outings.

One young person reported finding it more difficult to
cope knowing his family understood more about what
he was going through.

Some young people described not being able to
access their phones at night. Young people objected
some rules including use of phones.

Education — Competence — some young people
described having lost competence in schoolwork and
felt the unit school helped in getting them back into a
routine. Other young people found the schooling was
not stretching them enough or felt that not enough
was done to keep them up with their studies.
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Appendix 3 - Interview questions CYP

N CARDIFF
eSS i

hrltenliew schedule — Young People CAEW

*5et of Demographic questions®

General experience

How long have you been on the ward?

‘what has it been like staying here?

Prompt: What are the good and bad bits?

How is it different hers to Ife at home?

Friends [relationships on the ward)

‘What has it been like staying in hospital with other young peaple?

Hawe you mixed in well with the other young people?

Is there anyone here that you have made friends with?

How confident are you about making new friends?

Friends [relationships back home)

How are your friends from back home?

Hawe you managed to keep in touch with them? If 5o, how have you managed to keep in touch with

them?

How often do you keep in touch with your friends?

How do you imagine things will be {with your home friends) when you leave here? Da you think

there will b2 anything different or will things be the same?

‘What do you think the barriers or iszues are to you keeping in touch with your friends whilst you are

in hospital?

[Wersion 1, 11/10y2018] IRAS Number 250127 Young people’s social connections during inpatient
mental health care

286



CARDIFF

[
‘ l UNIVERSITY
$ PRIFYSGOL
(AERDYR

Family

How are you getting along with your family?

Has this changed at all since being in hospital? If so, how?

Prompt: Do you feel any closer/distanced at all from your family since being in hospital?

How do you manage to keep in touch with your family?

How often do you keap in touch with them?

How do you imagine things will be with your family when you leave hospital?

‘What do you think the barriers or issues are to you keeping in touch with your family whilst you are

in hospital?

School/Education

‘What is the school like here?

How is it different to your school back home?

Hawe you kept in touch with your school? If 50, how hawve you kept in touch with your school?

How hawe you kept up with your studies?

How hawe you managed to prepare for exams and coursework?

Are you worried that you have missed some school time? If yes, could you explain what your worries

might ba?

Hawve your thoughts about your education/studies changed at all since being in hospital?*

[wersion 1, 11,/10/2018] IRAS Number 250127 Young people’s social connections during inpatient
mental health care
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European Social Fund

Hawe you had to reduce the amount of subjects you are currenthy mﬂl

‘what do you think the barriers or issues are to you keeping up with your studies whilst you are in

hospital?

Is there anything else you think | should have asked you relating to you keeping in touch with your
friends, family and education?

*mayhbe appropriate for the older aged young people in the study 15+

[Wersion 1, 11/10/2018] IRAS Number 250127 Young people’s social connections during inpatient
mental health care
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Appendix 4 — Interview questions caregivers

= CARDIFF

UNIVERSITY

e$ PRIFYSGOL
Interview Schedule — Parents/Carers CEW

General experience

What is your name?

And you are the parents/carers of?

Where do you live?

Howi long has your child been on the ward?

‘what has it been like keeping in touch with your child?

Prompt: What are the good and bad bits?

Howi do you think it is different here to your child’s life at home?
Friends [relationships on the ward)

How do you think it has been for your child staying in hospital with other young people?
Do you think your child has mized in well with the other young people?
How confident do you think your child is at making new friends?
Friends [relationships back home)

How is your ghilds's relationships with his/her friends from back homs?

Has your child managed to keep in touch with them? If so, how has your child managed to keep in

touch with tham?
How often does your child keep in touch with his/her friends?

‘whiat do you think the barriers or issues are to your child keeping in touch with their friends whilst

they are in hl:-sph‘:ll?l

[wersion 1, 11/10,/2018] IRAS Number 250127 Young peaple’s sorial connections during inpatient
mental health care
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How do you imagine things will be {with your child's home friznds} when they leave here? Do you

think thers will be anything different or will things be the sams?

Family

How are you getting along with your child?

Has this changed at all since being in hospital? If 5o, how?

Prompt: Do you feel any closer/distanced at all from your child since they have been in hospital?

How do you manage to keep in touch with your child?

How often do you keep im touch with your child?

are you able to visit your child? Stay on the unit? Take your child off the unit?

are there specific visiting times?

The flat, have you used this? if 3g what iz it like? |15 it helpful?

How do you imagine things will be with your family when your child lzaves hospital?

‘what do you think the barriers or issues are to keeping in touch with your child whilst they are in

hospital?

School/Education

‘What is the school like hers?

How is it different to your child's school back home?

[wersion 1, 11/10/2018] IRAS Number 250127 Young people’s social connections during inpatient
mental health care
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Has your child kept in towch with their school? If so, how has your child kept in touch with their

school?

How has your child kept up with their studies?

Has your child managed to prepare for exams and coursework?

‘What do yvou think the barriers or issues are to your child keeping up with their studies whilst they

are in hospital?

Are you worried that your child might have missed some school time? If yes, could you explain what

your warries might be?

Do you think your child's thoughts about their education/studies changed at all since being in

hospital?

Has your child had to reduce the amount of subjects you they are currenthy doing?

Is there anything else you think | should have asked you relating to your child keeping in touch with
their friends, family and education?

[wersion 1, 11,/10,/2018] IRAS Number 250127 Young people’s social connections during inpatient
mental health care
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Appendix 5 — Interview questions ward staff
CARDIFF

| =
UMIVERSITY
PRIFYSGOL
Interview Schedule - ward professionals G\EW

}Nhat is your name?

‘Whart is your self-identified gender?

‘what is your profession?

How long have you been gualified?

How long have you worked on the ward in this role?

Could you give me a general overview or purpase of this unit?

Could you give me a general overview of the work the unit does with young peaple?
Could you give me a general overview of the work you do as a (profession) at this unit?
on average how long are young people admitted to the ward for?

Friends

How do you promote young people keeping in touch with their friends whilst they are on the ward?
{Interventions)

‘What are the visiting times on the ward?

Do young people often make new friends on the ward? If so, how do you promate young people
making new friends?

‘what do you think the barriers or issues are to young people keeping in touch with their friends

whilst they are in hospital?

Are there any limits on the number of visitors allowed?

Family

How do you promote young people keeping in touch with their family whilst they are on the ward?
‘what work does the unit do with young people’s families/carers?

Are maost young pecple offered these interventions?

How often do young people get visits from their families?

‘what do you think the barriers or issues are to young people keeping in touch with their family

whilst they are in hospital?

Education

[wersion 1, 11/10/2018] IRAS Number 250127 Young people’s social connections during inpatient
mental health care
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huw do you promate young pecple keeping in touch with their education whilst they are on the
ward?

How often do young people attend school?
‘What subjects are taught?

‘Wwhat do you think the barriers or issues are to young people keeping up with their studies whilst

they are in hospital?

Is there anything else you think | should have asked you relating to young people keeping in touch

with their friznds, family and education whilst they are in hospital?

[Wersion 1, 11/10/2018] IRAS Number 250127 Young peaple’s social connections during inpatient
mental health care
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Appendix 6 — The Strengths and Difficulties Questionnaire

Strengths and Difficulties Questionnaire

For cach item, please mark the box for Mot True, Somewhat True or Certamly True. It would help us if you answered all items as
best vou can even if vou are not absolutely certamn or the item seems daft! Please give your answers on the basis of how things
have been for vou over the last six months.

Partieipant IDF .o e Male/Female/Other
please specify..............
r’ig‘.‘........................................................... Prefer not to =4y
Mot Somewhat Certainly

True True

I try to be nice to other people. 1 care about their fieelings

1| am restless, | cannot stay stll for long

I get a lot of headaches, stomach-aches or sickness

1 usually share with others (food, games, pens ete.)

I get very angry and often lose my temper

I am wsually on my own. 1 generally play alone or keep to myself

1 usually do as 1 am told

1 worry a lot

I am helpful if someone 15 hurt, upset or feeling 11l

| am constantly fidgetng or squirming

I have one good friend or more

I fight a lot. | can make other people do what | want

| am often unhappy, down-hearted or tearful

Other people my age generally like me

| am easily distracted, | find it difficult to concentrate

| am nervous m new situations. | easily lose confidence

| am kind to younger children

| am ofien accused of lving or cheating

Other children or young people pick on me or bully me

I often volunteer to help others (parents, teachers, children)

| think before | do things

| take thangs that are not mine from home, school or elsewhere

I get on better with adults than with people my own age

| have many fears, | am easily scared

| finish the work I'm doing. My attention 15 good

OO00oooooooooooooooooD oo o)
O|O000o0oooooooooooooooooEo|o
(N O

Today's date ..o e

Thank you very much for your help  Misbart Geedman, 2004
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Appendix 7 — The Inventory of Parent and Peer Attachment Revised

INVENTORY OF PARENT AND PEER ATTACHMENT (IFFA)

Authors:
=]
Gay Armsdsn, PhD. and Mark T. Greenberg, PhD. '

This questionnaire asks about your relationships with important people in your life; your mother,

your father, and your close friends. Please read the directions to each part carefully.

PartI

Some of the following statemnents asks about your feelings about your mother or the person who has
acted as your mother. If you have more than one person acting as your mother (e.g. & namral mother

and a step-mother) answer the questons for the one you feel has most influenced you.

Please read each statement and circle the OWE number that tells how tue the statement is for you

now.
Almost Hat Some- Orften Almost
Wever or Very fimes Tme Always or
Newer Orften True Always
Tre Tue Tue
1. My mother respects my feeling. 1 2 3 4 5
2. Iieel my mother does a good
job a3 my mother. 1 2 3 4 5
3. I'wish I had a different mother. 1 1 3 4 5
4. My meother accepts me as I am. 1 2 3 4 5
5. Ilike to et my mother’s pomt of 1 2 3 4 5
view on things I'm concemed abaut
4. Ifeel it's oo use lefting my feelings 1 1 3 4 5
show around noy mother.
7. My mother can fell when I'm 1 2 3 4 5

upset about something.

! Address for Dr. Greenberg: Dept of Human Development, Penn State University, State
College, PA 16802,

18

19,

20.

21

23.

. Taking ower my problems with my mother

makes me fesl ashamed or foolish.

. My mother expects too much from me.
. I pet upset easily around oy mather.

. I get upset a lot more than nry

muaither knows abouat.

. When we discuss things, my mothsr

cares about my point of view.

. My mother musts my judzment.

. My mother has her oan problems,

50 I don’t bother her with mine.

. My mother belps me to

understand nryself better.

. Dtell noy mother abaut ooy

problems and moubles.

7. I'fesl anery with my mother.

Idon’t get much artention fom noy mother.

My mother helps me to alk
about ooy difficulties.

My mother understands me.

When I am angry about something,
oy mother mes to be undersanding.

. ['tmust ooy mother.

My mother doesn 't understand
what I'm geing through these days.

. [can count on my mother when [ need

to get something off my chest.

5. i my mother knows something is

baothering me, she asks me about it

i
Today's Date...ooooeeeeeceee
Almeast Mot Saome- Orften Almost
Wewer or Very mes True Alwarys or
Wever Often. Tre Always
True True True
1 3 3 4 5
1 3 3 4 5
1 3 3 4 5
1 3 3 4 5
1 3 3 4 5
1 3 3 4 5
1 3 3 4 5
1 3 3 4 5
1 3 3 4 5
1 3 3 4 5
1 3 3 4 5
1 3 3 4 5
1 3 3 4 5
1 3 3 4 5
1 3 3 4 5
1 3 3 4 5
1 3 3 4 5
1 3 3 4 5
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Part IT

This part asks about your feelings bout your father, or the man who has acted as youor father. If you
have more than one person acting as your father (e.g. natural and step-father) answer the question for

the ome you feel has most influenced you Almost Mot Some- Ofien  Almost
Mever ar Very tmes True Alwarys or
Tever Often Trae Always
True Tue Tue
Almost Hat Some- Otften Almost 16. I tell my father about my problems and
Iever or Very fimes Tre Always or tmoubles 1 2 3 4 5
HWewver Oiften True Always
True Trus Trus
17. Ifee]l anery with my father 1 2 3 4 5
1. My father respects mvy feslings. 1 2 3 4 5
18, Tdoo't get much attention from
1. Ifeel my father doss a good my father 1 ¥l 3 4 5
job as my father. 1 2 3 4 5
19. My father helps me fo talk about
3. I'wish Thad a different father 1 2 3 4 5 my difficulties. 1 2 3 4 5
4. My father accepts me as Tam. 1 2 3 4 5 20, My father undarstands me. 1 2 3 4 5
5. Tlike to get my father’s point of view 21. When I am angry about something, my
on things I'm concemed about 1 2 3 4 5 father fries to ba understanding. 1 2 3 4 5
4. Ifeel it’s oo use lefting my 21, Timast noy father. 1 ¥l 3 4 5
fealings show arcand ooy father. 1 2 3 4 5
23, My father doesn’t understand what
7. My father can tell when I'm I'm zoing through these days. 1 2 E] 2 5
upset about something. 1 2 3 4 5
24. Ican count on my father when I need
8. Talkingz over my problems with my to get something off my chest. 1 2 3 2 5
father makes me feel ashamed or foolish. 1 2 3 4 5
25, I my father knows something is botherng
9. My father expects too puch from me. 1 2 3 4 5 me, he asks me abour it. 1 2 3 4 ]
10. I getupset easily around my father. 1 2 3 4 5
11. I getupset a lot more than my father
knows about 1 2 3 4 5
12, When we discuss things, my father
cares ahout my podnt of view. 1 2 3 4 5
13. My father trusts my judzment. 1 2 3 4 5

14. My father has his own problems,
50 [ don"t bother him with mine 1 2 3 4

(*]

15. My father belps me to understand
myself better. 1 2 3 4

(*]
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Pant I
Almost Not Some- Often Almost
Thus parr asks about your faelings about your relanonships with your close fnends. Neveror  Vay nmes True Always or
Please read each statement and circle the ONE rumber that tells how true the stazement is for you now Never Often True Always
True True True
Almost Not Soms- Often Almost 18. Ifeel angry with my fends. 1 2 3 4 5
Neveror  Very ames True Always or
Never Often True Always 19. Ican count on my fends when Ineed
True True True 10 22t something off my chest. 1 2 3 4 5
1. Tlike o get my fnend’s point of view 20. Itrust my friends 1 p | 3 4 5
on things I'm concerned about. 1 2 3 B 5
21. My friends respect my feslings. 1 2 3 4 5
2. My fends can tell when T'm
upset about somethmns. 1 2 3 - 3 22. Igetupset a lot more than my
fnends know about. 1 2 3 - 5
3 When we discuss things, my friends
care about iy point of view. 1 2 3 - 5 23, 1 seemns 3s if my Snends are
umitated with me for no reason. 1 2 3 - 5
4 Talking over my prodiems with fnends
makes me feel ashamed or foolish. 1 2 3 - 5 24 Icantell my fends about my
problems and woubles. 1 2 3 - 5
5. Iwish I had different friends. 1 2 3 -+ 5
25. oy fends know soenething
6 My friends understand me. 1 2 3 4 5 1s bothering me. they ask me about it. 1 3 3 4 5
7. my fends encourazs me to talk about
oy difficulties. 1 2 3 4 5
§ My fmends accept meas Jam, 1 2 3 - 5
9. 1 feel the need to be m touch with
my fnends more often. 1 2 3 - 5
10. My friends don't understand what
I'm going through these days. 1 2 3 - 3
11. Ifee] 2lone or apast when Iam
with my friends. 1 2 3 4 5
12. My friends listen to what I have to say. 1 2 3 4 5
13. Ifee] my fmends are good fmends. 1 2 3 - 3
14, My friends are faurly easy 1o talk 10, 1 2 3 - 5
15. When I am anzry about something.
my friends try to be understandinz. 1 2 3 4 5
16. My fnends help me 10 understand
wyself betver, 1 2 3 B 5
17. My friends care about how [ am feeling 1 2 3 B 5
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Appendix 8 — The Student School Engagement Survey

Faricipant I Number:

[rate completed:

I Ager
Gendar: Male/Female/Other please speacify:
fPrefer notto say

Student Engagement Survey (A)

Wie would like ta find out a little more ahout you and how wvou feel about school. Your answers
to the following questions will help us to do this. It will take vou about 15 minutes to complete
this survey. Ifyou are unsure of how to answer a question, please answer it a5 best you can
and then write a commentin the margin, All the informationyou provide is confidential, It will
only be uzed to help us learn about how to keep children interested in completing school,

1. Your ethnicity {please check allthat applyy: O White
(BritishAelshiEnalishiScottishitarthern Irishd O BlackiBlack British (AfricanfCaribbean)

O Asianf Asian British (Bangladeshi, Indian, Pakistani, Chinese)O Mixeds Multiple Ethnic
Groups dhite and Black African, White and Asian, White and Black Caribbean, Any other
mixed background) O Gypsyilrish TravelenRomany

O Other, please describe

O Prefer notto say

2. Your priman language: Second language:

3. How much do you agree with ﬁg;ﬁg Disagree Heutral Agres Stargurily
each of the following statements?

| cometo class prepared.

| treat my classmateswith respect.

| camplete my wark an time.

| treat my teachers with respect.

| followthe rules at schoal.

& CFFC TOT - hortsamey Fage 1
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4. How often are the following H | R 5 ometi Ot Alwaysi

statements true for you? mﬂr:fﬂ orely omeimes e Alrmost
Hever Always

| feel excited by the waork in schoal.

| aminterested in the work | getto doin

iy classes.

| talk with people outside of schoal about

what | am [earning.

| chieck my schookwork for mistakes.

| learn a lot from my classes.

. How often are the following H ¢ R Someti Ot Always!

statements true for you? mﬂ"fst arely ameEtimes e Almnst
Hever Always

| enjoy the work | doin class.

| feell can go to my teachers with the
things that | need to talk about.

My classraomis a fun place to he.

Most of my teachers praise me when |
work hard.

M ost of my teachers understand me.

THANK YOU FOR. COMPLETING THIS SURVEY!

Pagez
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Farticipant Il Mumber:

[rate completed:

Age:

Student Engagement Survey (B)

Wie would liketo find out a litle more abhoutyou and how wou feel abhout schaool. Your answers
to the fallowing questions willhelp us to dao this, It will take you about 15 minutesto complete
this survey. Ifyou are unsure of how to answer a question, please answer it as best you can
and then wiite a commentin the margin. All the informationyou provide is confidential, 1t will
only be used to help us learn about how to keep children interested in completing schoal.

1. How important do you think... irrg:r]t;ant inﬁgi‘:m irer?:ignt i:ggﬂl:ttﬂt i:.:tuar::rlii
[t isto get good grades?

The thingsyou are learning in school

are going to be to you laterin life?

[t is to attend school every day?

E o et 20ree wih each of e T SUotal T purce | pisagree | Seond

| feelclose to people at my school.

| feellike | belong in my schoaol.

| am happy to he at my schoal.

The teachers at my school treat students fairly.

| feel zafe in my schoal.

| like rmost of my teachers at school.

| ametting 2 good education at my school.

The discipline at my schaol is fair.

M ost of rmy classes are horing.

M ost of my teachers care ahout how 'm doing.

| learn a lot from my classes.

& CFFC GG Fage

300



There isan adult at school that | can talk to
about my prohlems.

| respect most of my teachers.

Most of my teachers understand me.

Wihen | first walked into oy school | thought it
wrds good.

When | first walked into rmy school | thought it
wras frigndly.

YWhen | first walked into my school | thought it
Was clean.

| cometo class prepared

| treat my classmates with respect.

| complete my work an time.

| treat my teachers with respect.

| try iy best an harmewwark.

3. How often are the following Always/
statements true for you? Almost
Always

Often

Sometimes

Rarely

Hever/
Almost
Hever

| follow the rules at schoaol.

| getintrouble at school

| feelexcited by the waork in schaoal.

| aminterested in the woark | getto daoin
my classes.

My classroomis afun place to be.

| study at home evenwhen | dan't have a
test

| talk with people outside of school about
what | am learning in class.

| chieck my schoolwaork for mistakes.

If | don't understand what | read, | go
back and read it over again.
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Most of my teachers praise me when |
wiork hard.

| try rry best at schoal.

| get good grades in schoal.

| enjoy the woark | doin class.

| feell can go ta my teacher{s) with the
thingsthat | need to talk about.

4. How mary friends do you have at this school?

1]

1-5

6-10

maorethan 10

a. How mary friends do ywou have that do not go to this school?

0

1-5

6-10

rmarethan 10

B, vWvhat activities have you been invalved in at this school?
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DIRECTIONS: For each of the following guestions, choose how many
times these things happened to you in the LAST 30 DAYS.

1. Other students picked on me.

_ Mewer ___1aor2times ___Jordtimes ____AorBtimes __ Y ormaore
2. Other students made fun of me.

_ Mewer ___1orZtimes ____Jordtimes ___AorGtimes  __ Yormaore
J. Other students called me names.

_ Mewer ___1or2times ____Jdordtimes ____Aorftimes ¥ ormaore
4. 1 got hit and pushed by other students.

_ Mewer ___1aor2times ____3Jardtimes ____SaorBtimes  __ ¥ormaore
f. Other students excluded me from their clique of friends.

_ Mewer ___ 1or2times ____Jordtimes ____AorBtimes Y ormaore
6. Other students excluded me from their activities.

_ Mewer ___1or2times ____Jdordtimes ____AHorftimes ¥ ormaore
7. Other students said bad things about me to other students at school.

_ Mewer ___10r2times ____Jdordtimes ___haorfBtimes ____Formaore
8. For how long have any of these things happened to you?

___ Mever

___Lessthan a week

___ltlasted less than a month

It lasted almaost all term

It lasted about a yvear

It has gone on for several years

9. How did you fell when these things were happening to wou in school {check as many
of these that reflect how vou felt)
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_|woarried & ot about going to school.

__Iwas afraidto goto school,

___Iwas afraidwhile | was in school.

___I'missed school hecause | was afraid.

___Ifelt physically sick.

| Telt bad about myself.

| felt embarrassed and ashamed.

__|wwas anary at myself.

_|wanted to hurt the peoplewho did these things.
___|feltalone

___Iwasvery nenous.

_I'would break out in & cold sweat while in schoal.
___lavoided placesin school where | waould be alane.
___lavoided going to the bathroom.

__|was unahleto concentrate on my school wark,
| did badly on tests.

THANK YOU FOR COMPLETING THIS SURVEY!
I\

Fageh
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Appendix 9 — Letter of favourable opinion and HRA and HCRW
Approval Letter

Ymchwil lechyd Gwasanaeth Moeseg Ymchwil fﬁ- | Mok
Lywodrazth Cymu

3 Gofal Cymru Research Ethics Service ( el

Health and Care iy by

Research Wales

\Wales Research Ethics Committes 5
Bangor

Mailing address:

Health and Care Research Wales
Castlebridge 4

15-19 Cowbridge Road East
Cardiff, CF11 9AB

telephone: 07825 244673
email: WalesRECS@wales.nhs.uk
website: ww.hra.nhs.uk

Please note:

This is the favourable opinion
of the REC only and does not
allow you to start your study

at NHS sites until you receive
HRA [HCRW Approval

04 December 2018

Mr Gavin John

School of Healthcare Sciences

College of Biomedical and Life Sciences

Cardiff University, 12th Floor Eastgate House, 35-43 Mewport Road, Cardiff.

CF24 0AB
Dear Mr John
Study title: Keeping in Touch: opportunities and barriers for young
people maintaining connections to families, friends and
education during periods of inpatient mental health care
using case study methodology.
REC reference: 18/WAJ03T4
Protocol number: SPON1674-17-18
IRAS project 1D: 250127

Thank you for your letter of 03 December 2018. | can confirm the REC has received the
documents listed below and that these comply with the approval conditions detailed in our letter
dated 26 November 2018

Documents received

The documents received were as follows:

Dacument Version |Date

Covering letter on headed paper [Responses to REC) 03 December 2018
Participant consent form [Parent'Carer Consent form 11-15 yrs 2 30 Movember 2018
Interviews, Observations and Medical Notes]

Participant consent form [Consent Form 16-18 yrs Interviews, 2 30 November 2018
Observations and Medical Notes]

Participant consent form [Parent'Carer Consent Form 11-15 yrs 2 30 Movember 2018
Questionnaires]

Participant consent form [Consent Form 16-18 yrs Questionnaires] 2 30 Movember 2018
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Participant information sheet (PIS) [PIS 11-15 yrs Interviews, Obs, 2 30 November 2018
Medical Notes)
Participant informaticn sheet (P13) [PIS 16-18 yrs Interviews, Obs and (2 30 November 2018
Medical Notes)
Participant information sheet (P1S) [PIS Questicnnairas 11-18 yrs] 2 30 November 2018
Research protoesl or project proposal [Research Protocol) 2 30 November 2018

Validated questionnaire [Strengths and Difficulties Questionnaire)

Validated questionnaire [Student School Engagement Survey A

Validated questionnaire [Student School Engagement Survey B)

Approved documents

The final list of approved documentation for the study is therefore as follows:

Document

Version

Date

Coples of advertisement materials for research participants
[Leaflet for young people v1 11.10.2018]

q

11 October 2018

Covering letter on headed paper [Responsas to REC)

03 December 2018

Evidence of Sponsor insurance or indemnity (non NHS Sponsors anly)
[Sponsor Insurance Letter]

16 July 2018

Interview schedules or topic guides for participants
[Interview schedule Young People]

11 October 2018

Interview schedules or topic guides for participants
[Imterview Schedule Parents/Carers)

11 October 2018

Interview schedules or topic guides for participants
[Interview Schedule Ward Professionals]

11 October 2018

IRAS Application Form [IRAS_Form_10102018]

10 October 2018

Letter from funder [Funding Agreemeni)

10 January 2018

Letter from sponsor [Sponsor Letter) - 26 September 2018
Participant consant form [Parent/Carer Consent form 11-15 yrs 2 30 November 2018
Interviews, Observations and Medical Notes]

Participant consent form [Consent Form 16-18 yrs Interviews, 2 30 November 2018
Observations and Medical Notes]

Participant consant form [Parent/Carer Consent Form 11-15 yrs 2 30 November 2018
Questionnaires]

Participant consent form [Consent Form 16-18 yrs Questionnaires) 2 30 November 2018
Participant information sheet (PIS) 2 30 November 2018
[PIS 11-15 yrs Interviews, Obs, Medical Motes)

Participant information sheet (PI1S) 2 30 November 2018
[PIS 16-18 yrs Interviews, Obs and Medical Notes]

Participant information sheet (P1S) [PIS QGuesticnnaires 11-18 yrs] 2 30 November 2018
Research protocol or project proposal [Research Protocol) 2 30 November 2018

Summary CV for Chief Investigator (Cl) [Student CV]

11 October 2018

Summary CV for student [Student CV]

11 October 2018

[Supervisors CV Nicola Evans]

Summary CV for supervisor (student research) - 19 September 2018
[Supervisors CV Ben Hannigan]
Summary CV for supenvisor (student research) - 20 September 2018

Summary CV for supervisor (student research)
[Supervisors CV Rebecca Playla]

21 September 2018

Validated questionnaire
[Inventory of Parent and Peer Attatchment Questionnaine)

Validated questionnaire [Strengths and Difficulties Questionnaire)

Validated questionnaire [Student School Engagement Survey A

Validated questionnaire [Student School Engagement Survey B)
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You should ensure that the sponsor has a copy of the final documentation for the study. It is the
sponsor's responsibility to ensure that the decumentation is made available to R&D offices at all

participating sites.

[18/WA/D374

Please quote this number on all correspondence |

Yours sincerely,

hesearch Ethics Service Administrative Assistant

e-mail: WalesRECS@wales.nhs.uk

Wales Research Ethics Committee 5

Attendance at Committee meeting 15 November 2018

Committee Members
MName

Profession Capacity Pressant
Consultant Physician Expert Yes
Research Murse Expert Yes
Consultant Neurologist Expert Yes
Retired College Vice-Principal Lay + No
Retired Teacher Lay + Yes
Student Lay + No
Clinical Studies Officer Expert Yes
Reader, Senior MRI Physicist Lay + No
Consultant ENT Surgeon Expert Yes
Matron, Emergency Department Expert Yes
Lecturer, Clinical Psychologist Expert No
Consultant Anaesthetist (Vice-Chair) Expert Yes
General Practitioner (Chairman) Expert Yes
Retired Lecturer, College Principal Lay + Yes

In attendance

Faosition {or reason for atfending)

Senior Research Ethics Service Manager

RES Administrative Assistant
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¥mchwil lechyd m
a Gofal Cymru

Health and Care Health Research
Research Wales Aut hnrity
Mr Gavin John
PhD Student Email:
Cardiff University Besearch- ission ales.nhs.uk

School of Healthcare Sciences

College of Biomedical and Life Sciences

Cardiff University, 12th Floor Eastgate House, 35-43
MNewport Road, Cardiff.

CF24 DAB

05 December 2018

Dear Mr John
HRA and Health and Care
Research Wales (HCRW)
Approval Letter
Study title: Keeping in Touch: opportunities and barriers for young
people maintaining connections to families, friends and
education during pericds of inpatient mental health care
using case study methodology.
IRAS project ID: 250127
Protocol number: SPOMN1674-17-18
REC reference: 18/WAN3T4
Sponsor Cardiff University

| am pleased to confirm that HREA and Health and Care Research Wales (HCEW) Approval has
heen given for the above referenced study, on the basis described in the application form, protocol,
supporting documentation and any clanfications received. You should not expect to receive anything
further relating to this application.

How should | continue to work with participating NHS organisations in England and Wales?
You should now provide a copy of this letter to all paricipating NHS organisations in England and
Wales, as well as any documentation that has heen updated as a result of the assessment.

Following the amanging of capacity and capability, participating MHS organisations should formally
confirm their capacity and capability to undertake the study. How this will be confirmed is detailed in
the “summary of assessment section towards the end of this letter.

You should provide, if you have not already done so, detailed instructions to each organisation as to

how you will notify them that research activities may commence at site following their confirmation of
capacity and capability (e.g. provision by you of a ‘green light” email, formal notification following a site

Page1of T
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IRAS project ID | 250127

initiation visit, activiies may commence immediately following confirmation by participating
organisation, etc.).

[t is imporiant that you involve both the research management function (e.g9. R&D office) supporting
each organisation and the local research team (where there is one) in setting up your study . Contact
defails of the ressarch management function for each organisation can be accessed here.

How should | work with participating NHS/HSC organisations in Northern Ireland and
Scotland?

HRA and HCRW Approval does not apply to NHS/HSC organisations within the devalved
administrations of Morthem Ireland and Scotland.

If you indicated in your IRAS form that you do have paricipating organisations in either of these
devolved administrations, the final document set and the study wide governance report (including this
lefter) has been sent to the coordinating centre of each participating nation. You should work with the
relevant national coordinating functions fo ensure any nation specific checks are complete, and with
each site so that they are ahle to give management permission for the study to begin.

Please see |RAS Help for information on working with NHS/HSC organisations in Morthern Ireland and
Scotland.

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

What are my notification responsibilities during the study?

The document “Affer Ethical Review — guidance for sponsaors and imvestigators™, issued with your REC
favourable opinion, gives detailed guidance on reporting expectations for studies, including:

* Registration of research

+ Motifying amendments

+ MNotifying the end of the study
The HREA website also provides guidance on these fopics, and is updated in the light of changes in
reporting expectations or procedures.

| am a participating NHS organisation in England or Wales. What should | do once | receive this
letter?

You should work with the applicant and sponsor to complete any outstanding amangements so you
are able to confirm capacity and capability in line with the information provided in this letter.

The sponsor contact for this application is as follows:

Tel: 0

Email: resgovid@ cardiff.ac.uk

Page 2 of 7
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IRAS projectID | 250127

Who should | contact for further information?
Please do not hesitate to contact me for assistance with this application. My contact details are below.

Your IRAS project 1D is 250127 . Please quote this on all comespondence.

Yours sincerely

Permissions !er'.rice Coordinator

Email: Research-permissions@wales.nhs.uk

List of Documents

Page 3of T
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| IRAS projectiD | 250127

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

Medical Motes]

Document Version Date

Copies of advertisement materials for research participants [Leaflet |1 11 October 2018
for young people w1 11.10.2018]

Covering letter on headed paper [Responses to REC] 03 December 2018
Ewvidence of Sponsor insurance or indemnity (non NHS Sponsors 16 July 2018

only) [Sponsor Insurance Letter]

HR.A Schedule of Events 16 Novemiber 2018
HRA Statement of Activities 16 Novemiber 2018
Interview schedules or topic guides for participants [Interview 1 11 October 2018
schedule Young People]

Interview schedules or topic guides for participants [Interview 1 11 October 2018
Schedule ParentsiCarers]

Interview schedules or topic guides for participants [Interview 1 11 October 2018
Schedule Ward Professionals)

IRAS Application Form [IRAS_Form_10102018] 10 October 2018
Letter from funder [Funding Agreement] 10 Januwary 2018
Letter from sponsor [Sponsor Letter] 26 September 2018
Participant consent form [Parent/Carer Consent form 11-15 yrs 2 30 Movember 2015
Interviews, Observations and Medical Notes]

Participant consent form [Consent Form 16-18 yrs Interviews, 2 30 Movember 2015
Observations and Medical Notes]

Participant consent form [Parent/Carer Consent Form 11-15 yrs 2 30 Movember 2018
Questicnnaires]

Participant consent form [Consent Form 16-18 yrs Questionnaires] (2 30 Movember 2015
Participant information shest (P1S) [PIS 16-18 yrs Interviews, Chs (2 30 Movember 2015
and Medical Notes]

Participant infformation sheet (PIS) [PIS Questionnaires 11-18 yrs] |2 30 Movember 2018
Participant information shest (P1S) [PIS 11-15 yrs Interviews, Chs, (2 30 Movember 2015

Research protocol or project proposal [Research Protocol]

%}

30 Movember 2015

Summany CV for Chief Investigator (C1) [Student CV]

11 October 2018

Summany CV for student [Student CV]

11 October 2018

Summany CV for supenvisor (student research) [Supervisors CW Ben
Hannigan]

15 September 2013

Summany CV for supenvisor (student research) [Supervisors OV
Micola Evans]

20 September 2013

Summany CV for supenvisor (student rezearch) [Supervisors CV
Rebecca Playle]

21 September 2018

Validated questionnaire [Strengths and Difficulties Questionnaire]

Validated questionnaire [Student School Engagement Survey A]

Validated questionnaire [Student School Engagement Survey B]

“alidated questionnaire [Inventory of Parent and Peer Attatchment

Questicnnaire]
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Summary of assessment
The following information provides assurance to you, the sponsor and the NHS in England and Wales
that the study, as assessed for HRA and HCRW Approval, is compliant with relevant standards. It also
provides information and clanfication, where approprate, fo participating NHS organisations in
England and Wales to assist in assessing, amanging and confirming capacity and capability.

Assessment criteria

IRAS project ID | 250127

Section Assessment Criteria Compliant with Comments
Standards
1.1 IRAS application completed Yes Mo comments
comectly
21 Participant information/consent | Yes Mo comments
documents and consent
process
31 Protocol assessment fes Mo comments
41 Allocation of rESpﬂnS”]”itiES Yes A statement of activities has been
and rights are agreed and submitted and the sponsor is not
documented requesting and does not expect any
other site agreement to be used.
42 Insurancefindemnity fes
arrangements assessed
43 Financial arrangements Yes Funding has been secured from
assessed kKnowledge Economy Skills
Scholarships (KESS2) and Gl
G /. (ctter from
funder has heen provided.
51 Compliance with the Data Yes Mo comments
Protection Act and data
security issues assessed
h2 CTIMPS — Arrangements for Mot Applicable Mo comments
compliance with the Clinical
Trials Regulations assessed
53 Compliance with any Yes Mo comments

applicable laws or regulations

Page 5of 7
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IRAS project ID | 250127
Section Assessment Criteria Compliant with Comments
Standards
6.1 MHS Research Ethics fes Mo comments
Committee favourable opinion
received for applicable studies
6.2 CTIMPS — Clinical Tnals Mot Applicable Mo comments
Authorisation (CTA) letter
received
6.3 Devices — MHREA notice of no | Mot Applicable | Mo comments
chjection received
6.4 Cther regulatory approvals Mot Applicable | Mo comments

and authorisations received

Participating NHS Organisations in England and Wales

This provides defail on the types of participafing NHS organisations in the study and a stafement as fo whether

the activities at all organisafions are the same or differant.

Page 6of T
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IRAS project ID | 250127

This is a single site study taking place in Wales. All research activities are taking place at site.

[f chief investigators, sponsors or principal investigators are asked to complete site level forms fior
paricipating NHS organisations in England and Wales which are not provided in IRAS, the HRA or
HCRW websites, the chief investigator, sponsor or principal investigator should notify the HRA
immediately at hra.approvali@nhs.net or HCRW at Research-pemmissions@wales.nhs.uk. We will
work with these organisations to achieve a consistent approach to information provision.

Principal Investigator Suitability

This confirms whether the sponsor posifion on whether a P, LC or neither shouwld be in place is commect for each
type of participating NHS organisation in England and Wales, and the minimum expectations for education,
training and expenence that Pls shouwld meet (where applicable).

Local collaborator required and a Letter of Access.

GCP fraining is not a generic training expactation, in line with the HEAHCRW/MMHREA statement on
fraining expectations.

HR Good Practice Resource Pack Expectations

This confirms the HR Good Practice Resource Pack expectations for the study and the pre-
engagement checks that should and should not be undertaken

Mo Honorary Research Contracts, Letters of Access or pre-engagement checks are expected for local
staff employed by the paricipating MHS organisations. Where arrangements are not already in place,
research staff not employed by the MHS host organisation undertaking any of the research activities
listed in the research application would be expected to obtaina Letier of Access based on standard
DBS checks and occupational health clearance.

Other Information to Aid Study Set-up

Thiz details any other information that may be helpfil to sponsors and participating NHS organisations in
England and Wales to aid study sef-up.

The applicant has indicated that they do not intend to apply for inclusion on the NIHR CRN Portfolio.
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Appendix 10 — Participant inclusion/exclusion criteria

Appendix 10 Inclusion and Exclusion Criteria: Children and Young People Interviees,

CQluestionnaires and Observadions

Inzlusion Criteria

Exclusion Criteria

“foung peoplereceiving inpatient care aged
11-18.

Comfortable taking abouttheir experiences
of theirfriends, family and education.

Ableto converse in English

1G1and parent'careris aksowilling to
provide consent.

Ableto provide informed consent(f aged
16-187.

Wiilling to particip ate in the study.
Questionnaire Only

Ableto understandthe questionnaires.
Willing to complete three outeome
questionnaires relating to friends, famiby

and education.

Able to provide informed assent(if aged11-

“foung peoplenot receiving inp atient care
aged 11-13.

Mot comfortable taking abouttheir
expariences of theirfriends, family and
education.

Unable to provide informed assent(if aged
11-151and parenticararis akso notwilling to
provide consent.

Unable to provide informed consent (if aged
16-187.

Loes notwish to paricipate in the study.
Farticipation i llkeh to pose a risk to the
participant, rezearcher orothers.
Cuestionnaire Only

Unable to understand the questionnaires.
Motwiling to complete three outcome
questionnaires relating to friends, famiby

and education.

Takenfrom Research Protocol [Version 2, 30/11,/2008]  IRAS Mumber 20127 Youre people’s social

connections during inpatiemt memal health care
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Inzlusion and Exclu=sion Criteria: Caregiver interviews and Observations of Patiert

Review hestings

Comfortable taking about their experience=s
of their child or cared for young persons,
friends, family and education.

Ableto converse in English

Able to provide informed consent.

iilling to paricipate in the study.

A oparenticarer of a young person on the

ruard.

Mot  comfortable taking about  their
experiences oftheir child or cared faryoung
persans, friends, famitly and education.
Unable to conwerse in English

Unable to provide informed consent.
Maotwilling to paricip ate in the study.

Mot a parent'carer of ayoung personon the

ruard.

Inzlusion and exclusion criteria; Health, social and education practitioners

Inzlusion Criteria

Exclusion Criteria

Employed as aregietered ornon-regetared
health care practtioner, social care or
education practitioner atthe unit and works
with yvoung people admitted to the unit.

Wiilling to paricipate in the study.
Able to provide informed consent.

Notemployed a=s a regietered ornon-
registered health care practitioner, social
care or education practiioner atthe unit
andwodis with young people admitted to
the unit.

Loes notwish to paricip ate in the study.
Unable to provide infarmed consent.

Takenfrom Fesearch Protocol [We rsion 2, 30/1/20ME]  IR&S Number 20127 voure peoplk’s socal

connections during inpatient mental heatth care
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Appendix 11 — Study leaflet

Who am | and what is the
study about?

Hello I'm Gavin and | am a mental
health nurse and research student. |

would like to tell you a bit about what |

am doing on the ward.

The study aims to explore how
children and young people keep in
touch with their:

« friends
« family
« education
when they are in hospital.

How wiill the study be

carried out?
The study is hoped to be carried out
by the researcher having talks with:
e  Ward professionals
*  Young people on the ward and
their parents/carers.
¢ Young people completing 3
questionnaires
e Observing ward meetings
¢ Reading medical notes

What are the benefits of
taking part in the study?

We hope that taking part in the study
will give you an opportunity to:

« open up and talk about any
issues you have with keeping in
touch with your friends, family
and education.

«  We hope that the results of this
study will help us understand
what helps you to keep in touch
with your friends, family and
education and to improve these
connections.

You will also receive a gift voucher
for taking part.

[Version 1, 11/10/2018] IRAS Number 250127 Young people’s social connections during inpatient mental health care

CARDIFF

UNIVERSITY

PRIFYSGOL

(ARDYH

kess®

thau Sgiiau Econormi
Knowledge Economy Skills Scholarships

Welsh G

Cronfa Gymdeithasol Ewrop
European Social Fund

Who can I contact to take
part in the study?
You can contact the Lead
Researcher Gavin John.
Or

You can ask your nurse/key
worker.

Thank you for taking the
time to read this leaflet
and for considering taking
part in this study.

Are there any risks in
taking part in the study?

There are no major risks of taking
part but it will require some of your
time (up to an hour for the
interview and up to an hour to
complete the questionnaires). If
you do feel upset or distressed at
any point, please be assured the
experienced team of ward staff are
here to support you.

Do I have to take part in
the study?

It is up to you to decide whether or
not to take part. If you do decide to
take part you will be given an
information sheet to keep and be
asked to sign a consent form. If you
decide to take part you are still free
to withdraw at any time without
giving a reason.

Young People’s Social
Connections during
inpatient mental health
care research study

(PhD Student Research
Project)

For further information
please contact:

Gavin John
PhD student,
Cardiff University
johnGE@cardiff.ac.uk

[Version 1, 11/10/2018] IRAS Number 250127 Young people’s social connections during inpatient mental health care

Information for
Young people,
families and carers
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Appendix 12 — Participant Information Sheet (PIS) CYP interviews and
observations

Participant Information Sheet {young people) — Interviews, Observations and M edical Hotes
Study title: ¥ oung people’'s social connections duringinpatient menta health care

Funder: Health Board and Knowledge Econormy Skills S chalarships (KESS2).
Intreduction

v hameis Gavinand | am a research student at Cardiff University. | am researching voung
peaple’s social connections during inpaient mental health care | am invitingyoutotake part
inthis research study, To helpyou decide whether totake part |ve put together this
information sheet,

Beforevou decide, it is important for you to understand whw the study is being done and
what itwill irvalve for vou. Please take time to read the fallowing infarmation careful bk and
discuss itwith athers such as vour family, doctar or nurse it youwish,

Please ask if there is arything that isnot clear or it yousywould like more inform aian. Wy
cohtact detail s are availableat the bottorn of this information sheet,

Y hat is the purpose of the study?

The purpose of this study is to gain a better understanding of how children andyoung people
stay conmnected totheir friends, farmik and educationwhenthey are in hospital for care for
their mental health. Thiswill be done by gathering theviews and experiences of vaung
people, family membersand staff,

Why you?

Y ou have been invited tojointhis study becauseyou are staving at an adalescent menta
health unit. would like to hear vour viewes and experiences of keeping intouchwithwaour
friends, famibk, and educationwhenyou are stavingin hospital.

Dol have to take part?

Itis up toyou ta decidewhether or not totake part. Ifyou do decide totake part vou will be
giventhis infarmation sheat ta keep and be asked to sign a consent farm wwhichyouwill also
keep. If vou decide totake part, wou are still free towithdrasy at are tirm e without givinga
reason and the future carevou receive will not be affected. If vou do not decide totake part
at all, your future carewill not be affected in art swaw.

What will happento me if | take pan?

Ifwou decide totake part, |will askyvoutotake part in a shortintensd ey totalk about wour
experience onthe adolescent unit and about howy you keep in touchwithyour friends, family
and education. The discussion should lastfor approximatel 60 minutes andwill take placein

[Wersion 2, 30/11/2012] IRAS Number 250127 ¥Young people’s sodal connedioms during inpatient
mentd healh care
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g quiet room an thesward. The interview will be audio recorded, and the recording will be
kept securely ina passsord-protected cornputer. The cortent of the interviewwill be typed
sward-for-word into a document by a Cardifft Univerdty approved transcription service, with
your persanal and ather idertifying data remaoved.

Wewwould alsa like ta ask your permissiontoread informati on about your connections to
farmily, friends and education contained inyour medicd notes and to observe meetings held
to discussyour care ontheward.

What are the possible benefits of taking part?

Taking partinthe interview may be helpful a5 an opportunity totalk about keeping intouch
withryour friends, family and education. The resultsof this study will help us understand what
helpsyoung people keepintouch and how connections can be improved. We also hopethis
studywill help adolescernt services provide the right support for woung people inthe future.
For completing the intersies, vouwill receie a£10 giftvoucher.

What are the possible risks and disadvantages of taking pan?

Please be assuredthe staff are here to support you andwewill contact your prifnary nurse or
allocated key worker it wou becarm e upset ar distressed. If vouarefinding it difficult totalk in
the interview we can take a break or stop the discussion and re-schedule to continue at a
later date if wolrwish.

YWhat will happen if | dont vant to carry on with the study?

If wou choosetotake part in the studyyou are free towithdras st ary tirnewithout giving a
reasan. Thiswill not affect the carevau receive in ary way, Howeeer, asyour infarmation
needsto be managed in specificyways inorder far the research to be reliable, we'll needto
keep ary data recorded about you up until the poirtyvou chose to leave the study. Ifyou
choosetaleave the study, Cardiff University will keepthe inforkn 3t on about vouwhich has
already been callected, but wewill make sure that thisis the minimum amaunt,

What i | have a problem or com plaint?

If wau have a cancern about arwy part of this study, wou should ask to speak to the researcher
Gavinwhowdll do his best to arsywer your questiors. f you reman unhappy andwish to make
a complant, vou can do thisthrough contacting Concerns team (Telephone Mumber;, emails).
If waL wish To express concern to sotneohe not involved inthe project, you should contact Dr
kate Button Oirector of Research Governance at Cardiff University, School of Hedthcare
Sciences. You @nwiite ta Dr Button at the Schod of Hedthcare Sciences, Cardiff Universty,
Eastgate House, 35-43 Mewport Road, Cardiff CF24 04B, or contact ber by either telephore on
02920 627734 or by Email: buttonki@cardiff ac. uk

Will my participation in this study be kept confidential?
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Yes, wewill fallow the [awe [ DataProtection Act, 2018) by tnaking sure thatyour informnation is
kept private, secure and canfidential. Quotations fromyour interdes, and notes from your
recards and care planning meetings, will be used in a research report and in acadernic
publications and presertations. To help reduce the chances of aryone identifying vou | will
Lse afalse narme andwill rermove, or armend, idertifisble inforrnationywhehrseriting about wou

All datawill be securely stored in accordance with the Data Protection Act 2018 . Electronic
data(audiorecordings, etc. ] will be saved on a password-encrypted laotop, in folders only
accessible by e and my supervisors Ay paper documerts will be locked infiling cabinets o
Iniversity security contralled premises|an office and a building that both require kew-card
access). Any idertifizble datawill be kept for 15 vears after the campletion of the research
andthen destroved.

Cardiff University is the Data Controller for this study and is committed to respecting and
protecting vour personal data in accordance with DataProtection legislation. The Univer sity
has a Data Protection Officer who can be contacted at inforegquesté@ cardiff. ac. uk. Further
infarmation about Data Protection, including vour rights and detail s about how to contact the
Infarmation Cammissioner s Office shouldyou wish to complan, can befound onthe Cardiff
IIniversity website: hitps: /s, cardiff. ac. uk/ public-information,/policies-and-
procedures, data protecion

| weill ot tell aryone [includingyour care tearm at the adolescent unit)what youtalked about
inthe interdiew, unlessyou tell mesormething thatis a safety concern [such as yvou tell me
thatyvou or someone elseis atrisk of harm).

Will my GP be inform ed that | am taking part inthe study?
Y es, withyour permission, wewillinformyour G.P. of your participation inthe study.
What will happen to the results of the study?

| weillwerite a report, and publish a series of articles, whidwill include whatyou and other
voung people have said. However, [will hot include vour or aryone else’ s harmes, or ary
infarmation that could identify you.

Whao is organising and funding the study?

The study is part of Gavinloht's Doctor of Philosophy (PhD) degree. This adolescent unit has
agreedtotake partinthe study. The study is sponsored by Cardift University andis being
funded by and Enoweledge Econormy SkillsS cholarships (RESS2).

Who has reviewed the study?

This study has beet given favourable opinion by [Matne] MHS Ressarch Ethics Committes and
has been approved by R&D Office.
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Contact for Further Information: Gavinlohn, Lead Researcher. School of Heatthoare S o ences,
College of Biomedicd and Lifesciences, Cardiff Universty, 12t Floor Eastgate House 35-43
Mewport Road, Cardiff, CF24 0AR. Emnal - JohnGE@cardiff.ac uk

Prafessar Ben Hannigan, Academic superyisor. schoal of Healthcare sciences, Callege of
Biomedical and Life Sciences, Cardiff Universty, 12th Floor Easteate House, 35-43 Mewport
Road, Cardiff, CF24 0AR.

Dr Micola Evans, Acadernic Supervisor. School of Hedthcare Sciences, College of Biornedical
and Life sciences, Cardiff Univerdaty, L3t Floor Eastgate House, 35-43 Mewport Road, Cardift,
CF24 045,

Lr RebeccaPlayle, Academic Supervisor. Health services Ressarch Statistics Group, Centre far
Trials Research, College of Biomedical & Life Sciences, Cardiff University, 4th Floor, MNeysdd
MWeirinnmydd, Heath Park, Cardiff, CF14 45,

Thank you for taking the time to read this information sheet and for considering taking pant
in this study.

[Wersion 2, 20/11/2012] IRAS Number 250127 Young people's sodal connediors during inpatient
mentd health care
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Appendix 13 — Participant Information Sheet (PIS) caregiver interviews
and observations

Participant Inform ation Sheet (Parent or Carer) - Interviews

Study title: Young people’s social connections during inpatient m ental health care
Funder: Health Board and knowledgze Econory Skills Schalarships (KES52).

My narmeis Gavinand | am aresearch student at Cardiff University. | am researching young
people’s social connections during inpatient mental health care | am invitingyoutotake part
inthis research study. To helpyou decide whether to take part ['ve put together this
infortnation sheet.

Befarewou decide, it is irnportant foryouta understandwi the study is being done and
what itwill irvolve for vou. Please take tirme ta read the fallowing informati on carefulky and
discuss itwith others if youswish.

Please ask if there is arything that isnot clear ar if yowysould like mare infarmation. My
contact details are availableat the bottorn of this infarrmation sheet,

What is the purpose of the study?

The purpose of this study isto gain a better understanding of howe children and voung people
stay connected totheir friends, family and educationwhenthey arein hospital far carefor
their mental health. Thiswill be done by gathering the viewsand experiences of yaung
people, family metbersand staff.

Why you?

¥ ou hawve been irvited tojointhis study because vour child is stayving at an adolescent renta
health unit. [would like ta hear your views and experiences of keeping intauchwithyour
childwhen they have been staving in hospital.

Dol have totake part?

Itisup toyou to decidewhether or not to take part. Ifyou do decide totake part you will be
giventhis information shest to keep and be asked to sign a consent form whichyouswill also
keep. If vou decide tatake partyou are still free towithdras at ary tirnewithout giving a
reason.

What will happen to me if | take pant?

[Wersion1, 11/10/2015] IRAS Number 250127 ¥oune people’s social connedioms during inpatient
mental health care
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If wou decide tatake part, | will askvoutotake partin a short interyies totalk about vaur
experiences of keeping intouchwithyour childwhois onthe adalescent unit. The discussian
should last for approximatet: 60 minutes andwill takeplace ina quiet room. The inter s
will be audio recorded, andthe recording will be kept securely in a password-protected
computer. The content, of the interview will be typedssord-for-wordinto a documernt by a
Cardiff University approved transcription service, withyvour personal and ather idertifying
data rernoved.

What are the possible benefits of taking part?

Taking part inthe irtersdies may be helpful asan opportunity totalk about keeping intouch
withiyour child. The results of this studywill help us understandwhat helpsyoung people
keepin tauch and how connections can be improved. e also hope this study will help
adalescent services provide the right support far young people inthe future.

What are the possible risks and disadvantages of taking pan?

If you becorm e upset or find it difficult totalk inthe interview wecantake a break or stopthe
discussion. Pleasebe assured the staf are here to support wou if you becorme distressed.

What will happen if | dont want to carry on with the study?

If wou chioose totake part in this part of the studywou arefreetowithdraw at are tirne
without giving a reason. If you decide to leave the study thenthiswill have no adverse
consequences for yau butwewill needto keep arny datayou have provided up until the point
wou |eft the study [ please seethe Cardiff Universty Privacy Matice below for further
infartmati on on hossweewill handle and store vour data).

What if | have a problem or complaint?

If wou have & concern about ary part of this study, wou should ask to speak to the researcher
Gavinwhowill his bast to answer wour questions. If wou remain unbappy and wishtomakea
complaint, vou cn do this through cortacting Cwn Ta University Health Board s Concerts
team (Telephone Mumber;, email). If youwish to express concern to someaone not iralved in
the project, yvou should cortact Dr Kate Button Diredor of Ressarch Governance at Cardiff
Univerdty, School of Healthcare Zciences. You can write to Dr Button at the School of
Healthcare Sdences, Cardiff University, Eastgate Howse, 3543 Newport Road, Cardift CR24
0AB, or contact her by either telephone on 02920 63773 or by Ernail: buttonkd cardiff. ac. uk

Will my participation in this study be kept confidential?

Yes, wewill fallow the lawe [DataProtection Act, 20181 by tnaking sure thatyour informn ation is
kept private, secure and confidential. Quotations from your intervies will be used in a
research report and inacadernic publications and presertations. To help reduce the chance of
aryone identifying wou or vour child, | will use a false name and will rermove, or amend,
ideritifiable inforrat onwhenwriting about you aryour child.
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Cardiff University Privacy Notice

Cardiff University is the S ponsar for this study based inthe United Kingdorm. Theywill be
using irformation fromyou and vour chil dithe young personyol are responsible for and will
act asthe Data Controller for this study, This meansthat the University is responsible for
looking after your inform ation and using it properly. Cardiff Universty will keep identifiable
infarmation aboutyou far 15 wvears after the study has finished.

Under data protection [aw, the University has to specify the legal basisthat we are relying an
to processyour personal data. [n providing wour personal data for this researdnswewill
pracess it onthe basisthat doing sois necessary for our public task for scientificand historic
research purposes in accordance withthe necessary safeguards, andis inthe publicinteres.
The University is a public researchinstitution esablished by raval charter to advance
kniowledz e and educati on through its teaching and research activities. The charter can be
found on the Cardiff Universitywebsite,

Yaur rights to access, change ar moveyaur infarmation are limited, asyour information nesds
to be managed in specificways in arder faor the researchto be reliable and accurae. If vou
withdrasy frovn the study, Cardiff niveraty will keepthe inforrnation about youwhich has
already aobtained. Ta safeguardyour rights, Cardiff Lniverdaty will use the mini mum
personally-identifiable information possible.

Cardiff University is the Data Controller and i scornmitted to respecting and protecting wour
personal data in accordance withyour expectationsand Data Protection legid&ion. The
University has a Data Protection Officer who can be cantacted at inforequest@ cardiff. ac uk.
Further information about Data Protection, includingyour rights and details about howe £o
cortact the Infarmation Cornmissioner' s Office shouldvouwishto cormplan, can be found at
thefollowing: https:f fssssee cardiff ac Lk public-information,policies and- procedures/dats
protectian

All datawill be securely storedin accordance with the Data Protection Act 2018 . Electraonic
data (audio recordings, etc.) willbe saved on a password-encrypted lgotop, in folders only
accessible by me and my supendsars. Aty paper documentswill be locked inafiling cabinets
oh University security cantrolled premises (an office and a building that both require key-card
access). Ary identifisble datawill be kept forl5 vears after the completion of the research
andthen destroved.

| weill nat tell anyonewhat you talked about inthe interdiew, unlessyautell me something
that is a safety concern (such asyoutell me thatyou or sameone else is &t risk of harm).

What will happen to the results of the study?

| will werite @ report, and publish a series of articles, whidwillinclude what you and ather
parent’sfcarers have sad. Howeever, Dwill not includeyour or aryone else’s names, or ary
infarmmation that couldidertify o,
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Whao is organising and funding the study?

The study is part of Gavinlohi's Doctor of Philosopky (PhD) degree. This adolesoent unit has
agreedtotake part inthe study. The study is sponsored by Cardiff University and is being
funded by Health Board and knowl edge Econary Skills Scholarships (KESE2).

Who has revievred the study?

This study has been given favourable opinion by [Marme] MHS Research Ethics Cormrittes and
also approved by the RAD Office.

Contact for Further Inform ation:

Gavinlohn, Lead Researcher. schoal of Hedthcare Sciences, College of Biomedical and Life
sciences, Cardiff University, 12t Floar EastgateHouse 35-43 Mewport Road, Cardiff, CF24
0&BR. Ernail - JohnGE@ cardiff. ac uk

Professar Ben Hannigan, Academic supervizor, 5 chaal of Healthcare s ciences, Callege of
Biormedical and Life S ciences, Cardiff Universty, 12t Floor Eastgate House, 35-43 Mewport
Road, Cardiff, CF24 0AR.

Dr Micaola Evans, Acadernic Supervisar. 3chool of Hedthcare Sciences, College of Biomedical
and Life sciences, Cardiff Universty, L3t Floor Eastgate House, 35-43 Newport REoad, Cardift,
CF24 045,

Dr Rebecca Playle, Acadermic Supervisor. Health ServicesRessarch Statstics Group, Centre for
Trials Research, College of Biomedical and Life Sciences, Cardiff Universty, 41 Floor, Meuadd
Meiriontwdd, Health Park, Cardiff, CF14 4% 5.

Thank you for taking the tine to read this information sheet and for consideringtaking parnt
in this study.

[Wersion 1, 11/10/2012] IRAS Number 250127 Young people’s social connedions during inpatient
mental health care
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Appendix 14 — Participant Information Sheet (PIS) ward staff
interviews and observations

Participant Information Sheet (Ward Professionals) — Interviews and Observations

Study title: ¥ oung people’s social connections duringinpatient merta heatth care

Funder: Health Board and knowledge Ecanormy Skills Schalarships (KES52).

My narme is Gavinand | am a research studernt at Cardift University. | am researching yvoung
people’s social connections during inpatient rnertal health care | atn invitingyoutotake part
inthis research study. Tao helpyou decidewhether totake part I've put together this
informmation sheet.

Beforeyou decide, itisimportant far you to understand whry the study is being done and
wehat itwill irvalve foryow, Please take tirne ta read the following information carefully and
discuss itwith others if vouswish,

Please ask if there is arwything that isnot clear orif youwould like rnare infarmation, My
cantact details are availableat the bottorn of this information sheet.

What is the purpose of the study?

The purpose of this study is to gain a better understanding of haw children andwoung people
stay connected totheir friends, famil and educationwhen they are inhaspitalfor carefor
their memntal health. Thiswill be done by gathering the viewsand experiences of young
peaple, family mernbersand staff,

Why you?

¥ ou have been invited tojointhis study becausevouwork with children staving at an
adalescent rental hedth unit. would like to hear your viesws and experiences of
intervertions that promaote young people’ s connections to their friends farmily and education
whenthey have been staving inhospital.

Dol have totake part?

Itisup tovou to decide whether or hot totake part. Ifyou do decide totake partyou will be
giventhis infarmation sheds ta keep and be asked ta sigh a consent farm whichyouwill also
keep. Ifyou decide totake partyou are still free towithdraw at any timewithout givinga
reasom,

What will happen to me if | take part?

If wou decide totake part, |will askyoutotake part in a short intery e totalk about vour
experiences af howy young people maintain sodial and educationd connections

[Wersion 1, 11#10/2012] IRAS Number 250127 Youne people’s social connedions during inpatient
mental health care
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wehien in hiospital for their mental health. The disoussion showld |55t for approgi mately 60
minutes andwill take placeina quiet room. The interviewwill be audio recarded, andthe
recording will be kept securely in a password-protected cormputer. T he content of the
irterdesw will betypedward-for~word into a docurn ent By & Cardiff Universty approved
transcription service, withyour personal and other idertifying datarermoved.

Wewwould alsalike to askyour permissiontoobserve care planning and ward round meetings
oh thewward that discussyoung people’ s care and to take notes of these mestings

What are the possible benefits of taking pant?

Taking partinthe interview may be helpful asan opportunity totalk about how woung people
keepin touchwiththeir family, friends and education. The resultsof this study will help us
understandwhat helpsyoung people keep intouch and haow connections can be improved.
\We also hope this study will help adolescent services provide the right support far young
peaple inthe future,

Y hat are the possible risks and disadvantages of taking part?

There are noforeseeable risks of taking part, although the intervieswillrequire
approxirnately 60 minutes of your time.

What will happen if | dont want to carry on with the study?

Ifwou choosetotake partin this part of the studyvou arefreetowithdraw at atw tirme
without giving areason. [fyou decide toleave the study thenthiswill have no adverse
cohsequences for you but we will needto keep ary datavyou have provided up uritil the point
wiou left the study [ please see the Cardiff U niver sty Privacy Motice belowfor further
irfarmation on how wewill handle and storeswour data).

What if | have a problem or com plaint?

If wau have a cancern about ary part o this study, vou should ask to speak to the researcher
Gavinwhowill his best toansser yvour gquestions. If wou remnain unkappy andswish tomake a
cormplaint, you can do this through contacing Concerrs team (Tdephone Murmber, email). IF
wiou wish to express concern to soneone not irvolved in the project, wou should contad Dr
kate Button Oirector of Research Governance at Cardiff University, School of Hedthoare
Sciences. You @nwrite ta Dr Button at the Schod of Hedthcare Sciences, Cardiff Universty,
Eastgate House, 35-43 Mewport Road, Cardiff CF24 048, or cortact her by dather telephone an
02920 637734 or by Ernail: buttonk@cardiff ac. uk

Will my participation in this study be kept confidential?
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Yes, wewill fallow the lawe [DataProtection Act, 20181 by tnaking sure thatyour informn ation is
kept private, secure and corfidential. Quotations from vaour interviesy, and notes fraom the
care planning andward round meetings, will be usedin aresearchreport and in acadermic
publications and presertations T o help reduce the chance of aryone identifying vou, | will
use afalse name andwill rerncye, or armend, identifisbl e inforen tionwherrariting about wou

Cardiff University Privacy Notice

Cardiff University isthe Sponsar for this study based inthe United Kingdorn. T heywill be
using infarmation fromyou andwill act as the DataCartraller far this study. This meansthat
the University is responsible far looking after your information and using it properly. Cardiff
niversity will keep identifiable informati on about wou for 15 vears after the study has
finished.

Under data pratection [aw, the University has to specify the legal basisthat we are relyving an
to processyour personal data. [n providing wour personal data for this researdnwee will
process it onthe basisthat doing soisnecessary for our public task for scientificand historic
research purposes in accordance withthe necessary safeguards, andis inthe publicinteres
The University is a public researchinstitution established by raval charter to advance
knowledze and educati on through its teaching and research activities. The charter can be
found on the Cardiff University website.

Y aur rights to access, change ar moveyour infarmation are limited, asyour information nesds
to bemanagedin specificyways inarder for the researchto be reliable and accuraie, Ifyou
withdrawe frorm the study, Cardiff Univer sty will keepthe information about yowwhich has
already abtained. Ta safeguardyour rights, Cardiff Univerdaty will use the mini mum
personally-identifiable inforrmation possible,

Cardiff University is the Data Contraller and iscornmitted to respecting and protecting wour
personal data in accordance withyour expectations and Data Protection legid&ion. The
University has a Data Protection Officer who can be contacted at inforequest@ cardiff. ac.uk.
Further information about Data Protection, includingyour rights and details about hiowe To
cortact the Information Cornmissioner' s Office shouldvouwishto cormplan, can be found at
thefollowing: https:f fassse cardiff ac Lk public-informationy/policies and-procedures/dats
protection

All datawill be securely storedin accordance with the Data Protecti on Act 2018, Electronic
data (audiorecordings, etc.) willbe saved on a passwor d-encrvpted [sptop, infolders anly
accessible by me and my supervisors Aty paper docurm eritsswill be locked in afiling cabingts
oh University security controlled premises [ an afficeand a building that bath require key-card
access). Arry idertifisble datawill be kept for 15 vears after the complation of the research
ahdthen destroved.
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| will naot tell arvone what vou talked about in the interview, however in the event that a
serious patient's safety issue ar practice that is deemed unethical is identified during the
irnterviewy, this would need to be reported for the health board to take action on, and this
couldtherefore Cormprorise Yaur anarymity.

What will happento the results of the study?

| will werite areport, and publish a series of articles, whidiwillincludewhat vou and other
ward professionalshave said. However, [ will not includeyour or anvaone else’s narmes,

Whao is organising and funding the study?

The study is part of Gavinlohn's Doctaor of Philosaphy (PhD) degree. This adolescent unit has
agreedtotake part inthe study. The study has been sponsored by Cardiff University. The
study is being funded by Health Board and Knowledgze Econarmy Skills Scholarships(KESS2).

Wha has reviewed the study?

This study has been given favourabl e opinion By [Narne] MHS Research Ethics Committes and
also approved by the R&D Office.

Contact for Further Information:

Gavinlohn, Lead Researcher. school of Hedthcare Sciences, College of Biornedical and Lite
Sciences, Cardiff University, L2t Floor EastgateHouse 35-43 Newport Road, Cardiff, CF24
0AR. Ernail - JohnGE@ cardiff.ac uk

Professar Ben Hannigan, Academic Supervisor. School of Healthcare Sciences, College of
Bioredical and Life Sciences, Cardiff Universaty, 12t Floor Eastgate House, 35-43 Mewport
Road, Cardiff, CF24 DAR.

Dr Micola Evans, Academic Superyisor. School of Hedthcare Sciences, College of Biomedical
and Life Sciences, Cardiff Universty, 13th Floor Eastgace House, 35-43 Mewport Road, Cardiff,
CF24 0AR.

Dr Rebecca Playle, Acadernic Supervisor. Health ServicesRessarch StatisticsGroup, Centre for
Trials Research, College of Bioredical and Life =ciences, Cardiff Universty, 4t Floar, Meuadd
MM eiriontwydd, Health Park, Cardiff, CF144% 5.

Thank you for taking the tim e to read this inform ation sheet and for considering taking part
in this study.

[Wersion 1, 11710/2015] IRAS Number 250127 Young people’s social connedioms dunng inpatient
mental health care
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Appendix 15 — Participant Information Sheet (PIS) CYP questionnaires

Participant Inform ation Sheet (young people) — Questionnaires
Study title: Young people’s social connections during inpatient mental health care

Funder: Health Board and Knowledge Econonmy Skills Scholarships (KESS2).

Introduction

My narne is Gavinand| am aresearch student at Cardiff Universite. | am researching young
peaple’s social connections during inpatient mental health care | am irvitingwoutotake partin
this research study. To helpyou decide whether totake part I've put together this infarmation
shieet,

B eforewoudecide, itis irportant for you to understand whe the study i s being done andwhat
it will ipmealve for wou, Please take titne to read the follosingirformation carsfulk and discussit
with athers such asyour family, doctor ar nurse if wouswish.

Please ask if there is arwvthing that isnot clear or if vowwould like mare infarmation. My
cortact details are available at the bottorn of this information sheet.

What is the purpose of the study?

The purpose of this study isto gain a better understanding of how children andyoung peaple
stay connected to their friends, fariky and educationwhen they are in hospital for care for their
rmertal health. T hiswill be done by gathering the viewss and experiences of young people,
family members and staT.

Why you?

You have been irvitedtajointhis study becauseyau are staving at an adolescent mentd health
unit. | would like to hear vour vieswss and experiences of keeping in touchwithyour friends,
farnily, and educationwhenyou are staving in hospital.

Dol havetotake part?

Itis up tayou to decide whether or not totake part. Ifyou do decide totake partyou will be
Ziventhis infarmation shed to keep and be asked ta sign a consent farm whichyouwill also
keep. Ifyou decide totake part, you are still free towithdraw at ary timewithout Ziving a
reason and the future care vou receive will not be affected. If wou do not decide to take part at
all, wour future carewill not be affectedin arm way.

[wersion 2, 30/11/2015] IRAS Number 250127 Young people’s social connedions during inpatient
mental health care
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What will happento me if | take pant?

If wou decide totake part, Pwill irviteyvouto cornplete three questionnaireswhichewill askvou
abaut waur friends, family and education. The questionnares should take approximately 60
minutes to camplete andyou can dathis ina quiet room onthe ward. The questionnairesare
anorrrmous so nobody will be able to tell who the questionnaire has been completed by

What are the possible benefits of taking part?

The results of this study will help us understandwhak helps voung people keepintouch and
hiry Connections can be improved. We also hope this study will help adolescent services
provide the right support for vaung people inthe future. For completing the guestionnaires,
you will receive ag£l0 giftyoucher,

Yhat are the possible risks and disadvantages of taking part?

Please be assuredthe staff are here to support you andweswill cortact your primary nurse or
allocated key weorker if you becomnme upset or distressed. If you are finding it difficult to
completethe questionnaireswe cantake abreak or stop and re- scheduleto continue at a later
date if vauwish.

What will happen if | dont want to carry on withthe study?

If you choose totake part in the study you are free towithdraw at any timeswithout givinga
reasaon. Thiswill not affect the care you receive in ary way. Howeeer, asyour information needs
to be managed in specificwass in order for the researchto be reliabl e, we'll need to keep aty
questionnaires you cormpleted up until the pointwou chose toleave the study. Ifyou chooseto
leavethe study, Cardiff University will keepthe information about vowswhich has already been
collected, butwewill make sure that this isthe rinimmum am ount.

What ¥ | have a problem or com plaint?

If vou have a concern about ary part of this study, vou should ask to speak to the researcher
Gavinwhowill do his best to arewer your guestions. Ifyou refnan unhappy andwishtormake a
complaint, wou can do this through cortading Concerns tean (Teephone Mumber:, email:). If
Yo wish T express concern 1o someone not irwvalved inthe project, you should contad Dr kate
Button Diredor of Ressarch Governance at Cardiff Uriversty, Schod of Hedthcare Sciences.
You canwrite to Dr Button at the School of Healthoare Sciences, Cardiff University, Eastgate
House 35-43 Mewport Road, Cardift CF24 0aB, or contact her by either telephone an 02920
E37734 ar by Ernail; buttonkea cardiff.ac uk

Yill my participation in this study be kept confidential?

' es, wewill follow the law [ DataProtection Act, 20018) by making sure that vour information is
kept private, secure ahd corfidential. Ansssersfrorn your questionnaire scoreswillbe usedin a
research report and inacademic publications and preseritations. To help reduce the chances of
arwone idertifying you | will use a false name and will remove, or amend, idertifiable
infarm ationwhen writing about you,

331



All datawill be securely stored in accordance with the Data Protection Act 20158, Electronic data
will be saved on a password-encrypted laptop, in folders only accessible by me and my
supervisars. Ary paper docurnerts will be locked in filing cabinets oh University security
controlled premises [(an office and a building that both require kew-card access). Arw
identifiable data will be kept for 15 vears after the campletion of the research and then
destroved.

Cardiff University is the Data Controller for this study and is committed to respecting and
pratecting your personal data in accardancewith DataProtection legislation. The Universty hes
a Data Protection Officer who can be contacted at inforequest@cardiff.ac.uk. Further
informati on about Data Protection, including wour rights and detail s about how to contact the
Irfarmmation Carmmissioner s Office shouldyvouswish ta cornplan, can befound on the Cardiff
niversity wEbsite: hitps: /ey cardift. ac. uk, public-information, policies-and-
procedures,/data protecian

Will my GP be inform ed that | am taking part in the study?
Y es, withyour permission, wewillinformyour G P, of your participation inthe study.

What will happen to the results of the study?

| willwwerite a report, and publish a series of articles, whidwill includewhatyou and other
voung people have saidinthe questionnaires. However, | will nat include wour or aryone else’'s
narnes, ar ary informationthat could i dentify you,

Who is organising and funding the study?

The study is part of Gavinlohr's Doctar of Philosophe (PRD) degree. This adaol escent unit has
agresdtotake partinthe study. The study is sponsored by Cardiff University and is being
funded by Health Board and knowel edge Econary Skills Scholarships (KESE2).

Who has reviewed the study?

This study has been given favourable opinion by [Mame] MHS Research Ethics Committes and
has been approved by R&D Office,

Contact for Further Inform atien: G avinJohn, Lead Researcher. School of Healthcare Sciences,
College of Biormedica and Life Sciences, Cardiff Universty, 12t Floor Eastgate House, 35-43
Mewport Road, Cardiff, CF2M 0AR. Ermnal - JahnGE@cardiff.ac uk

Prafessar Ben Hannigan, Academic supervisor. 5 chaoal of Healthcare sciences, Caollege of
Biomedical and Life Sciences, Cardiff Universty, L2t Floor Eastgaie House, 35-43 Newport.
Road, Cardiff, CF24 0AR.

Dr Micola Evans, Acadernic Supervisor. 5chool of Hedthcare Sciences, College of Biomedical and
Life Sciences, Cardiff University, L3t Floor Eastgate House, 35-43 Newport Road, Cardiff, CF24
OAR.
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Dr RebeccaPlayle, Academic supervisor. Health ServicesResearch $tati stics Group, Centre faor
Trials Research, College of Biomedical & Life Sciences, Cardiff Universty, 4th Floor, Meysdd
Meirionmedd, Heath Park, Cardiff, CF14 4% 5.

Thank you for taking the time to read this inform ation sheet and for considering taking part
in this study.

[Wersion 2, 20/11,2012] IRAS Number 250127 Young people’s social connediors during inpatient
mental health care
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Appendix 16 — Assent form for CYP aged 11-15 interviews and
observations

Participant |dentification Murnber:
Study Title: ¥ oung people’ s social connections during inpatient rnenta health care

ASSEMT FORM For Children Aged 11-15 — Intervievs, Observations and M edical Motes

Young Person

Wersionl dated11,10,/2015

Matne of Researcher: Gavinlohn

(tobe completed by the child and their parent,/carer)

Child {or if unable, parent ontheir behalf) Avoung personto cird e all they agreswith;

Has sormebody explained this study tosyour YesMo
Do you understandwhat this study is about? Yes/Ma
Hawveyaou asked all the questions youswanty Y esiMo
Hawveyou hadyour questions answered in away vou understandy Yes Mo
Do you agreetotake part inthe studyy Y esiMo

If arry ahswers are ‘no’ or you don't want to take part, dor't signyour narme

[Wersion 1, 11/10,2012] IRAS Number 250127 Youne people’s social connediors during inpatient
mental health care
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If wou do want totake part, vau canwwrite your harme below
ILIT FIEETI . . oot ee e e e ee s emee e ee et see et e e s e ee e e tm s ne s emermt e e e e

I U

= Ty Tl = L = = O
DI ettt ettt ettt e e e s et s e s e e

The researcher who explained this project toyou needs to signtod;
1 = =SSR
=

[Wersion 1, 11/10/2012] IRAS Number 250127 Young people’s social connediors during inpatient
mental health care
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Appendix 17 — Caregiver consent form for CYP aged 11-15 interviews
and observations

Farticipant |dentifigtion Number:

Study Title: Youne people’s social connections during inpatient mental heatth @re

COMSEMT FORM — Irterviewe, Observatioreand Medial Motes
Parent/Carer

Yersion 2 dated 20/11/2012

Title of Projed: Young people’s social connecions during inpatient mental health care
Mame of Researcher: Gawin John

Pleas= inital
all boyes

1. | confirm that| hawe readand understand the information sheet dated 30711,/2018
[version 2) for the above study. | have had the opportunity to consider the
information, &k questions and have had these answeradsatisfactoriby.

2. lunderstandthat my child’s participation is woluntary andthat| am freeto withdraw:
mey child at any time wit hout i~ine any resson, without their care being affe cted.

3. lunderstandthat relevantsections of my child's medi@al notes and data collect ed
duringthestudy, may belookedat by individuak from Cardif University ar from
Research & Development Department,to ersure thestudy is being conductedinth e
risht manner. | give permision forthese individuals to hawe access to my child's
data, including medical notes.

g, | mgree for my childto take part inan interdiewand understand that th e interdew will
be audio reamrded.

. leive permision for my child's medi@l records to be read by the CardifUniversity
research team, and for notes relating to my child's connedioms to family, friends and
educationtobe madefromthese.

[Wersion 2, 20/11,2012] IRAS Number 250127 Youne people’s social connedioms during inpatient
mental health care
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B. leive permision for my child's care planning review and ward round meetings on the
wiardto be observed andfor notes about theseto be made by the Cardiff Univers ity
research team.

. Ieive permision for informationabout my child and theirexperiences to be used
inaresearch pmjed andthat ths information (including direct quotes from my
child’s interview) may beused inreports, artides and presentations. | understand
that my child’s identity willnot be known & infomation will be anomymised.

2. lunderstandthat my childs GF willbe informed oftheirpartidpation in this study.

9. lagreeformy childtotake partinthe abowe study.

Name of Parent/Carer Date Signature

Name of Persontaking comsent Date Signature

[Wersion 2, 30/11/2012] IRAS Number 250137 ¥oung people’s social connedioms during inpatient
mental health care
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Appendix 18 — Consent form for CYP aged 16-18 interviews and
observations

Participant |dentifiation Number:

Study Title: Youne people’s social connections during inpatient mental heatth @re

COMSEMT FORM — Interviene, Observatiorsand Medial Motes
Youre Person

Version 2 dated 20/11/2012

Mame of Researcher: Gawin John

Pleas== inital
all boyes

1. | confirm that| hase readand undarstand the information sheet dated 30711,/2012
[version 2] for the above study. | hawve had the opportunity to consider the
information, &k questions and hawe had these answeredsatisfactoriby.

2. lunderstandthat my partidpationis woluntaryand that | am free towithdras at any
time without giving any reason, wit hout my care being affeced.

EX lunderstand that the datacollededin this study, may belooked at by individuoals
from Cardiff University orfrom Research & Development Department, to ensure t he
study is being mndudedin the rieht manner. [give permssionfortheseindividu als
to hade access tomy data.

g, | mreetotake part inan interview and undestandthatthe interdiew will be audio
recorded.
. lgive permissionfor my medi@l remrd to be read by the Cardiff Univesity reseanch

team, and for notes relatinetomy connedioms to family, friends and edustionto be
made fromthese.

B. I give permEsion for my care planning review andward round mestines ontheward
tobe observedand fornotes about thesetobemade by the Cardiff University
research team.

[Wersion 2, 30/11/2012] IRAS Number 250137 ¥oung people’s social connedioms during inpatient
mental health care
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7. lgive permissionforinformation about me and my experiences to be used in a
research project and that this information [including direct quotes fram my
interview]may beusedin reports, articles and presentatiors. | understand that my
identity willnot be known & information will be anomymised.

2. lunderstandthat my GF will be informed of my participation inths study.

9. lasreetotake partinthe abowestudy.

Name of Participant Date Sienature

Name of Persontaking comsent Date Sienature

[Wersion 2, 30/12/2015] IRAS Mumber 250137 Young people’s social connediors during inpatient
mental health care
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Appendix 19 — Consent form for caregiver interviews and
observations

Farticipant |dentifimtion Numb er:

Study Title: Youne people's social connections durine inpatient mental health c@re

COMSEMT FORM — Irtervieme
Parent/Carer

Yersion 1 dated 11,/10/2 015

Name of Researcher: Gawin lohn

Plea== initial
all boues

1. | confirmthat| havereadand understand the information sheet dated 117102012
fversion 1) for the abowve study. | have had the opportunity to consider the
information, &k questions and hawe had these answeradsatisfactoriby.

2. lunderstandthat my partidpationis woluntaryand that | am free towithdrawat any
time without giving any reson.

3. lunderstandthatthe data collected during thestudy, may be looked at byindividuas
from Cardiff University orfrom Research & Dewvelopment Department, to ensure the
study is being @mndudedin the risht manner. | give permisionforthese individuals
to hawe access tomy data.

q. | 3greetotake part inan interview and undestandthatthe int erview will audio
recorded.
5. | eive permision for informationabout me and my experiences to be usedina

research project and that this information [including direct quotes from my
interview]may beusedin reports, articles and presentatiors. | understand that my
identity willnot be known & information will be anomymised.

b. | agreetotake part inthe abowe study.

[Wersion 1, 11f10f2015] IRAS Mumber 250127 Young people’s social connediors durng inpatient
mental health care
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Mame of Participamt Date Sienature

Name of Persontaking comsent Date Signature

[Wersion 1, 11/10/2012] IRAS Number 250127 Young people’s social connediors during inpatient
mental health care
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Appendix 20 — Consent form for ward staff interviews and
observations

Farticipant ldentifimtion Number:

Study Title: Youne people's social connections during inpatient mental health @re

COMSEMT FORM — Interviemeard Obsevatiors
Wfard Profe=icrak

Version 1 dated 11/10/201%

Name of Researcher: Gawin John

Plea== inital
all boyes

1. | confirm that | hawe read and understand the information sheet dated 111 0,20 15
[wersion 1) for the abowe study. | hawe had the opportunity to consider the
information, &k questions and hawe had these answeredsatisfactorily.

2. lunderstandthat my partidpationis woluntaryand that | am free towithdrawat any
time without giving any reason.

3. lunderstandthatthe data collected during thestudy, may be looked at by individuas
from Cardiff University orfrom Research & Development Department,to ensuret he
study is being @mndudedin the richt manner. | give permesionfortheseindividuals
to haee access tomy data.

g, | mgreetotake part inan interview and undestandthatthe interdiew will be audio
recorded.

. Igive permEsion tobe observed in care planning revwiew andward round me etings on
theward and fornotes about thesetobe made by the Cardiff University research
team.

b. | give permEsion for informationabout me andmy experiences to be usedina

research project and that this information (including direct quotes from my
interdiew] may beusedin reports, articles and presentatiors. | understand that my
identity willnot be known & information will be anomymised.

[Wersion 1, 11/10,2012] IRAS Number 250127 Younge people’s social connediors during inpatient
mental health care
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7. lasrestotake par inthe abowe study.

Name of Participant Date Signature

Name of Person taking comsent Date SiEnature

[Wwersion 1, 12/10/2015] IRAS Number 250127 Young people’s social connedions during inpatient
mental health care
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Appendix 21 — Assent form for CYP aged 11-15 questionnaires

Participant |dentification Nurnber:
Study Title: ¥ oung people’s social connections during inpatient menta health care

A5SENT FORM For Children Aged 11-15 - Questionnaires
Young Person

wersionl dated11,/10,/2013

Marne of Researcher: Gavinlohn

[tobe completed by the child and their parent/carer)

Child {or if unable, parent on their behalf) Avoung personto circle all they agreewith;

Has sormebody explained thisstudy towaour Yes Mo
Do wou under stand what this study is about? Yesiho
Haveyou asked all the questionsyauswanty? ¥es/Mo
Haveyvou hadyour questions answeradin away you uhderstand? Y¥es Mo
[ you agree totake part inthe studyy ¥es/Mo

If ary answers are ‘no’ aryou don't want totake part, don't sighyour name

[Wersion 1, 11#10/2012] IRAS Number 250127 Youne people’s social connedions during inpatient
mental health care
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If wiou do want to take part, you canswriteyour name bel ow

a1 TR

I o T

[T Ll = B
I | PSPPI

The researcher who explained this project toyou needs to sign too:
PIFTE T BT B, et e e e e
= SRS

[Wersion 1, 11/10/2015] IRAS Number 250127 ¥Young people’s social connedioms dunng inpatient
mental health care
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Appendix 22 — Caregiver consent form for CYP aged 11-15
guestionnaires

Farticipant |dentifimtion Numb er:

Study Title: Youne people’s social connections during inpatient mental health @re

COMSEMT FORM - Questionraires
Parert/Carer

Version 2 dated 207112012

Mame of Researcher: Gavin John

Plzasz= inital
all bones

1. | confirm that | hawe read and undestand the information sheet dated 20/11/2012

[wersion 2] for the above study. | have had the opportunity to consider the

information, &k questions and hase had these answeredsat isfactoriby.
2. lunderstand that my child's participation is woluntary and that | am free to wit hdrases

my child at any time without =iving any rexson, without their care being affected.
3. lunderstandthat data collected during thestudy, may be looked at by individuak frmm

Cardiff University or from Research & Dewvelopment Department, to emsurethestudy
is being conduded in the right manner. | give permesionfor these individuak to hase
access to my child's data.

i, | Z=ree for my childto take part by completingthree questionnaires.

E. | giwe permision for information about the experences of my child to be wmsed in a
research projed and that this information (induding arswers from the questionnaires)
may be usedin reports, articles and presentatiors. |und erstand that my child's identity
will not be known = informationwillbe anonymsed.

B, lunderstandthat my childs GF willbe informed oftheirpartidpation in this study.

7. | agree for my childto take partinthe abowe study.

[Version 2, 30/12/2018] IRAS Number 250127 ¥oung people’s social conne dioms during inpatient
mental health care
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Mame of Participamt Date Sienature

MName of Persontaking comsent Date SiEnature

[Wersion 2, 20/11,2012] IRAS Number 250127 Younge people’s social connediors during inpatient
mental health care
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Appendix 23 — Consent form for CYP aged 16-18 questionnaires

Participan‘t ldentifimtion Numb er:

Study Title: Youne people's social connections durine inpatient mental health @re

COMSEMNT FORM - Questionraires
Youre Person

Version 2 dated 301172015

Name of Researcher: Gawin John

Plea=e inital
all boues

1. | confirm that | have read and understand the infformationsheet dated 2071172015

[version 2] for the abowve study. | have had the opportunity to consider the

information, &k questions and hawe had these answeredsatisfactoriby.
2. lunderstand that my participation is woluntary and that | am free towithdrew 2 amy

time without giving any reson, without my care b eing affeded.
ER lunderstandthatthe data mlleded in this study, may be looked at by individuak from

Cardiff University orfrom Health Board's Research & Dewslopment Depart ment, to
ensure the study is being conducted in therieht manner. [give permisionforthese
individuals tohawe access to my data.

g, | mgreetotake part by mmpleting three questionnaires.

5. | give permission for information about me and my experiences to be used in a
research projed and thatthis information (induding arswers fromt he questionnaires)
may be used in repons, artides and presentations. | undestandthat my identitywill
not be known & informationwillbe anonymeed.

b. lunderstandthat my GF will be informed of my participation inthi study.

T | mgreetotake part inthe abowe study.

[Wersion 2, 30/12/2015] IRAS Mumber 250137 Young people’s social connediors during inpatient
mental health care
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Name of Participant Date Sienature

Name of Persontaking comsent Date Signature

[Wersion 2, 20/11,2012] IRAS Number 250127 Young people’s social connediors during inpatient
mental health care
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Appendix 24 — Tier 4 CAMHS Referral Pathway

REFERRAL PATHWAY

Request for assessment received from
CAMHS Consultants werking in
Tier ¥

¥ kL
DURING OFFICE HOUR 5: OUTSIDE NORMAL OFFICE
HOURS:

* Telephone call received at
[unit] followed up by referral
form.

« Arrangements made for
Inpatient Tier 4 CAMHS
Consultant and Semior Staff
Murse / or Nurse in charge fo
as8ess.

* In cases of emergency, and
unable to assess within 12
hre, referrer and CAMHS
Caonsultant discuss by
telephone.

Telephone call received at
[unit] followed up by referral
form.

Arrangements made for
Inpatient Senior Staff Murse /
Murse in Charge o take part in
assessment being undertaken
by referrer as best as possible.

| )

) )

Decision made
by referrer and
CAMHS
Consultant to
admit to [umnit]
Senior Staff
Murse / Murse in
charge ensures
safe staffing
levels

Decision made
by assessors
that admission is
inappropriate
Advice /
formulation
provided by Tier
4 CAMHS
Consultant as to
alternative
solution

Decision made
by assessors to
admit to [unif]
following
consideration of
capacity, safe
staffing levels.

Decision made
by assessors
that admission

is inappropriate.

Referrer
identifies
alternative
solution.
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