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Research Proposal

Investigating Mursing Staff Attitudes and Coping Strategies on Deliberate
Self-Harm in Patients diagnosed with Personality Disorders or Intell ectual
Disabilities and who are situated within Medium-Secure Hospitals within

the United Kingdom.

Introduction:

Deliberate self-harm (DSH) Is intenfonal damage to one's own body,
without intention for death (Mcallister et al, 2002}, Statistics have shown
that within the UK DSH has increased over the past 20 years, therefore
making the phenomenon an international healthcare problem. Many
Clinicians refer DSH complex and misjudged (Hawton et al, 2012), due to
the repettveness hard to deter (Rayner and Warner, 2003) and that the
frequency of DSH increased suicide-risk - despite no intentions to die
(Hawton et al, 2012), Therefore, It 1s important that services and support
for individuals engaging in DSH are improved (Department of Health,

D015).

Several research have suggested how DSH rates are known to be higher
in forensic secure and insttutional settings than in community or general-
medical sethng (Jeglic et al, 2005). Uppal & McMurran (2009) revealed
that nearly 31% all incidents in secure hospitals were related to self-harm
which is 1,749 incidents over l16-month period. However, Owens,

Harrocks and House (2002) reported that risk of further self-harm showed
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within 155 patients in the 12 months following an episode of non-fatal
suicide, and that in four vears following self-harm, the risk increased to

23%,

Secure hospitals have attempted to manage range of self-harm
behaviours, when suicidal attempt maybe low, Access to items to help
DSH tends to be unlimited, which increases risks (Sankar, 2011), Patients
often find creative methods to self-harm (Runeson et al, 2010). For
example, swallowing items or inserting foreign objects such as batteries
or washing agents (Sankar, 2011). Due to this, prevalence could be
higher in hospitalised services as self-harm is performed privately (Brown

& Beall, 2009).

Majority of research have focused on indviduals diagnosed with
personality disorders (PD) or mental health in relation to self-harm.
Previous research within prisons and ABE departments has attempted to
understand why self-harm occurs within these populations (Sarkar,2011),
yet avoiding how staff cope. Individuals diagnosed with PD display
difficulties in emobion regulabion which creates anger and low-moods. This
could be a coping technique used as a means of expressing distress from
trauma (Royal College of Psychiatrists, 2010). Prevalence for patients
with PD tends to be much higher with inpatients in secure services, with
rates of 67% meeting the diagnosis (Nock et al, 2006). When diagnosed
with PD, hospitalised patients are often stigmatized by staff (Hauk et al,

2013) due to the attitudes they have towards then reluctart towards



treatmenrt (Deans & Meocevic, 2006), According to Bodner et al (2015)
nursing staff respond to patients with PD with less empathy and more

negativity when they self-harm.,

Existing research into staff beliefs about DSH In patients with Irntellectual
Disabilities (ID) is limited which could be explained from the dfficulties
staff have within this patient group (Dick et al, 2010). Most research have
dedicated towards understanding aggressive behaviour as a form of
challenging behaviour, but not specifically on deliberate self-harm in ID.
Cooper et al (2009) found self-harm prevalence rate of 4.9% on 1,023
individuals with ID who were receiving inpatient support., Mesa &
Tsakanikos (2014) investgated athitudes with inpatent psychiatric staff
towards patierts with mild ID compared to patients with mental health,
Conclusions were made that staff were more negative towards 1D

population because they struggle to communicate and understand them.

Several authors propose that all individuals who self-harm experience
negative atbtude from healthcare staff. Wieners model of atribution
states that the attrnibutions individuals make regarding behaviour of
others can influence emotional and helping response (Weiner 1985 cited
in Hill and Dagnan, 2002). To date, research have concluded mixed
reviews on how staff view self-harm. Some authors report negative
attitudes, suggesting they have limited knowledge, skills  and

understanding (Shaw and Sandy, 20168) whereas, cthers provided positive



attitudes, stating they have hope 1n patient recovery If their behavioural

patterns change (Totfhagen et al, 2014),

Howeyver, the effect of managing and dealing with self-harm is challenging
for staff. Reports of negative attitudes and reacbons such as anger,
frustration, lack of empathy and uncertainty of how to react to self-harm
(Gibb et al, 2010} have been shown, Staff have previously suggested that
the reason for why they get emctionally affected i1s due to patient
emotions which transfers ontoc themselves, which may make staff
confrontational, which then may Initiate DSH (Totfhagen et al, 2014).
Exploring staff coping strategies after managing self-injury could help
further training programmes to reduce levels of emobonal reactons and
burn-out towards staff and to explore how they can manage their own
psychological wellbeing, When nursing staff manage verbal and phy sical
aggression within inpatient units, they often find social debriefing from
supervision or peers to be effective (Kerr et al, 2017). However, Chang et
al (2008) reported that the best coping strategies for managing
psychological wellbeing were escape-avoidance, distancing and self-
control, Happell et al (2013) found similar results. When nurses cope
with occupational stress they use strateges like avoidance, exercise,
sleep and alcohol uwse. Which links towards escape-avoidance and
distancing coping strategy. Mevertheless, some studies suggest that
problem-focused coping  strategies may prevent burnout, whereas
avoldance or emotion-focused strategies contributes (Ceslowtz, 1989,

cited in Chang et al, 20068). To date, no study within literature has



explored how staff cope after managing DSH in either of the two client-
groups, Dealing with self-harm is referred to be traumatic, Staff are often
put in the position of responsibility which may elicit clinical incompetence
(Rouski and Tatum, 2017) and high volumes of emotional exhaustion

(Gibb et al, 2010].

This study ams on exploring and comparing staff atbitudes towards
patients with either a diagnosis of ID or PD and DSH, within several
medium-secure hospitals. Both attitudes will then be equated to previous
literature on attitudes on working with patients with mental-health that
self-harm. Gaining more knowledge of staff beliefs could give greater
understanding in the way staff respond towards this challenging
behaviour, wthin these patient groups. Exploring attitudes will aid
training programmes for new and current nursing staff to increase
understanding of patients with ID or PD behaviour to thereby enhance

staff-patent relationship.

In additon, the study will explore staff coping strategies after managing
with self-harm behaviours within the two population groups. The benefit
of knowing the dfference between the two groups on coping responses
can ald understanding into what coping responses are beneficial for
nursing staff when dealing with self-harm within either patient group. If
staff cope with managing self-harm psychologically, the relationship
between themselves and patients may improve, which will impact on

recovery (Patterson et al, 2007), If staff are unable to cope with patients
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according to their diagnosis, then the focus on training needs to be
directed towards that patient group., Tofthagen et al (2014) suggested
that improving patients’ self-esteem by psychologically coping  with
challenging behaviours will help reduce patient distress and to ad them
developing other coping acts alternative to self-harm. Furthermore, this

study aims on exploring whether coping strategies influenced attitudes.

Hypotheses:

Hypothesis 1. All staff, despite whether working with patients with
Intellectual Disabilities’ or Personality Disorders” will show negative

attitude towards their DSH behaviour,

Hypothesis 2; Mursing staff who work with patients diagnosed with ether

I or PO will show no differences in atbhtude as to whether they can

effectively deal with patients that DSH.

Hypothesis 3: There are differences between staff empathy and perceived

confidence In assessing patents with ID that DSH, compared to those

diagnosed with PD.,

Hypothesis 4 After managing DSH, staff use "escape-avolidance’ in both

cliert-group.

Hypothesis 5: Staff coping strategies is an influential factor into staff

attitude towards DSH



Proposed Methods:
a) Participants

& G*power analysis for all analyses (See Appendix 7.0), showed the
largest sample size to be 107 for a significant to occur (Multiple-
Regression). This means that approxim ately 58 participants per group (PD
Group and ID Group) Is needed as minimum. On the other statistical
analysis, the G*Power analysis states that the total sample size neaded to
obtain significance for coping strategies is fifty -four when alpha 1s 0.05,
power I1s 0,95, 0.5 medium effect size, two groups (staff working with
patients with LD and self-harm and staff worlkiing with PO and self-harm)

MAMCOVA analysis).

Mursing staff will be recruited through opportunity sampling from forensic
medium secure hospitals that provides treatment for patients with
personality disorders and Intellectual Disabilities (Learning disabilities’)
and who have been sectioned under the Mental Health Act, 2007, Nursing
staff whom are above the age of eighteen and have either worked or
currently work on an Intellectual Disahbility ward or a ward with patients
diagnosed with Personality Disorder, will parbcipate. Recruitmert for
participarts will be gathered through social media, email
(msxla@exmal.notbngham.ac.uk) and through face-to-face verbal
advertisement, which will explain purpose and process of the study (See

Appendix 14.0).
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If participants are approached face-to-face, which will be done through
staff meetings or through staff canteen, they will be provided with the
participation information sheet and a writken link to the study. This way
the participants are not encouraged to decide straight away on whether

they will participate. This will also avoid social pressure,

Parficipants will be reminded that they have no obligaton to participate,
As participants are colleagues of the researcher, coercion could occur. To
avold coercion, personal attitudes towards self-harm will not be discussed
and the discussion of doing research as part of a thesis will not be

discussed, prior the research submission,

b} Procedure.

Two online links using the Bristol Online Survey will be created for both
groups that would take approximately 20 minutes to complete, Group 1
(staff who work with individuals diagnosed with ID) and Group 1 (staff
who worl: with individuals diagnosed with PD). Participants will self-select

either link by which type of ward they worl or have worked upon,

When clicking on either of the Bristol Online Survey links, all participants,
despite what group they are in, will be shown an information sheet that
states the reasons for why the study is being conducted and how valuable
their contribution 1s (See Appendix 1.0). Participants at this stage wll
be asked to provide their own unique code so that data can be removed

safely and anonymously, If they wished, Participants will also be informed

13



that there are no right or wrong answers and that their answers should be
based on their own thoughts about the matter and that data missing, due

to incompletion will be removed from the data set,

The participant will then accept, to proceed to the next page. If the
participant does not accept, then they will be transported to ancther page
which thanks them for their time. Participants will be reminded that they
do not have to answer all the guestions if they feel uncomfortable and
that they can change any questions throughout the study, unless they

confirmed their answers,

Paricipants that proceed further will be presented with a consent form
that asks participants consent in continuing with the study (See
Appendix 2.0). For participants refusing to consent, they will be thanked
for their time and asked to close the study. All participants during this
stage will be reminded that although they consent to partcipating, they

can withdraw during or after participation.

The first questionnaire will follow, which consists four demographic
questions based on their age, gender, job-role and length of experience
within their setting (See Appendix 3.1). Research has shown that
attitudes towards self-harm are related to several demographic and
employment factors with older and more experienced staff positive
towards DSH than younger, inexperienced staff (Samuelsson, Asberg &
Gustavsson, 1997). However, the reverse has been reported (Friedman et

al, 2008).
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The ADSHQ-DV and WoOCQ will follow which will contain the same
questions, structure and design in both links (See Appendix 3.2 & 3.3).
The only difference is to what patient group participants refer to, Both
ADSHD and WOCQ will have reminders after eight sets of guestions,

reminding them to refer to the patient-group they work with,

Lastly, the participant will receive debrief form (See Appendix 4.0)
which will thanlk: them for their participation, alongside a summary of
research purpose and contact detals involving the postal address for
participants to post their unigue code that will help remain confidentality.
Self-harm helpline and further support lines will be provided for
participants so that if they are affected by anything in the study they can
be provided with support, Participants will be advised to print out the
debrief sheet, so they can refer to theirr unigue code, If participants have
any printing i1ssues, then they can emall any researchers to resoclve this,
For individuals that may not have responded to the advertisement of the
guestionnaires via email, reminder emails will be sent out to participants
after a certain amount of time to thank those that have already
participated and to remind those that have not. No participart will be
pressured through emails or face-to-face to commit on participating to

the research.

Furthermore, participants that have no access to the internet or devices
will be provided a Samsung tablet from the researcher to obtan the

questionnaires, This will be away from the wards and from other

15



participarts in a guiet area. Researcher will also be away from the

participant when they are conducting the research.

c) Measures

Three guestionnaires will be administered to all partciparts. The first
questionnaire will consist of demographic questions. These nclude
question regarding their gender, age, job-role and length of experience
(LoE) staff had within the service (See Appendix 4.1). Secondly, the
Dutch version (translated to English) of the Attitude towards deliberate
self-harm guestionnaire (ADSHQ-DV, Kool et al, 2015; Appendix 4.2)
will be administerad, following the Ways of Coping Questionnaire { WOCQ,

Folkman 8 Lazarus, 1988; Appendix 4. 3)

All questionnaires will be in the format of " Calibri (Body ), size 12, colour
black” so that partcipants can easily read the questions, A limitation with
the psychometric properties is the number of tems participants must
answer. This may be too many for some participants. Participarts are
required to answer 33 items in ADSHQ and sixty-six items in WOCQ,
However, participants are reminded that they can take a break from the

questions and come back to them later,

The ADSHQ-DV will be used due to having high internal consistency, in
comparison to ADSHO (Kool et al, 2015). Overall score 1s known to be
0.623 with scores of Factors 1, o = 0.809; Factor 2, o = 0.471; Factor 3,

a = 0,617 and Factor 4, o = 0,665,

16



d) Proposed Analytical Methods

Data will be analysed through SPSS. The ADSHQ-DV will be coded from
Kool et al (2015) coding methods to gather data for the total athtude and
from the four factors within, This would lead both data analysed through
MAMOWVA, The WOCD will further be analysed through MANCWVA on both
groups using the 8 coping strategies, Both analyses will answer the first

four hypotheses as stated.

& Linear Regression will be conducted on all factors within WOCQ and
demographic variables (age, gender, LoE and job-role) against the total
gttitude within ADSHG-DYV to test for multi-collinearly. From these factors,
a Multiple-regression would be analysed to see what type of coping
strategy or demographic variable influences attitudes. This would then

answer the fifth hypothesis.

e) Estimated Timescale

The study will take approximately S-morths for data to be collected,
analysed, and written up. Data will start being collected from April 2018

urtil May 2018, Data analysis and write up will begin July 2018,
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Nursing Stafl Attitude and Coping Strategics towards Deliberate Self-Harm within

inpatients diag nosed with Intellectual Disability or Personality Disorder.
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Abstract

Faychiatric nursing stall (N=139) working within UK medium-secure hospitals participated
in exploring attilude and coping sirategies towards deliberate sell-harm within in-patients
disgnosed with either an Intellectual Disability or Personality Disorder. Additionally, this
study explored whether coping strategies, age, gender, job-role and length of experience
influenced attitude. Using online survews, the Ways of Coping Questionnaire and Attitudes
Towards Deliberate Self-Harm Questionnaire (Dutch-Yersion) were administered. Besults
found that suall were negative wwards sell-harm and that two sivles ol coping siralegies were
significantly found. Seeking Social Support was significant for stall working with patients
diaggnosed with Personality Dhsorders, whereas Problem-Solving was significant [or those
working with Intellectual Disabilities. Mo significance was found between age, gender, job-
role or length of experience. A significant regression was found between coping strale gies
and attitude, which accounted for 22.2% varistion. Conlrontative Coping strategy was found

1 be the only significant, positive relationship wwards stafT attitude.

Foevwords

Attitude, Self-Harm, Intellectual Disability, Personality Disorder, Coping.
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Introduction

Deliberate  sell-harm  (DSH) s an
international health-care problem (Hawton
et al, 2012), defined by the National
Institute for Health and Care Excellence as
intentional  injury  cause by onesell,
without intending to die (NICE, 2013).
The phase is commonly used throughout
research 0 dispute  other  sell~harm
behaviours such as sccidental sell-harm
{(Nobakht & Dale, 2017). DSH can take
many forms, vel common methods include
cutting, strangulation, inserting  [oreign
ohjects, re-opening wounds and occluding
airways (James et al, 20012). Nobakht &
Dale (2017} idemified 40.5% of adults (18
wvears and owver) have engaged in sell-
harming behaviours, with males showing
higher prevalence (48%) than females

(33%).

Prevalence has often  been  debated
throughout  research  which  could  be
explained by the complexity. For example,
Rayner & Warner (2003) stated how the
repetiliveness, frequency and severity is
difficult to measure a8 individoals may
Muctuate from mild w severe and unique
forms of DSH. Additionally, DSH can co-
oocur alongside  other  mental  health,
including  eating-disonders,  drog-abuse
(Greydanus &  Shek, 2008)  and
unintentional suicide (Hawton et al, 20012},
which can increase by 23%, il D5SH
continues after four-vears (Owens et al,

2002}

Ower the past twenty-vears, DSH within
the UK increased by 9% (Hawion et al,
2002), leading to approximately, 24K
pevchiatric admissions per year (Shaw &

Sandy, 2016).
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However, DSH rates are significantly
higher within forensic settings compared
o community services (Jeglic etal., 2005).
Uppal & McMurran (2000) revealed that
3% of incidents in secure-services were
related w DSH, which counis towards
1749 incidents in sixieen-month period.
However, this is nol surprising, as many
patients, despite becoming restricted (o
high-risk itlems, find alternative wavs o
pursue sell-harm (Runeson et al, 2000).
These include swallowing items, inserting
[oreign objects or refusing o eat (Sarkar,
2001} Nonetheless, with the current lack
of awareness of such behaviour, research
within  secure-services  are  limited
{Tofthagen, Telseth & Fargersirim, 2014).
This could be rom the governments lack
of investment in trealment or (raining
{(Sarkar, 2011: Roval College of

Psychiatrists, 2000).

Several research have found that patients
often feel that when stall show apgpressive
and confrontational personas, they avoid

responding to pahents’ needs (Cormunons-

Treloar & Lewis, 2008). Commons-
Treloar & Lewis (2008) additionally states
how this might make patients initiate
further D5H, which could increase
severity. Therefore, stall attitude s an
important concepl within patient recovery.
Staff aminde could be influenced by
attributions.  This  may  influence  their
emotional  and  helping  responses.  In
relation 1w DSH, the Wieners Attribution
theory (Weiner, 1985) suggests attitude are
influenced by whether others perceive the
behaviour within control. Behaviours that
are percei ved bevond control would enable
positive  attilude,  whereas  behavious
within control would be negative (Dick et

al, 2010).

Within the current literature, research have
used qualitative research 1w explore
altitude within acute-services upon DSH.
Results have shown both positive  and
negative  attitude,  despite  ages  and
expeniences (Shaw & Sandy, 2016; Gib
et al, 2000). Rouski, Hodge & Tawm

(2007} and Tolthagen, Talseth

(2]




& Fargerstrom (2014) found safl who
were positive lowands patients recovering
from DSH, helped patients adapt 1o
alternative  methods  when  [acing
cognitions that may have lesd them o
D5SH. Lindgren et al (2001} further found
positive  attitude in sl who  adopled

supportive and [oslering reperioires.

Authors who report swall showing negative
attitude, proclaim how sl have limited
knowledge about DSH (Shaw and Sandy,
20016}, which lewds them into perceiving
that DSH will continue, irrespective ol
interventions.  McAllister et al  (2002)
found negalive attitude when
Attitude  owards

implementing  the

Deliberate  Self-Harm Questionnaire
(ADSHO)) 1w Avstralian  nurses  within
emergency  departments. Stall portrayed
negative demeanour, with no empathy,
which was concluded by the wvears ol
experience influencing attitude. However,

experienced sl were reported mome

supportve within Conlon and O Tuathail

{2012) research. Reversely, Gibb et al
(20000 found  no significance  with

experience and attitude towards DSH.

StafT attitndes towards patients with

Personality Disorder (PD)and DSH

Throughout the literature upon  DSH,
esearch have lacked understanding as o
the type of patients within secure-services
that DSH. Bodner et al (20011) states that
within secure-services 41% of individuals
with Borderline PD diagnosis will engage
in over [ifty DSH incidents during their
section.  However, despite prevalence

unknown, patients  with  other  PD

diggnoses, do DSH (Ayodeji et al, 20035).

Cumrently, studies have often found that
basad on the disgnosis alone, stall portray
negative atlitude, by believing that patients
with  FD cannot  recover (Deans &
Meocevic, 2006), potentially because of
stigmatisation from their diagnostic label

Hauck et al, 20013). Therefore, stafl

(2]




portray negative-regard, by ceasing Lo see
each patient a8 individuals. This then
results stall o avoid exploring  reasons
behind each behaviour (Commons-Treloar
& Lewis, 2008). Showing negative-re gard,
will enable staff w concepualise that
patients who commit the same behaviours,
do it for similar reasons, thereby they
should be treated the same (Dickinson &
Hurley, 200 1). Negative-regard was shown
in Bodner et al (2005} study where nursing
stalT claimed that they are less empathetic,
and that they believe that when certain
behaviours are porraved, they  signal
attertion.  James & Cowman  (2007)
reported similar findings. They found that
BO% nurses viewed those with PD difficult
and dangerous, which made 84% of nurses

find inemcting with them dilTicult.

Throughout  the  decade,  research
exploring how stall within secure-services
perceive DSH wowards patients diagnosed
with PD is limited. Yet, since prevalence

for PD tends 1o be higher with inpatients in

secure-services, with rates of 67% meeting

the diagnosis (Nock et al, 2006), previous
studies upon attitude towards DSH could
have been reported in o patients  with

undiagnosed PD.

Cumently, research that has specilically
explored DSH in patients with PD has
found that stafl report anger and frustration
when they are faced with DSH (Deans &
Menocevic, 2006. Bodner et al, 2011).
Mevertheless, when ADSHO-DY had been
applied within US  in-patients who  are
diggnosed with PD (5ee Hauck et al,
2003), attitudes were more posilive  in
comparison o that of Bodner et al (2001}
and McAllister et al (2002). Similar resulis
were shown in Commons-Treloar & Lewis
(2008) research where conclusions were
made base on how sall understood the

disorder and the patients’ difficulties.

Stafl attitndes towards patients with

Intellectual Disabilities (ID) and DSH

The term 1D is used frequently throughout

esearch, in which the professional term
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replaces “Leanung Difficulbes’ (BILD,
20018).  Research  has  shown  that
individuals — with I are  often
misunderstond  (Mesa & Tsakanikos,
2004). This may be because perceplions on
changing behaviours like DSH is difficult
{(Lau & Cheung, 1999} Mesa &
Tsakanikos  (2004)  investigated  and
compared stall attitude wwards patients
diagnosed with ID or mental health. They
concluded that swaff felt least confident at
communicaling or empowering patients
with 1D 1w overcome their challenging
behaviours. This  then, according (o
patients, influenced their recovery, as the
patients felt worthless and disempowered

{Doner et al, 2000).

Existing research into stafll beliel on
individuals with ID and DSH is limited,
which  could be explained by swll
perceiving DSH less priority than other
forms of challenging behaviour, such as
appression and  violence (Donner et al,
200107, However, because prevalence of

DSH varies from 4.9% o0 24% within 1D

inpatients units (Cooper et al, 2008 with
common behaviours being head-bangin g,
hiing, cutting and ligating (Chester &
Alexander, 20018), DSH s conceplualised
as @ challenging behaviour, that needs
further investigation, especially il atimde
towards such population are misconstrued

(Scior, 2001).

50 [ar, research has explored stafl beliel in
acute-services about why patents with 1D
DSH. Using Q-Methodology, Dick et al
(20007 dentified fve positive viewpoints
that showed how stafl viewed DSH as a
communicative  way  of  modilving
emotions,  However,  stall  stigmatised
patients, believing that DSH is part of their
diggnosis,  which  they cannot  control
behaviours. James & Warner (2005) found
similar  results.  Sw@fl  appeared 1w
understand the nature of DSH in patients
with D, wet they became hostle by
viewing the behaviour as a method for
manipulation, which made them become

less  confident  in responding  w the

beehaviour.
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Coping strategics after managing D5SH

Responding o DSH within secure-services
has  been known 1w influence siress
(Karman et al, 20015). Nursing swaff are
placed in positions of responsibility in
which their duty is w protect patients from
harm (Gibb et al, 2010). However, since
majority of patients who DSH, self-harm
in secrel (Runeson et al, 2000), stall have
reported how they have fell traumatised
and incompetent o intervene (Fatlerson et
al, 2007). They fear patients may comimil
suicide due 1w inensity becoming severe

{Rouski and Tatam, 2007).

Gibb et al (2000} identified siress when
stafl  within  secureservices  became
Mrustrated when responding to DSH. They
found that stafT lacked empath v because of
emational  ransference. A term  that
implies a ransfer of emotions [fom one
mdividual to another (Hollway, 2016).
This reflected upon Lazarus and Folkman
(1964) model of swress that swies, when
individuals  perceive polential  siressors:

perhaps threats of harm, they judge their

ability to manage the stressor, which

thereby influence attitude.

Therelome, how stall may cope alter DSH
could  support  the model and  could
mnfluence atiude. However, there is
limited research in relation w stall coping
strategies and DSH within secure-services.
Folkman et al (1986) identified eight
forms of coping strategies that everyvone
may use when a stressful event occurs, vet
this depends on how stressfol that siuation
is perceived o that individoal. All coping
strategies can be found within Appendix

4.3

Seeking social support has been found 1w
be the common, vet effective strategy at
decreasing siress in any given siuation
(Fawzi-AbuAlRub, 2004) and used more
commonly  when  behaviours  like
appression are present (Hill and Dagnan,
2002). However, Escape-Avoidance and
Distancing  has  shown w0 increase
wellbeing  afler a  stmessful - encounter

{Chang et al, 2006). Escape-Avoidance

iefers w wishful thinking, where one may
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use sell-comforting strategies Lo repress

what  ooccurred,  whereas  Distancing
describes efforts 1o detach onesa Ll from the

siuation {Folkman et al, 1986).

Further research has shown that Problem-
Solving  sirategies has  been  beneficial
wowards  managing  stress,  yet when
compared 1o other siraegies Escape-
Avoidance remained more effective (Hill
& Dagnan, 2002). However, Ceslowilz,
(1989 cited in Chang et al, 2006); have
suggested  that  Problem-5olving  can
provide reverse effect al contributing

ow ands siress.

Current Research

Whilst previous  research  has  largely
[ocused on acule-inpatient admissions (See
Mesa & Tsakaniwos, 2004: Wilstrand et al,
2007 and emergency services (Conlon &
O Tuathail, 2012}, there appears (o he
limited research within the literature on
attitude within higher services on patients

diagnose with either ID or PD. The limited

research  within - mediom-secure  units
(MSL} currently have provided either,
qualitative research (Shaw & Sandy, 2006)
or  research  providing  small  samples
{Tofthagen, Talseth & Fagersiriim, 2014)
which could be criticised by lacking
validity.  Participants  may  have el
pressured o respond positively rather than
negatively  when  [ace-to-face  with
researchers (Dick et al, 2000). Therelore, it

is pertinent that research relating to MSUs

are quantitative.

The current research therefore aims on
exploring nursing stall atitwde within UK
M5Us on inpatients disgnosed with either
ID or PD. Brosdening participants o
several M5Us would give lilerature greater
understanding in stafl pemeptions towards

DSH.

To the authors knowledge, no current
research has explored how stafll within
M5Us cope after DSH. Thereby, this swdy
additionally  explores  this  within  both
palient-groups,

using  Folkman  and

Lazarus  (1988) coping  stralegies.
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Furthermore, this study explores whether
coping  strategies  influence  attitude.
Results from this may help M5Us develop
concrete understanding as 1w what coping
sirategies stall currently use and 1w prepare
new stall ino using these strategies Lo
benefit their wellbeing. In addition, if stafl
are aware of how thev cope, this could
lead o atitde changing (Wilstrand et al,
20007}, due 1o less siresses, which in trn
would improve patient recovery (Hauck et
al, 2003). Additionallv, this would help
provide evidence for the government o
mvest in funding specified in treatment
specifically for each patient-group and

DSH within M5Us.

Ajims

Five hypotheses that explores attitude and
coping strategies stafll within MSUs may
have on both adult population groups have
been conceptualised and are as follows:
Hypothesis 1 Despite whether working

with patents with Intellectual Dizabilites’

or Personalbty Dhsowders’, nwsing staff

will have a negative attitude owards DSH.

Hypothesis 2: Mursing stafll who  work
with patients diagnosed with either ID or
PD will show no dilferences in attitude as
1w whether they can effectively deal with

patients that DSH.

Hypothesis 3 There are differences
between sl empathy  and  perceived
confidence in assessing patients with 1D
that DSH, compared to those diagnosed

with PD.

Hypothesis 4: Aler managing DSH, stall
m both groups use ‘escape-svoldance’
COping sirategy.

Hypothesis 5: Coping siralegies is a
varighle  that  influences nursing  stafl

attitude oy kit s DSH.
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Partici pants

Using G*Power 3.0.10 for all anal yses, the
largest  sample-size  showed that a
minimum of 107 participants were needed
{See Appendix 6.0). Participants wem
firstly  collected  through  an - inclusion
critefion, that were mentioned  during
wlvertisements,  belore  participation.
Mursing stafl must have met the crileria of
working within an adult UK MSL with
gither patients diagnosed with PD or 1D,
However, due to the nawre of secure-
services, some stall mav work across both
patient types (Sarkar, 2001) Those who
did, had 1o decide on what patent-group

the v predominately work with.

Mursing stall included Nurses, Healthcane
Workers, Occupational Thempists  and
other s@all who had regolar contact with
the patients. The exclusion crileria were
stafT that had medical knowledge owards
patients. This incluoded Pswehiatrisis and
Commons-

Faychologists.,  Although,

Treloar & Lewis (2008) found no
conflicting  attitude  between  medical
professionals and nursing sll, their input

could potentially cause bias.

An  opportunistic sampling method
esulied inoa todal of 141 surveys
completed, vet two participants failed w
complete the key sections within the
survey, leading o their data destroyed.
Data from 139 norsing stall between the
ages of 18-56 (Mean = 32) who worked
within UK adult MSU with  patients
diggnosed with ID or PD was used in the
analysis (Male =14, Female = 122). Full
participant characteristics can be found in

Table | and 2 (Appendix 5.0).

Between-5ubjects Design

Data was collected online between 6%
April o 30™ May 2018, using two separate
surveys [acilitated by the Bristol Online
Survey™. Both survevs were distributed
anonymously  through  emails,  media
{Facebook,

i SR 5 Twitier)  and
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discussion forums that related towards the
targel sudience. This was so that coercion
wias avoided. The authors were aware that
participants could be colleagues, which
may have made them [eel pressured 1o

partake or respond biasedly.

Sell-reported  methods  were  used  for
pracucality purposes. Analvses from the
data would be easier w measure and
quantifly and that participants could repon
quicker  their perceptions 1w each
statement. Participants self-selected either
survey, which depended upon the patient
group  feither 1D or  PD)  they
predominately  worked with. All
participants  were reminded within the
advertisements  and  again within - the
participation  information sheet that they
could only participate in one survey. This
wis 0 minimalize attitudes transferring

[rom one survey 1o the other.

Both survevs contained three

questionnaires which followed the same
structure and content. These included a

demographic questionnaire, the ATDSHQ)

and  the WOCQ.  All questonnaines

adopled  quantitative  multiple-choice

questions throughout.

Ethics

The study  received  approval  [rom
University of Nottingham Faculty ol
Medicine & Health Sciences Research
Ethics Committee (See Appendix 1.0} No
major ethical issues arose during the
approval - process and no  means ol
deception was used within the swdy.
Farticipants were remindad that the swdy
wis not tmed, they were not obliged w
answer all questions and that they could

withdraw.

Procedure

After  selecting  the appropriste  link,
participants wene presented with an online
information sheet (See Appendix 2.0),
which outlined the purpose,
confidentiality, and the benefits  the

esearch may  have. Researchers
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professional contact details were provided
0 that participants could contact any
researchers in case they had forther

questions.

FParticipants was reminded during  this
stage their rights o withdraw [rom the
research by posting their sell-made seven-
character pseudonym (o the address stated
within the two-week timeframe. This was
o ensure data could be  withdrawn
anonvmously  and  due  w the  time

conshamts of the researchers’

Following  the  information  sheet,
participants were presented with a consent
form (See Appendix 3.0) which had 10 be
accepled before the survey commenced.
This  provided evidence that  they
understiood  the nature of the research,
before participation. Those that did not
accept were thanked and were advised to
close the survey. Three questionnaires
[ollowed consecatively (from A ppendix
4.0} that periodically reminded them w
refer 1w their

patient-group.  All

questionnaires explained the purpose of

that  questionnaire before  parlicipants
proceaded.  Participants  were  [urther
reminded that they did not have 1w answer
all the questions and that they could
change any  questions, unless  they
confirmed answers, IT participants decided
o close the swdy, their responses would
be incomplete, meaning their data would

b destroved.

A debriel sheet (See Appendix 5.0),
summarising the purpose of the research
and contact detils followed. A reminder
of participants withdrawal nghts and self-
harm  help-lines, if they do  become
affected, were  additionally  sated.
Participants were advised o print out the
debriel sheet so that they could refer w
their personal pseudonvim, if they decided
o withdraw. Participants were reminded
not o email the researchers their
pseadonym, a8 this  would  breach
confidentality  as  their  email-sddress
would show,, but o post the pseadonvim,

using the postal address.

(=}




MMeasures

All three questionnaires contained the
same questions, structure and design. The
only difference s o what patient-group
participants referred w. Pamicipants were
reminded that they muwst refer o their
client-group when  answering  each
question. Reminders were shown after

eight questions on all questionnaires.

Demographic Q) vestionnaire

A demographic questionnaire was used o
provide an  owverview ol participants
characteristics of working within M5Us
within their patient-group. Five questions
were used o explore pamicipants gender,
ape, occupation and length of experiences
{LoE}) of working within their patient-

group (See Appendix 4.1).

Attitudes towards Deliberate Self-Harm
Duestionnaire -  Dutch Version

(ADSHQ-DV; Kool et al, 2015)

The ADSHOQ-DV is an adapted version of
ADSHO) (McAllister et al, 2002) that was
translated from Duich w English. Using 4-
point Likert scale, the scale remained
consisted w the original by showing the
same 33 question-items that wemre used 1w
measure four-factors relating (o atlitude.
The only difference is how easch [actor
were onded in relation o the four-factors
{See Appendix 4.2). The ADSHQ-DV
wis used due w high internal consistency
compared o the original, when resulis
were analyvsed in Kool et al (2005) swdy.
The owerall Cronbach Alpha was 0062,
compared o 042 (See Appendix 4.2.1).
The wial score on the ADSHOQ-DV was
then calculasted as the sum ol the ratings
for the 33 ilems (possible score mnged 33—

132y 1w dictate  the towal  amiode.




The Ways of Coping Questionnaire

(WO (); Folkman & Lazarus, 1988)

The WOCS @5 widely used self-
administered coping measure designed 1o
wentily coping strategies individuals use
within stressful situations  (Folkman &
Lazarus, 1988, See Appendix 4.3). The
current study  adapted the wording ol
WOCOQ o make it specilic towards
patients that DSH. Participants answer 66
questions  through  4-point  Likert  scale
based on how they cope afler managing
DSH  within  their patent-group.  lems
were scored following Folkman & Lazarus
{(1988) coding methods w obtain data for

the eight coping stralegies.

Rexrodde, Petersen & O°Toole (2008)
found that WOCOQ has been consistently
reliable throughout research. In their study,
the reliability across subscales ranged [rom
060 tw 075 which showed high
reliability.  Therefore, they concluded
WOCOOQ appropriate scale for measuring

COPING W CETlain conte xis.

Resulis

All data were tesied using 5PS55-24 for
nonnality  and  parametric  assumplions
before analvsis. Data for both sititude and
coping strategies showed skewness o be
bevond normal range (Appendix 8.1 &
B4 Descriptive statistics [or paricipants
charactenstics can be found in Table 4 and

5 (Appendix 6.4).

Firstly, one-way MANOVA assumptions
were explored for both scales. From the
four assumptions outlined  within Field
(2009, Appendix 9.0), both data-sets did
not meet the Muoltivariate assumption of
Mormality. This equated data 1o be non-
parametric. Since Field (2006) outlined no
alternatives for MANOVA when esis do
ol meel  paramelric  assumplions,
transformations  were used o avoid
skewness (See Keselman, 2005). Despite
transforming data, both data sets remained
skewed (Sce Appendix 82 & BS)
Therefore, MANOVA was terminated as

iesulis would become insccurate (Feld,

2004 Subsequently, Mann-Whitney U-

(2]




Tests (MWU-T) were analysed for both
groups in relation to each factor within

ADSHOQ-DV and within WOC Q).

Mann-Whitney U-Tests

To answer the first hypothesis, resulis
showed that stafl overall attitude owards
DSH of those working with 1D (Group 13
Mdn = 65.00), did not significantly differ
o stall working with patients diagnosed
with PD {(Group 2. Mdn = 65.00), U =

21860, z = .96, ns, r = .08 Both

groups  showed negative attitude, which
wias  indicated by their mean  scom
{Possible score ranges 33-132, Kool et al,

2015).

Each [actor within the ADSHQ-DY were
additionally explored wsing MWLU-T, 1o
help  answer the second and  third
hvpothesis. The MWU-T revealed
significance in Factor 2. Stall in group |
(Mdn = 20000} had greater perceived
confidence in assessing DSH, than those in
group 2 (Mdn = 21000, U = 2(04.5, z = -

1736, p =< 0.05, r = .08, small effect

(Field, 200, However, group | did not
differ significantly in Factor 1@ Dealing
Affectively  with  Self-Harm (Mdn =
200000, Factor 3: Empathy (Mdn = 12.060)
and Factor 4: Coping effectively  with
hospital — regulations  (Mdn = 1150}
compared o group 2 Factor | (Mdn =
200000, Factor 3 (Mdn = 11.00), Factor 4
(Mdn = 13.00). MWU-T showed Factor 1,
U = 2403.00, z = -0.038, ns, r = (.0,
Factor 3, U= 212550, 2 =-1.218, ns, r = -
0 10 and Factor 4, U=2054.50, &z = -1.517,

ns, r= - 13,

Another  MWU-T  was  condocted 1w
explore each swfl coping strategies in
elation w both groups aller managing
DSH 1w help answer Hypothesis 4. Group
| differsd sigmficantly m the "Problem-
sobnng’ shatgy (Mdn = 12.00) than
group 2 (Mdn = 14.00), U= 17.13.0, 2 = -
2959, p = 005 r = -025. However,
sigruficance was shown for “Seekmg
soclal Support’ for Group 2 (Mdn =
I8.00) than those in Group 1 (Mdn =

15000, U= 19355, 2 = 2018, p<005, r
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= -(L17. Mo signilicant differences wen
found between the other five [actors.
Confrontative Coping (Ul = 21635, 2 = -

105, ns, r = -00W), Disancing (U =

21395, 2 = -L15, ns, r = -0.10), Self-

4085, ns, r =

Controlling (U = 2392.0, =
0000y, Accepting Responsibility (U =
20705, £ = -1.47, ns, r = -(L12), Escape-
Avoidance (U=21165, 2 =-1.25, ns, r=-
0.11} and Positive Reappraisal (U =

21295, &= -1.20, ns, r = 0.10).

Linear and Multiple-Linear Regression

To explore whether swall coping strategies
influence their amiwde wwards DSH
{Hypothesis 5) and whether stafl sex, age,
job-role and LoE influenced amitudes, a
linear regression was firstly tesied between
each univariations against total attitode
{5ee Tahle 3, (page 118). Resulis shown
there 1w be no swistcal  significance
between the demographic variables ol
Cender, Age, Job-role and LoE between

Total-Attitude, wet showing significance

between each copingstrategy and total-

attitude .

A Multiple-Linear Regression (MLR) was
then conducted  which  excluded  the
demographic variables and which  was
bootstrapped, due o prior data being
skewed.  However, before  analysis,
wssumptions  were  [irstly  tested (Feld,
2004 ) which revealed that the Normality of
Residuals was met, the independent erroms
were tenable (Output 1000} and that the

data was normally distributed across the

vatiables.

The MLE revealed a significant effect
between coping strategies and atitude (F
(8,130) = 4.647, p < 000, with an R of
222}, which accounted for 222%
varistion. As shown in Table 4. (Page
119, results found Confrontative Coping
w  be the one significant, positive
elationship towards DSH attitodes (1(126)
= 244, p = .05), whereas the rest showed

no significance.
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The  multicollinearity  between  each
variable was  analvsed by which the
average VIF was calculsted (Outpuot
11.0). This result showed that the value
exceeded | which indicates collinearity
(Field, 200#). Thereby causing either
Regression-bias { Boweiman & O Connell,
19940}, or the outcome that, because each
variable 15 significantly related w one
another, no matter how stafll cope afler
DSH (excluding Confrontative Coping),
this does not impact upon  atlitude.
However, from vsing Steins Formula, the
results show no cross-validity, meaning
that Fuwre research may show dilTerent

effects (Appendix 12,00,

Dyis cuiss bivin
Adtitode

To the researcher’s knowledge, tlus 15 the
first study exploring nursing stafll attitude
and coping strategies towards patients who
DSH and are disgnosed with 1D or FD

within UK M5SUs. For both groups, overall

altitude was  mostly  negative,  thus
supporting the first hvpothesis that sl
who work with either population will have
negative attitude wwards DSH. These
negative attitudes could be explained by
the stgmatisation and misunderstanding
stall have wwards patients with  these
diggnoses and DSH (Mesa & Tsakanikos,
2014} or wwards their beliel that DSH
cannol be changed (Lay & Cheung, 19949).
Therefore, those that project negative
attitude may also have Tmegatve regand’,
meaning that they perceive those who
DSH, commit © that behaviour for the
same reasons (Dickinson & Horley, 2001),
despite  research  indicating  multiple
precipitating  [actors  (Abidi, dia  and
Waqas, 20010)0. In relation o patients
situated within MS5Us, this could be based
on their diagnoses, which may lead sall w
only  wview symploms rather than the
individual  (Common-Teloar & Lewis,
2008). Mevertheless, this could be that

stalT view DSH lower priority compared o
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other  challenging  behaviours,  like

apgression (Donner et al, 2000).

Frevious research such as Deans &
Menocevic (2006) and Bodner et al
{(2001), who [ound anger and [rustration
common  feelings  stall  have  when
managing DSH in patients diagnosed with
FD' where partially supporied. This s
because negative attitude was similar, yet
the specific emotions could not be
determined soch as frostration or feeling
unprepared.  Reversely, research  that
explored DSH in patients with TD (See
Dick et al, 20010; James & Warner, 2005)
mdicated mostly positive attitudes wowards
D5H. However, negative attiludes wen
found, which were through stigmatisation

stalT had wwards 1D and recovery.

In relation o [actors embedded within
ADSHOQ-DV, resulis supported Mesa &
Tsakanikos's (2014) research who found
stall  reported  less  conlidence  in
communicating with ID patients that DSTH,
due o lack of empathy and sopport from

their service. The resulis showed no

significance for both groups in Factor 1:
Ability to effectrvely deal with DGH',
Factor 3: ‘Empathehc Appoach’, and
Factor 4: "Abibty to cope effectmrely with
hospmtal 1egulabions  tfowards DSH
However, within Group | (ID), there was
sigruficance m  Factor 20 “Percerved
confidence in assessment and referral ol
sell-harm  patients”, wheieas those m
Group 2 (PD) showed no signilicance.
This could be explained by patients with
PD being not as vocal and expressive than
those with D (Bodner et al, 2015}, which
may  continue  s@ll  w  perceive  the
complexity of PD (Hauck et al, 2013).
However, significance within Group 1,
could be explained by previous training
stall may have had prior participation.
Murses may have received management
skills throughout their norsing which may
influenced  thoughts  towards DS
Furthermore, these  results  alongside
overall negative attitude may  support

Wiener's Atbuton Theory m wluch

altitude are influenced by whether suafl
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believe there is control (Wiener, 1985).
MNevertheless, the second and  third
hvpothesis, in which both groups show no
differences in Factor 2 and Factor 3 were

supporied.

Coping

Results which explored how stall cope
[ollowing DSH, [rom using the eight
coping strategies showed that that coping
strategies alered depending on diagnosis
patients have. MNursing stall in Group |
(I,  mainly  vsed  problem-solving
strategies. This implies that safl manage
stress through solving what [actors may
have lead DSH to occur and then solve the
msue  quickly. Hill & Dagnan  (2002)
argues that when using problem-solving
approach alter a perceived siressful event
occurs, emolional exhaustion is reduced.
Individuals  feel  better  when  they
understand and manage the problem that is
causing  distress  (Folkman & Lazarus

19E8).

However, results shown that stafl in Group
2{PD} show no signilicance in problem-
solving, wet they seek social-support.
Whether the support is through oblaining
information  of  managing  emolions
{(Folkman & Lazarus, 1988) through their
organisation  of  from  colleagues, is
unknown. MNevertheless, this result s
therefore comparable o how stafl cope
within Hill & Dagnan (2002} and Fawzi-
AbuAlRub  (2004) research.  Although,
their research was not based upon DSH,
stalT sugpgested that using such strategy is
necessity and elfective during  stressful
encounters. Reversely, Commons-Teloar
& Lewis (2008) research found that saff
working  with patients with PD coped
through  social-support.  Stall wanted 1w
understand  from  other  colleagues’
petspectives  reasons  behind  such
behaviours.  This  partly  supports  the
current  research by sugpesting  how
problem-solving 18 used, but  through

social-support.
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Upon  reflection, these results  appear
contradictory. Sall report lack of empathy
within their attitudes, vet they attempt Lo
find  solutions  or  support  through
understanding  such  behaviour.  One
explanation for this could be compassion
fatigue overriding compassion satisfaction.
(Kelly, Runge & Spencer 2015). Safl may
try and become compassionate, vel they
become  exhausted  throogh  constant
secondary traumatic stress, in this case
dealing with D5H, that no empathy occurs
(Kelly, Runge & Spencer,2015). Owerall,
both  groups did not support  previous
research, (Chang et al, 2006 Hill &
Dagnan, 2002), nor did they support the
fourth hypothesis, which swates how safl
use escape-avoidance as means ol coping

with DSH.

Coping and Attitude

Lastly, results shown there to be no

relation  wwards  any  demographic

variables siasted towards atttude. This

conflicts with previous research that states
how expenences (Conlon and O Tuathail
2002y or gender (Commons-Treloar &
Lewis, 2008) LT PHC LS attitudes.
Mevertheless, the results support Gibb et al

(200100 who found no significance with

these variables.

Results  however, [ound  signilicance
between coping strategies and attitude, in
which  coping  accounted  for 22.2%
altitude.  Thereby, sopporting  our  last
hypothesis  and  Lazarus  and  Folkman
(1984) model of swess. Confrontative
Coping, where aggression is used w aler
situations, was the only predictor that
influenced amitwde. Nevertheless, because
each coping strategy shows signilicance
wowards one another, no mater what
coping strategy stafl may have {excluding
Confrontative Copingl, this will not affect
altitude. Other variables appear 1o be more
influential  towards  atitude  however,
because data showed collinearity, this may
have enabled regression bias ( Bowerman

& O'Connell, 1990},
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Strengths and Limitations

The findings from this study are novel and
clinically important. They provide insight
into how  stafl perceive and cope with
managing  DSH  on wdult  inpatients
diagnosed with 1D or PD within M5Us.
However, the online research design could
be criticized, as with all online research,
confounding variables may have occurred
and influenced the resulits, subsequently
altering the waliditv.  For instance, the
uncertainty  as  whether  participants
currently worked within M5Us, whether
they reflected wupon their experience
working within M5LU or whether they were
influenced by another perception whilst
completing the questionnaires.
Additionally, whether they worked with
patients diagnosed with 1D or PD at the

time of data collection cannot be assuimed.

Asking stall to reflect on how they cope
whilst managing DSH could be criticised.
Some  stafl may not have encountered
much DSH than others or may not be

aware of what behaviours are classified as

DSH. Furthermore, the retrospective self-
eport nature may also be problematic as
memaories can be misconstrued (Evsenck
& Keane, 2010), therefore stall recall of
coping mechanisms may nol be accumie.
Stafl may have reflected on what sirategies

they had before managing DSH.

Additionally, attitude is often multfaceted
which can be built prior w work., For
nstance, some participants may have had
personal experiences with DSH outside of
work. Such [actors were not explored,
which may have become confounding
varighle that influenced the bias within

e gression anal vsis.

The research assumed that coping with
DSH is  stressful  for  all  partcipants,
however those who are more exposed
DSH mav have higher resilience. Some
stafl may not have been exposed w DSH
as much as others. Exposure o DSH may
influence attitude rather than experience.
To explore this, [urther reseamch could
enquire how stressfol participants perceive

DSH w be compared with their coping
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shategies” and how often the v are expossd.
In addition, the study could have explored
perceptions a8 1w whether they perceive
DSH 1o be deliberate or not and how this
impacts on their attitude. Exploration may
further enhance support for  Wieners
Attribution  theory  (Weiner, 1985) that
would help further undersianding in stafl

attitude.

Furthermore, many stall that participated
may have worked across both patient-
groups. Therefore, their perceplions may
have interlinked, which may explain why
attitude from both groups were the same.
Despite the nature of working across units
within M5Us, this swdy anempied o
control  this  variable by reminding
participants throughout the swdy o refer
w the patient-group they predominantly
work  with.  Therefore,  minimising
interference ol aititude from other client-
groups that DSHL Future research needs w
continug being aware of this extraneous

factor and find possible ways of data o be

collecied where there s a chance thai

participants do not work with both patient-

groups.

Implications

This study has developed an understanding
wowards DSH within both D and PD
patients and how norsing stafl cope alter
managing DSH.  Since  the [lindings
outlined that stafl display negative attitude
and the use ol social-support or problem-
solving a8 common  coping  strategies,
training oould be implemented  within
services 1w enhance or educate stall inw
understanding why patents with such
diggnosis DSH (Bodner et al, 2001}, and
how stall could use their coping sirategies
effectively. The use of training may also
help stall w develop empathy as this may
strengthen stalf-patient relationship
(Patterson et al, 2007). Patients would
become  oplimistic  owards — treatment
(Dickenson & Hurley, 2011} because ol
staff showing “posiiree -regard’

Commons-Treloar &  Lewis,  2008).
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Furthermore, training could explore why
people may choose their coping strale gies
within that service, which may benefit

other staff.

Future Research

Exploring and comparing atlitude  in
different  seitings may  help  develop
concrete understanding of DSH in both
populations. Marzano, Adler & Ciclitira
(2013)  explored  jpmson  officers’
experiences Wwwards prisoners that DSH
within  prison  service. Findings  were
comparable (0 research within  secure-
services in which swall felt frostraed and
uneducated. This could be related wwards
the diagnosis  prisoners  may  have.
Therefore, explonng pnson officers’
attitude and coping strategies wowards PD
or 1D and DSH within this sewing may be

advantageous.

Re-engaging with this swdy by adapting
fethods  stated  within limitations could
conclusion

provide  more  profound

between  attitude towards DSH  within
M5Us. With  these adapiations and
exlranaous variables laken L
consideration,  future  reseamh  could
compare  atlitude  and  coping-siralegies
between  several UK or  international
M5Us, or those with different security,
wowards patients diagnosed with either 1D

or PD.

Rather than [ocusing upon stall duration
within their unit, sdies could investigate
whether the number of shifts per week
influences how many times they wilness
DSH, which may correlate woward attitude,
or whether attitude or coping towards DSH

changes over lime.

Additionally,  research  could  explore
whether other coping strategies are used
through using open-ended questions and
stafT perceptions upon them. The types that
were explained were broad, which mostly
could  refer within  Escape-Avoidance
strategy.  According o Abel  (2002),
humour is effective at releasing stress and

tension when facing stressful situations,
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which may be beneficial when stafl

manage challenging behaviours like DSH.

Conclusion

The present study found several resulis
that both  contradicted  and  supported
previous  research.  Majority  of  sall
portraved negative attitudes towards DSH,
repardless of diagnosis. Apart [rom Factor
2 "Perceived confidence in assessing and
referring self-harm’, both groups showed
that within each factor of ADSH), there
were no significance. Results  further
showed differences between stall coping-
strategies alter managing DSH within their
patient-group. Sl who work alongside
patients with 1D tend 1w use problem-
solving strategies, whereas stall who work
alongside patients with PD seek social-
SUPPOTL Lastly, coping  stralegies
mfluenced attitudes by 22.2%, supgesting
that there are stronger variables that are
more  influential.  Confronative Coping

wias shown o be the strongest indicator

that influences attitude positively. Having

significance from the other variables may
show that coping through any of them
sirategies  would not  majody  impact
altitude. Like majority of research, this
sludy provides limitations that need 1w be
rectified if future research implicates such
esulis. For  instance, atending 1w the
design  and  confounding  variables.
Mevertheless, the study provides strengths

that enables the swdy 1w be novel, sound

and valid.
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Investigating Mursing Staff Attitude and Coping Strategies on Deliberate
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Researcher: Sup ervisors:

James Alexander Inger Lydia Bullock
(msxla@exmail.nottingham.ac.uk) (mszlrb@exm ail .nottingham. ac.ulk)
Or Shihning Chou
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You are invited to participate in a research study for a MSc Forensic and
Criminological Psychology dissertabon project for the University of
Mottingham as you meet the requirements for participation, This study is
conducted by James Alexander Inger who is supervised by Lydia Bullock

and Dr Shihning Chou from the University of Nottingham .

The information we get from this study may help provide training
programs designed for healthcare staff within secure setbings to
understand self-harm behaviors on these populations and how staff can
cope after managing self-harm. If staff psychological wellbeing is
improved or mantained than this can positively impact on patients’

recovary,



What is the research code used for?

Having a research code allows researchers to recognize which data
belongs to which participant, whilst enabling the data to remain
anonymous., If you or any other participant would like to withdraw from
the research, then the data can be recognized from the research codes on

all the dataset provided and then removed,

If you want to withdraw vour data, then simply contact one of the
researchers with your unigque code through postage to James Inger,
Room B Floor YANG Fujia Building (formerly International House),
Jubilee Campus, Wollaton Road, Nottingham, NG8 1BB, UK and
your data will be then destroyed within 24 hours., Withdrawing through
postage helps the data to remain anonymous, Your research code, that
you provide will be on the information sheet, consent form and debrief

sheet,

The code you provide will be asked to be put on the consent form, all
questionnaires and debrief form. The code can be any numerical or
alphabetical figures but must contain 7 characters. It 1s advisable to make
your code 2asy to remember to y ourself only.
If you struggle with formulating a code, then having the first three |etters

of the month you were both, followed by the last three |letters of your
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phone number, followed by initial of last name would be ideal. Example

MNovboib9l.

What is the study about?
This study explores attitudes nursing staff have regarding deliberate self-
harm by patients with intellectual disabilities” or personality disorders
within forensic secure hospital. This study will also identify coping
strategies staff use to manage stress associated with  self-harm.
Addtionally, this study aims to identify any differences in attitudes or
coping strategies staff use working with either individuals with intell ectual

disabilities or individuals with personality disorders.

What will I have to do?
You will be asked to complete a consent form, followed by three
questionnaires which will take approxim ately 20 minutes to complete with
a total of 100 short, simple questions. These questonnaires will relate to
the patient group you stated you work with, This is either working with
patents with Intellectual/Learning Disabilities or patients with Personal ity

Disorders,

You will not be timed when completing the questionnaires and will not be
judged. You do not have to answer all the guestions provided but doing so
will berefit the results. Your participation i1s voluntary, and you may

decline to answer a question, and without giving a reason, You are free to
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withdraw at any point before or during the study by closing the browser
window, This will not affect vou in anyway and you will stll be allowad to
take part in the prize draw. The data will only be uploaded on completion
of the questionnaire by clicking the SUBMIT button, However, once you
have submitted your answers you will have two weeks to withdraw your

data.

Will the research be of any personal benefitto me?
For participating within the study, and to thank yvou further, you can be
placed within a prize draw for an &mazon voucher of £25, To enter, email
msxjal@nottingham.ac,uk the word "PRIZEDRAW", Even If you do not
complete the study or that you decide to withdraw then you can still be
able to erter the prize draw. Mot being able to complete the study or
withdrawing your data from the research will direct you to the debrief
form. More information on how the prize draw will be available on the
debrief. Please note that the email address you send will not be linked

with the research data you provide,

The inform ation that the researcher gets from this study will provide data
that will improve the knowledge and understanding of the effects and
attitudes self-harm implements on staff members. The study could be
utilised as data to impact on training for staff members within the future
to increase or adapt ther understanding of self-harm within these two

populations

&7



Wh at will happen to the information I provide?
Al the information vou provide during the research will remain
confidential and anonymous, Only your data from the quesbonnaires will
be used when reporting the research findings. You will not be asked for
your name or any other personal details, so it will not be possible for you
to be linked with the data. The UK Data Protection Act 1998 will apply to

all inform ation gathered within the questionnaires.,

We believe there are no immediate risks linked with this research study,
however, some questions may be sensitive. You are not required to
answer any questions you do not feel comfortable answering and are free
to withdraw at any point. It is advisable that If you do become upset from

the questions to seek support.

The data is for academic purposes only and will be stored on a secure
computer that only the three researchers can access. As the research is
based on personal opinions about the subject, any Information given for
the participation of the study wll not be judged. Due to the University of
Mottingham's code of research conduct, the information yvou provide,
including your personal information will not be kept for longer than what
Is necessary. This includes email addresses for the prize draw and that

research  data must be kept for a minimum of 7 years,
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Wh at will you do with the data?
The data will contribute to the researcher James Inger dissertation, The
results of the study may be published in scientific journals and presented
at scientific conferences.
If you would like a summary of the results, then you can contact the
researchers using the contact detaills above. If you have any guestions or
concerns, please don't hesitate to ask. We can be contacted before and

after yvour participation at the above address,

THANK YOU FOR YOUR PARTICIPATION

Contact Address: Other Contacts:
University of Nottingham Your LUne Manager
Jubilee Campus Psychologist at your
Wioll aton Road Institution
Mottingham Soclal Worker at yvour
MGE 1BB Institution
T: +44 (0) 115 9515151 Your Lead Murse
Postal Address for Mind Charity:
Room B Floor YANG Fujia F. 02085221725
Building (formerly E:
International House) suppartservices@mind.org.uk
Jubilee Campus Self-Injury Support:
Woll aton Road T: 0117 927 9600
Mottingham E:
NGS 1BB Infor@selfinjurysupport. org. uk
LK




Appendix 3.0: Consent Form

PARTICIPANT CONSENT
Centre for Forensic & Family Psychology
Division of Psychiatry & Applied Psychology

School of Medicine, Faculty of Medicine & Health Sciences

Unique Personal Code:

The code can be any numerical or alphabetical figures as you would like
but must contain 7 characters. If you struggle with formulating a code,
then having the first three letters of the month you were both,
followed by the last three letters of your phone number, followead by

initial of last name would be ideal, Example Nov669I.

Project Title:
Investigating Mursing Staff Attitude and Coping Strategies on Deliberate
Self-Harm in Patients diagnosed with Personality Disorders or Intell ectual
Disabilities and who are situated within Medium-Secure Hospitals within

the United Kingdom.

Researcher:

James Alexander Inger (msxjai®@exmail.nottingham. ac.uk)

Supervisors;

Lydia Bullock {mszlrb@exm all. nottingham .ac.ul:)

Dr Shihning Chou (lwzsc 1@exmall. nottingham .ac. uk)

Ethics Reference Number: 248- 1802
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Please Tick either YES or NO after reading each statement

YES

YES

YES

YES

1. have read and understood the Participant Inform ation Form and

what the study entalls?
NO
2. I know how to contact the researcher(s) if I have questions or
concerns about this study?

NO

. I am aware that this study may be sensitive as the topic focuses on

self-harm and that if completing this study affects me in any way [
can withdraw without giving reason?

NO

I understand that my participation 1s voluntary, and I am free to
withdraw at any tme during the study and the two weel:s after I
have completed the study?

NO

. I understand that to withdraw [ can give the researcher{s) my

personal unique code via post so that they can withdraw that data?

YES NO



6. I understand that the overall anonymised data from this study may
be used by other researchers in the future for research and teaching
pUrposes?

YES NO

7. I understand that data from this study might be used In academic
research reports or publications?

YES NO

8. Iam 18 or over and I am/had waorked in forensic secure hospital
with either patents with Intellectual Disabiliies or Personality
Disorders?

YES NO

9, I indicate my willingness to take part in the study voluntarily?

YES NO



Appendix 4.0: Questionnaires for the Study

Appendix 4.1: Demographic Questionnaire

Both these guestions are the same in both groups yet depending on the
patient-group staff work with 1s what they referred to. See Queston 3.
Those who work with ID, the below question of "how long yvou worked with
individuals diagnosed with PD at the place where you work’, was not

shown,
Please tick your answer,

1. What is your Gender?

o Male

o Female

o Other

2. Please state your age.

3. How long have you worked with Individuals diagnosed with
Intellectual disabilities’ (Learning disabilities’) at the place
where you waorlk?

OR
How long have you worked with Individual s diagnosed with

Personality Disorders at the place where you worl:?



Below 3 months

Between 3 - 6 months

Between 7 — 9@ months

Between 9 months - 1 year

Between 1 year — 3 years

Above 3 years

4. What is your job role in the place where you worl:?

o

MLurse

Healthcare Assistant

Occupational Therapist

Tther (Please State below):




Appendix 4.2: Dutch Version Attitudes towards Deliberate Self-
Harm Questionnaire (ADSHQ-DV) Questions

(Both Groups Received Same Questons)

Like the Demographic Questionnaire, staff answered according to the
patent-group they worked with, The "Intellectual Disabilities (Learning
Disabilities) that self-harm”™ were replaced with " Personality Disorders that

self-harm” for those 1n Group 2.

Al Questions were answered using a 4-point scale below EACH

QUESTION:

1= strongly disagree
2= Disagres
3= Agree

4= Strongly Agree

Coding: &ll score was coded and added periodically, Total Score were all
these totals combined. Scores range 33 - 132, With score 85 plus, being

high.
Factor 1: (Dealing Affectvely with Self-Harm)
15, 1, 23, 26, 8, 5, 10.

Factor 2: ('Perceived confidence in assessment and referral of self-harm

patients’)

13, 20, 28, 12, 19, 30
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Factor 3: '(Empathic approach’)

18, 21, 11, 14, 4, 2.

Eactor 4: (Ability to cope effectively with legal and hospital regulations

that guide practice”)

9, 16, 31, 6, 32, 33, 7.

This questionnaire consttutes of your own atbitudes and perceptions of
self-injury. Please answer the 33 items in relabon to Individuals with
Intellectual Disabilities (1 ing Disabilities) that self-l by
ticking the correct box below each statement. Please complete all

statements before proceeding to the next stage.

1. Cverall, I am satisfied with the contral I have in dealing with deliberate

self-harm patents in my unit.

IwJ

. There is really no way I can help solve some of the problems the
deliberate self-harm patient has.
3. Sometimes I feel that I am or may be used by deliber ate self-harm
patents
4, There is litde I can do to help deliberate self-harm patient change

many of the events that take place in their lives.

Ln

. I often feel helpless in dealing with the problems of deliberate self-

harm patients

BE



Please answer the 33 items in relation to Individual s with Learning

Disabilities that self-harm by tcking the correct box below each

statement

6. Sometimes I feel that I am being used by the hospital sy stem

7. What happens to me in this job mostly depends on me,

2. I feel useful when working with deliberate self-harm patents

9. The way the hospital systems work s effectively encourages repetitions
of deliber ate self-harm behaviours,

10, I feel asthough I have the appropriate knowledge in skills to help

deliberate self-harm patients.

Please answer the 33 items in relation to Individual s with Learning

Disabilities that self-harm by ticking the correct box below each

statement

11, Self-harm pabents just 'clog up’ the systems.

12,  Knowledge of referral sources is important when dealing with
deliberate self-harm patients.

13,  Assessing risk of future deliberate self-harm 15 an important skill for
me to have,

14, Dealing with self-harm patients 1s a waste of the healthcare
professional’s time.

15, I can deal effectively with deliberate self-harm patients



Please answer the 33 items in relation to Individual s with Learning

Disabilities that self-harm by tcking the correct box below each

statement

16, The hospital system impedes my ability to work effectively with
deliberate salf-harm patients.

17, Patierts who deliberately self-harm have been hurt and damaged in
the past

18, When a patient presents again with deliberate self-harm, I actively
use actions calculated to discourage her or him from coming back.

19, On-going education and training would be useful in helping me deal
appropriately with deliberate self-Oharm patients

20, Risk assessment 1s an important skill for me to have,

Please answer the 33 items in relation to Individual s with Learning
Disabilities that self-harm by ticking the correct box below each

statement

21, Patients who deliberately self-harm are just attention seekers.

22, Sometimes, when all cther actions have faled, I feel the need to
go to extremes when dealing with deliberate self-harm clients

23, Ifeel asthough I have the appropriate knowledge in counselling

skills to help deliberate self-harm patents



24, Referral of deliberate self-harm patients to external consultant
services for further assessment or treatment 1s an effective course of
action.

25, Self-harm patients are just using ineffective coping mechanisms,
Please answer the 33 items in relation to Individuals with Learning

Disabilities that self-harm by ticking the correct box below each

statement

26, I feel as though I have the appropriate krnowledge 1n of
communicaton skills to help deliberate self-harm patients

27,  Ifeel sorry for patients who deliber ately self-harm.,

28, Providng patients with deliberate self-harm information  about
community support groups 1s a good 1dea.

29, Self-harm pabierts are victims of some cther social problems

20, Patients who deliberately self-harm are in desperate need of help.

31. The legal system impedes my ability to work effectively with
deliberate self-harm patients.

32, I feel that patients who self-harm are treated less seriously by the
medical staff than patients with serious medical problems,

33, Sometimes people self-harm because their cultural beliefs condone

this practice when they are dealing with traum atic issues.



Appendix 4.2.1: Cronbach Alpha for the ADSHQ-DV (Kool et al,

2015).

Through Kool et al (2015) and Rexrode, Petersen & OToole (2008)
research, the ADSHQ-DV helped increase reliablity and internal

consistency through Cronbach Alpha by 0.20,

Megative words within the guestion-items were not reversed, as
proposed 1n the original version, Mcallister et al (2002) believed that this
would reduce response hbias, vet we agree with Kool et al (2015) that
since many items could be classified negative and that items are sensitive

to change,

The Cronbach Alpha in ADSHG-DV shown scores to be 0,623, with scores
of Factors 1; a = 0.809, Factor 2; 0.471, Factor 3: a = 0.617 and Factor

4: 3 - 0.665,

Whereas, the Cronbach Alpha in the ADSHG (See McAllister et al, 2002)
showed 0.42 for all the factors and Factor 1: o = 0.71;, Factor 2: a =
0.73; Factor 3, a = 0.67 and factor 4, a=0.57 for each factor (Kool et al,

2015).

Thereby, this study implemented the same coding techniques in the Dutch
version. However, negative worded items, such as, 'dealing with self-

harm is a waste of time’ were not reversed scored in this study .
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Appendix 4.3: Ways of Coping Questionnaire (WOCQ) Questions

All Questions were answered using a 4-point scale:

0 = Does not Apply to me / Not Used

1 = Used somewhat / Somewhat Applied

2 = Used quite a bit / Applied Quite a bit

3 = Used a Great Deal / Applied a Great Deal

Coding: &ll score was coded and_added periodically, There were NO Taotal

Scaore,

1. Confrontive Coping (Items &, 7, 17, 28, 34, 46)

hJ

. Distancing (Items 12, 13, 15, 21, 41, 44)

3. Self-Controlling (Items 10, 14, 35, 43, 54, 62, 63)

4. Seeking Social Support (Items 8, 18, 22, 31, 42, 45)

5. Accepting Responsibility (Items 9, 25, 29, 51)

6. Escape-Avoidance (Items 11, 16, 33, 40, 47, 50, 58, 59)

7. Planful Problem Solving (Items 1, 26, 39, 48, 49, 52)

2. Positive Reappraisal (Items 20, 23, 30, 36, 38, 56, 60),

This questonnaire consists of questions in relation to a stressful event

that you have experienced,

Before responding to the statements, please think about a situation where

you have dealt with self-harm within the patient group you worl: with.
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Please answer the 66 items by clicking on correct box below each
statement. If you can, please complete all statements before proceading
to the next stage.

If you would like to take a break from answering the guestions than you

may. There s no time mit on the questonnaires.,

0 = Does not apply to me/ Not used 1 = Used somewhat/
somewhat applied 2= Used quite a bitfapplied quite a bit
3 = Used a great deal/ applied a great deal.

1. I just concentrated on what I hadto donext = O 1 2 |3
- the next step.

2, I tried to analyse the problem to understand = O 1 2 |3
It better

3. I turned to worlk: or ancther activity to take W 1 2 |3
my mind off things

4, I felt that time would have made a 0 1 2 | 3
difference - the only thing was to walt.

5. I bargained or compromised to get 0 1 2 |3
something positive from the situation,

6. I did something that I didn't think would 0 1 2 | 3
work:, but at least I was doing something.

7. I tried to get the person responsible to W 1 2 |3
change his or her mind.

8. [ talked to someone to find out more about 0 1 2 | 3
the situation.

Please refer the item s to the patients diagnosed with
Intellectual/Learning Disabilities or Personality Disorder who self-harm.
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0 = Does not apply to me 1 = Used somewhat 2= Used quite

a hit 3 = Used a great deal
9. I criticised or lectured myself. 0 1 2
10, I tried not to burn my bridges, but o 1 2 3
leave things open someawhat,
11, I hoped for a miracle 0 1 2
12, I went along with fate; sometimes I 0 1 2
just have bad luclk,
13, I went on as If nothing had happened. o 1 2 3
14, I tried to keep my feelings to myself, 0 1 2 3
15, I looked for the silver lining, so to 0 1 2 3
speak; Itredtolook on the bright side of
things.
16, I slept more than usual, 0 1 2 3

Please refer the items to the patients diagnosed with
Intellectual /Learning Disabilities or Personality Disorder who self -

harm.
0 = Does not apply to me 1 = Used somewhat 2= Used quite
a hit 3 = Used a great deal

17. I expressed anger to the personis) 0 1 2 |3
who caused the problem,

18, I accepted sympathy and 0 1 2 |3
understanding from someone,

19, I told myself things that helped me W 1 2 |3
feel better.

20, I was inspired to do something W 1 2 | 3
creative about the problem.

21 I tried to forget the whole thing. o1 2 |3

22, I got professional help, 0 1 2 |3
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23, I changed or grew as a person,

'_I.
v

24, I wated to see what would happen
before doing anything.

0

Please refer the items to the patients diagnosed with

Intellectual /Learning Disabilities or Personality Disorder who self-

harm.
0 = Does not apply to me 1 = Used somewhat 2= Used quite
ahit 0 3 = Used a great deal

25, I apologised or did something to make = 0O 1 2 |3
up.

26, I made a plan of action, 0 1 2 | 3

27. I accepted the next best thing to what 0 1 2 |3
I wanted.

28, I let my feelings out somehow. W 1 2 |3

29, I realized that 1 had brought the 0 1 2
problem on myself,

30, I came out of the experience better W 1 2 |3
than when I went in.

31. I talked to someone who could do 0 1 2 | 3
something concrete about the problem,

32, I tried to get away from it for a while 0 1 2 | 3
by resting or taking a vacation,

Please refer the items to the patients diagnosed with

Intellectual /Learning Disabilities or Personality Disorder who self-

harm.
0 = Does not apply to me 1 = Used somewhat
a hit 3 = Used a great deal

2= Used quite
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33, I tried to make myself feel better by 0 1 2 | 3
eating, drinking, smoking, using drugs or
medication, etc.

34, I took a big chance or did something 0 1 2 | 3
very risky to solve the problem,

35, I tried not to act too hastily or follow W 1 2 |3
my first hunch.

36, I found new faith, o1 2 |3

37, I maintained my pride and kept a stiff W 1 2 | 3
upper lip.

38, I rediscovered what is important in 0 1 2 |3
life,

39, I changed something so things would o1 2 |3
turn out all right.

Please refer the items to the patients diagnosed with
Intellectual/Learning Disabilities or Personality Disorder who self-harm.

0 = Does not apply to me 1 = Used somewhat 2= Used quite
a hit 3 = Used a great deal

44, I generally avoided being with people, W 1 2 | 3

41, I didnt let it get to me; I refused to W 1 2 |3
think too much about It

42, I asked advice from arelative orfriend | O 1 2 | 3
I respected.

43, I kept others from knowing howbad | 0 | 1 2 | 3
things were,

44, I made light of the situation; I refused W 1 2 | 3
to get too serious about it.

45, I talked to someone about how I was 0 1 2 | 3
fealing,
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45, I stood my ground and fought for what = 0O 1 2 | 3
I wanted.
47, I took it out on other people W 1 2 |3

Please refer the items to the patients diagnosed with

Intellectual/Learning Disabilities or Personality Disorder who self-harm.

0 = Does not apply to me 1 = Used somewhat 2= Used quite
a hit 3 = Used a great deal

48, I drew on my past experiences; I was 0 1 2 |3
In a similar situation before.

449, I knew what had to be done, so 1 o1 2 | 3
doubled my efforts to make Othings worl:,

50, I refused to believe that it had 0 1 2 | 3
happened.

51. I promised myself that things would 0 1 2 |3
be different next time,

52, I came up with a couple of different W 1 2 |3
solutions to the problem .,

53, I accepted the situation, since nothing W 1 2 | 3
could be done.

54, I tried to keep my feeling about the 0 1 2 | 3
problem from interfering with other things,

55. I wished that I could change what had W 1 2 |3
happened or how I felt,

Please refer the items to the patients diagnosed with

Intellectual/Learning Disabilities or Personality Disorder who self-harm.,

[ 7 )




0 = Does not apply to me 1 = Used somewhat 2= Used quite

a hit 3 = Used a great deal

56, I changed something about my self. W 1 2

57. I daydreamed or imagined a better o1 2 | 3
time or place than the one I was in.

58, I wished that the situation would go W 1 2 | 3
away or somehow be over with,

59, I had fantasies or wishes about how 0 1 2 | 3
things might turn out,

&0, I prayed. W 1 2

61, I prepared myself or the worst, 0 1 2

62, I went over in my mind what I would 0 1 2 |3
say or do.

63, I thought about how a person I admire . 0O 1 2 | 3
would handle this situation and used that as
a maodel.

B4, I tried to see things from the other o1 2 | 3
person's point of view,

65, I reminded myself how much worse W 1 2 | 3
things could be.

66, I jogged or exercised after, 0 1 2 |3

(7]




Appendix 5.0: Debriefing sheet

PARTICIPANT DEBRIEF
University of Mottingham,
Centre for Forensic 8 Family Psychaology
Division of Psychiatry & Applied Psychology

School of Medicine, Faculty of Medicine & Health Sciences

Unique Personal Code:

The code can be any numerical or alphabetical figures as you would like
but must contain 7 characters.

If yvou struggle with formulating a code, then having the first three
letters of the month you were both, followed by the last three letters
of your phone number, followed by initial of last name would be

ideal. Example Novbe69l.

Date of taking part

Last Date of Withdrawal:

Project Title:
Investigating Mursing Staff Atbitude and Coping Strategies on Deliberate
Self-Harm in Patients diagnosed with Personality Disorders or Intell ectual
Disabilities and who are situated within Medium-Secure Hospitals within

the United Kingdom.
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Researcher: Supervisors:

James Alexander Inger Lydia Bullock
(mexlai@exmall.notinaham.acuk) (mszlrb@exmail. notingham ac.uk)
Dr Shihning Chou

(lwzscl@exmail.nottingham. ac. ulk)

I would firstly like to thank-you for your cooperation in completing the
study. The am was to explore nursing staff atbitudes towards self-
injurious behaviours of patients with either intellectual disabilities” or
personality disorder(s) within a secure forensic hospital, We believe that
exploring attitudes will aid training programmes that will increase staff
understanding of self-harm, within both populations and to enable staff to
develop positive staff-patient relationship with the patierts, which may
improve patients’ recovery (Maben and Wilkinson, 2012). The study
further explored coping strategies staff use after dealing with self-
injurious behaviours within both populations. This could further guide
training programmes for staff within secure setings to reduce the

emotional impact dealing with self-harm may have on the staff.



Entering the YVoucher Scheme Prize

We would like to thank vou further for completing the study so, because
of your participation, you are eligible for your name to be put into a prize
draw of winning £25 Amazon Gift VYoucher, To enter the draw, all we
require you to do 1s to emal the word "PRIZEDRAW"™ NOT your

unique code to ms:jai@nottingham.ac.uk, The winner will be emailed

through the email address yvou sent and will be notified on the 30% August
2018, 17:00,

With drawing { |

Just a reminder. You are eligible for your data to be withdrawn from the
research without giving any justification during or after the research. The
last day vyou can withdraw will be two weeks after the date you
participated., however this can be flexible, The two-week period is a

guideline so that researchers can analyse the data received,

If you would like to withdraw, then It is advised you to do this by either

posting to the university your unigue code (see above) or to give the code

to yvour line manager who will then pass the code onwards.

Please note If you emall the researchers your code, then vyour
identification may be revealed through your emall address you sent It

from. If emails were to be received, your data will be destroyed.
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If you are affected by the study

If you feel affected by any of the questions or content, then please do not
hesitate to contact yvour line manager or any other forms of management
such as hospital counselling or occupational health service within your

hospital or help charities such as MIND., Suggestions are listed below,

Again, I would like to thank- you for your partcipation. If you would like

result of the study, please feel free to contact any researcher listed below,

Researchers:

James Alexander Inger: (msxjal@exmail. nottingham.ac. uk )

Lydia Bullock { mszlrb@ exm ail. nottingham .ac.uk)

Dr Shihning Chou (lwzsc 1@exmall nottingham .ac. uk)

Contact Address: Other Contacts:

University of Nottingham Your LUne Manager

Jubiles Campus Psychologi st at your inshtution
Woll aton Road Social Worker at yvour institution
Maottingham Your Lead Nurse

NGE 1BB ind Charity:

T: +44(0) 115 9515151 T: 020 8519 2122

Postal Address for Withdrawal: | F: 02085221725
Room B Floor YANG Fujia Building E: supportservices@mind. org.uk

(formerly International House) Self-Iniury Support:

Jubilee Campus T: 0117 927 9600

woll aton Road E: infor@selfinjurysupport. org. uk
Maottingham

MGE 1BB

LIE




Appendix 6.0: Tables

Appendix 6.1: Table 1

[able 1. Participant characterisics of staff working with patients with

either ID or PD.

Males Female Mean HNurses Healthcare Occupational Other Total

Age Workers Therapist
Inteflectual a9 B3 33 45 23 ] 2 72
Disabilities
Personality a8 o9 31 36 27 2 2 &7
Disarders
Total 17 122 32 21 32 2 4 139

Appendix 6,2: Table 2

Table 2: Length of experiences for staff working with either patents with

ID ar FD.
Below Between Between Between Between Over Total
3 3-6 -9 9 1-3 3
Months Months Months  Months Years Years
-1 Year
Intellectual 2 0 2 & 25 37 72
Disabilities
Personality 2 2 5 4 22 32 67
Disorders
Total 4 2 7 10 47 69 139



Appendix 6.3: Table 3

Table 3: Univariations between each variable against total atbitude,

Independent Unstandardized Confidence Significarnce
variables E Coefficient Interval from
Lower Bound to
LUpper Bound
(25F)

Corfroniative 0.666 (0,41, 0,92) P<0.01
Coping

Distancing 0.266 (0,40, 0.49) P<0.05

Self-Controlling 0.380 (0.18, 0.58) P<0.01

Seeking-Social 0.509 (0.27,0.75) P<0.01
Support

Accepting 0,362 (-.001, 0.73) P=0.05%
Re sponsibility

Escape- 0,313 (0,15, 0.49) P<0.01
Avoidance

Problem-Salving 0.305 (0.08,0.53) P<0.05

Positive Re- 0,336 (0,14, 0.54) P<0.01
Appraisal

Gender -2.304 (-4.77,0.17) P=0.0%

Age -0.040 (-0.12, 0.04) P=0.05%

Length of -5.16 (-1.22,0.19) P=0.05
Experience

Job-Role 0.518 (-0.70, 1.73) P=>0.05



Appendix 6.4: Table 4

Results can be found in the "Coefficients Table™ within the CD (Page 79)
The reporting of Multiple Regression was guided from Field (2009,
page 252), which is the APA Format.

[able 4: Mulople-Linear Regression outputs for each coping strategy
against total-atbitude

B Std. Error B Beta
Constant o4.51 704 -
Confrontative 0.49 0.18 0.30*
Coping
Distancing 0.01 0,13 0.01*
Seff-Control 0.14 0.13 0.11*
Social Support 0.25 0.15 0.18*
Accep ting -0.47 0,26 -0.,21*
Responsibility
Escape 0.16 0.14 0.16*
Avoidance
Problem-Solving 0.06 0.13 0.05*
Positive- -0.0% 0.14 -0.04*
Reappraisal
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Appendix 6.5: Table 5

Table 5: Descriptive Stabistics Table for Participarts Attitudes (25F).
(SPSS Output can be found on CD)

Mean ¥ariance 50 Min Max
Facfor 1 20.54 6.82 2,61 12 28
(I0)
Factor 1 20,57 B.61 2,57 15 27
(PD)
Facfor 2 20.13 4,59 2,14 16 24
(ID)
Factor 2 20.79 3.68 1.92 16 24
(PD)
Factor 3 12.19 5.71 2,39 7 19
(ID)
Facfor 3 11.81 7.95 2,82 8 22
(PD)
Factor 4 12.01 7.08 2,66 5 18
(ID)
Factfor 4 12.66 2.14 2,85 5 20
(PD)
Total 64.88 20.70 4,55 57 7B
Attitude
(ID)
Total B65.82 26.79 5.18 55 284
Attitude

(PD)




Table 6.6: Table 6

Table 6: Descriptive Statistics Table for Participants Attitudes (25F).

Mean Yariance sD Min Max

Confrontative Coping

ID 11.78 7.92 2.81 K 20
PO 12.18 9,45 3.07 8 20
Distancing
ID 11.70 10,75 3.28 =) 20
B 12.48 14.80 3.85 3] 21
Selff-Controf
ID 15.40 16.08 4.01 7 23
B 15.42 15.82 3.98 7 25
Social-Support
ID 12.88 10.79 3.28 =) 22
B 13.94 9,82 3.13 9 23
Accepting Responsibility
ID 6.57 G.14 2.48 4 14
PO 5.90 3.28 1.81 4 10
Escape - Avoidance
D 13.03 21.41 4.63 8 27
PO 12.27 21.47 4.63 8 26
Problem — Solving
D 15.36 13.33 3.65 8 24
PO 17.07 11.53 3.39 7 24
Positive — Reappraisal
D 13.58 14.87 3.86 7 26
PD 14.43 16.46 4.06 f 26

(SPss Output can be found on CD)
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Appendix 7.0: Assessing the Power Sample Size for the required

number of participants for an effect to occur.

G*¥Power 3.0.10

My analysed used Man-Whitney L) test which is the non-parametric

version of the t-test
T-test entered for 2 Tailed, sample size reached 42 per group (ID and PD)

which meart 84 participants overall were needed for there to be a

large effect 0.80 (Cohen, 1988), when alphais 0.05 and power 15 0,95,

MANOVA (Between Subjects) = 100
When alpha Is 0.05,
Power s 0,96,

0.25 as a large effect (Cohen, 1988),

Multiple Regression = 107
When alpha 1s 0.05,
Power s 0.95,

0.15 medium effect size (Cohen, 1988).

Although 107 was largest, we wanted to have around 130 participants, i

case of myssing data or withdrawals.



Appendix 8.0: Z-Scores to show whether datasets are skewed

through Skewness or Kurtosis.

(The Skewness was further exploring using the Histograms that

can be found in the CD).

B ecause each survey has a small sample, the threshold would be 1.96,
That is, above 1.96 is significant at p<.05. If values are above 2.58 then

they are significant at p<.01 (Field, 2009).

Appendix 8.1: 7-Scores from the Skewness and Kurtosis scores for Staff

Atttudes

Skewness and Kurtosis raw data found in Descriptive Table, Page 8 within

"SPSS Outputs” within the CD. Scores then followed the equation to show

the ZScore:
7elk 3 Skewness Score — 0
EWCE: = Standard Brror of Skewnessz
Hurtosis = Ewrtosis Score — 0
®%= Standard Errar of Kurotosis
Scores are rounded to 25F.
Intellectual Disabilities
Factors and Total Skewness 7Z-Score Kurtosis Z-Score
Factor 1 0.56 2.65

Factor 2 -0.59 -1.46

[ == )



Factor 3 1.48 0.34
Factor 4 3.36 -0.45
Total Atttude 0.57 -1.35
p lity Di !
Factors and Total Skewness Z-Score Kurtosis Z-Score
Factor 1 0.52 -0.30
Factor 2 -1.50 -1.10
Factor 3 3.23 2.47
Factor 4 -0.59 0.4
Total Attitude 2.40 2.47

Appendix 8.2: 7- Scores from the Skewness and Kurtosis of the

Transformed data of ADSHQ-DV (For Attitudes)

(The Skewness was further exploring using the Histograms that

can be found in the CD)

Skewness and Kurtosis raw data found in Descriptive Table, Page 20
within "SPSS Cutputs” within the CD. Scores then followed the equation

to show the ZScore:

Skewness Score — 0
Standard Error of Skewness

Z5kewness =

Ewrtosis Score — 0

IK 518 = Standard Error of Kurotosis

Scores are rounded to 25F.



Intellectual Disabilities

Factors and Total Skewness Z-Score Kurtosis Z-Score
Log Factor 1 -2.13 .20
Log Factor 2 -3.20 1.15
Log Factor 3 -0.59 0.25
Log Factor 4 -3.18 1.06
Log Total Attitude 0.13 -14.51

P lity Di !
Factors and Total Skewness Z-Score Kurtosis Z-Score
Log Factor 1 -0.67 0,00
Log Factor 2 -3.19 0,57
Log Factor 3 1.00 -0.39
Log Factor 4 -6.83 13.10
Log Total Attitude 1.37 1.30

Appendix 8.3: 7-Scores from the Skewness and Kurtosis from the

Combined Patient-Type Group of the Ways of Coping Strategy.

(The Skewness was further exploring using the Histograms that

can be found in the CD)

Skewness and Kurtosis raw data found in Descriptive Table, Page 31
within "SPSS Cutputs” within the CD. Scores then followed the equation

to show the ZScore:

Skewness Score — 0
Standard Bror of Skeawness

ZSkewness =

[ =)



Ewrtosis Score — 0

ERurtosts = Cndard Error of Kurotosis
Scores are rounded to 25F,
Coping Strategy I-Score Skevwmness I-Score Kurtosis
Confrontative Coping 2.02 0.015
Distancing 1.59 0.96
Self-Controlling 0.50 -1.77
Seeking Social Support 1.85 0,02
Accepting 5.81 2,72
Responsibility
Escape-Avoidance 5.62 1.90
Problem Solving -0.84 -0.63
Positive Reappraisal 2.85 1.12

Appendix 8.4: Z-Scores from the Skewness and Kurtosis for EACH
patient-type group and Coping Strategies
(The Skewness was further exploring using the Histograms that

can be found in the CD)

Skewness and Kurtosis raw data found in Descriptive Table, Page 39
within "SPSS Cutputs” within the CD. Scores then followed the equation

to show the ZScore:

Skewness Score — 0
Standard Bror of Skeaness

Z5kewness =

Ewrtosis Score — 0

LEurtosis =
518 Standard Error of Kurotosis

[ =)



Scores were rounded to 25F.

Intellectual Disability

Coping Strategy I-Score Skewness I-Score Kurtosis
Confrontative Coping 2.49 0.76
Distancing 1.16 -0.49
Self-Controlling -0.43 -1.35
Seeking Social Support 0.23 0.79
Accepting 4.30 1.42

R esponsi bty

Escape-Avoidance 3.76 1.29
Problem Solving 0.47 -0.00
Positive Re-appraisal 2.18 1.31

Personality Disorder

Coping Strategy I-Score Skewness | Z-Score Kurtosis
Confrontative Coping 0.53 -0.28
Distancing 0.84 -0.95
Self-Contraolling 0.63 -1.14
Seeking Social Support 1.05 -0, 44
Accepting Responsibiliby 2.33 -1.30
Escape-Avoldance -4.46 1.91
Problem Solving -1.71 0.31
Positive Re-appr aisal 1.90 0.56




Appendix 8.5: Z- Scores from the Skewness and Kurtosis of the

Transformed data of WOCQ (Coping Strategies)

(The Skewness was further exploring using the Histograms that

can be found in the CD)

Skewness and Kurtosis raw data found in Descriptive Table, Page 59
within "SPSS Cutputs” within the CD. Scores then followed the equatbion

to show the ZScore:

Skewness Score — 0
Standard Brror of Skeswness

Z8kewness =

Ewrtosis Score — 0
Standard Error of Kurotosis

LEurtosis =

Scores are rounded to 25F.

Coping Strategy | Z-Score Skewness | Z-Score Kurtosis

Log Confrontative 0.53 -0.28
Coping
Log Distancing 0.84 -0.95
Log Self-Controlling 0.63 -1.14
Log Sesking Social 1.05 -0.44
Support
Log Accepting 2.38 -1.20
Respons bility
Log Escape- 4,46 1.91
Avoldance
Log Problem Solving 1.90 0.60
Log Positive 1.90 0.60

Reappraisal




Appendix 9.0: MANOVA Assumptions

1) Independence - Observations statistically independent
21 Random Sampling — Measured at an Interval Level

31 Multivariate Normality

41 Homogeneity of Covarlance Matrices

Appendix 10.0: Durbin-Watson Test

Lccording to Field (2009), the assumption of independert errors is

tenable. The statistic of 1.866 from Durbin-\Watson, 1s close to 2,

Mod el Summary®
Change Statistics

Std. R
Error  Squar Curbi
R Adjuste of the = F Sig. F n-
Maod Squar dR  Estma Chang Chang df of Chang Watso
&l R =] Square te =] =] 1 2 =] n
1 472 222 A75 44218 222 4647 B 13 000 1.866
a 2 0

a. Predictors: (Constant), Positive Reappraisal, Accepting Responsibility,
Distancing, Problem Solving, Seeking Social Support, Self-Controlling,
Confrontative Coping, Escape Avoldance

b, Dependent Var able: Total Attitude




Appendix 11.0: Assessing the Assumption of No Multicollinearity -

Finding the Average VIF

Figures found in SP5S Outputs, Coefficients Table, Page 79 (See CD)

(Highlighted in Yellow).

_ XL VIFi
VIF k

(1.948+ 1495+ 1955 + 1.734 + 2264 + 2985+ Lod45+ 2.148)
8

= 2.02175
Average is higher than 1 which means that the regression may be biased

(Bowerman & O'Connell, 1990),

Appendix 12.0: Steins Formula Equation

_l: 139 -1 jll: 139 -2 3”:139+1

1—.222
139—-8-1/'139—8— 2/ 1390 j'x': )

(133 137 140

130 F129 % 139) x (0.776)

1-i1062x1.062x 1.007) x 0.778

1— (1.136x 0.778)
1— 0.884

0.116 - Rounded 25F = 0.12
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Appendix 13:0: Fffect Size Calculations

According to Field (2009) Small to Medium effect size = below 0.3

criterion, All these Effect sizes are small to medium.

Effect Sizes for each Factor and Total from Rosenthal (1991, page
19): cited in Field, (2009).

R =

Sk

Z Scores can be found in the Test Statistic Box shown on the CD.

Factor 1 = -0,00
Factor 2 = -1.74
Factor 3 = -0,10

Factor 4 = -0,13

Total Attitude = -0.08

Effect Sizes for the Coping Strategies
Confrontative Coping = -0.09

Distancing = -0.10
Self-Controlling = -0,001
Seeking Social Support = -0.17
Accepting Responsibility = -0.12
Escape- Avoidance = -0.11
Problem Solving = -0.25

Positive Reappraisal = -0.10
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Executive Summ ary

Target Audience: Nursing Staff

Introduction

Deliberate self-harm (DSH) has been recognised as a wordwide healthcare
problem, that may lead to suicide (Hawton et al, 2Z012). DSH refers to

intentional injury caused by oneself. Common methods include cutting, re-

opening wounds and using items to tie around their neck (James et al, 2012).

In psychiatric hospitals, DSH has received less attention than other behaviours.
This could be due to lack of money invested for treatment (Sadcar, 2011}, This is
conceming because research has shown that in secure-services, the amount of
people DSH is higher than those within the community (Jeglic et al.,, Z005).

Research estimates that 319 of all inadents in medium-secure hospital relate

towards DEH (Uppal & McMurran, 2009),

Within the current literature, research involving interviews showed that staff
have both positive and negative attitude on DSH within acute-services [See
Shaw & Sandy, Z016; Gibb et al, Z010). However, these have not focused on the

type of patients whom DSH.

Current research reports that individuals diagnosed with Personality Disorders
(PD) or Intellectual Disabilities (Leaming Disabilities; ID) often DSH (See Dick
et al, Z010; Bodner et al, 2011). Reports show that on average those diagnosed
with PD will DEH fifty times during their section (Bodner et al, 2011} whereas,

within ID populations, prevalence vanes 4.9% to 24% (Cooper et al, Z009).

Recent studies have indicated both positive (Dick et al, 2010; Hauck et al, Z013)

and negative attitude (James B Wamer, Z005; Bodner et al, 2011) in both
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populations. These attitudes could be because of how they cope after managing
DSH. Although there are currently no studies that looks at how staff cope after
D5SH, other research has provided results in how staff cope with stress. For
example, Folkman et al (1986) found eight coping strategies people may use

after encountenng stressful situation.

Aims

This research investigated nursing staff attitudes of those wording within UK
medium-secure hospitals, on adults having either ID or PD. In addition, the
researched looked at how nursing staff cope after managng self-harm within
these populations. Five hypotheses were produced which involved looking at the
coping strategies staff have, whether attitudes from staff are the same across
both ID and PD populations; whether nursing staff have empathy towards
patients with ID and PD that DEH, whether nursing staff feel that they can deal

with DEH in both client-groups and whether coping strategies influenced

attitudes.

Rationale

This is the first study that explores nursing staff attitudes and coping strategies
towards DSH in patients diagnosed with LD or PD and whom are situated within
medium-secure units. Investigating and comparing staff attitudes and coping
strategies may help organisations apply training programmes designed to

enhance or change staff current perceptions. These future training programmes
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could reflect coping strategies current staff use, so that new staff are prepared

in how best to cope with DEH.

If staff do not have efficient coping strategies, this could affect well-being. This
may then affect their responses towards patients, which may impact patient-
recovery (Weiner, 1985)., Having an understanding in how staff cope can be
start in helping organisations reflect on what they could further implement for

staff, to help them find coping strategies beneficial to them, rather than training

alane,

Data Collection

Participants needed to be part of a nursing team, who work within medium-
secure hospital with patients diagnosed with ID or PD. Participants included
Murses, Healthcare Worlkers, Occupational Therapists or other staff members
who have close connection with the patients. Medical professionals were

excluded from the study.

Two surveys with three questionnaires were put online through the Bristol Cnline
Survey and were sent through emails and appropriate media resources; such as
pages for mental health nurses. Participants could only select one survey which
depended on the type of patients they words with., Both surveys were the same
but asked staff to relate to their patient-group. This was stated before they

participated.
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Analysis

Results was analysed through SPES using four tests, These tests included two
Man-Whitney tests which looked at exploring staff attitudes towards DSH and
what coping strategies are prominent in both groups. Linear Regression was
conducted to explore whether coping strategies, age, gender, job-role and
length of experience influence their attitude. Multiple Regression was then used
on all coping strategies to explore which coping strategy was predominant with

attitude, despite the type of patient they worked with,

Key findings

Findings shown that all staff, despite what patient-group they worked with,
displayed negative attitude, lade of empathy and difficulties in dealing with DSH.
However, staff working with LD were able to assess their behaviours than those

working with PD. Staff working with LDs, use problem-solving technigques,

whereas those working with PDs seek social support after managing DSH,

Results shown that age, gender, job-role or length of experience does not impact
attitude and that Confrontative Coping was shown to be the one positive
indicator that influences attitude, when all coping strategies were explored

together.

Implications

The results can be implicated towards several medium-secure facilities to help
them understand and implement new and updated training on DEH in relation to

the client-group and what coping strategies they could use that will benefit their
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well-being. The results can further be used for future research to explore the

impact this phenomenon has,

Recommendations

It is recommended that further research is needed within secure-services on
attitude and how staff cope with DSH in both patient-groups. Future research
may need to compare medium-secure hospitals attitude and the coping
strategies their staff have after dealing with DSH. This could help each service to
understand and construct methods that benefit their own staff through using
educational training., However, it could be beneficial for research to look at the

different security services provide and compare staff attitude.,

Mevertheless, it is also recommended that research goes beyvond secure-services
and understand how other staff in other institutions, such as prisons cope with
DSH with each of these patients-groups. This may than provide evidence in

which the govermnment can be aware of the impact DSH has upon services,
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Reflective Report

This project enabled me to face unexpected dilemmas, which will improve my
competencies, when facing similar situations when qualified. In this report, I will
reflect on these difficulties, my supervision and experiences from other extemal
professionals. I will discuss how I have felt, what I have done to resolve the

issues, what I learnt and what [ could have done better.

Conceptualisation of idea

Conceptualising the topic for my research was challenging largely due to
practical considerations, This included, decding on the topic before the deadline
and ensuring that the project was original and under-researched. I firstly
discussed this dilemrma with external professionals who advised me to research
two ideas of interest and think of the strengths and weakness of each topic. I
toolk their advice, due to feeling stuck and found the approach helpful. From this,
I acknowledged how taking on different approaches from other perspectives
through communication helps decision-making and critical thinking competencies

to develop, which is needed throughout the core roles as a Forensic Psychologist.

My final research idea became conceptualised around my workiplace within
secure-hospitals on staff attitude on DEH towards patients diagnosed with PD or
LD. However, to decide whether this research relating to medium-secure
services was needed, [ asked staff members within my workplace their thoughts
upon DSH. There was mixture of responses from several having no emations to
others finding the behaviour difficult. This led me to research staff coping
strategies on DSH, which lead to no research within the literature. Therefore, I

decided that coping strategies were needed to be explored alongside attitude.

104



Fram this, I leamt how queryving expenences from other professionals could
adapt previous ideas, which may lead to new ideas developing. Nevertheless, I
ensured that the project would not be over-complicated by adding in other
factors. I knew that my word count was small, and this would be difficult when

coming to wnte-up.

Preparation

I set plans of when I wanted data-collection to be done. From previous
expenence, I expected this to be time-consuming. Therefore, two-month
timeframe between March-June 2018 was opted for wollecting participants. Thus,
giving me time to analyse, write up and feedback. I set weekly deadlines to
complete - this helped my anxiety and time-management. I learnt through this
that being organised and prepared is vital when undertaking any project and
that personal targets need to be met. I leamed from this how methodological I

am when prepanng for complex tasks, which is a strength needed within

research.

Proposal

After wnting the proposal and making changes from the draft, I needed
signatures from my supervisors. Onginally, they both claimed I had more
changes to make before they could sign the proposal. I made these changes, vet
I became anxious that I was going to miss the ethics committee’s deadline as
they required these signatures. Following this, they were still reluctant to sign
the proposal. I therefore arranged a meeting with them to resclve this dilemma.

I explained to them that I needed these signatures so that I could get approval
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from my workplace before submitting to ethics, which they then understood. I
learnt through this that communication is vital when deadlines need to be made
and that dynamics of relationships may change. However, I also realised that I
need to manage my time more efficiently and that I could not expect others to

surrender their time in short-period when they may have their own deadlines.

Design

I originally wanted to conduct an expenmental research, however due to the
course’s time-frame, I felt that this was not feasible. Therefore, I felt obliged in
doing online surveys, At first, this made me become wary as I knew that I would
have no control on the types of participants doing the survey or whether they
re-did the survey. I would have attempted to control this variable ctherwise by
enabling participants to complete surveys alone with hard-copies. Nevertheless,
I realised that obtaining participants online would be useful at gathenng larger
samples of partidpants quidcly, which would make me have sufficient time to

analyse and write the data within the deadline,

Obtaining questionnaires was difficult than what I expeced. I knew from
previous experiences not to conduct my own questionnaires, as I would have to
do pilot studies to test validity., From approaching the research methodologically,
I knew that I did not have time. Therefore, I decided to find research that were
short, easy-to-read and had no copynght wviclations. I started by examining
measures used within previous research. This lead me to find ADSHG-DV, which
had excellent validity. I reflected how I approached the situation appropnately

by being cautious, which is needed when gathering materials for any research
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and that I should continue using this approach when finding my other

questionnaire,

For the second questionnaire I struggled due to the ladc of research. I found
basic coping-questionnaire, which I planned to use. However, after examining
the guestionnaire I noticed that the scale did not measure what the study
needed. Ifelt stuck but realised I had my supervisors who could guide me, After
speaking to them I was advised that WOCS may be more suited. After
researching the scale, I realised that this would be beneficial due to purpose and
validity. From this, I learnt the value of open communication and collaboration
with other professionals is a commodity. However, I wished I did a pilot study on
whether the guestionnaires were suitable, despite research indicating that they

were, If [ were to replicate the study, this would have been one of my changes.

Extemal Approval

Gaining organisational approval from the hospital became an unexpected
challenge. I started by asking several Forensic Psychologists within the company
how they have had permission from their research. I followed their advice, which
were to discuss the research with my line manager (lead nurse) and to get her
approval. Although she approved, I was noted that policdes had changed which
altered research approvals. After researching the new poliges, I found that
second approvals were needed after completing "Passport-Form”®™ (See
Appendix 15.0). Although this change occurred, I remained confident as at the
time. I felt that I had enough time to complete the form and wait for
confirmation before data collection. However, after reading all the policies and

filling out the "Passport form’ for company to approve, I realised that I could not
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request for full approval until university approved of my research. This made me
anxious, I was uncertain as whether ethics would approve. This meant that I
would have short-period of gathering partiopants. Mevertheless, I reflected on
how important ethics were and how this is part of the process within research, If
changes were to be made they were so that my research would cause no harm

which may be easily be resolved.

On the 14* March, the ethics committee approved my research (See page 52).
By this time, I felt that I was ready to proceed to the next stage. This induded
gaining approval from hospital director (X) and medical director of the company
(Y). After this, I could proceed gaining participants, X responded and confirmed
(See Appendix 16.0), vet I continued to wait for ¥'s approval. Cwerall, I
reflected on how vital this process is and how it would help me progress within
the core-role "research”™ when becoming a forensic psychiatrist. I began to
reflect on the importance of following company’s procedures and abiding by their
policies because I could cause unintentional harm, for which I may have been
unaware of. I felt that I should hawve prepared myself by reading policies
beforehand, rather than getting advice from others as these could change, which

staff may be unaware of.

Changes to Onginal Proposal

After waiting several weeks, ¥ contacted me on 29" March (See Appendix
14.0) disapproving the research, This was not expected which overwhelmed my
anxiety, I became fearful and angry that I would fail the course and that ¥
responded at an inappropriate time (Fnday evening before Easter). I felt that ¥

needed to clanfy on the phone, as my proposal may have been
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miscommunicated, This was the case. I explained my intentions were not what
he thought, I discussed confidentiality and that the research may progress onto
my doctorate which may aid staff-training programme for DSH, which would be
based within their hospital. ¥ then informed me that I'd need to adapt my
research and to speal to other extemal professionals within the company to

adapt my proposal for him to approve.

After the discussion, I reflected on whether continue gaining approval would be
ideal due to the time I had left and whether there were other ways of data
collection, rather than focusing upon one medium-secure hospital. I arranged
supervision to discuss what my next option would be. This lead me to conclude
that I need to adapt my propesal by obtaining participants from range of
medium-secure hospitals, online. I knew that my wvalidity of research would be
affected but I felt like this was the only choice, again due to the course’s time-
frame. Without a time-frame, I would have proceeded with getting permmission
off the company. From this, I leamt that even with timeline in place, I had to be
prepared that certain things may go wrong and that I can adjust accordingly. 1
felt that I did this competently, despite the struggle. Nevertheless, changes can
also become benefits. This change lead me to gain larger sample size which may
enhance my research findings. After I made the small change, I edited my

proposal and sent to my ethics committee, who then approved.
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Data Collection

My main worry was collecting enough participants within the time-frame I set

myself (last week in May). However, I was surpnsed by how many people
wanted to participate and all my data was completed within three weelks, I
realised from this that there is a necessity for this research to be conduded in
this area. The only dilemma I had was that of one participant wanting paper
format. I felt that this was easily resolved, yvet I was concerned with
confidentiality of knowing their response., When explaining this to them, they
were comfortable for this to proceed on paper. I learnt the importance of
assuring confidentiality even when undertaking changes that may breach

confidentiality.

Data Analysis

Since finishing my undergraduate degree in 2015, I knew that I would be
unfamiliar with SPSS. I felt that [ needed to re-cap over SPSE through re-
reading previous lectures and from Fields (Z009) book. Having re-engaged with
the processes, I learnt how reflecting from previous wordde would help build

competence in going forth with further researdh.

However, when analysing my data, I found that my data was not what I
expecded. I tried to resolve this by transforming my data as stated in Field
(2009). Mevertheless, this did not go to plan which made me feel stuck., To
resolve this, I began exploring other altematives. This lead me to conduct my
research through ancother analysis. I reflected on how change of plans has
helped me build competence through statistics and that data can be analysed in

different ways.
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Wnting up

I knew at the beginning that wnting-up would be time-consuming. I deaded to
use my advantages at this point and prepared myself personal deadlines to get
each section written within certain time-frames. However, after completing few
sections, I was apprehensive within my writing style due to my dyslexia and
whether I was on the nght track. I spoke to my supervisors and stated my
concems. They offered that they could look brefly over my research to see
whether I was on the right track. I felt nervous doing so. However, I felt more
confident with my progress afterwards. One of my weaknesses is my confidence,
however, I realised that I do have the ability to complete this project. I reflected
on the importance of others views and how they can help progress my academic
capabilities and noticing ermors I may make which may become crudal for

future-publishing.

Word Count: 2,000 Words
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Appendices - Part 2.

Appendix 14.0: E-mail from Medical Regional Director
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Appendix 15.0: Company's Passport Form for Approval (See Next Page)
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Appendix 16.0: Confirmation from Hospital Director
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Appendices 17.0: Link for 'Instructions for Author’

(The International Journal of Forensic Mental Health ).

https:/ fwww. tandfonline.com/act on/ authors ubmission? page=instructions
2lournalCode=ufmh20




