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SUMMARY

Mental Health Nurses experiences of developing TherapeutiRelationships with

the Families of Service Users experiencing an Eating Disad

The goal of this study is to explore Mental Health Mar§MHN) experiences of
developing Therapeutic Relationships (TR) with the FamiieService Users (SU)

experiencing an Eating Disorder (ED).

There is National & International support for colladon between MHN’s and
families in Mental Health (MH) and the area of EDishrPolicy encourages family
involvement in Mental Health Services (Department odlte& Children 2006), while
Family Involvement is further recommended specificalty the treatment of ED
(Treasuret al.2007). For collaboration to exist, a relationship musttesd to benefit
all (SU; Family; MHNS), this researcher advocateat tthe relationship should be
therapeutic in nature. It was therefore of intereshéoresearcher to explore; what are
the experiences of MHN’s in developing TR’s with themias of service users

experiencing an eating disorder.
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Using a qualitative descriptive design. Two focus group$ BHN’s with experience
working with SU’s experiencing an ED and their Familie=re held. At the time of
recruitment all MHN'’s worked in one of two Communityt®®s of an Irish Mental
Health Service. The focus groups were audio recorded arsttitzed verbatim using a
professional transcription service. The author thealyard the data using Colaizzi's
(1978) framework. Data was managed with the aid of NWieosion8.0 Qualitative

Analysis computer software

Four themes emerged from the data:

* A Consistent Approach to the Common Goal
* An Uneven Collaboration
» The Challenge of Expressed Emotion

* MHN’s Awareness

In developing a TR with families the participants aimeihvvolve and support families,
however challenges existed; Expressed Emotion, Inconsigggproach, Ineffective
Collaboration, Severity of the ED and Confidentialifyhe MHN's also identified both

them and families needed more education and support.

The concept of developing a TR with SU’s is a seconguage to MHN’s; Developing
TR’s with families may be a more alien concept to M&INThis would give rise to the
chicken or the egg question; which comes first- the TR orctiilaboration? To

improve the overall healthcare experience for Famidied encourage Collaborative

Care, MHN’s should be aware of their relationship VAgmilies.
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ABSTRACT

Mental Health Nurses experiences of developing TherapeutiRelationships with
the Families of Service Users experiencing an Eating Disad

Aims: The aim of this study is to explore Mental Health Nar@dHN) experiences of
developing Therapeutic Relationships (TR) with the FamilieService Users (SU)
experiencing an Eating Disorder (ED).

Background: There is National & International support for collediion between
MHN’s and families in Mental Health (MH) and the are& ED. Irish Policy
encourages family involvement in Mental Health Servid@spartment of Health &
Children 2006), while Family Involvement is recommended m tieatment of ED
(Treasuret al.2007). For collaboration to exist, a relationship musttesd to benefit
all (SU; Family; MHNS), this researcher advocateat tthe relationship should be
therapeutic in nature. It is therefore of intereshtoresearcher to explore; what are the
experiences of MHN’s in developing TR’s with the Faasliof service users
experiencing an eating disorder.

Method: Using a qualitative descriptive design. Two focus groups BHN's with
experience working with SU’s experiencing an ED and tRaimilies were held. At
time of recruitment all MHN’s worked in one of two Comnity Settings of an Irish
Mental Health Service. The groups were audio recordddtramscribed verbatim
using a professional transcription service. The authen analysed the data using
Colaizzi's (1978) framework and data was managed with ithefaNVivo Version8.0
Qualitative Analysis computer software

Findings: Four themes emerged from the data: A Consistent Apprmaithe Common
Goal; An Uneven Collaboration; The Challenge of ExprdsEmotion and MHN'’s
Awareness. In developing a TR with families the pgréiots aimed to involve and
support families, however challenges existed; Expressecdti@m Inconsistent
Approach, Ineffective Collaboration, Severity of th® End Confidentiality. The
MHN'’s also identified both they and families needed eneducation and support.

Conclusion: The concept of developing a TR with SU’s is a secamyuage to
MHN'’s; Developing TR’s with families may be a moreealiconcept to MHN's. This
would give rise to the chicken or the egg question; whichesofinst- the TR or the
collaboration? To improve the overall healthcare erpee for Families and encourage
Collaborative Care, MHN'’s should be aware of thelationship with Families.
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Explanation of terms:

Service User in the context of this study refers to epéftlient/resident/person
experiencing a Mental Health Problem using the MentaltH&arvices; Family is used
in an extended sense to include parents/relatives relbtedblood/significant

others/carers; Service User experiencing an eating dissrdeed as an alternative to
‘sufferer’ of an eating disorder, person, loved one,ilfamember, child will all be used

interchangeably; Eating Disorder- Anorexia Nervosa/ BualiNervosa/ and associated
eating disorders; Mental Health Professional/ Memtahlth Nurse/ Nurse/ Doctor/

Allied Health Professional etc.
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CHAPTER ONE: INTRODUCTION

1.1 Background

As a Mental Health Nurse (MHN) working on an acute fengdneral Mental Health
(MH) admission unit the researcher is witness to Serlsers (SU) presenting with
Eating Disorders (EDs) on a regular basis- new adnmissind repeat admissions. The
unit does not have designated beds for SU experiencindpamoEhas any of the staff
had specific training in the field. The researcher fiathand experience of the
dynamic, ever changing relationship that can often egistden MHN'’s (as part of the
Multidisciplinary Team MDT), SU’s experiencing an EDdatheir Families. At times
within the intertwined relationships, high expressed empfalures in communication
and conflict (resolved and resident) can exist.

There is a defined Therapeutic Relationship (TR) betwesMtiN and SU. A
relationship does exist between the MHN and Family muthibrapeutic element of that
same relationship may be subject to scrutiny. Therenternational support for
collaboration between nurses and families in mentaltiheand the area of eating
disorders (Treasuret al. 2007). For collaboration to exist, a relationship must exidt
to benefit all (service user; family; nurses), thisearcher advocates that the
relationship should be therapeutic in nature. It is tbeeedf interest to the researcher
to explore; what are the experiences of MHN'’s in tgviag TR’s with the Families of

SU’s experiencing an ED.
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1.2 Significance of the Study

According to Peplau (1952) the TR is seen as a vehickeh®ve health and aims to
effectively respond to the problems of living experienbgdindividuals living with
mental illness (Barkeet al. 1996). It is fair to say families and carers live witkntal
illness also. Much emphasis is placed on the famikggards to caring for their loved
one. In Ireland, there is a move towards recognitioriife role families play in caring
for their loved one with publications such as ‘A Visifam Change’ and ‘The Journey
Together’ (Department of Health & Children (DoH&C) 2006, 2008).

There is a paucity of National and International rede&xploring TR’s with
Families of SU’s experiencing an ED. Recent studigdoeing family experience of
ED’s and interactions with Mental Health Professisi@iHP’s) have found; families
experience a lack of support, an array of unmet needkjselated, uninvolved and
often feel judged by health professionals (McMageml. 2004, Winnet al. 2004,
Highetet al. 2004, Tierney 2005, Wilkinson & Mc Andrew 2008). Researchursimg
perspectives tends to focus on the views, attitudes andibalaof nurses regarding
family presence in mental health and other health cattings and barriers to
collaboration in care between health professionalsfamdies (Winefield & Burnett
1996, Kasset al. 2003, Roseet al. 2004, Sjoblomet al. 2005, Treasuret al. 2007,
Fisheret al. 2008).

Family involvement in the treatment of ED’s is int&ionally advocated (NICE
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1994, Treasureet al. 2007). However the published research exploring family
experience identifies that policy had not translated ptactice. It is clear that a
relationship does exist between MHN’s and the famoeSU’s experiencing an ED,
but are MHN’s experiencing the development of TR’s wiahmilies? This research
hopes to gain understanding and insight into the exmerseaf MHN'’s in developing
TR’s with these families and begin to fill the gap tbaists within the literature on this

topic

1.3 Study Purpose

The purpose of this qualitative study is to gain an undedstg of the experiences of
MHN'’s in developing TR’s with the families of SU’s expncing an ED. Using focus
groups, it is hoped through descriptions of MHN’s experienageswill uncover the
factors, both positive and negative, that influence theeldpment of TR’s with the
families of SU’s experiencing an ED. Through recommendatfrom MHN’s it is
hoped to ascertain what supports are needed to allow fdegdevelopment of TR’s
with a view to increased collaboration between nuasesfamilies as collaborative care

often depends on the quality of these relationships.

1.4 Aims and Objectives of the Proposed Study

Question:

What are the experiences of mental health nurses in ddeping therapeutic
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relationships with the families of service users expefeing an eating disorder?

Aim:

* To explore the experiences of mental health nursefeweloping therapeutic

relationships with the families of service users exg®ing an eating disorder.

Objectives:

» To ascertain factors that contribute (facilitators) ttee development of
therapeutic relationships with the families of servicersisexperiencing an
eating disorder.

» To ascertain potential barriers (challenges) to devadpptherapeutic
relationships with the families of service users exg®ing an eating disorder.

« To explore types of supports needed for mental health swisedevelop
therapeutic relationships with the families of servicersisexperiencing an

eating disorder.
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CHAPTER TWO: LITERATURE REVIEW

2.1 Introduction

Bell (2005) reflects the purpose of a Literature Review )(LR to show an
understanding of the research topic and that the tlseofithe subject are applied and
developed. Through this literature review the researchiegivie a detailed and critical

overview of the existing relative research to the topider exploration.

When the researcher began her search for literatuMdental Health Nurses (MHNS)
experiences of developing Therapeutic Relationships (TRis)tkme Families of Service
Users (SU’s) experiencing an Eating Disorder (ED),fesbhad no studies specific to
this phenomenon. In using the terms and synonyms éétiness encompassed in the
title she then embarked on separate searches of tiehésyalatabases in the Trinity
College Library in the hope of finding related studies atidles.

Literature Search

CINAHL TERMS EBSCO HOST | PUBMED GOOGLE
SCHOLAR
Eating Disorders Same Terms: Same Terms: Same Terms: When
_ articles seemed
Anorexia
appropriate, access
Therapeutic

journal directly

Relationship; with through Trinity
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families; with clients; College Databases.

patients; service users

Nurse Experience

Parent Experiences

Family Involvement

Caring; families;
clients; service users

with eating disorders

Nurse attitude

Nurses Views

Collaboration

The majority of the literature found and reviewed watermational (i.e. not
from an Irish Perspective). A great body of literatexists supporting collaborative
care practices between families and Mental HealthfeBs@mnals (MHP’S) in the
treatment of ED; while the studies included in this LR aresolely specific to MHN'’s,
they all relate to MHP’s. The Family experience @ Bnd their experiences with

MHP’s has also been extensively explored. The greateopthe literature reviewed
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suggests families experience a lack of support, a lackaérstanding and in general

report negative interactions with MHP’s (inclusive of Mig).

There were some studies investigating the nurse (Gegemdental Health
Nurse) experience of developing TR’s with SU’s experiegmcan ED which are
included however as previously stipulated there were noestushploring MHN’s
experiences of developing TR’s with the Families of Seperiencing an ED. As a
result the existing qualitative and quantitative reseanchuded in the LR is not
exclusive to MHN'’s or to the families of SU’s expaicing an ED. It tends to focus on
the views, attitudes and behaviours of nurses regardinglyfaptesence and
involvement in mental health and other health carténgst(Sjoblomet al. 2005, Fisher
et al 2008) and barriers to collaboration in care betweentah&ealth professionals
and families (Winefield & Burnett 1996, Kastal. 2003, Rose et al. 2004, Treassate

al. 2007).

The literature has been divided into the following sectio
* Introduction to Eating Disorders
* Family Involvement in Treating Eating Disorders
* Family Experience
* Therapeutic Relationships
» Therapeutic Relationships with Service Users experiencirifping Disorder
* Therapeutic Relationships with the Families of Serviserd experiencing an

Eating Disorder.
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2.2 Introduction to Eating Disorders (ED)

Eating Disorders (ED) are serious illnesses affecting 1o2Y@oung women (Robinson
1999) and are associated with significant morbidity, moytgdhysical and psychiatric
consequences (Zerbe 1996). In Ireland epidemiological slaggests an annual
incidence of 10 cases of anorexia nervosa per 100,000 populatitenfales and 0.5
for males (Department of Health & Children (DoH&C) 2006 Bodwhys (2010)
suggest there are 200,000 people experiencing an ED throughantllrdlhe DoH&C
(2006) estimate a20% mortality associated with eating aissy it is thought 60% of
individuals fully recover and 20% partially recover. Cdesing the high prevalence
and mortality rate, there were three designated betleipublic sector and two eight
bedded units in the private sector in 2006 (DoH&C 2006). Thisabes the majority
of those experiencing ED’s are treated in a general Métgalth setting and the
designated bed situation was still unchanged in 2009 (MergalttH Commission

(MHC) 2009).

Traditionally, treatment interventions for people wED’s have been offered
either on an inpatient or outpatient basis (Kong 2005patlent care is advised for
persons with more serious forms of ED’s such as exremeight loss, daily
bulimia/purging, consequential serious medical compticat and impaired
psychosocial functioning (Piran & Kaplan 1990). Treatmawblves nutritional and

medical stabilization, medical supervision accompanied éwily, individual and
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occupational therapies (Anzat al2002). Studies consistently show adults and
adolescents responding well to both family therapy amdlyainterventions (Treasure

et al.2007).

2.3 Family Involvement in Treating Eating Disorders

Support for family/carer involvement in Mental Health \B&s is now recognised
within Mental Health Policy nationally and internatiipgDoH&C 2006, MHC 2007,
2008a, 2008b, Department of Health UK 2000, 2002, NICE 2002, 2004). NICE
guidelines (National Collaborating Centre for Mental lte2004) promote it is good
practice to work jointly with the carers [of SU’s exigeicing an ED ohll ageg and
provide them with appropriate information about the nat@itheillness, its risks and

its prognosis.

Treasureet al. (2007) suggest effective communication between healthcare
professionals and families assist in increased cattdiom and partnership in the
management of eating disorders. They developed collamredre workshops for
people who care for someone with an ED. The aim edetworkshops is to interrupt
some of the maintaining factors of ED’s and equip caf@radolescents and adults)
with the skills to become “expert carers” (pp.26). Thestruct of expressed emotion
(EE) has been named as a causal maintaining factor’'sifélbn a small but consistent
body of work (Treasurest al. 2007). Although research into these workshops is
ongoing, Treasure and co-workers found the pilot studiestbabth acceptable and

efficacious in terms of carer well being and the burdesare.
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Sepulvedat al. (2008) assessed 28 carers that had participated in the wpsksh
(6 workshops delivered in 2 hour sessions over three montAskessments were
undertaken at baseline, at the end of the workshops aed thonths later. Two
psychologists administered the General Health Questien(@HQ), the Experience of
Caregiving Inventory (ECI) and the Eating Disorder Symptmpact Scale (EDSIS).
They found the level of carer distress (GHQ) fadindicantly, the level of carer burden
(ECI) also reduced as did the specific difficulties cdusgthe ED symptoms (EDSIS)
and these changes were maintained over 3 months. frhasfer of specialist skills
within the programme was highly valued by the carers. Thgoes acknowledge that
this was a small exploratory study without a contraugr, they advise a randomised
control trial of the effectiveness of these workshogfote the findings can be fully
interpreted.

At the Eating Distress Conference (2005) it was suggehlsgdco-operation
between family and professionals can be shown tonestormal eating by creating a
supportive atmosphere without fears and anxieties. Wighih mind, the speakers
recommend that family members and professionals needrtotagether and speak the
same language of positive values and hope, both need to amtiedach active living,
demonstrate a positive outlook on life and as part of ttfmatmal eating will be

established.

Family involvement strategies for other Mental Healtlolglgms such as
schizophrenia have been found to improve families perceivsdeh of care, improve
expressed emotion and decrease relapse rates for seseice experiencing a mental

health problem (Lefét al. 1987, Scazufca & Kuipers 1996). However Budd & Hughes
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(1997) investigated what families actually found helpful abbantily interventions and
what they perceived therapeutic about the programs. Usimgdructured interviews
and a methodology developed in psychotherapy process gleqdé&tileset al. 1986)
they interviewed 20 family members that had participated fanaily intervention
program in South Wales, United Kingdom. The data was 6eosted, when the
adequacy of the coding was established the data wasyseshand a coding system
was used to enable the researcher to examine the presemagence of the impact of

the helpful/unhelpful behaviour.

The most common reported impact was that familiesddhat the intervention
had increased their level of knowledge about and undhelista of the illness.
Followed by the support they felt at knowing they had a pdicgbatact in the service
and the therapeutic alliance they had developed withMH®’s. Budd & Hughes
interpreted from the results that the emotional suppod reassurance the families
perceived was just as helpful if not more helpful thla@ other components of the
group. They advocate that using this type of methogoiedikely to be powerful in
isolating the specific impacts of family interventitmat are helpful, nonetheless they
agree that their observations are highly speculative amd research is needed. Most
relevant for the purpose of the authors own study wasathdies felt the therapeutic
alliance they had developed with the MHP’s was veryfaglphe families valued the
“‘empathy and warmth of the therapists and the genuine conbe therapists had

expressed” (pp.343).

Mental Health Professionals need to be aware thabhpoaents of the

therapeutic relationship that are important betweenc®nsers and clinicians e.g. trust
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and commitment (Morse 1991); accurate empathy, unconditpostive regard and
genuineness (Rogers 1973); confidentiality, non judgementaldat, responsiveness
and consistency (Murry & Huelskoetter 1991) can be beaéfidien nurturing family
involvement (Budd & Hughes 1997). It is important for mehtdlth professionals to
have an understanding of what the family are experignehen their family member is
given a diagnosis of an ED and the responsibility #x@ompanies caring for that

person.

Studies support and recognise the need for families anch hpralessionals to
work together (Jubb & Shanley 2002; McMastéal 2004) and advocate a partnership
in care approach (Jubb & Shanley 2002; Wilkinson & Mc Andrew 20@&eley and
Gottlieb (2002) and Jubb & Shanley (2002) stipulate nurses steut&lop a strengths
focused approach for working with families, promoting tteai of partnership and
collaboration in dealing with the problem at hand and tbeseproviding a better
quality of life for the service user than it is possibd provide separately. Jubb and
Shanley (2002) attribute the use of the traditional medmablel's focus on the
individual service user as damaging to family involvementhey also stipulate
professionals often fail to identify the potential riqgeutic benefits that families can
offer resulting in families and carers finding it difficub build alliances with health
care professionals, particularly nurses (Wilkinson & Midrew 2008). Jubb and
Shanley (2002) attribute the use of the traditional mediadel as a factor that can
inhibit families contributing to helping their family mmer find the road to recovery;
the focus of care is on the service user resultingenservice user’s family and their

social environment being ignored.
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Families should be acknowledged for their expertiseanng for their family
member (Kasst al. 2003) after all, families are expected to take over thagaf their
family member when they leave hospital (Wilkinson Mc Andrew 2008). The

willingness of families to be involved should be embreatean early stage.

2.4 Family Experience

There has been stealth of international researclorxg the family experience of ED
and services for ED. All studies have reported similadings; a general lack of
support for the needs of families (Mc Masg¢ral. 2004, Winnet al. 2004, Higheet al.
2004, Tierney 2005, Kartolova-O’'Doherty al. 2006, Wilkinson & Mc Andrew 2008).
A major issue in the published literature on family expegeof ED is that parents feel
their concerns are not taken seriously or validated byéladthcare professionals who
have responded dismissively in the first instance (RaBall 1995). Parents in the
main viewed healthcare professionals (defined as nursesiciphgs psychologists,
clinical social workers, therapists and teachers)nas helpful” and indeed felt that
healthcare professionals “blamed and shamed” them foraheds’ illness (Sharkey-

Oregano 1999, p.135).

However this lack of support is not exclusive to the f@siof SU’s
experiencing an ED. Kartolova-O'Dohertgt al. (2006) family support study
acknowledged that caring for a family member with a mdmalth problem can have a
substantial, negative effect on the health and psycl@seell being of the whole
family and its individual members. In this Irish qualitatstudy using semi-structured

interviews nearly half of the 38 participants reporteat tineir initial encounter with
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mental illness had been the hardest period, worsenedebjatk of understanding,
practical advice, or appropriate response at the timthaif first contact for help.
Voluntary support services such as Schizophrenia Ireland gited as participants as

the best and sometimes the only form of support services.

Similarly, Mc Master and co-workers (2004) Australian Itjave descriptive
study of the parent experiences of eating disorders fthatdhe 22 parents interviewed
endured a long, hard journey to find the appropriate helfhér child. They often felt
excluded, reported feelings of distress, powerlessnegnatbn and a continuing
resentment about health professionals. They often dfostaff attitudes to be
stereotypical and reported mostly negative experienéemteractions with health
professionals. The authors acknowledge the themes tchargeneralised due to the
small number of participants, but they recommend adaigs$lse needs of this group is
of primary importance. Resembling Feeley & Gottlieb (20@2acknowledging the
strengths families can bring to the table, they sug@estMHP’s recognize the family
are integral to the recovery process and develop aegpahip approach with families.
Mc Masteret al. (2004) advise this would mean allowing families to be “agenit
change” (pp. 72) rather than MHP’s controlling the sitirataind keeping the power to

themselves.

Again, feelings of powerlessness and isolation amongstrs were also
identified in Wilkinson & McAndrew’s (2008) phenomenologicabeiry into 4 carers’
experiences of exclusion from an acute psychiatric watda UK. Using Van Manens’
technique for analysis of the interviews, a total of ftwemes emerged, as well as

powerlessness and isolation, a need to be valued amgnised as well as a desire for
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partnership was reported. The carers felt that MHPaticularly MHN’'s used
confidentiality as a means of avoiding engaging witlersar A limitation of this study
besides the small sample is that some of the cauenes reporting experiences that may
have happened two years previously so the findings may lheese affected by recall

bias.

Winn et al. (2004) interviewed 20 carers of individuals with Bulimia Nes&o
(BN) recruited from in the United Kingdom over the phonengish semi structured
interview guide in order to assess their needs. Tlevieivs were analysed using a
content analysis approach. The carers identified teegled information on the early
signs of ED and treatment, practical advice and guidandeow to manage abnormal
eating behaviours and somebody to talk to about their exjgese Several of the
participants reported they had met a lack of expertisewiti@ service provision and
several of the participants had been excluded from tagifly members care on the
grounds of confidentiality. Similar studies exploring cdaenily experience of living
with a person with and ED all made reference to a gelaataof support for the needs
of families, exclusion from services and a lack of agkedgement, feel uninformed
regarding progress and treatment process of their faméignber and have difficulty
accessing services and a professional they could re({Highet et al. 2004; Tierney
2005). Professionals often fail to identify the potdrtierapeutic benefits that
families can offer (Jubb & Shanley 2002) and families amdrs have reported finding
it difficult to build alliances with health care prefonals, particularly nurses
(Wilkinson & Mc Andrew 2008). Despite the lack of empalieevidence for such

theories, covert blame has often led to therapeutiallalsce with the clinician
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(Terkelsen 1983). Families often feel that health peidesils blame them for their
family member’s iliness and often previous experiences keft families with feelings
of resentment towards health professionals (BarnheiBwé&alski 1988; Mc Masteet
al. 2004). This resentment can lead to rejection of thepie, creating an atmosphere

of adversity and mistrust with poorer outcomes for tineice user (Canavan 2000).

Abraham & Shanley (1992) recommend that nurses shoulddregators and
relatives alike as constituting an enormous therapeutienpat Jubb & Shanley
(2002) delineate that nursing staff should be given support andtedum the form of
workshops around family-centred care with a view to imprguihe experiences of

families and interactions between families and heattn professionals.

2.5 Therapeutic Relationships (TR)

The focus of developing therapeutic relationships has ptymbgen between the
mental health nurse and the service user. The imp&taf therapeutic relationships as
vehicles for achieving health was first highlighted by nursetikt Hildegard Peplau
(1952) and has since been defined as a dynamic, two-waprae&i relationship
between a service user and care giver (Mc Klindon &&ainer 1999). Components
of therapeutic relationships have been identified as andicommitment (Morse 1991);
accurate empathy, unconditional positive regard and genumeffdsgers 1973);
confidentiality, non judgemental attitude, responsiveness camsistency (Murry &
Huelskoetter 1991). The quality and effectiveness of therigpezlationships have

been linked to the service user returning to good health amereatte to treatment

PDF Created with deskPDF PDF Writer - Trial :: http://www.docudesk.com



(Muscari 1988; Cameron 1996; George 1997). Therapists displthengomponents
mentioned above were found to be more successful tiase tthat didn’t (Barrett-

Leonard 1985).

2.6 Therapeutic Relationships with Service Users experiemg an Eating Disorder

Developing and maintaining a therapeutic relationship wikraice user experiencing
an eating disorder is particularly challenging and diffi for nursing staff (Mc Namara
1982, Kenny 1991, Muscari 1991). Studies have found nurses carhaftemegative
impressions of the eating disordered person. Negaitiivedas, stereotyping and staff
labels can exist, service users are seen as diffivilt, self induced iliness, deceptive
behaviours and often labelled as manipulative (Story 1976yg8el1997, King &

Turner 2000).

In a qualitative phenomenological Australian studyhgdiusserl philosophy
King & Turner (2000) explored 5 registered general nurse’s eeqpess of caring for
adolescents with anorexia nervosa. Initially the ipipeints embraced values to guide
their practice; equality of care being non judgementaurasy patients’ rights and
forming relationships based on trust. However participdisidosed that overtime their
core values were eroded away causing them to becomeacisusp untrusting,

judgemental and uncaring and lose faith in themselvesrass

Ramjan’s (2004) naturalistic inquiry into 10 registered numsgseriences,
found that mistrust, manipulation and a struggle for cbntere the main difficulties

and obstacles encountered by nurses caring for anorexiesadots in forming TR’s.
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The same difficulties and obstacles have also beperexced by nurses caring for an

adult population experiencing ED’s (George 1997).

Adequate support (Muscari 1991), adequate education and super@sioryé¢
1997) prior to working with people experiencing ED’s is renmmded. King &
Turner’s (2000) and Ramjan’s (2004) studies indicated the neextiensive registered
preparation, on- going support and development of educat@mgrggmnmes to enable
registered nurses to care for this client group with greanderstanding. A need for
new care regimes and development of protocols which incatg a new way of
thinking and a desire to have greater involvement in thened care of their patients

was also identified by participants (King & Turner 2000).

2.7 Therapeutic Relationships with the Families of Servec Users experiencing an

Eating Disorder

As previously stated the author was unable to find any studsifispeo MHN's
experiences of developing TR’s with the families of S&kperiencing an ED. In their
paper on the hospital’s role in treating EDs, Setrial. (1981) suggested strong TRs
and effective collaboration between families and healte professionals was necessary
due to the complexity of coping with and treating eatimgpmiers. They stipulate
conflict can arise and splitting can occur among fasiéed healthcare professionals
that cause strain on existing therapeutic relationshifey detail a conceptual family

developmental model of anorexia nervosa integrating psletamic and family

PDF Created with deskPDF PDF Writer - Trial :: http://www.docudesk.com



therapy for a hospital programs’ therapeutic involvemeith SU’s experiencing an
ED.

A major hypothesis of the model is that the SU andr tliemily are
developmentally arrested in the area of separatiomvighgition and the entire treatment
team function as parents creating a protective empativiconment similar to what the
“good enough” mother creates for her infant, allowing ihf@nt to separate while
remaining emphatically available. A criticism would the wording of the model
which may be deemed politically incorrect nowadays usingseunh as the “anorexic
family” (pp.397). It may also be argued that the familyrba viewed as the problem
or with deficits, contradicting Jubb and Shanley’s (2002nsiihs focuses approach to
the family. Despite this the model encourages a demsigpproach among all team
members and proposes solutions to predictable criseartbatin the complex treatment
of the illness. It also urges the team to provide Wahcombination of structure,
reliability, emphatic availability, and support of initiai (pp.397).

Developing TR’s with families will depend on the viewsd perceptions
MHN’s and MHP’s have of the family and family involventenin a Swedish single
site study, focus groups were used to examine nurses’ vietlie family in psychiatric
care (Sjoblomet al. 2005). The four groups of four to six participants generated fo
themes within the findings: ‘compassion for and understgndif family members’,
‘the carer as a recipient of negative feelings’, ‘preeptions of mental iliness in the
family and society’ and ‘difficulties and dilemmas the meeting with family
members’.

Supporting Winefield and Burnett (1996), results indicated thasesuwere
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faced with a conflict of loyalties; a ‘double- bind’ sitioat existed, often torn between
advocating for the patient over the family (Sjobletral 2005:566). Nurses found that
families had mistrust for care staff and struggled todhaver care. They found that
families often expressed feelings that the nurses foufdudtito handle, although they
acknowledged they had adequate resources such as clinicalisiopeio support them.
The nurses understood this expressed emotion evolved frenflaimilies’ sense of
powerlessness in relation to the illness and in evergdagtions or contact with the
care; they had experienced the families being slighttytéd’ when their family
member was admitted because of having to wait to get h&hey discussed how
communication between themselves and the familiesoftes affected due to issues of
confidentiality, where their loyalty guided by policy lesth the service user.

The nurses welcomed visits from family members at desggl times but
wanted to get on with the care themselves as familylmes could also be a burden
‘by butting in and getting in the way (Sjoblomt al 2005, p. 565). This is
contradictory to collaborative care practices thatwvibe family as a focal point,
recognising the families wish and need to be involved ia (Rutledgeet al. 2000).

In recognising the strengths of families as advocated dslely & Gottlieb
(2002), nurses viewed families as an important source afrniadtion, as the
information they provide can be very beneficial to impngvpatient care and value the
support and reassurance they can provide to their familyoere(8joblomet al. 2005).
The authors concluded that although nurses had an undemgtagwad expressed
compassion and sympathy for the families’ situation; k ¢dcooperation with families

arises from a lack of resources where priority is gieetine patient in regards to service
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provision or in an ethical dilemma of confidentiality.

As stipulated above this was a single site study. Atigyants came from the
one ward with a total of 23 staff, although the authorgdtparticipation was voluntary
20 of the staff participated. The reason given fomitwe participation of the three staff
was staff training. The unit manager divided the group four smaller groups
depending on staff rotation. With this in mind one must dqueshow voluntary
participation in the study was and urge cautiousness in istergrthe findings as
participants may have felt pressured to report desirablesvi The authors themselves
draw on this in their criticism of the focus group methothat it can censor the things
that differ from the group norm. However they suggestetendings can be deemed
trustworthy as the participants talked about the posdive negative aspects of the
topic and did not try to put themselves in a complimeniighy.

In concordance with Sjoblorat al. (2005) Fisheret al (2008) recognise the
support and reassurance the family can give to the seugee especially during
nursing interventions. They stipulate that nurses actewith family members of
patients on a daily basis. In order to examine theudéts and practices of nurses
towards family presence during routine nursing care tlnegertook a quantitative
descriptive study using a convenience sample of 89 nursésiuskes worked within
the same rural community hospital in the United Statésnerica.

A 22 item questionnaire developed by the authors was seait t¢d the 488
patient care employees. It consisted of 9 items exldamily presence during routine
nursing care measured on a 4 point Likert scale (4 = dyr@agee; 1 = strongly

disagree; 0 = no opinion); 9 items that assessed behavegatsd to family presence on
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a 5 point Likert scale (5 = always; 1 = never; 0 = not iegple); 2 open ended
guestions (job performance hampered by family presence;r@neés for handling
family presence within the department) and 2 demographicsiigob title; years of
patient care). The authors state that interrataabitly for the 18 attitude and
behaviour items was acceptable (Cronbach’s alpha = 0.859).

Despite the incentive of a $5 video rental card on reattithe questionnaire, the
response rate was low 22% £ 107). The majority of these respondents were nursing
staff (h = 89). The authors chose only to report the finding$isfgroup because they
believe that this group provide the majority of patienecafhe group that returned the
guestionnaire represented 30% of the nursing staff that wetéhe questionnaire.

Respondents acknowledged the support and reassurance tlyectamygive to
the service user during nursing interventions and belieateféimilies can take part in
giving care to their family member if they (and theimfly member) wish to.
Communication, teaching, involvement of family and psyob@d support were
common reported behaviours.

Although this study did not involve MHN’s nor was it imental health setting
its findings could be deemed applicable for such a settihgs dlso an expectation
within the role of an MHN to communicate and involvenites. The study found
nursing staff who believe family presence to be importastewmore likely to
communicate, teach, involve and support families in dagge.c Similarly to the
participants in Sjoblonet al. (2005) who preferred designated visiting times, there was
low support among the respondents for family members beilogveal to visit

whenever the patient wishes.
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There was agreement among the respondents with mas¢ éhmily presence
attitude items, although a degree of ambivalence among nutsifigowards enacting
family presence existed. Nurses who believed that yamémbers should be able to
participate in simple hands on care did not regulariyaga in any of the family
presence care behaviours, including support for patient wish&amily members to be
present during routine care.

The authors acknowledge the small sample, the usesofgée site, the low
response rate and the potential for participants torregesirable behaviours. They
suggest cautious interpretation of the findings, but in genesllts support the
principles of family centred. They view the results@spondents and the ‘silence’ of
non respondents as helpful and can be used in designing edatttbls and strategies
to promote family involvement and to support review and renisif policies regarding
family presence. The role of the healthcare orgaaisah providing support and
education to nurses regarding family centred care and imgpfaimilies is recognised
but nurses must also examine their own attitudes andvioeing towards family
presence.

Nurses and other Mental Health Professionals (MHPish attitudes and
behaviours have been found to be barriers to collabaratith families. Kasst al.
(2003) undertook a descriptive retrospective 23-item survey dntifg barriers to
collaboration between mental health professionals amdliés of persons with severe
mental illness. The researchers with the assistahttee Minnesota Centre for Survey
Research (United States of America) developed the questierbased on a review of

the literature and from the response of three focus groupssting of participants that
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had taken part in one of three National Alliance for Mentally Il Professional
Provider Education Courses (PP FEC).

The survey questionnaires were mailed to 76 course participanssisting of
course coordinators, case managers, nurses, physiciashplogysts, social workers
and other members of the Multidisciplinary Team (MDTNo names were requested,
only demographic details. A likert-type scale was usedespand to researcher
generated list of barriers to collaboration betweenm™4Hand families. 31 participants
returned the questionnaires.

Since completing the aforementioned course a changétuda was noticed by
77.4% of respondents including an increased awareness of allengbes faced by
family members, being more sensitive to the needs ofiésmand increased empathy
and compassion towards family members. While 64% of thé&egsionals noted a
change in their practice, they were now more lik@lyinvolve family in discussions
with clients and in treatment and care planning. Thegwiso communicating directly
with families by acting as a resource and providing infaioneand support.

The main barriers to collaboration with families wesited as lack of time,
feelings of conflict about treating the client versustingathe family, the belief that
involving the family may be harmful to the client am tack of measurable evidence
that involving the family may be beneficial to the client

Loss of hope and giving up, the stigma of mental ilin&awjlies’ feelings of
guilt and shame, the client not wanting the familyb® involved and the families
difficulty communicating with the client were iden&ii as barriers by MHP’s that

prevented the family from getting involved. Interestindlg MHP’s viewed the family
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barriers as a result of emotional burnout on the giatthe family members rather than
communication problems on their part. Kaasal. (2003) state that one of the
objectives of the course was to promote a sense tiggahip among families and
MHP’s, to discourage the “us versus them” attitude that to favour the MHP’s
judgement over the family’s experience (pp. 751). Howatfter the course the authors
found that MHP’s were still undecided as to whetherfdmily or the client should be
the focus of their efforts, leading the authors todwelithat “changing attitudes and
practice behaviours will take more than a ten week coyme 751). While the
authors acknowledge the small sample size may limitrgésability of the findings,
they do not question why the response rate was so lde silence of the non
respondents may reflect the impact the course lethem.

In summation families should be acknowledged for thguegtise in caring for
their family member (Kasst al. 2003) although studies have acknowledged the relief
families often feel when they have found help fortif@mily member (McMastegt al.
2004; Sjoblomet al. 2005). Sjoblom and co-workers’ study using focus groups,
implied that nurses do have an understanding of the fansiuation but blame was
attributed to time constraints, lack of resources,léigal and ethical consideration of
confidentiality and the emphasis and priority on patiesite as reason for lack of
cooperation with families.

Time constraints and the lack of evidence that colldlmgravith families will
actually benefit the service user were cited by mentdtherofessionals in Kast al
(2003) study as barriers to collaboration with familieshe role of the healthcare

organisation in providing support and education to nurses regdatinly centred care

PDF Created with deskPDF PDF Writer - Trial :: http://www.docudesk.com



and involving families is recognised all studies (Keassal. 2003; Sjoblomet al. 2005;
Fisheret al. 2008). There is a need for a more open dialogue withi¢zniSjoblomet
al. 2005), nurses must examine their personal attitudes andidetsaabout family
presence in the healthcare setting (Figtel. 2008) but changing attitudes and practice

behaviours will take time (Kasgt al. 2003).

2.8 Conclusion
As a result of the lack of published literature on the ligweent of nurse- family TR
with the families of SU’s experiencing an ED reflecis;is understandable and
comprehendible that research exists highlighting thecdiffes families encounter
when it comes to interactions with health professi®srand nurses alike (Jubb &
Shanley 2002; McMasteet al. 2004). The literature suggests families often feel
frustrated at the difficulty and complexity of acdegscare for their loved one (Mc
Masteret al. 2004; Winnet al 2004; Highetet al 2004; Tierney 2005) while health
professionals often feel ill equipped to treat effedyiveervice users with an eating
disorder (George 1997; King & Turner 2000; Eating Distress Corder2005) and
respond to the needs of families (Sjobletral. 2005; Treasuret al. 2007; Fisheget al.
2008). What we do know from the literature on family eigere of eating disorders is
that families are not experiencing on a regular basiedhgonents that are said to be
intrinsic to the development of strong TRs when intimgavith professionals.

Mental health nurses interact with family members alaily basis (Fisheat al

2008). A gap in the literature exists concerning the therapeistiure of these
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interactions and relationships. Literature pertaining developing therapeutic
relationships with service users experiencing an eatirmydéis continuously highlights
challenges faced by nurses (King & Turner 2000; Ramjan 2004).

Studies suggest, an understanding is there for the fahsiteation but nurses
maintain a general degree of ambiguity regarding famiyplvement. While nurses
viewed families as good sources of information, supportraadsurance for the SU,;
they preferred limited involvement and cited reasons of tonstraints, confidentiality,
conflict of loyalties and institutional processes assoeafor not collaborating with
families (Kasset al. 2003; Sjoblomet al. 2005; Fisheret al. 2008).Studies from the
families of SU’s experiencing mental ill health and #ilies of SU’s experiencing an
ED perspective are unanimous in their claim of unmet sjedatk of support,
information; feel uninformed, excluded and isolated. Hamifeel under scrutiny by
health professionals and past experience has lefbhdsadif resentment (Jubb & Shanley
2002; McMasteret al. 2004; Winnet al. 2004; Highetet al. 2004; Tierney 2005;
Wilkinson & Mc Andrew 2008).

Collaborative care in theory is supported to a cegatent by both groups but
utilisation in practice is not experienced by families does it seem, practiced by
nurses. The themes that arose from the literatwiewed on family experience on
interactions with health professionals are not congrugth the families experiencing
components of a therapeutic relationship as outlined prelyio Due to the dearth of
literature the author is unable to present a nursing gtaintl As previously stipulated
in the study purpose, it is the aim to explore MHN'’s egmees of developing TR’s

with the families of SU’s experiencing an ED. Theusaroup discussion guide
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(Appendix 3) will assist in finding out what are their experiene@s thoughts on this

subject in an attempt to fill the gap that currently tsxgithin the literature.
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CHAPTER THREE: METHODOLOGY

3.1. Introduction

This chapter will present the research question, tlearels design, research sample and
the inclusion/exclusion criteria. The researcher wiplain how the sample was
accessed and the data collection method and procedurebevilintroduced and
discussed, the rationale for selecting methods wilekglained. Rigour within the
research will be discussed, as will ethical considmnati management issues and

methodological limitations will conclude this chapter.

3.2 Research Question

As highlighted in the literature review a significant gagsts in our knowledge about
MHN'’s experiences of developing TR’s with the familggsSU’s, more specifically the
families of SU’s experiencing an ED. According todraro (1997, p. 123) “research is
about finding answers, in order to do so questions must leel'posTo address this gap
in the research, the researcher posed the followingeasesearch question: What are
the experiences of MHN'’s in developing TR’s with tlaeilies of SU’s experiencing
an ED? The goal of this study was to explore theperénces in an attempt to reduce

this gap, enlightening further the existing knowledge aboypithetice of MHN's.

3.3 Research Design

The ultimate goal of nursing research is to developneefand expand a base of

knowledge about issues of importance to nurses (Polit &k R806). Clamp (1994)

PDF Created with deskPDF PDF Writer - Trial :: http://www.docudesk.com



describes research in nursing as providing a link betweenigaraetducation and
theory. Research design refers to the overall reseapproach that will be used.
Decisions regarding the research design precede seledftidata collection methods.
Lacey (2006, p.20) states, in many ways, the choice oan&sealesign is the most
important stage of the research process, “for it tffed the others”. The design is
selected on the grounds that it is the most suitaldmswer the research question, then

the most suitable data collection method is selectedii@ck 2000).

Quantitative research is a formal, objective, systemptocess in which
numerical data are used to obtain information aboutvirdd (Burns & Grove 2005).
The quantitative approach to research involves the udatafcollection methods such
as questionnaires, structured observations, structuregi@ws and a number of other
measuring tools (Parahoo 2006). The main purpose of quasmtitedsearch is to
measure concepts or variables objectively and to exafmneumerical and statistical
procedures, the relationship between them (Parahoo 200@&)Wwirgl for the
generalisation of findings (Denzin & Lincoln 2005). Objedtivin quantitative
research means that the researcBtands outsidethe phenomena they study. The
ways in which data are collected and analysed are egéutbe free from bias on the
part of the researcher and the participants in the stuptiBo 2006). The researcher
believes that this approach would not be suitable ton#tare of the research being
attempted and would not be conducive to capturing the siudgiesteaning of the

experiences of the participants.

Qualitative research is a symptomatic, interactive ambjestive approach

(Burns & Grove 2003). It is the chosen method for ttusl as it is used to describe
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human experience (LoBiondo-Wood & Haber 2002). Qualitatesearch relies on
methods that can allow researchers into the personahate and private world of
participants (Parahoo 2006). Denzin & Lincoln (2005) suggest thelitative
researchers believe that rich descriptions of theakeworld are valuable. Parahoo
(2006, p.44) asserts that qualitative research is a broackllentovering a number of
approaches which subscribe to the “notion that phenomemaon realistically be
understood by studying the meaning that people give to themhar@bntext in which
they happen”. The essential feature of qualitativearebeis exploration as a means to

understand perceptions and actions of participants (L2@@45).

A qualitative descriptive design using focus groups as the daitaction
method will be used to explore the experiences of MHN'developing TR’s with the
families of SU’s experiencing an ED. The selectiontlu§ method was deemed
appropriate by the researcher as it is the methodadetiwhen straight descriptions of
the phenomena are desired” (Sandelowski 2000, p. 339). Itsemteomprehensive
description of everyday events, in the aim that they dwsicover the “who, what and
where” of experiences (Sandelowski 2000, p. 338), discoveangfacts about people,
events and situations (Porter & Carter 2000). The obgdi qualitative descriptive
research is to describe the essence of behaviould basmeditative thought and with
the purpose of promoting human understanding (Morse & Fi8P6). The key to
implementing a good qualitative research study, resuls iesearcher ensuring the
research question is clear, the method selected toeanke question is appropriate,

and the people and data needed are available (Speziale 2003).
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3.4 Sampling Method

3.4.1 Population and Sample

A population is all the individuals or objects with coomm defining characteristics
(Polit & Beck 2006), it also refers to the entire clagsases to which the researcher
wishes to generalise her research (Porter & Carter 20D@9. population of this study
is Mental Health Nurses (MHN's). As it would be uelik and unnecessary [all
MHN’s may not have had experience working with or depiglg TR’s with the
families of SU’s experiencing an ED] to include all MHNh this study; a sample will
be selected. A sample refers to the group of peopleesdearcher selects from the
defined population (Atkinson 2000). Individuals are selectedparticipate in
gualitative research based on their first hand expexignth a culture, social process,
or phenomenon of interest (Speziale & Carpenter 2003)helcontext of focus groups,
participants are selected because they relate toophe af the focus group and share
certain characteristics (Krueger 1994).

Morse and Field (1996) recommend two principles should ggidditative
sampling; appropriateness and adequacy. Appropriateneseriged from the
identification and utilization of the participants whancbest inform the research
according to the theoretical requirements of the s(iulyrse & Field 1996). In the
case of the proposed study non probability purposive samplinggotal health nurses
with experience of working with the families of s@wiusers experiencing an eating
disorder will be used. It is recognised by the reseattiagithis type of sampling has a
very limited ability to generalise findings because itsans handpicked (Lo-Biondo

Wood & Haber 2002); it is a necessary method to ensur@gpeopriateness of the
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sample. If random sampling was chosen it would haveggththe nature of the study.
It may be likely that the participants selected may héittle or no knowledge or
experience in developing TR’s with the families of Seg@eriencing an ED (Morse &
Field 1996). Also time constraints may not allow the o$erandom sampling to
produce an appropriate, adequate sample.

Morse and Field’s second principle, adequacy of samplerenghere is
enough data to develop a full and rich description ofdp& tthe researcher wishes to
explore. Data saturation is the aim of the qualitategearcher (LoBiondo Wood &
Haber 2002), where new data no longer emerges in the digiztioo process. To
insure appropriateness and adequacy of the sample inclusi@xelusion criteria are

outlined below.

3.4.2 Sampling Criteria
Inclusion Criteria
* An Bord Altranais Registered Mental Health Nurses
* An Bord Altranais Registered Mental Health Nurses veikperience working

with service users with an eating disorder and theiilii@sn

Exclusion Criteria

* Those that do not fit the inclusion criteria.

Rationale for Inclusion/Exclusion Criteria
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» The researcher chose not to impose a minimum levekmerience required for
participants (MHN'’s) to be eligible to participate hetstudy; whether how long
gualified or in terms of quantifying the amount of SU’s eigrecing an ED and
their families they have worked with.

* Itis the norm for MHN'’s working in a community settitghave a minimum of
three years experience so this was taken as a given.

* The researcher did not feel it was necessary thaiciparts should have
worked with a minimum number of SU’s experiencing an ED tueir families.
Due to the complex nature of ED’s, SU’s are oftenantact with MHS'’s for a
sustained period of time, MHN'’s could therefore have plgltexperiences even

with an individual SU and their family.

3.4.3 Access to Sample

On receipt of ethical approval, the researcher gainegsatoea sample that fit inclusion
criteria by writing to Mr. XX, Director of Nursing, Hogpl XX and the Assistant

Directors of Nursing of two of the service’'s communitgutpatient) services;

Gatekeeper 1: Mr. XY (XY Community Mental Health Sergicand Gatekeeper 2: Mr.
XZ (XZ Community Mental Health ServicesAgpendix 7a, b & ¢. The researcher

had hoped to gain access to two community settings predeteriny the researcher.
Understandably, due to tragic circumstances (a SU exparggean ED had taken their
own life) the Director of Nursing approved access to only of the predetermined sites

(the tragic event may have been too raw in the mindhe@fMHN's that may have
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proved too distressing for them to talk about). Thankfp#rmission was granted to
access an alternative site.

A poster Appendix 8) and approx 15 information leafletddpendix 9a-9
were sent to the gatekeeper at each site. The gatekespasked to display the poster
in a prominent position and post the information leaflatshe post boxes (pigeon
holes) of MHN'’s working on the site. The poster adsed the study; in the hope that
it would encourage interest and discussion among possibleipants as well as
inviting the MHN's to review the information leaflet thaad posted in their post boxes.
The information leaflet provided details about the study; estsd the inclusion and
exclusion criteria Appendix 9a), the declaration of confidentialityAppendix 9b),
rules of the focus grougAppendix 9¢) and concluded with an invitation to participate.
The participants also received a copy of the informed extnsheet Appendix 10).
Nurses interested or who required further information wwevéed to contact myself
(the researcher) directly in order to minimize any fartadditions to the gatekeeper’s

own workload.

The researcher had informed participants in the infdomdeaflet that when
they got in contact expressing willingness to particighear details would be taken
(name and contact numbers/email) and the researcbeld vassess if they fit the
inclusion criteria. The researcher also asked the pakgarticipants; approximately
how many SU’s experiencing an ED and their families theye worked with and how
many years qualified they were. It is noted that th@usien/exclusion criteria do not
specify that MHN’s must have a quantifiable level of eigrece nor be a specific

number of years qualified. This information would onlgdi$or demographic purposes
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and in the event there was an oversubscription dihgess to participate.

Initially there was poor response rate, after one weekerainder letter
(Appendix 9d) and a copy of the information leaflet was forwardedhe gatekeepers
for distribution into the post boxes (pigeon holes)tttd MHN's. On receipt of the
reminder letter approximately 12 potential participants (apprately six from each
community setting) began contacting the researcherlephione and the process of

arranging a convenient, suitable time for the focus groegarb

This process proved very challenging. Trying to arrangeitable time for
everyone proved difficult, with much communication bacid dorth between the
participants and the researcher. Among the first greugeneral consensus was
reached that Wednesday mornings were the most conveoientlate was arranged for
April 21%2010.  Unfortunately the researcher was delayed in Spaithdueelandic
Volcanic Ash Cloud, and had to cancel the focus group.ticants (as was the
researcher’'s supervisor) were very understanding and dagtee reschedule.
Rescheduling the focus groups took over three weeks, as Wwheasearcher returned
(after being stranded in Spain for an extra week); partitgpshat had agreed to
participate had either moved to different sites or wereaomual leave (holidays).
Eventually the groups were organised for May 2010 with 12 MHNi®eable to

participate.

3.4.4 Sample Size
The researcher aimed to interview 6-12 participants tacjpete over one to two focus

groups. In reality, two focus groups of four participantge(fvomen, three men) were
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held. Although focus group size tends to vary, Kreuger (1884)deemed a range of
4-15 as acceptable. The researcher had expected sixpaantscin each group as pre
arranged. However, on the morning of the first group paxdicipants had to attend a
Case Conference for a service user and on the secondngdwo of the original
participants were called into a management meeting. huthey were replaced by
two other MHN’s that met the inclusion criteria and &vagreeable to participate. Two
other participants were unable to attend due to staff gfemtaThe unexpected drop
outs were acceptable to the researcher, MHN’s ar&imgpin a caring profession in a
sometimes unpredictable environment, the SU and any emesgé¢hat may arise take
priority.

It is recognised that the sample size of eight is Ishmalever, Streubert &
Carpenter (1999) reiterate that sample size in qualitatsearch tends to be small due
to the large amount of verbal data to be analysed.reldre sample size should be
determined on the basis of information needs (Polit, B2ddungler 2001). Data
saturation or redundancy of information can be achieveti witsmall number of
participants if information from the participants is adequand sufficient for the
proposed study’'s aims and objectives (Holloway & Whe2@$)2). As adequacy and
appropriateness of the sample was ensured, the partgipintontributed well to
answering the research question, two focus groups provedieuiffsimilar themes

arose in each group. These themes will be discussdpter four.

3.5 Data Collection

Data collection in descriptive qualitative research inv®lgathering the narrative data
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from the participants through interactive processes (B&r@sove 1999). A variety of
strategies can be used to generate qualitative researchirdatviews, observations,
narrative, and focus groups (Speziale & Carpenter 2003). Asopsdyistated the

proposed data collection method is focus groups.

3.5.1 Data Collection Method
Kitzinger (1994, p.104) defines focus group interviews as “in dg@n ended group
discussions, which explore a specific set of issues pre@efined and limited topic”.
Focus groups were the chosen data collection method aadh@aglly generate a large
amount of data in a relatively short space of timeu@ger 1994). They have also
proven effective when investigating how knowledge and ideasl@® within a certain
context (Kitzinger 1994). The focus group method allowed #ragpants (MHN'S) to
explore their own meaning of what is being asked, rathen eing directed, the
discussion guide aided the participants in opening up aboutetk@eriences (Polit &
Beck 2006).

The focus group interviews used a semi structured discugside (Appendix
3). Within a semi structured discussion guide the reseahdtklisted topics to cover
rather than specific questions to ask (Polit & Beck 2006)eig# questions to clarify
participant responses and meaning of responses were used edessany. A semi-
structured discussion guide was chosen as the dross e amount of material that
is generated, that has no particular use for the @s&ds study is generally lower than
in an unstructured interview (Holloway & Wheeler 2002), o novice researcher, a

high dross rate may unnecessarily complicate the dylreamplex data analysis of
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focus groups (Kreuger 1998).

Krueger (1994) suggests it is the role of the moderator icréate an
accommodating environment that encourages different pyos, views and opinions
without pressuring participants into reaching a consensdsderators are considered
part of the data collection tool (Burns & Grove 1999), thedemators function is to
encourage participants to talk freely about all topicstlo® guide, facilitating a
discussion that leads to rich generation of data (R&lieé).

The researcher was the moderator of the groups, a coramode/as not used
for two reasons; to keep outside interference atranmim and because there was none
available to the researcher at that time. Acknowitegighe inexperience of the
researcher, in preparation for the role of focus grougearaior the researcher attended
a practical skills class in data collection and lidisath her supervisor closely. The
researcher also drew on her own experience of modgrtterapeutic groups within a
mental health care setting. The experience of modgréte pilot study also proved

invaluable to this novice researcher and will be discussedvbel

3.5.2 Pilot Study

Initially the researcher had taken the decision not ta pidot study as pilot studies are
not always used in qualitative research as the reseandvelopmental (Holloway &
Wheeler 2002) and potential participants for the proposed stedy limited due to
staff constraints and inclusion criteria. That saidiratial draft of the focus group
discussion guide had been tried out during a data collectegihods workshop. It was
noted that initial discussion focused on developing a Witk service users rather than

families despite the focus being on developing therapedstaeships with families.

PDF Created with deskPDF PDF Writer - Trial :: http://www.docudesk.com



After some thought and discussion with my supervisor as wlecided that it was
important to acknowledge that developing therapeutic rekttipa with service users is
a primary goal for mental health nurses and it was naturghem to associate T.R.’s
with service users rather than families. Hence tisé djuestion asks participants to give
their thoughts about developing therapeutic relationshipls service users, before

moving on to families.

As time went on the researcher had become increasiagkious about
moderating the focus groups and decided to review her initisdideaot to do a pilot
study. A pilot focus group was held at another site radtére to the study sites with
two participants that fit the inclusion criteria. Tiresearcher acknowledges that this
was a very small number of participants for a focus grthgt said, Kreuger (1994)
advocates that inexperienced moderators begin with dow@ls groups in order to

increase confidence and facilitate the developmentfeétdfe moderating skills.

The pilot focus group proved to be a very valuable ex@rs the researcher.
Firstly, the recording equipment proved suitable andctie. Data was audible and
easily transcribed. Secondly, the pilot study reliegedhe of the moderators own
anxiety about moderating the focus groups and provided sones ltan practical
experience. Thirdly, the participants gave some impofégatback on the design of the
discussion guide. For the most part they thought the iqnestvere relevant and
understandable; however they felt question three whashimitially a two part question
would be better as two separate questions. They alsedvoéhey had experienced
initial anxiety when | (the researcher) had began takotgsat the commencement of

the focus group, they later reported that the note tedkanhgally eased their anxiety and
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allowed them to speak more freely as they felt laghe “spotlight”. Foolishly | had
forgotten to mention | would be taking notes at theomhtiction something | had
planned to do. The advice of the participants regardingdib®ussion guide and

moderator etiquette was taken on board and incorpordtethm focus group design.

The researcher self transcribed the pilot study. @ecten and from reading
the transcript it was clear that a challenge existekieep the participants focused on
discussing their experiences of developing TR’s with f@sitather than service users
despite question one, highlighting the researcher needi® tmindful of this when
facilitating discussion. The researcher was alsascious of the prompts that were
used; the questioning of participants; clarifying participasponses and recapping at
the end of the focus group and the influence the above aweydn researcher bias. On
further review of the transcripts and after discussi@h her supervisor the researcher
took the decision not to recap at the end of the focus groupe cautious when
clarifying participant responses so not to increaseareler bias. The original prompts
were also modified to promote clarity and increased nstaleding of the discussion

guide.

3.5.3 Focus Groups

Both focus groups took place in a room in the participanésepof work. A generic
notice was put outside the door asking for ‘Quiet Ple@seup in Progress’ apart from
intermittent noise from traffic outside and the windstwtters the groups passed off
uninterrupted. The researcher and participants were swagedircle around a small
coffee table that held the recording equipment (Sony RBR0 digital voice recorder)

and some refreshments (water and juice); the participeats provided with breakfast
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prior to entering the room. Audio recording is the besifof preserving interview
data (Holloway & Wheeler 2002), it contained the exact warfd&he interview, the

guestions asked and allowed the researcher to concestichfgay attention to what the
participant had to say. The researcher had ensured the rmwerassuitable for the
recording equipment by testing it before the focus grouqudgison began.

Prior to data collection, participants were remindedraffaat the focus groups
would be recorded and they had the right to withdraw attmmg, before, during or
after the recording of data (see ethical considergtionslo participant chose to
withdraw before or after the study. They were each giwencopies (participant copy
and researcher copy) of the informed consent sheetdeaotifility agreement and focus
group rules to review again and sign. They were remintlatl if any form of
malpractice or professional misconduct was revealedsttive duty of the researcher to
report this to the relevant authorities (see ethical coratidaes) again this did not
happen.

The focus group discussion began with a welcome notbarktyou and a
general introduction, they were also informed the retesrmay take a few notes
throughout the discussion and encouraged not to be put offdoyThe discussion went
well despite the initial nervousness of the researchdre researcher ensured to keep
the participants discussion focused on their experiencs developing TR’s with
families and was mindful not to influence the discussibthe participants in a way
that would increase researcher bias. At the end offeaak group there was time for
the participants to reflect on what was discussedq, Wexe asked if they had anything

else to add, an approach advocated by Krueger (1998) to inm&atity. In both
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focus groups participants reiterated on previous pointshibgtfélt strongly about. The
participants were again thanked for their time and @pdiion and given a copy of the
researchers contact details, if any issues arose wised to discuss further.
Participants have not contacted the researcher girdecus groups.

The focus groups lasted 38 and 30 minutes respectively. Fharcher had
anticipated the groups would last longer, but towards theoéritie discussion the
researcher noticed participants becoming a little resstidde researcher learned when
the discussion ended that some participants had appoitg after the group they were
anxious to make. On review of the data, the groups producediedmount of rich
data, despite the relatively short length of the dsioms The analysis of this data will

be discussed in detail in the chapter four.

3.5.4 Data Storage

Data will be filed safely, securely and appropriatelyaiccordance with the Data
Protection Act (Department of Justice, Equality and Lafofe 2003). The researcher
has kept the participant’s details, consent forms, fieleés in a separate from tapes and
discs containing the transcribed information, in lockedregtbiwithin a locked room at
her place of work. All computerized data files of tbheus groups are firewall antivirus
protected and alphanumerically password encrypted (the passwknown only to the
researcher) and stored in the locked cabinet. All competédata will be anonymised
using codes e.g. FG1B, FG2C. All data will be kept foraximum of five years post
study and then destroyed in accordance with the dispésaindidential waste, hard

drives and other computer software will be wiped cleana(derased) using a
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professional service to ensure all traces of the dageased thoroughly and safely. The
data was transcribed using a transcription service th&éousmd to a professional
confidentiality agreement with their clients. The resbkar’s research supervisor was
given access to the transcribed interviews after ghicipant identities had been
protected using codes (FG1A, FG2B) and any reference thdad adentify service
users, their families or the location of study sites lheen removed. Participants have
been informed of the intention to publish and share tidings of the research study

and that the ethical principle of confidentiality wit dhered to at all times.

3.5.5 Data Analysis

Focus groups were transcribed using a professional transaoripgrvice. Data was
analysed with the aid of Nvivo 8 (Qualitative Analysidt®are) and interpreted using
Colaizzi's (1978) framework for data analysis. Data ysial procedures will be

explored in detail in Chapter 4.

3.5.6 Rigour

Trustworthiness in qualitative research means methodolapecadness and adequacy
(Holloway & Wheeler 2002). In qualitative research, rigaosirassociated with
openness, scrupulous adherence to a philosophical perspedheesughness in
collecting data, and consideration of all data in thejestive theory developmental
phase (Burns & Grove 2003). In demonstrating trustworthir@eba and Lincoln
(1989) inform us that without the presence of ‘credibilitytransferability’ and

‘dependability’, qualitative research studies will contiboidail under the critical eye of
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the evaluator to meet ‘rigorous standards’ and surremddret criticisms that it lacks

scientific rigour (Koch & Harrington 1998).

To counter specific threats to the validity of quaiNta research, the investigator
must demonstrate the truth value of multiple perspectitles dependability of the
findings amid variability, the applicability of findings broader contexts and the
freedom from bias in the research process (Guba & Lint689). It is proposed to
demonstrate trustworthiness by adhering to Lincoln and Gyk88&5) framework by

developing dependability, credibility, transferability amshfirmability.

Promoting Credibility

Measuring credibility involves examining how clearly the datlected and the method
of analysis accurately reflect the focus of the st{Riylit & Hungler 1999). There are
many benefits and limitations of using focus groups as ttee atdlection method that
are beyond the discussion of this dissertation. Téidt sne of the main limitations of
using focus group methodology and challenges to the rigbuheo design, is the
reliance on the skill of the moderator (Twinn 2000). ré€he a vast array of literature
surrounding the role and importance of the moderator witilenfocus group process
(Krueger 1994, Kitzinger 1994, Twinn 2000, Kidd & Parshall 2000, Freeman 2006,
Peek & Fothergill, 2009). Krueger (1994) suggests it is the abthe moderator to
create an accommodating environment that encouragesediffeerceptions, views and
opinions without pressuring participants into reaching a cmuse As many different
personalities will be present within the group, moderatdil & needed when

facilitating group interaction, managing group dynamics afatusing the group when
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necessary (Kitzinger 1994, Kreuger 1994, Twinn 2000, Peek & Fpiti2609).

The researcher has acknowledged her inexperiencederating focus groups.
To address this in the hope of enhancing credibility, theareker ‘practiced’
moderating focus groups within practical skills classes easopdéhe taught component
of her Master’s study. The researcher drew on haical experience in facilitating
therapeutic and support groups, as well as reading extensiediterature surrounding
focus group methods and liaising with her supervisor. Moderéte pilot study gave
the researcher further experience and improved her modgskills which proved
invaluable.

Another credibility issue of this method is that foqreup moderators are
considered an integral part of the data collection todl the data analysis (Kidd &
Parshall 2000, Franklin & Lowry 2001). Davies and Dodd (2002, p.221¢ %n
essential element of rigour is the assumption thatabearch process displays a method
that is objective”. As with all qualitative researamintaining objectivity is a concern,
especially when the method puts the researcher in th@fobserver and data analyst
(Franklin & Lowry 2001). They advise there is a “thin line&tween guiding and
influencing focus group discussions as the moderators oveegi®ns and attitudes
may sway the “spoken attitudes” of the group, within the datdysis their concern
relates to bias infiltrating the analysis as the “vedata will only filter through one
person’s perception” (p.173). Guba and Lincoln (1989) advocateved of bias from
the research process incorporating objectivity on theqgddhe researcher. While this
is not disputed the eradication of subjectivity compjeislunattainable and may be

viewed as damaging to research and ethical research ([3aldiedd 2002).
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To promote the presence of objectivity, rather thantthal elimination of
subjectivity the researcher has kept a reflective joumalughout the research process.
Koch (1994) insists credibility is strengthened when netess describe and interpret
their experiences demonstrating self awareness and mouaitat is going on in the
research’ through keeping a reflective journal (Koch &riigton 1998). The writer
has been using a reflexive approach to her practice stemmimghier undergraduate
learning. When embarking on a new journey or challengs e undertaking of this
research, the ongoing self critique and self appraisalrefieExive research as

characterised by Koch and Harrington (1998) are found to ieiparly useful.

Promoting Transferability

Lincoln and Guba (1985), and Kreuger (1994) collectively support tiesv
transferability is the responsibility of potential ts@f the research. As previously
stipulated, a non- probability purposeful sample of MHWish experience working
with SU’s experiencing an ED and their families wassemfrom a population of
MHN’s. This sample came from two community mentallthesettings within an Irish
Mental Health Service. Participants were all famil@each other. Peek and Fothergill
(2009) agree that as with many methodological issues, there steadfast rule that
should be followed when designing focus groups with preiegigiroups. Krueger
(1994) urges caution when using pre existing groups as participagtshnse not to
report alternative opinions to the group norm. Kitzinger (19@2d)ld suggest that pre
existing groups may enable discussion as participantdraeelp comfortable with each

other. The latter was the case with this research salithpugh participants may have
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been talking about the same SU’s and their families;uffges’ stance may be
disregarded in this instance as participants shared diffepnions and were not afraid

to disagree with each other.

The readers of the research have been made awame dérilration of the focus
groups. They can make their own judgements whether tleg te the findings and/or
transfer them to another setting, either having shareerexces similar to those of the
participants or through considering the findings ‘plausiff@ch & Harrington 1998).
The reader will decide if the findings are applicabléhtar setting, before incorporating
findings into practice or policy, on the other hand réeder may also choose to dismiss
the findings. Thick descriptions and sufficient contextofairmation (Guba & Lincoln

1989) have been provided in order to allow readers to makeneatbjudgements.

Promoting Dependability

Barbour (2001) insists that whether data analysis is daoué by a lone researcher or
research team, it is important to follow a systemptbcess that should be transparent
to the reader in the written research project, cléastiations of the data analysis
procedures have been presented in Chapter Four. Verbatitatiqne from the
transcripts were included to further demonstrate how ekenvere derived, as
recommended by Sandelowski (1993). Whittemetreal. (2001) suggest reflexive
journaling is particularly helpful in signposting the dems within data analysis, as
previously stated a reflexive journal was maintained bydkearcher.

Kidd and Parshall (2000 p. 295) highlight “there is still athatshg vagueness
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with respect to specific analytical approaches thatbeansed to increase confidence in
focus group findings”. As mentioned above the focus groups aweti® recorded and
transcribed by a professional transcription servicee NIivo 8.0 qualitative analysis
software package was utilized in managing the data and keapiagdit trail of how
analysis decisions were made and Colaizzi's (1978) sdeprframework was used to
analyse the data.

In concordance with step seven of Colaizzi's framéw(@Chapter Four) a
summary of the findings was sent to all eight partidipas a final validating step and a
way of strengthening dependability of the study. In usingténe ‘stability’ as an
alternative to ‘dependability’, Long and Johnson (2000) sugdest ¢ven if the
researcher was to present the findings to the group merabéne end of the study,
stability may not be sufficiently achieved due to theetitapse involved. Therefore
focus group participants alone may not be dependable in waddte findings.
Nevertheless at time of writing the researcher hadived feedback from four of the
participants, all four were in agreement with the findin@ne participant reported he
has been making a conscious effort to have betteromddips with families since

participating in the focus groups.

Promoting Confirmability

For research to be judged confirmable researchers needrmnsteate the research
process in clear and logical manner. While responderag®ain is also a method of

strengthening confirmability, the researcher will keep awitatrail (Speziale &
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Carpenter 2003) using Nvivo that will allow another individt@m follow research
activities and decisions throughout the research procakmg the analysis transparent.
Whittemore et al. (2001) also advocate thick descriptions of data and contextual
information should be included in the research repogpr@gously stipulated the writer
plans to include the above allowing the reader of thearesd¢o make a more informed

judgement.

3.6 Ethical Considerations
The researcher sat before the Ethical Review BoartieofTtinity College School of
Nursing and Midwifery in December 2009. Recommendations weade by the
review board and implemented before submission to thatyiCollege Faculty of
Health Sciences in January 2010. Ethical approval for theyswas granted in
February 2010Appendix 5).

Ethics pertains to doing good and avoiding harm (€@rhal 2000), it is therefore
essential that the researcher examines all aspethe @fpproach to research from an
ethical standpoint. Harm can be prevented or reduced thrbegapplication of the
appropriate ethical principles as outlined by the RoyaleQellof Nursing (1993), for
protection of the participants: beneficence; nonmalediegfidelity; justice; autonomy;
veracity/honesty and informed consent; confidentidikypendix 6).

The researcher aimed to adhere to these principleagihoot the entire research
process.

Prior to the focus groups commencing, participants were agfairmed of: the purpose

of the research; their contribution; how the data lallcollected and used; the storage
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of the data and the length of time it will be stored(fbyears).

Participants signed an informed consent sheet. ciation in the study was
entirely the decision of the participant, no participghould have felt obliged to
participate, and participants were also reminded of tiggt to withdraw at any stage
without penalty. This would have been fully respedigdhe researcher and any data
collected form that participant would have been destraya@turned to the participant
at their request. Luckily for the researcher, no ortbdsew their participation.

Participants were reminded of their right to confidsdity. Prior to commencement
of the focus group(s), participants signed a declaratoadhere to confidentiality
regarding the other group members and anything disclosed wighigroup declaring
they would not discuss anything disclosed in the focus grotgide the focus group.
The researcher has not been informed or heard of a&aches to confidentiality to
date.

The participants were informed of the researcher’s a&thduty to report any
disclosure of malpractice, professional misconduct ibnigal activities to the relevant
authorities (Director of Nursing; An Bord Altranais; @ai) and the researcher’s
requirements by law to report information about chilelder abuse, drug trafficking or
crime (Orbet al 2000). Again, this was not an issue.

Throughout the focus groups the researcher (moderatogsassthe well being of
the participants before moving on to a new question on Beuskion guide. No
participant became upset or left the focus group unexpgctédhis had happened the
researcher planned to assess if the focus group neededstesspended for a comfort

break or if a participant had unexpectedly left the fogtsup the moderator would
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have suspended the focus group for a comfort break to asseseell being of the
participant. Should participants have needed professiappbst after the focus groups
they were given the number of the Confidential Coumggbervice (01 6352393) open
to all Health Service Executive employees. At theé ehthe focus groups participants
were provided with a card with this number and also thearekers contact details for
their convenienc@Appendix 11). The researcher also made a follow up telephone call
one week post focus group to assess if any issues arosth&datus group discussion
that the participant needed support with, participants repadessues. The researcher
also advised the participant they remained contactabkxdssary.

To limit the time away from service users the focusug(e) ran into the participants
morning break, breakfast was provided by the researclemtpensate participants for

their loss of break and acknowledge their need for fowidraefreshment.

3.7 Management Issues

The proposed research project was solely funded by tbaroker.

Table 1: Resources

Expense Cost to nearest Euro
Sony ICD P620 Digital Voice Recorder 75

Stationery, Postage, Photocopying and Printing 150

NVivo8 Computer Software License 12 months 90

Telephone Calls 70
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Breakfast for 12 people 100

Secretarial Support (Transcription Costs) 140

Printing and Binding of thesis 100

Total Cost €725
Timescale:

STUDY NOV DEC JAN FEB MAR APR MAY JUN | JUL

2009 | 2009 2009 2009 2010 2010 2010 2010 2010 2010 | 2010

Develop
Research

Proposal

Seek

Ethical

Approval

Access

Sample

Participant

Selection
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Data

Collection

Data

Analysis

Presentatio
n

Of findings

lllustration 1:

Timescale

3.8 Methodological Limitations

The sampling method (non probability purposeful sample) aample size are
acknowledged as limitations. However, the sampling naethas necessary to ensure
the researcher would have an adequate and appropriatée saitlyin a short length of
time as this study is part there of a Masters (MSchtileHealth, a different method
such as random sampling may have proved too time consumifigdt@ suitable
sample in the available time frame (three months). résearcher is satisfied that a
saturation of themes occurred despite the small samilein the two groups.
Although Kreuger (1994) would advocate between three andfdmes groups the

researcher is confident that the groups gave an accucteakluable description of their
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(MHN’s) experiences of developing TR’s with the fanslief SU’s experiencing an
ED. It is not the purpose of qualitative research togéeeralisable, however this
researcher believes this study presented a ‘snapsholieoparticipants experiences

which may be useful to other MHN’s and MHP’s in simsattings.

Another limitation is that the researcher is a nowacel the choice of data
collection method (focus groups) meant the researcem@alerator) was an integral
part of the data collection and analysis processese r&searcher’'s choice of focus
groups as the data collection method proved a good deciitwough organising the
focus groups was at times a logistic nightmare they prdnatful in producing a large
amount of rich data in a relatively short space oktinlThe moderating of the focus
groups went smoothly when the initial nervousness ofékearcher eased. However,
on reflection of the transcripts a more experienced nabolemay have explored certain
elements of the discussion in more detail. Analyslmg) data was a daunting task due
to the large amount of rich data and the limitationg aford count. The researcher
liaised with her supervisor throughout the research jouarely data collection and
analytic issues were discussed and a solution found. rhhis go some way in

countering the researcher’s novice status.

3.9 Conclusion

Thus concludes the methodology chapter. To summarise,widigs a qualitative
descriptive study to explore the experiences of MHN'sl@veloping TR’s with the

families of SU’s experiencing an ED using focus groups tleatothe data. The two
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groups of four participants were held in May 2010, the nkapter will describe the

data analysis procedure and findings of these groups.
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CHAPTER FOUR: DATA ANALYSIS & FINDINGS

4.1. Introduction

This chapter will present the data analysis and findaigsvo focus groups conducted
to explore the experiences of MHN'’s in developing TRith the families of SU’s
experiencing an ED. The groups (four participants in eaehg held in May 2010. At
the time of recruitment all participants (five womand three men) were working in
one of two community settings; two participants wer@leged as Community Mental
Health Nurses (CMHN), one participant was a Clinicaldéuvanager Il (CNM11) in a
community setting, one participant was a Clinical Ni@pecialist (CNS) of Severe and
Enduring Mental lliness and four participants were MHN'srking on a Homecare

Team (HCT).

Participants had between five and twenty years exparigrorking as MHNs
(mean=12.4yrs)As stipulated in the inclusion criteria all participghad worked with
SU’s experiencing an ED. One participant had worked weh different SU’s
experiencing an ED and their families; three participaats \Wworked with three; one
participant had worked with five; two participants had wdrkeith one; and one

participant had worked with two SU’s experiencing an ED tieir families.
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Table 2: Participants Grade, Number of Years Qualified and Numbe of SU’s

experiencing an ED and Families they had worked with

GRADE Years Qualified (m=12.4) SU’s & Families

CNS 17 3
CMHN 10 10
CMHN 11 1
CNMII 11 3

HCT 20 3

HCT 5 5

HCT 10 2

HCT 15 1

The discussion guideAppendix 3) aided the participants in talking about their
experiences. The data that derived from the focus grangbdrow it was analysed will

be discussed below and the presentation of the finding®ilow.

4.2 Data Analysis

Rabiee (2004) advises that data analysis begins within ¢his roup by the moderator
skilfully facilitating the discussion and generatinghriata. Data analysis is part of the
process all the way through from the selection ofrésearch problem to the writing up

of the final report (Krueger 1998). Morse and Field (1996) receminsimultaneous
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collection and analysis of data, this means thatvigess are transcribed and analysed
as soon as the interview has been completed, thishalps to avoid a data pile-up.
Copies were made of the tapes of the focus group recom@mpthe transcribed files to

ensure data will not be lost. The storage of this dasebken outlined above.

The researcher used a professional transcription seheocause of time
constraints and as a way of limiting moderator bias bygmntng the moderator from
filling in gaps of lost data. Data loss is an associastdof focus groups due to more
than one member speaking at a time, utterances and thation of subgroups (Kidd
& Parshall 2000, Peek & Fothergill 2009). There were twoasions where the
participants were laughing and talking over each other buiMissin agreement with
previous points that were audible on the recording. Eadicipant was given an
identification code at commencement of transcrip{ie@1A, FG2B etc.). The tapes
were transcribed within 72hrs and included information on paugaps as well as
comments in brackets detailing emotional tones and wdis@nal notes (O’Meara-
Kearney 1999). On receipt of the transcriptions the researead the transcripts while
listening to the tapes to ensure the transcription wagraie as recommended by Polit

& Beck (2004).

The transcribed interviews were copied into the N\V@v0 Qualitative Analysis
Software PackageAppendix 4). This allowed for the easy retrieval and sorting of
large amounts of data. It kept track of the analysissaets (audit trail) and allowed

for the organisation of the emerging themes (Kidd & Ira2000).

Colaizzi's (1978) seven step framework for the analy§igterview data was
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the chosen method to interpret the information colteétem the focus groupséble
2). Colaizzi was selected as the researcher is iniexped; the framework is deemed
suitable for both the experienced and novice resea(BRuadrinson 2000) and is suitable

for the data analysis of qualitative descriptive studiedit(® Beck 2003).

Table 3 Colaizzi’'s Seven Step Framework:

Step 1 Read and re-read all transcripts to acquire a feelinghént

Step 2 Review each transcript and extract significant statémen

Step 3 Meaning will be established of each significant statement

Step 4 The significant statements will be organised into clgster

Step 5 These clusters will be referred back to the originaddcapts to validate

them. Discrepancies will be noted among or betweewahious clusters
avoiding temptation of ignoring data or themes that ddiniot the

original cluster.

Step 6 Results will be integrated into an exhaustive descripifdhe
phenomenon under study in a clear statement of ideatidn if possible

Step 7 Participants will be then be consulted about the fligslias a final

validating step

The focus group transcriptions were imported and saved witkiinternals’ section of
the NVivo programme. The researcher read and re-redddhe group transcripts over
and over again. This allowed the researcher to acquieling for the participant’s
experiences of developing therapeutic relationships thdlidamof service users
experiencing an eating disorder.

The researcher then returned to the transcribed dat@xdratted significant

statements which were the phrases, statements apexteat related to the participants
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experiences. The significant statements were ea&sityacted from the complete
transcription using the coding function on the NVivo progree.

The researcher then took each significant statementcainiiated a meaning
that described aspects of the participant’'s experienddgese formulated meanings
were coded together in “Tree Nodes’. While keeping in mindatimeand objectives of
the study, the researcher then organised these forhuiaanings into a cluster of
themes (Free Nodes). This step revealed common paitteéhesdata. T

The cluster of themes was then referred back to #resdripts to be certain to
account for everything that was significant from thegioal discussions without
introducing ideas that were not represented in the origilsalissions. An exhaustive
description of the participant’s experiences that was rappavithin each theme was
compiled. Member Checking was utilized as a final vahdatesponse. The
exhaustive description (summary of findings) was returredhe participants to
validate the findings. At time of writing the reseanchad received feedback from four
of the participants; all four were in agreement witle findings. One participant

reported he has been making a conscious effort to hatter krelationships with

families since participating in the focus groups.

Table 4: Analysis of Data- How the themes were derived:

Internals Tree Nodes Free Nodes

Significant Statements

Formulated Meanings

Themes of Clusters

‘| suppose good
communication is the
foundation stone of
developing therapeutic
relationships’ FG1B

Importance of Consistent
Communication in
developing therapeutic
relationships

A Consistent Approach to
the Common Goal
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‘...the common goal is the
same.... everyone singing
off the same hymn sheet’

FG1A

‘They were left with no
control or say in the
situation because he was
made involuntary and they
weren’t fully agreeable to
the treatment plan anyway
FG2B

‘Its important to have them
on board with whatever th¢
plan is...where families
have their own ideas abou
treatment....they almost
have the opposite of what
we wanted to do’

FG2C

‘....hassle and
confrontation and them
giving out to me or to us
that we weren’t doing
enough for ...disparaging
remarks about the service
and what you are not
doing....’

FG1A

‘| didn’t feel confident to
engage with the family
greatly and | did because
had to but I didn’t feel |
had enough experience |
think to manage a family
that were difficult....’
FG2B

t the care plan

All stakeholders are
working towards the goal
(of recovery for the SU),
agreeable to the same plar

Power Imbalance-
Acknowledgement that
families may be
disempowered

Families need to agree to
2the set plan and cooperate
with it- Compliance with

MHN finds it difficult to
cope with the families
expressed emotions

Acknowledgement of lack
of expertise — knowledge
and experience

N

A Consistent Approach to
the Common Goal

An Uneven Collaboration

An Uneven Collaboration

The Challenge of
Expressed Emotion

Mental Health Nurses’
Awareness
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Four themes emerged from the analysis of the informatadiected from the focus

groups:

* A Consistent Approach to the Common Goal
* An Uneven Collaboration
» The Challenge of Expressed Emotion

 Mental Health Nurses’ Awareness
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lllustration 2: Findings
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Below, the researcher will illustrate the findingstloit research under these headings

by using verbatim excerpts from the interviews.

4.3 Presentation of Findings

4.3.1Theme 1: A Consistent Approach to the Common Goal

The ‘common goal’ of MHN’s and families alike is toesthe SU in a state of recovery.
Although there are many definitions of what delineateovery? Anthony (1993)

argues that the individual can recover even when thesdlmg not cured. Whether
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families subscribe to this position is unknown and whay interpret as recovery is the
subject of further discovery. The reviewed literature ssiggkethat for recovery to be
achieved families and Mental Health Professionals (MMRnhclusive of MHN’s need

to collaborate and work together.

Involving and working with families of SU’s experiencing BD were objectives of the
participants in this study. They stipulated that cleanmoinication and consistency
were important factors in developing TR’s with faesl As echoed in the literature
review, issues of control, a lack of consistency anth sompliance affected the
relationship between participants and families resultingollaboration being neither

straight-forward or easy.

To open the discussion, participants were asked “Whentlymk about developing

therapeutic

relationships with service users experiencing an eatingd#isovhat does this mean to

you?”

Followed by “when you think about developing therapeutic @iatips with the

families of service users experiencing an eating disova®t does this mean to you?”
Both groups elicited different responses. The first grouwadecommunication, trust
and developing a rapport to be the ‘foundation stonesteifeloping therapeutic

relationships with SU’s experiencing an ED.
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FG1B | suppose good communication is the foundation of any relationship badgf eati

disorders or any other sort of mental illness...a certain amount of an a

certain amount of empathy.

FG1A Yeah I'd agree developing a rapport, trying to gain someone’s trustoinairg
there to support and help them. And sort of once you've got that fduod in t

door then the rest of it will follow

FG1C | can agree with what they both said there that the therapeuticoredatp is

like, the foundation stone you know to actually engaging with the service.use

Resembling George’s (1997) and King & Turner’s (2000) studies tlmndegroup had

more negative connotations attached to developing ne¢dtips with this client group.

FG2A Difficult, anxiety provoking.

FG2B Complicated.

FG2C ... it's not straight forward.

In reference to developing TR’s with the families &3’'S experiencing an ED both

groups advocated involving families from when they first camdo contact with

PDF Created with deskPDF PDF Writer - Trial :: http://www.docudesk.com



services, the therapeutic component of this relationskinded to offering the family

support.

FG2A Yeah and involving them kind of from the beginning really. And jesingff

that level of support and being approachable 1 think.

FG2C It's important to have them on board whatever the plan is | suppose...

Upon getting the family ‘on board’, consistency in tlkedationship with families was

important to the participants for two reasons. Bjirstbnsistency in the sense that all
stakeholders (Mental Health Professionals, MHN’s, Sahsl Families) were on the
‘same page’ i.e. all agreeable to the set treatment pldrese participants described
eloquently that although the MHN’s and family membenreatidhe same objective; for
the S.U. to ‘get well' and ‘eat’; effective collabticm was not always a given as

sometimes families were not singing off the same ‘hgheet’ as MHN'’s.

FG1A Just commonality of the common goal basically that you know they were
concerned about their child, wanting them to eat, wanting them to get well and
you know that’s what you are doing as well whether you were comihframi

different angles or whatever it was a common goal.

FG1C | think as well you have to emphasise with the family, niporiance of a

continuity and consistency that you are all singing off the same hymn sheet
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Secondly, there needed to be a consistent approatie icommunication between
MHN's, family members and SU’s alike. Steet al (1981) highlighted that
inconsistencies in approach to the SU experiencing araitDfamily may result in
splitting, they stipulate “the treatment team will tested, pitting one member off
another” (p.395). Participants had experienced that SW#dcrecognize a divide

among staff and families and use it to ‘play one offdtier’.

FG1D that you know the program or whatever you've set up with tbetdhat the
family aren’t jeopardising this or that you know you are all going to theesam
it’s not like good cop bad cop. That you are all the same set goals antisthat
not like the client is going to play one off the other and try and manipthate

situation.

Participants expressed that it took time to developtiogiships with families.

Communication

within the relationship was affected by a lack of coesisy and continuity. All of
these nurses were currently working in a community rggttyet they attributed the
hospital environment as having a negative impact on dewglopR’s with families.

The high turnover of staff, inconsistent approach, issdiesrict regimes, involuntary
status and serious threats to physical health all posddaia sn the relationship
between the participants and families. Some intervesitiathin a hospital environment

such as single or double special observations where a cnmsauously had to be in
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the close proximity to the patient often increased liasiifrustrations, and created a

divide in the relationship.

FG2A ... so being an inpatient its usually the last resort and theyuswally
physically, well there are physical complications and stuff that anal wieen
people are in voluntary like they all kind of get in the way of any &ingbu

know building of a therapeutic relationship | think.

FG2B ....their child was constantly on a single or double nurse spscal times so
they didn’t really have that opportunity to spend any time with theid eflilich
probably was frustrating for them ..... that pushed the relationship evereir

apart.

The participants reported that the extent to which tmewlved families usually
depended on the wishes of the SU; their priority wahedSU when it came to issues of
confidentiality and at times the families were excludefimilar to participants in
Sjoblom’set al. (2005) study, participants found themselves in a ‘balancing@aé66)
between advocating for the SU and trying to maintaielationship with the family.
Participants had experienced families being excludeceattjuest of the SU and under
the guise of confidentiality, communication in the fasfrinformation provision had to
be limited or censored. They were aware that confialégtis sometimes manipulated

by the SU experiencing an ED as a way of advancing illveass. Sterret al. (1981)
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recommend that a clear and consistent approach to mgn#gese behaviours is

necessary to reduce the effects ‘manipulation’ and teggithave on the relationship.

FG1C ... they don't really want their family members to know know what's going
on, they want to keep the whole thing, the symptoms of their illoasknpw

and they try to cover it up.

FG1B ....you know because the nature of the illness a lot ofntleeyttu know as you

said the confidentiality is manipulated in a sense

Highlighting the importance of effective and consistentmmunication participants
revealed that inconsistent communication resultedninnarease in high expressed

emotion or sometimes a breakdown in the TR betweeihdldnd families.

FG1B If there is confusion or lack of communication it always sornanifests in

aggression or as you said a lot of hostility.

FG2B Well it got to the stage that we just weren’t involved ircdimemunication at all

and it was direct to consultant because of the problems that had been caused.

In the context of this focus group participants did noerréd conflict resolution or
discuss experiences where consistency or communicatiaa improved and

relationships repaired. However, on reflection theig@pants recommended regular
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meetings between the families and MHP’s would have Ibesmeficial in improving
communication, continuity and consistency among akedtalders. According to
participants clearer communication would have easedstiian on relationships and

improved collaboration.

FG2B Regular meetings would be a good thing, like update meetings. Ithhink
might be something that wasn’'t done with the person we are thinking of, because
of the difficulty with the relationship but if they had a structuredkiyemeeting
that they are updated on everything maybe they would have felt a bit more

involved in control with us.

The participants recommended clinical supervision forf stafl extra supports for
families as a way of ensuring the therapeutic relatipns maintained. However with
absence of same participants continued to strive forctharnon goal’ with or without

the families support for the treatment plan resultingnnuneven collaboration, which

will be explored in detail in the next theme.

4.3.2Theme 2: An Uneven Collaboration

Although there was a definite desire amongst particip@nisvolve families, the lack
of agreed pathway amongst stakeholders (MHN'’s, SU’s|llesnof how the ‘common
goal’ would be achieved, resulted in collaboration beingesehat uneven and at times

ineffective.
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There was also a limit to the extent participantste@ramilies involved, the MHN's
had experienced that at times the families could becower involved’ in the SU’s
care. Ambiguities existed among the participants reggrdamily involvement.
Firstly, participants as MHP’s needed to maintain adnitrthe SU’s care, ensuring the
care plan was being adhered to. And secondly, due tughesxpressed emotion that
participants had experienced from families, which will bddressed later, an
uncertainty existed that having the family involved wouldrbéhe best interests of the
SU. Kaaset al. (2003) reported that sometimes MHP’s choose not to isviaimilies
as they do not believe it will benefit the SU. Thistiggpant advocated family
involvement for other illnesses but was unsure if it warebeial for SU’s experiencing

an ED.

FG1A It might come back to education like there’s a lot of evaleut there to say
that someone suffering from schizophrenia you know they've a much better
positive outcome if they have a supportive family around them. You know so
that's something you can tell the family that chances are you that yowrson
daughter will do better if the family support is there but | don't kifdiat's the

case with anorexia. So | would need to be educated on that.

The participants revealed that often families wereagpeeable to a set treatment plan.
This non adherence caused difficulties for the padiais and a struggle for control
ensued between the MHN’s and families. The participantieavoured to keep SU’s

treatment plans in place as it was their professidogf, however they maintained an
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understanding of the families’ sense of disempowerntemiang to hand over the care

of their family member.

FG2A | think the control thing is a big thing. They probably had it fdosg ....Quite
disempowering it must be for parents to have their child admitted topatient

psychiatric unit for an eating disorder, it's the last resort as yau s

Disempowerment was exasperated when the SU had bed® imzoluntary. This
struggle added further strain to the TR and participapterréhat the damage was often

difficult to repair.

FG2B | suppose from our point of view if it was felt that if yaln'tlistick that strict
plan that[the service user¢ould very quickly die. And the family felt that, you
know, they didn’'t wanfthe service userin that strict regime but it had been
taken out of their hands becaysee service usenyas an involuntary patient at
the time, so it was just a difficult relationship, relationshipsengfficult and it

was very hard to try and smooth that over, given the situation.

When families did not comply with a treatment pldigyt had very little involvement or

say in their family members care.

FG2B | suppose they felt completely, they were left with naotamt say in the
situation because he was made involuntary and they weren’t fully agreeable to

the treatment plan anyway.
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The participants had experienced that it takes the fatimig to see the benefits of
working together and collaborating on a treatment plaay felt that families were

more inclined to adhere to a treatment plan if they sgelts.

FG2A | think when they start seeing results as well as in yowk.
FG2D You know results of the strict plan in place maybe theiseethle benefits of it

more

Nevertheless, if families continuously remained unsupg®@ind uncooperative or as
one participant put it ‘interfering’ with the treatmepian it was the participants who
were responsible for enforcing rules restricting theilfamisiting. This enhanced the

power imbalance further between the nurses and families.

FG2C Yeah, and then be kind of covertly bringing him into things likeithisery
hard to keep a handle on things.
FG2B But it got to that stage where there was rules that tigtmg time or | think

they mightn’t have been able to visit at all. So it can be diffy@u know.

Stern and co workers (1981) would view this non compliasd@e family “testing” the
therapeutic team by encouraging the team to “take otee}; advocate providing as
much structure as the family needs without infringing leirtautonomy (pp. 397). It

could be suggested the autonomy of the family may nat haen fully recognised, but
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it is important to point out that care planning is thepomsibility of Multidisciplinary
Team (MDT) a collective accountability exists as to vihg families’ autonomy was

not respected.

However, intentional or unintentional, the findings suggedlaboration was uneven.
While participants wanted families ‘on board’, they prefd when families were
supportive of their (MHN'’s) plan. The families that eidt comply with the plan were
perceived as difficult or disruptive, giving the impressibat families didn’t have an
equal say in the treatment of their family member.tiélpants reported this ineffective

collaboration was a challenge to the TR.

FG2C Its important to have them on board with whatever the plan is | sypposee
families have had their own ideas about treatment, disrupted things swseti
They almost have the opposite to what we wanted to do..... it is fhaoinidicult
nearly to build a relationship because they have their ideas, werdrg tto
force our ideas and it just gets... difficult.

4.3.3Theme 3: The Challenge of Expressed Emotion (EE)

Parallel to ineffective collaboration a high levet BE was evident within the
participants’ experiences and was a recurrent theme ifothe group discussion. It is
unclear if it was a case of the chicken or the eggoashtich came first; high EE,
inconsistent approach or ineffective collaboration. ti€flpants would suggest both an
inconsistent approach and ineffective collaboration extsd the families expressed

emotion.
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FG1B ....if there is confusion or lack of communication it always cfomanifests in

aggression or as you said a lot of hostility.

FG2C Mine is just coloured by that one main experience so it dmulskewed that
way. But having the family on the same page as you is | think is anpadtiat
was the start of things going wrong. And everything seems to have bmilt fr
there, suspicion and going against the treatment plan and all that. | think it

came from that kind of different perspective.

While the majority of participants reported feeling cortdble developing relationships
with families that wanted to be involved high EE wascciis a reason why they didn't
‘push’ involvement and in some cases contemplated avoidingmemicating with
families. Choosing not to involve families becau$dg can be like fire to a flame.
Budd & Hughes (1998) would suggest that involving and working clogigyfamilies
can actually improve levels of high EE, by reducing anxetyg reassuring family

members.

FG1B .... If there’s resistance there and you know obviously they damt to be
involved then you know you don’t push it or the client doesn't want them
involved you have to respect certain things. But | think probably,néxer

found it difficult.
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FG2B ....the family were difficult in a way, you would nearly tHeits avoid it

[communicationjor whatever but it wasn’t avoidable.

The participants displayed an understanding of wherdatmgies expressed emotion
and frustrations evolved from. They appreciated theyevparents (like some of the
participants) who simply wanted their child to get welie tcommon goal of all.
Similar to the “balancing act” that MHN’s endeavourot@pm et al. 2005, p.566)
families are also in a difficult predicament, advoaatior their family member or
collaborating with the MHP’s with whom they soughtph&iom. Participants reported
this dividend of loyalties as well as the stress of illmess caused strain on the

relationship.

FG2B The other thing is if the patient isn’t happy and generally theytwenivith
being in hospital the parents as such are strained between do tleeydistl go
with their child or do they completely trust us and that valige problems in
the relationship with the child so it must be an awful position to berithém.
And stressful for them which probably would present in ways that thdikere

communicating with us.

Participants sympathised with families’ sense of ptassness due to the complexity of
ED’s. MHN'’s as a profession still dependent on thditianal medical model was also
highlighted, with a reference to medication being thenpnent force to alleviate

symptoms of Mental lliness.
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FG1D ... | suppose the families as well have the feeling of, afeyowerless you
know it's not like you can take a pill or even someone having schizophrenia

where they can, you know, medication can help.

Despite this understanding, participants found it very ehglhg to develop TRs with

families where there were high levels of EE. Pgadiots reported having negative
experiences when communicating with families whethepanson or on the phone.
They sometimes felt the negative EE at a personal.|l®hen the service and service
provision was under verbal attack by family membersrothey were too, leaving the

participants despairing and with feelings of inadequacy.

FG1A ... hassle and confrontation and them giving out to me or to us thve¢ner’t
doing enough for the particular person...disparaging remarks about the service
and what you are not doing.... a particular gentleman was quite aggressive you
know so we used to go in pairs...... Just picking away at you the tvhel&ind

| would have found that challenging.

FG1C .... you know shouting at you and just having to allow them justaiogog you
know... you feel helpless then, you are just saying oh gosh you krfagvisnilt

going anywhere.

FG1B ... on the phone... they feel more at ease with displaying anger amdsiggr...

its always quite horrible.
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Participants themselves developed their own challengingtiens. They described
their own frustrations; with the complexity of tHeess and with the family’s lack of
compliance. They also referred to the families’ hagdpectation of what they could

achieve.

FG2A | suppose it’s frustrating as well for you if families arengagainst you really.
FG1D Yeah, because it's a very difficult illness to kind of, teeme right or wrong
you know its an individual thing really... they want you to have a nveana

and make it all okay

At times there was transference of this emotion heirt communication. The
participants mirrored the EE of the family members aadfrontation was met with

confrontation.

FG1A And eh... so much so that like I've found myself saying to thdthe tfamily
member] at one stage well you know what do you want me to do about if kind o
thing. Which wasn’t particularly very good I think but actually pulledhohs

right in after that and apologised you know.
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The ineffective management of anger and other EE b to communication
breakdowns, ineffective collaboration and the evolvenodriis and them’ attitudes.
This ‘split’ that occurred in some of the participant exences left them with a sense
of regret. They recognized that had there been suppketglinical supervision for
themselves or support for the family the participants cddve managed EE more

effectively.

FG2C But with the absence of clinical supervision at the timef gayiwere in one of
those situations where they are angry.... it just makes that ‘us amd thieg
more | think and that probably leads onto rules coming in. | don’t kndveret
had been other support or other training then it would have been different, it

was a difficult family.

FG2B Or if there was a support for them directly you know | kiiewdifficult to do
an inpatient but maybe a support for them in the community where he wasn’t
involved and we weren'’t involved in that they could vent their frushratas

well.

A lot of the participant’s experiences, particularlpgb in the second group were from
a retrospective point of view. Therefore the partidipdrad a chance to reflect on and
make sense of their experiences. This enabled thenake nrecommendations about
supports needed and acknowledge limitations within their edutation in the area of

ED’s and developing TRs with the families of this clignbup.
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4.3.4Theme Four: Mental Health Nurses Awareness

The participants had an awareness that they needed todanfavhilies. They stated
that a shift towards a more recovery orientated appr@deimtal Health Commission
2008) and the configuration of community services (9am -5pregninthat family

involvement and support was now a necessity rather thaspration. However as the
above themes have described the relationship that aco@dphe involvement could

be problematic for the MHN's.

The majority of participants in the focus groups recogneseged for more education
and support for themselves and for family members. Retits emphasised that their
education on developing TR’s had been mostly specifilts and felt unprepared for
dealing with challenges that arose in the relationship f@milies. They also worried
about their lack of knowledge and experience when it ceomieD’s. There was an

awareness that the latter may come across to faneilgbars.

FG2B | didn’t feel confident to engage with the family greatly andi loéicause | had
to but | didn’t feel | had enough experience | think to manage a familyvérat

difficult....

FG2A ... with families I'd feel confident....but with eating disws you definitely need

the added educational component......
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Whether due to insecurity about their own knowledge, pesperience or
inconsistencies in communication, participants felt kegsii expectations of what they
could achieve were unrealistic indicating that familiesyrhave different ideas about

what delineates recovery

FG1D .... they want us to have a magic wand and make it ok.....

FG1C | think sometimes the families expectations are too highey. want it all to be

fixed while sometimes its a case of just managing things...

While some participants recognised their own educatiocitiefother participants felt
it was the families that needed to be educated moteegdhid a lack of understanding
for their family member’s illness. This is similar Kaas’ et al. (2003) study where
participants felt barriers to collaboration came frdma family rather than their own

skills.

FG1B | think it helps educating the family because a lot of the tweye don't fully
understand... so its getting them to understand where there family mesmber

coming from.

In agreement with the participant’s point, family suppstidies such as Kartlova-

Doherty (2005) found that families would like more inforimatprovision; however
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they would also like their MHP to be more understiag@nd supportive of their needs

(Nicholls & Pernice 2009).

All participants felt responsible for their own profemal and educational
development. Nonetheless, while some participant® Wween for group education
specific to developing relationships with SU’s experiegcan ED and their families
with a focus on managing the expressed emotion thapsuatates the relationship,
others felt it was unnecessary and a specialist posti¢aliNurse Specialist CNS) or
team would be more suitable. This would indicate thezestll uncertainties amongst
MHN’s regarding their role and responsibility in involvidigmilies and developing

TR’s with the families of SU’s experiencing an ED. Téasd participants had reflected
throughout the focus groups; had Clinical Supervision beailas#le to them they

would have utilized it, signifying MHN’s are willing to imprewtheir relationships with

the families of SU’s experiencing and ED.

4.4 Conclusion

Through the four themes described above the MHN'’s spokieofacilitators and

challenges of developing TR’s with the families of Si@xperiencing an E.D. They
also recommended supports that would have improved their gpariences and help
in future experiences. These themes and their relewaiticee discussed in detail in

the next chapter.
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CHAPTER FIVE: DISCUSSION

5.1 Introduction

In the previous chapter, Mental Health Nurses (MHN'’s)cdpsons of their
experiences of developing Therapeutic Relationships (TRifh the Families of
Service Users (SU) experiencing an Eating Disorder (ERyewpresented. The
researcher will now endeavor to deliberate on the aelsy of these findings. Their
place within the contemporary research literature valcbnsidered and discussed with

reference to the following three themes.

* An Uneven Collaboration
» The Challenge of Expressed Emotion

* Therapeutic Relationships with Families

5.2 An Uneven Collaboration

In modern health care a person centred focus has beewfdie dominant
paradigms (Bensing 2000), however with government publicatiocis as “A Vision
for Change” (DoH&C 2006) calling for the increased involvememd recognition of
carers/family members, a more family/carer inclusive @@ is necessary. When
asked about their thoughts on developing TR’s with thaliles of SU’s experiencing
an ED, the participants elicited that they aimed to lwevdamilies and offer them a
level of support, in essence collaborate with famili€eey demonstrated an awareness

of the importance of having families involved and ‘on boahdwever they cited how
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issues of ineffective collaboration such as uncleanmanication and an inconsistent
approach were also a challenge to developing TR’s wéketliamilies. Nicholls and
Pernice (2009) view cultivating good communication and positig#almoration
between all carers on a treatment team (familied MRP’S) as a positive step to
ensuring the SU maintains health. Dixon, Adams and Ladkst(2000) extensive
review of international studies have reported that faimitlusion in the treatment and
recovery process has significantly improved the fammgmbers treatment adherence,

reduced relapse rates, and increased family caregivérisea® and coping strategies.

Participants believed that both they and families hacbmmon goal’ which
was to see the SU returning to health and ‘eating’,herotvords in a state of recovery.
Participants believed that for this to be attained camoation and the approach or
pathway to attaining this objective needed to be clear andistent i.e. ‘everyone
singing of the same hymn sheet’. A consistent appraatietSU experiencing an ED
and their family members has been previously advocatedeoy&tal. (1981) not only
as it reduces the chance of splitting occurring butsib areates a supportive structure

for the family.

The participants in this study had experienced the negatpact of a lack of
consistency and agreement of the set approach. Thegdvihat families were at times
non compliant or not agreeable to the set care plas, ton compliance caused
difficulties within the relationship, effecting commurtica between participants and
families. The participants acknowledged on reflectiad there been more consultation
with families such as regular family meetings specif the care planning then the

relationship may not have been as strained.
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Correspondingly, in van de Bovenkamp and Trappenburg’s (2010) stuthe
relationship between mental health workers and family peesp family members
reported they did not feel consulted enough when it cancare decisions about their
family member. Family members felt that mental Headire workers at times misused
the patients’ right to autonomy and privacy (confiddiyiain order to minimize
contacts with family members. During the author's ol#ons on an acute
admissions ward in the Netherlands, they witnessedsidasi being made without
family members being informed. They argue that “it is obsithat the autonomous
patient is not always the one mental health workerst nme practice; this makes the
argument that family members cannot be informed, catud or listened to because

of the patient’s autonomy a questionable one” (pp. 124).

Sternet al stipulate that the autonomy of the family unit needbe respected
despite the SU and family “testing” the therapeutic tégnengaging in activities such
as non compliance with care plans, encouraging the tedtake over’. However it is
evident from the literature that the priority of MHN'emains with the SU and the
rights of the SU. The MHP’s in Nicholls & Pernicd2009) study stated that their
primary responsibility was the support and treatment ef 3k and therefore, any
specific family needs were secondary and generally nottalie given equal attention.
Van de Bovenkamp & Trappenburg (2010) put forward the idea tbatainhealth care
workers and family members frame the role of familymbers in the care process
differently. MHP’s frame their own responsibilitieend tasks solely towards the

(autonomous) SU, the family members of the SU do not lpgrt in that relationship.
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Family members would frame themselves as fellow calersgyside the professionals

and feel they should be included in the care process gintdiyrso.

Barker (2010) would suggest “the great conceit of much pdyghend
psychology was to assume that we- the professionaresxcould know people better
than they know themselves: a foolish and dangerous {gga8). While Phil Barker
may have been referring to SU’s, the same could lakfeaitheir carers or families.
However it is understandable MHN'’s and MHP’s alike aorg¢ to maintain the belief
that they are the only experts as they are usuallypties that SU’s and families will
come to in times of need. This said professionalgevial that their expertise is
superior to that of the families there is a possibitifya “them and us” attitude as
described by Kaast al. (2003). Patrticipants in the present study had experieneed th
creation of ‘us and them’ attitudes, they recognised iti&dfective collaboration may
have contributed to the evolvement of such attitudeaaskt al. (2004) propose that
getting collaboration right between families and MHIR®lves a shift in the mind-set
and views of MHP’s. This involves recognising the expedis@ strengths the family
has to offer (Jubb & Shanley 2002, Mc Mastdr al. 2004) and nurturing their

involvement with clear and consistent communicationragdlar consultation.

5.3 The Challenge of Expressed Emotion (EE)

In agreement with other studies the participants recogo@eiitientiality as a barrier in
the relationship between MHN'’s and families (Kaasal. 2003, Sjoblonet al. 2005,

Nicholls & Pernice 2009 & van de Bovenkamp & Trappenburg 2010). IfFaraie

PDF Created with deskPDF PDF Writer - Trial :: http://www.docudesk.com



givers in both Wilkinson & Mc Andrew (2008) and NichollsRernices’ (2009) cited
the importance placed on confidentiality resulting lack of communication between
them and the MHP’s contributing to feelings of abandonmpawerlessness and
exclusion. While participants in this study did not excluateilies because of issues of
confidentiality they admitted that if it was an issbhey didn’t ‘push’ involvement with
families or at times had to censor the informatioaytiprovided to families. This
resulted in ‘a balancing act’ between advocating forSbeand the family, a concept

echoed by Sjoblorat al(2004).

However the participants found the EE (particularly fiatgbn, anger and
confrontation) they experienced from the family memlveais the greatest challenge to
developing a TR with the families of SU’s experiencingEeD. Mc Masteret al.
(2004) found that families experience these emotions becalibeing excluded from
their family members care. Participants in this stadynitted they were forced to
restrict family visiting time (or sometimes familieem not allowed visit at all) when
families were continually non compliant with caraqd. A question that arises is why
were the families continually non compliant with tee plan? Again it reverts back to
a lack of a consistent approach from all stakeholderdgvithis not the scope of this
research to surmise if there was a comprehensive catsalwith families regarding
the care plan, however the literature detailing fametyperience of ED’s report that
families feel excluded from the care planning and treatmpeocess yet are expected to
pick up the pieces when their family member is disclhrdéc Masteret al. 2004,
Winn et al. 2004, Highetet al. 2004, Tierney 2005). Greenbeeg al. (1997)found

families experience lower levels of distress whely thee treated as allies and partners
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in the treatment process and when they are given pahetdvice and support about

managing behaviours, thus enhancing the caregivers sermati@i ¢Reinhard 1994).

The participants in this study identified that familiesildofeel powerless and
experience a lack of control especially when theirifarmember had been made
involuntary (Mental Health Act 2001)due to the seriousrgdstheir illness or when
they (families) were not agreeable to the care pMn.Masteret al. (2004) found that
upon finding help families were excluded from the care af fhenily member this left
them feeling isolated and angry, Mc Master suggest that '8blould refrain from
“controlling the situation” and share the “power” (pp.72)wiamilies by including

families in the care planning process.

Nonetheless participants in the focus groups had experietheg¢dat times
family members could ‘over involved’ and had ‘high exptotes’ of what they could
achieve, one participant felt the families wanted hdnawee a ‘magic wand’. While a
participant in Winnet al. 2004 (pp.274) described her joy at meeting a “magic lady”
(her daughters therapist), Van de Bovenkamp & Trappenburgtipeitperception of
over involvement into context; “sometimes family mensb&el that in order to be
heard they need to be assertive, to proactively and texflgacontact health care
professionals in order to be acknowledged and be able tesesfirthe best interests of

the patient” (pp. 123).

Sepulvedeet al. (2008) recommend that nurses should equip families with the
requisite skills required for caring for their family mieen (experiencing an ED) when

they are discharged, however transferring of skillscaoers and families is a new
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intervention and not generally practised by treating gpgimals. Sepulveda makes a
valid point nevertheless it is necessary to have duiisite skills before one can
transfer them. The participants in this study did netdenfident in their own skills or
experience in working with SU’s experiencing an ED orhwdifficult families’ at
times this lack of confidence meant they contemplatesidang interactions with
families. Some participants felt their lack of exser was visible to family members,
reinforcing the families’ lack of faith in service provisio Participants were correct in
this thinking. Family members in Winet al. (2004) study believed that a lack of

expertise in treating ED’s existed in the psychiatrizises they encountered.

Tresureet al. (2007) advocate expressed emotion should be managed rather tha
ignored. Some participants requested group education specifiorking with SU’s
experiencing an ED and their families with a focus @naging the expressed emotion
they had encountered in their experiences. This sentimastechoed by MHP’s in
Nicholls & Pernices’ (2009) study where the MHP’s profesbeat they were frustrated
at the mental health service in which they worked anitywhakers, there was an
expectation to involve families, yet MHP’s were unsuréaw to involve and support
families as they had not received any training in the eoinof family involvement.
Several other studies have cited the role of the hea#horganisation in providing
support and education to nurses regarding family centred ondréneolving families
(Winefield & Burnett 1996; Kasst al. 2003; Roseet al. 2004; Sjoblomet al. 2005;
Treasureet al. 2007; Fisheet al. 2008).

This is also a criticism to our own Irish policy meke “A Vision for Change”

(DoH&C 2006) envisions that SU’s and carers should be invoatedll levels of
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Mental Health Services (MHS). That said there arelinectives in this policy on how
to get and keep families involved, whilst the training icgtions to enable this cultural
shift in health service direction also fail to be addesl. Policy assumes that mental
health professionals know how to ‘involve and supportilfasi carers’ and have
relationships with families and carers. Liaising waimilies is defined in the varied
role and responsibilities of a MHN, and probably includedhim job descriptions of
other mental health professionals. Despite this tisezgidence that this element of our
job description is not being adhered to as familiesticoe to receive a lack of
information, experience a lack of support and often teelexcluded from their family

members care (Kartalova-O’'Dohesdyal 2006).

5.4 The Therapeutic Relationship
The participants in this study cited many challenges andeb&mmo developing TR’s
with the families of SU’'s experiencing an ED; ineffeet collaboration, EE,
confidentiality, a lack of consistency and a lack @firting. Similar barriers were
reported by MHP’s in Nicholl & Pernice (2009) study of the cpetions of the
relationship between MHP’s and family caregivers. Agaiile the MHP’s were
aware of the importance of involving families for the défnof the SU and for the
service, this invitation of involvement was not perceibgdhe families in the study.
The families in Budd & Hughes’ (1997) study valued the therapeailitance
they had developed with the MHP’s and felt it was vemyp®rtive. They emphasised
the empathy and warmth of the therapists and the genameem the therapists had

expressed had been helpful and comforting. The paatitspin this study aimed to
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support and involve families, however while they spedificmamed therapeutic
components in developing TR’s with SU’s, this was net ¢thse with families. The
participants did feel they had an understanding offénalies’ situation but whether
and how this was conveyed to the family members wasmswered in the context of
the focus groups. For instance, whether intentional ontemtional, the term
“empathy” was only mentioned once in the two focus groupgmwnentioned it was in
the context of developing TR’s with SU’s experiencing=ih

This is an important revelation, although a diffictdétm to define, Burnard
(1992) citing Kalisch states “empathy is the ability to peecaccurately the feelings of
another person and to communicate this understandingeto’t(pp.43), again while
MHN’s may think they have an empathic understanding fonli@s, families studied
have had different perceptions. The family care girefsicholls and Pernices’ (2009)
study described the professionals’ overall lack of irtsigio the family carers’ role and
the lack of empathy with their situation and needs. Vénhal (2004), Highetet al.
(2004) & Tierney (2005) suggest a lack of understanding forfahelies needs is
continually being experienced by families.

The concept of developing a TR with SU’s is a seconguage to MHN's; the
majority of care plans this researcher has withessgth$ with ‘develop a therapeutic
relationship with the client and encourage ventilatiomhotughts and feelings’. Now
whether the implementation of such a care plan exdstpen to debate and may be the
subject of further research nevertheless we as MHN’srifpse and associate
developing TR’s with SU’s. Developing TR’s with famdianay be a more alien

concept to MHN's.

PDF Created with deskPDF PDF Writer - Trial :: http://www.docudesk.com



Forchuk & Dorsay (1995) suggest nurses trying to work with famirom a
nursing theory base are caught in a dilemma, however dghggest Peplau’'s (1952)
theory of interpersonal relationships is a suitable hdor working with families.
While the theory in its entirety is complex, the cept of the overlapping phases-
orientation, working (subdivided into identification daxploitation) and resolution
developing over time; the emphasis is on the developmemproblem solving and
interpersonal competencies through the evolving relatipnshe nurse does not solve

the problems for the client but encourages the cliefihdbsolutions over time.

The MHN'’s concept of a TR with a family was to invole@d support the
family. However due to the many challenges they facediiing and supporting the
family, relationships were strained so the relationdlejpveen MHN's and families did
not proceed the orientation phase. This would gise to the chicken or the egg

guestion again; which comes first- the TR or the coliation?

5.5 Conclusion

This researcher set out to explore the experient®HN's in developing TR’s with
the families of SU’s experiencing an ED. The objexdiwere to identify the
facilitators, challenges and supports to developing TR’s tteenMHN'’s experiences.

Enablers were identified as clear communication and st@mg&ly of approach on the
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part of the MHN’s and families i.e. everyone on thamg page’. The challenges
reported included the families’ high expressed emotion; dgvefithe ED and the
hospital (inpatient environment) and finally a lack of estesicy i.e. families not on the

‘same page’ as the MHN’s and being non compliant wighséit care plans.

Supports and recommendations from the MHN’s consistedguflar meetings
with all stake holders that would improve communicatiensure consistency in
approach and/or deal with any discrepancies or disagréevitarthe approach; clinical
supervision so the MHN’s would be able to cope with andaga the families’ EE;
provision of an independent support structure for famiies also recommended.

More education and training was thought to be necessaPafoilies and MHN'’s alike.

As previously stated the therapeutic relationship is dynamitature, and its
development is a two way reciprocal process. Partigparthe present study described
the development of a relationship to a certain degl@egaa therapeutic continuum
between themselves and family members. Whether tlasaes$hip can be described as

a therapeutic relationship should be the subject of fuasearch.

Whether therapeutic or not the relationship MHN'’s hauth the families of
SU’s experiencing an ED needs to be ‘good enough’- so &smiéel supported and
collaboration can be effective with everyone appraaghhe ‘common goal’ with a
common approach. The researcher suggests this curreht will facilitate the
development of effective therapeutic relationships betwdelN’'s and the families of
SU’s as it sheds light and identifies factors whickhacilitate and act as a barrier to

the development of the TR.
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CHAPTER SIX: CONCLUSION

6.1 Outcome, Implications & Recommendations

The aim of this research was to explore the expez®ent MHN'’s in developing TR’s
with the families of SU’s experiencing an ED. The pgrants identified consistency
and clear communication was important in contributinghi® development of TR’s
with the families of SU’s. They recognised ineffectisemmunication, Expressed
Emotion (EE), confidentiality, a lack of consistency anthck of expertise as barriers
to developing TR’s with the families of SU’s experigigc an ED. Education and
training for themselves and for families, Clinical Supgion, an independent support
resource for families and an increase in communicaticough more family meetings
were identifies as supports needed for the developmenR&f With the families of

SU’s experiencing an ED.

The strength of this study is that it gives voice ® élxperiences of the MHN'’s.
Before this study, we were unaware of their experemdedeveloping TR’s with this
family group. Although the results are consistent vather studies exploring the
relationships between MHN’s and Family Care Giverss thsearch is specific to the
Families of SU’s experiencing an ED. While confideryalvas cited in other studies
as being a major barrier, in this study the Expressed imtie MHN’s experienced
from families was the greatest challenge to developiRg With the families of SU’s
experiencing an ED. The researcher suggests this curnesy wstill facilitate the

development of effective therapeutic relationships betwdelN’'s and the families of
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SU’s as it enlightens the reader and identifies factdrish both facilitate and act as a

barrier to the development of the TR.

Methodological limitations have been discussed in Chafieze; however one
major limitation in this study is the absence of Famiyce and Service user voice and
their experiences of TRs with MHN’s. A study explaritheir experiences would
complement this study and give a more comprehensiverpibly presenting alternative

views.

As with previous studies MHN'’s priority is first and forest to the SU and then
maybe the family depending on their views about family wewlent, however
particularly with ED’s it is important for the famas and MHP’s to work
collaboratively. The introduction of a family intemtion/involvement programme
would support collaborative work practices between MHNd tamilies, encouraging
a good outcome for the SU and decreased levels of dstezss. Although currently
advocated in UK policy (DoHUK 2004), a care plan speciiiche needs of families

would also be a help to identifying unmet family needs.

A family inclusive approach has also been found to reduedE in families.
The development of more family inclusive practices liamify intervention programs
will improve the relationship between the MHN’s and ii&as while also improving the
outcome for the SU, while also improving the experienteéhese relationships for

MHN'’s and Families alike.

A clear and transparent pathway of what will and magpen in the treatment

of the SU’s ED should be explained and presented to th#yfapon presentation to
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the service and this should be updated and reviewed throutpeocurse of the SU’s
treatment program. Clear feedback from families eitkgtten or verbal should be
obtained after family and team meetings indicating thali@s support or voicing any
concerns about the proposed care plan. Issues of catdittg should be addressed at

presentation to the service, and updated regularly.

More research is needed into the therapeutic comporetiteorelationship
between MHN'’s and Families e.g. Do MHN’s actually hdR's with families? And
Do families experience TR’s with MHN’s™® was not the purpose of this research to
find out if MHN’s actually do have or want to have TRsthwiamilies of SU’s
experiencing an ED, the researcher was exploring thxpergéences. A relationship
undeniably exists between families and MHN’s, whether thigtionship is entirely
therapeutic would be the purpose of further research.t Waaublished literature does
suggest is that it is necessary for MHP’s (inclusivébiiN’s) to work together with the
families of SU’s experiencing an ED for the optimalamumhe for the SU. MHN'’s were
asked about their experiences of developing TR’s with fdilies of SU’s
experiencing an ED and they provided insight into what edablem and challenged

them.

Whether therapeutic or not the relationships MHN'’s haitd the families of
SU’s experiencing an ED needs to be ‘good enough’- so &smiéel supported and
collaboration can be effective so that everyorapjgroaching the ‘common goal’ with a
common approach. It is fair to say professionals aleyays experience a ‘balancing
act’ of loyalties while endeavouring to develop TR’s wiéimilies but it is important

that we as professionals endeavour to improve the expes of families.
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6.2 Researchers Note

As a first time researcher, the journey of the redeprocess from research question to
appendices has been an enjoyable and challenging experiEBmedearning process has
been incredible and the researchers’ ability to copé wiress has developed
immensely! While the scars of stress will fade theearchers’ interest in further

research will not!
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Appendix 1:

Literature Search

CHAPTER EIGHT: APPENDICES
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Appendix 2:

Rationale for Inclusion/ Exclusion Criteria

The researcher chose not to impose a minimum levedpar@nce required for
participants to be eligible to participate in the stwdyether how long qualified or in
terms of quantifying the amount of service users experiereirgating disorder and
their families they have worked with. It is the ndion mental health nurses working in
a community setting to have a minimum of three yegpgmence so this was taken as a
given. The researcher did not feel it was necegdbatyparticipants should have
worked with a minimum number of service users expenngnan eating disorder and
their families. Due to the complex nature of eatligprders, service users are often in
contact with mental health services for a sustainemgeir time, mental health nurses
could therefore have multiple experiences even witimdinidual service user and their

family.

PDF Created with deskPDF PDF Writer - Trial :: http://www.docudesk.com



Appendix 3:

Focus Group Discussion Guide

Q1. When you think about therapeutic relationships with sendge users, what

comes to mind?

Prompt:

What does this mean to you?

Is it important to you?

Q2. When you think about therapeutic relationships with thefamilies of service

users experiencing an eating disorder, what comes to mind?

Prompt:

What does this mean to you?

Is it important to you?

Now think about a family you have worked with;

Q3. In your experience what enabled you or helped you to estieh a therapeutic

relationship with the service user’s family?
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Prompt:

What are the things that make it easy to develop a thdarapelationship with a

family?

Q4 In your experience what challenges did you experiencen iestablishing a

therapeutic relationship with the services user’'s family?

Prompt:

What makes it hard or difficult to develop a therapewiationship with a family?

Q5. Tell me about education/training you had for establishing aherapeutic

relationship with a service user’s family?

Prompt:

Either as a student or since you qualified? It can badbor informal?

Q6. In your experience did you feel well prepared to devep therapeutic

relationships with the services user’s family?

Prompt:

What kind of supports do you think are necessary?
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What kind of supports do you feel would be beneficial?

Q7. What are your experiences of ending therapeutic relationgbs with the

families of service users experiencing an eating disorder?
Prompt:

How did this come about? Was it on discharge? Did ivegit? Did it end badly?

Q8. Is there anything else you would like to add?
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Appendix 4a:

Free Nodes

| |Name | |S-:uur|:es References |Created On Created By b odified On Modified By
&) & consistent approach to the co 1 1 18/07/2M071 U5 1807420018 J5
F A uneven collabaration 1 1 18/07420101 U5 190742001018 J5
(J Challenges ta TR 2 2 18/05/20100 RM 19052000002 1S
& Cammunication 3 3 14/06/20100 JS 154062010 04: JS
LJ compliance 2 10 140620000 S 15/06/2000004; )5
L Caontral 3 17 14/06/200100 S 15/06/201004; JS
3 Difficult family 3 16 15/06/20000 JS 17062010008 JS
(' EducationtTraining in TR 2 2 18/05/20100 RM 19052000002 )5
¥ Ending TR 2 2 18/05/20100 R 2BA05/20010 20 JS
J Expreszed emation 3 19 165/05/20000 S 17A0B/20010008;  JS
F Facilitators to TR 2 2 18/05/20100 RM MA05201015: U5
F Mental Health Murse swarness 1 1 189/07420101 U5 19074201018 J5
7 Preparation and Support for TR 2 2 180520100 RM 194084201002 - J5
& Sympathy 2 E 15/06/200100 JS 18/06/200011; JS
T The challenge of expreszed em 1 1 19/07/20101  J5 19/07/201018;  J5
LT TR with families 2 2 18/05/20100 RM 19/05/200001; JS
TR with service users 2 2 18/05/20000 RM 190542000000 JS
& Understanding 3 14 15/06/20100 -JS 18/06/200017; - JS
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Appendix 4b:

Tree Nodes
| |Name | |S-:-urces References Created On Created By Modified On todified By
Q An uneven coaliion and the three c's 2 33 28/05/201016 JS 08/07/2M000 JS
-{J Education and Support one size fitz all 2 25 28/06/201016 JS /052016 JS
4 Expressed emotion and 'the difficult family' 2 22 28/08/201016 J5 09/06/2001013 J5
4 ‘where is the empathy 2 16 28/05/201016 J5 31/05/201016 J5
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Appendix 6:

Royal College of Nursing (1993) ethical principles for the protgion of

participants.

Beneficence:doing good to people.

Nonmaleficience:not harming people

Fidelity: a relationship based on trust; clients entrust themstiviae care of nurses.
Justice: being fair

Autonomy: respecting people are autonomous persons; not unjustly taxgploi
relationships that are unequal.

Veracity/honest and Informed Consent:potential subjects decisions to take part of
their own free will in research mean that they niesgiven accurate and clear
information.

Confidentiality: the protection of information related to participants thaieaned in

the course of research.
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Appendix 7a: Letter to Director of Nursing requesting acces to gatekeepers and
potential participants

Researcher Details
26th of February 2010
Mr. XX, Hospital XX.
Dear Mr. XX,

I hope this letter finds you well. | am writing thistlr to obtain your permission to conduct a research
study to‘Mental Health Nurses experiences of developing theraguitic relationships with the

families of service users experiencing an eating disad within two community settings within your
service. | am currently working as a mental healthenurX Ward, X Hospital and am undertaking this
study as a requirement for a Master in Science in Méfgalth at Trinity College Dublin.

The study | plan to undertake aims to gain understandinghiatexperiences of mental health nurses in
developing therapeutic relationships with the familiesenf/ice users experiencing an eating disorder. It
is hoped the study will contribute to delineating what stgpare needed to assist mental health nurses in
developing relationships with these families in the hopmpfoving collaborative care practices

between nurses and families.

Over the course of two focus groups, | hope to gatherfidata6-12 mental health nurses from the XY
and XZ Area Community Mental Health Services (paréinig need only attend one focus group). The
focus groups are planned for March/April 2010 and aimdibdanax of ninety minutes, the majority of
which may run into participants lunch break to minimigeetaway from service users (lunch will be
provided). If this is not a suitable time an alternatinee can be arranged, refreshments will also be
provided.

With your permission | will ask Mr. XY and Mr. XZ tact as gatekeepers. A poster and 15 information
leaflets will be forwarded to Mr. XY and Mr. XZ forstribution to mental health nurses working on the
site. Any nurses interested in participating in the studyho require further information will be invited
to contact me directly in order to minimize additie@she workload of the gatekeepers. | have included
a copy of the contents of the poster and informatiditetefar your viewing and have included a copy of
the research proposal for further information regartimgstudy.

Please do not hesitate to contact me if you have ameguéewould be very grateful for your
consideration of this request.

Yours sincerely,

Jessica Stewart.
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Appendix 7b: Letter to potential gatekeeper
Researcher Details
16" of March 2010
Mr. XY,
XY Community Mental Health Services.
Dear Mr. XY,

I hope this letter finds you well. | am writing thigtlr to obtain your permission to conduct a research
study to exploréMental Health Nurses experiences of developing therapéc relationships with the
families of service users experiencing an eating disad within your Community Mental Health
Services. | have received permission from Mr. XX, Elioe of Nursing to contact you to ask if you will
act as a gatekeeper to assist me in accessing popattialpants. | have also sent this letter to Mr. XZ
in the hope that she will act as a gatekeeper alsm cuarently working as a mental health nurse in X
Ward, X Hospital and am undertaking this study as a reqaimefor a Master in Science in Mental
Health at Trinity College Dublin.

The study | plan to undertake aims to gain understandinghiatexperiences of mental health nurses in
developing therapeutic relationships with the familiesenf/ice users experiencing an eating disorder. It
is hoped the study will contribute to delineating what stigpre needed to assist mental health nurses in
developing relationships with these families in the hopmpfoving collaborative care practices

between nurses and families.

Over the course of two focus groups, | hope to gatherfidata6-12 mental health nurses from the XY
and XZ Area Community Mental Health Services (paréinis need only attend one focus group). The
focus groups are planned for March/April 2010 and aimdbdanax of ninety minutes the majority of
which may run into participants lunch break to minimizeetaway from service users (lunch will be
provided). If this is not a suitable time an alternatinee can be arranged, refreshments will also be
provided.

With your permission | will forward a poster and 15 imfiation leaflets to you. | would ask that the
poster be put up in a site that would be viewed by mengdthheurses and the information leaflets be
posted into the nurse’s post boxes/pigeon holes or ifghmstipossible given directly. Any nurses
interested in participating in the study or who requiréhfrinformation will be invited to contact me
directly in order to minimize additions to your own woiddb In the event of a slow response rate | will
forward a reminder letter for your distribution. | haweluded a copy of the contents of the poster and
information leaflet for your viewing and have includedpycof the research proposal for further
information regarding this study.

Please do not hesitate to contact me if you have ameguéewould be very grateful for your
consideration of this request.

Yours sincerely,

Jessica Stewart.
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Appendix 7c: Letter to potential gatekeeper
Researcher Details
16" of March 2010
Mr. XZ,
XZ Community Mental Health Services,
Dear Mr. XZ,

I hope this letter finds you well. | am writing thigtlr to obtain your permission to conduct a research
study to exploreMental Health Nurses experiences of developing therapga relationships with the
families of service users experiencing an eating disad within your Community Mental Health
Services. | have received permission from Mr. XX, Elioe of Nursing to contact you to ask if you will
act as a gatekeeper to assist me in accessing popattialpants. | have also sent this letter to Mr. XY
in the hope that he will act as a gatekeeper also. dusrantly working as a mental health nurse in X
Ward, X Hospital and am undertaking this study as a reqaimefor a Master in Science in Mental
Health at Trinity College Dublin.

The study | plan to undertake aims to gain understandinghiatexperiences of mental health nurses in
developing therapeutic relationships with the familiesenf/ice users experiencing an eating disorder. It
is hoped the study will contribute to delineating what stigpre needed to assist mental health nurses in
developing relationships with these families in the hopmpfoving collaborative care practices

between nurses and families.

Over the course of two focus groups, | hope to gatherfidata6-12 mental health nurses from the XY
and XZ Area Community Mental Health Services (paréinis need only attend one focus group). The
focus groups are planned for March/April 2010 and aimdbdanax of ninety minutes the majority of
which may run into participants lunch break to minimizeetaway from service users (lunch will be
provided). If this is not a suitable time an alternatinee can be arranged, refreshments will also be
provided.

With your permission | will forward a poster and 15 imfiation leaflets to you. | would ask that the
poster be put up in a site that would be viewed by mengdthheurses and the information leaflets be
posted into the nurse’s post boxes/pigeon holes or ifghmstipossible given directly. Any nurses
interested in participating in the study or who requiréhfrinformation will be invited to contact me
directly in order to minimize additions to your own woiddb In the event of a slow response rate | will
forward a reminder letter for distribution. | have um#d a copy of the contents of the poster and
information leaflet for your viewing and have includedpycof the research proposal for further
information regarding this study.

Please do not hesitate to contact me if you have ameguéewould be very grateful for your
consideration of this request.

Yours sincerely,

Jessica Stewart.
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Appendix 8: Poster

ARE YOU A MENTAL HEALTH NURSE?

DO YOU HAVE EXPERIENCE WORKING WITH SERVICE USERS
EXPERIENCING AN EATING DISORDER AND THEIR FAMILIES?

WOULD YOU LIKE TO SHARE YOUR EXPERIENCES?

| would like to invite you to participate in a focus group to eplore your
experiences, focus groups will be held in March/Apri2010.

The title of the research study is Mental Health Nurseexperiences of developing
therapeutic relationships with the families of services sers experiencing an eating
disorder.

More details of this study have been sent to you directly.f you did not receive an
information leaflet or require further information please contact me or your
assistant director of nursing.

Jessica Stewart

jstewar@tcd.ie
Mobile: 0863232914
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Appendix 9a: Letter of invite and information leaflet to participants
Researcher Details
17 of March 2010
Dear Fellow Mental Health Nurse,

| would like to invite you to participate in a focus groupasgt of a study to explore
‘Mental Health Nurses experiences of developing therapeutrelationships with

the families of service users experiencing an eating disad. | would like to give
participants the chance to describe their own expergeimcdeveloping and maintaining
relationships with the families of service users exg®ing an eating disorder. The
study aims to gain understanding into these experiences,aitherapeutic relationship
means to you, the supports that are needed to develop ttecapkationships with the
said families and what’s needed to encourage collaboreneebetween nurses and
families.

The proposed study is in partial fulfilment of the regmient of the Master in Science
in Mental Health at Trinity College Dublin and has thi@ical approval of Trinity
College Dublin and Dublin West/South West Mental HeSkhvices. To gather data |
will be conducting audio recorded focus groups planned for iMiapeil 2010, lasting
approximately a maximum of 90 minutes. You will only havetteral one focus group.

All data will be filed safely, securely and appropriatelaccordance with the Data
Protection Act (Department of Justice, Equality and Lafofe, 2003). The data will
be kept for a maximum of five years and then destroyes.the aim of the researcher
to publish the findings of the focus groups. Your identity kginain confidential; your
name will not be published and will not be disclosed tmaayutside the group. Prior
to commencement of the focus group(s), participants waldked to sign a declaration
to adhere to confidentiality regarding the other group menaretsanything disclosed
within the group. Please find enclosed a copy of this demarand also a copy of the
focus group rules.

There is potential benefit for participants to develefine and expand a base of
knowledge around developing therapeutic relationships witfathéies of service
users experiencing an eating disorder through exploringdive experiences and
listening to the experiences of others. There are nodeatde adverse outcomes of
participating in this study but should a participant becapset or distressed additional
support will be available in the form of comfort breédtaring the focus groups) or the
HSE Confidential Employee. Counselling Service (numbelidoeiprovided).
Participants are informed of the researcher’s etligbl to report any disclosure of
malpractice or professional misconduct to the Directd¥ursing; An Bord Altranais
and the researcher’s requirements by law to repontrirdtion about child or elder
abuse, drug trafficking or crime to the relevant autlesri{Gardai; Social Services).

| will make a follow up telephone call one week pastus group to assess if any issues
arose from the focus group discussion that the particiiegires support with. 1 will
be contactable after the focus group also. Ther@assibility focus groups may run
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into participant lunch breaks to avoid time away fronvise users but lunch will be
provided if this time is not convenient refreshments alib be provided. They will be
held in a meeting room within your place of work.

This interview and participation of the study is entinadjuntary and you can withdraw
at any time or refrain from answering the questions witstattng a reason for doing
so. You will be asked to sign an informed consent fdatig you agree to partake in
the study prior to the focus groups. | am available to meean be contacted to
discuss the study or answer any questions. You welivea copy of the focus group
transcript and | will need to contact you to confirm findings, it is hoped these
findings will be published.

Mental Health Nurses of all levels of experienceiavéed to participate in the study
when you contact me voicing your interest in particigatiwill ask the following
guestions:

* How long have you worked as a Mental Health Nurse?

* Approximately how many service users experiencing an edisogder and
their families have you worked with throughout your ea?e

This information will only be used in the participant umibn process if there is an
oversubscription of interest to participate in the study.

If you fit the following inclusion criteria and wish to piaipate in the focus groups
please contact me before thé"26 March 2010;

* An Bord Altranais Registered Mental Health Nurses wiperience working
with service users experiencing an eating disorder andfémeilies.

Thank you for taking the time to consider this requesbuf gequire any further
information please contact me.

Yours Sincerely,

Jessica Stewart
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Appendix 9b: Declaration of Confidentiality

l, agree not to discuss or disclose any information about

the content of the focus group discussion or focus group pactpants outside of the
focus group. | will maintain confidentiality at all times regarding the content of
the focus group discussion and the identity of its particignts.

Date:

Signed:
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Appendix 9c: Focus Group Rules and Outline of Focus Grouproceedings

Focus Group Rules

» Group members must sign a declaration of confidentiality- Whats
discussed in the group stays within the group!

» Please do not use names of service users and/or their féies.
* Speak clearly.

* One person to speak at a time.

* Allow everyone to have their say.

» Conversation/ everyone participate.

* There are no right/ wrong answers.

* Please turn off all mobile phones for the duration of the grup as they may
interfere with the recording equipment.

Outline of Focus Group Proceedings

e Introduction
*  Warm up and Group rules
e Discussion

*  Wrap- Up Summary
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Appendix 9d: Reminder letter to participants
Researcher Details
28" of March 2010

Dear Fellow Mental Health Nurse,

| would like to remind you of an invitation asking for yourtgapation in a focus

group as part of a study to explokéental Health Nurses experiences of developing
therapeutic relationships with the families of service usrs experiencing an eating
disorder sent to you on the f7%f March 2010. | would like to give participants the
chance to describe their own experiences in developingramdaining relationships
with the families of service users experiencing an gatisorder. The study aims to
gain understanding into these experiences, what a thei@pelationship means to you,
the supports that are needed to develop therapeutic refapsngth the said families
and what’s needed to encourage collaborative care betweses and families.

The proposed study is in partial fulfilment of the regmient of the Master in Science
in Mental Health at Trinity College Dublin and has thi@ical approval of Trinity
College Dublin and Dublin West/South West Mental HeSkhvices. To gather data |
will be conducting audio recorded focus groups planned for iMapeil 2010, lasting
approximately a maximum of 90 minutes. You will only havetteral one focus group.

All data will be filed safely, securely and appropriatelaccordance with the Data
Protection Act (Department of Justice, Equality and Lafofe, 2003). It is the aim
of the researcher to publish the findings of the focus gro¥psir identity will remain
confidential; your name will not be published and will netdisclosed to anyone
outside the group. Prior to commencement of the focugo@sh participants will be
asked to sign a declaration to adhere to confidentialifgroeng the other group
members and anything disclosed within the group. Please folased a copy of this
declaration and also a copy of the focus group rules.

There is potential benefit for participants to develefine and expand a base of
knowledge around developing therapeutic relationships witfathéies of service
users experiencing an eating disorder through exploringdive experiences and
listening to the experiences of others. There are nodeatde adverse outcomes of
participating in this study but should a participant becapset or distressed additional
support will be available in the form of comfort breédtaring the focus groups) or the
HSE Confidential Employee. Counselling Service (numbelidoeiprovided).
Participants are informed of the researcher’s ethigbl to report any disclosure of
malpractice or professional misconduct to the Directd¥ursing; An Bord Altranais
and the researcher’s requirements by law to repontrirdtion about child or elder
abuse, drug trafficking or crime to the relevant autlesri{Gardai; Social Services).

| will make a follow up telephone call one week pastus group to assess if any issues
arose from the focus group discussion that the particijegires support with. 1 will
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be contactable after the focus group also. Ther@dssibility focus groups may run
into participant lunch breaks to avoid time away fronvise users but lunch will be
provided if this time is not convenient refreshments alib be provided. They will be
held in a meeting room within your place of work.

This interview and participation of the study is entinadjuntary and you can withdraw
at any time or refrain from answering the questions wittattng a reason for doing
so. You will be asked to sign an informed consent fdatig you agree to partake in
the study prior to the focus groups. | am available to meean be contacted to
discuss the study or answer any questions. You welivea copy of the focus group
transcript and | will need to contact you to confirm findings, it is hoped these
findings will be published.

Mental Health Nurses of all levels of experienceiavéed to participate in the study
when you contact me voicing your interest in particigatiwill ask the following
guestions:

* How long have you worked as a Mental Health Nurse?

* Approximately how many service users experiencing an edisogder and
their families have you worked with throughout your ea?e

This information will only be used in the participant umbn process if there is an
oversubscription of interest to participate in the study.

If you fit the following inclusion criteria and wish to piaipate in the focus groups
please contact me as soon as possible;

* An Bord Altranais Registered Mental Health Nurses wiperience working
with service users experiencing an eating disorder andfémeilies.

Thank you for taking the time to consider this requesbuf gequire any further
information please contact me. My sincere apolodigsu have already considered the
above invitation and chosen not to participate infdlees groups or do not fit the
inclusion criteria.

Yours Sincerely,

Jessica Stewart
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Appendix 10: Informed consent

PROJECT TITLE: MENTAL HEALTH NURSES EXPERIENCES OF
DEVELOPING THERAPEUTIC RELATIONSHIPS WITH THE FAMILI  ES OF
SERVICE USERS EXPERIENCING AN EATING DISORDER.

PRINCIPLE INVESTIGATOR: Jessica Stewart

BACKGROUND: The study will explore the experiences of mentalthenurses in
developing therapeutic relationships with the familiesesf/ice users experiencing an
eating disorder. The study will use a semi structurscudsion guide using a focus
group format. Data will be recorded using audio tape equipméour identity will
remain confidential. Your name will not be published aitinot be disclosed to
anyone outside the study group.

DECLARATION:

| have read, or have read to me, the information lefafteatis project and | understand
the contents. | have had the opportunity to ask questimhalbmy questions have
been answered to my satisfaction. | freely and votiuptagree to be part of this
research study, though without prejudice to my legal #mdad rights. | understand |
may withdraw from the study at any time and | have wecka copy of this agreement.

PARTICIPANT'S NAME: e
CONTACT DETAILS:
PARTICIPANT’'S SIGNATURE:

Date:...oovvei i

Statement of investigator's responsibility: | have explained the nature and purpose of
this research study, the procedures to be undertaken andlkenthat may be involved.

| have offered to answer any questions and fully answeredogsgstions. | believe the
participant understands my explanation and has freely ginermed consent.
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Appendix 11: Principal Investigator Contact Details and SupportDetails

If you have any further queries please contact me

Jessica Stewart
Mobile: xxx XXXXxxx

Email: xxxxxx@tcd.ie

Or if you require further support:
HSE Confidential Counselling Service

01 6352393

Thank You for Participating.
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