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ABSTRACT

Nurses working in services for people with mental health problems are twice as
likely to be assaulted as nurses working in general hospital settings (Health Care
Commission 2007). The emergence of the issue of violence towards nurses as a social
problem has however been accompanied by a contest to date unexamined, between
conflicting “frames’ of the problem, which this paper seeks to make transparent. Two
distinct “master’ frames are discussed the ‘individualising’ and the ‘co-creationist’. It is
concluded that the influence of these frames has influenced the nature of responses to the
problem but the recent dominance of the individualising frame is being challenged by the
emergence or perhaps re-emergence, of the ideals and values of the therapeutic
community.

INTRODUCTION

This paper will firstly, place the method of frame analysis in context as a sub type of
discourse analysis whose origins lie in social psychology and with the work of Erving
Goffman (1974) before discussing more recent applications of the concept in the social policy
literature which inform this study. An individualising frame that locates responsibility for
violence primarily within the individual will then be contrasted with a co-creationist frame.
Pathology in terms of the origins of violence for the latter is seen as residing in the staff
involved, the organisation, the perpetrator and the pattern of their interactions, which are
collectively co-created.

Discourse analysis encompasses an influential methodological tradition related to a
number of different disciplines ranging from linguistics to ethnomethodology and social
psychology (Potter and Wetherell 1994). This study used a subtype of discourse analysis
called frame analysis developed by a number of authors since the 1980’s including Snow and
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Benford (1992) in their work analysing social movements, Gamson et al. (1992) examining
political communication and more recently, by Triandafyllidou and Fotiou (2006) to examine
the processes involved in policy making. The concept of frames in the social sciences has a
long history. Erving Goffman (1974) contended that we use ‘frames’ in order to make sense
of our life experience. In his description, frames are internal cognitive structures consisting of
systems of classification and rules of interpretation. Such frames allow us (Goffman 1974:21)
to “locate, perceive, identify and label” the diverse phenomena we may encounter throughout
the course of our lives. Framing theory posits that we make sense of our experience on an
ongoing basis by continually relating it to patterns, which are already known. This tendency
to refer to stable and recurring patterns in order to recognise new stimuli has been confirmed
by a number of psychological studies. Heider (1958) affirms that people perceive reality and
form expectations with respect to it by linking temporary attitudes with pre-existing stable
patterns of behaviour. Thus, diverse new stimuli are interpreted for meaning by being linked
to a known and enduring background, which serves as a point of reference.

However, the concept of framing has also found application in the study of social policy.
Here, the process of framing is described as involving the selection of some aspects of a
perceived reality that in turn, promotes a particular definition of a putative problem, in such a
way as to construct a particular causal interpretation, moral evaluation and consequently
specific recommendations regarding the type of solution that needs to be adopted (Entman
1993:52). Snow et al. (1986) propose that we can usefully distinguish between two levels of
frame that they describe as ‘master frames’ and *‘domain-specific interpretative frames'.
Master frames signify meaning on a broader scope and serve to organise sets of ‘domain-
specific frames’, such as those, which both depict and inform how we should understand
violence to mental health nurses.

How the available master frames ‘organise’ the domain specific frame around any
particular issue cannot readily be predicted. Two or more, different master frames can
coalesce to produce a novel domain specific frame. Further what sometimes occurs is a
competition to frame an issue within a given domain in a particular way congruent with one
master frame or set of frames, as opposed to another (Snow et al. 1996). It is this position on
frames that will be used to inform a critical exploration of the framing process in relation to
the ‘problem’ of violence to nurses working with people with mental health problems.

In the case of workplace violence in mental health the influence of a series of master
frames can be identified. First, is the classic ‘discourse of deviancy’, a frame of some
antiquity. Its assumptions are that deviants real or imaginary, are easily identifiable, the
reasons for their deviance reside within the individual and social actions to control or punish
them are therefore justifiable. Moreover, because such actions serve to clarify the moral
boundaries between ‘the good’ and ‘the bad’ that must always be maintained, a failure to
punish the deviant would be remiss (Leadbetter et al. 2005).

This frame interacts however with those of mental health and mental illness. The frame
of mental illness can in certain circumstances absolve a perpetrator of culpability both
morally and legally of what would otherwise constitute a crime. However, the possession of a
psychiatric diagnosis has never meant that punishment may not play a role in treatment.
Control in extremis in contemporary services by means of coercion is often justified by
reference to the need to maintain a safe environment (Paterson and Duxbury 2006). The
perception of service users is though that coercion is being used to punish rather than enable
treatment (Duxbury 2002). The use of systematic punishment to induce compliance, as a form
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of treatment was once orthodox practice (Foucault 2006). The belief that ‘fear (is) the most
effectual principle to reduce the insane to orderly conduct' appalled Tuke (1882:90) however,
to assume that such long established practices and discourses no longer exert any influence on
practice would be naive. Perhaps instead as Shapiro observes (1988: xi) it is precisely because
such discourses are so familiar that they are able ‘operate transparently’ upon those affected
who are effectively blinded to such influences on both their thinking and behaviour
(Keywood 1995).

When such older frames interact with more current preoccupations of risk one
consequence is the development of a particularly narrow understanding of the sources of risk
where only the risks attached to individuals and their behaviour become the focus of
examination and action. This fundamental attribution error (Heider 1958) can lead to the
exclusion of consideration of risks arising from wider factors whether in the immediate and
wider social context. The novel discourse that results can be described as an ‘individualising
frame’ and is unfortunately that which seems to have informed what has been characterised as
the “security’ or ‘high tariff’ approach to violence prevention in health and social services in
the UK (Leadbetter et al. 2005). This approach is exemplified in the ‘Zero Tolerance’ policy
on violence adopted by the National Health Service (s) of the UK in 1998 due in part to
campaigning by the Royal College of Nursing. Such approaches promote intolerance of
aggression by service users and/or provide for greater punishment or exclusion for
perpetrators.

Snow and Benford (1988) observe that in order for frames to be successful they must
either resonate with the sentiments of the population concerned. The individualising discourse
with its location of the reasons for deviancy within the individual has several advantages in
this respect. Research into the explanations for the violent acts of in-patients suggests a
tendency amongst nurses to stress aspects of the service users’ personality as causal (Duxbury
2002). However, service user’s explanations for violence tend to differ stressing instead the
situational dimensions of violence particularly that it was often a response to controlling
behaviour by staff (Hinsby and Baker 2004). The apparent preponderance of individualistic
explanations by nursing staff for service users’ violence in studies may mean that the safety /
security framing of the problem resonated with the beliefs of many practitioners regarding the
origins of violence (Duxbury 2002).

The seeming success of the individualising frame may though also stem from the form of
the frame it uses to construct the problem of workplace violence. Gamson (1992) argued that
three kinds of issue frames delineate how problems are framed. What he terms ‘Aggregate’
frames effectively define putative issues as ‘social problems’ but the burden of responsibility
for action to resolve the issue is placed with individuals. ‘Consensus’ frames, in contrast,
whilst also defining an issue as a social problem, represent it as one that can only be solved
via collective action but leave unspecified who must act. ‘Collective action’ frames differ in
three key respects from aggregate or consensus action. Firstly, they define the problem as
one, which is intrinsically ‘unjust’. Secondly, ‘agency’ i.e. responsibility for the problem is
placed with an identifiable actor. Thirdly, and perhaps crucially, the frame establishes an
adversarial relationship between 'us' in terms of identity as members of the in-group and ‘the
other’ i.e. whomsoever the imputation suggests is responsible for the problem (Gamson
1992).

Evidence of the use of the latter frame is exemplified in the title of the Zero Tolerance
resource pack sent to every NHS Trust in England in 1999 (Health Service Circular 199/226).
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Entitled “‘we don’t have to take this anymore’ the identification of ‘in” group and an implied
‘other’ is clearly evident and an adversarial if not counter aggressive dimension is suggested.
In the individualising frame the problem of violence to the worker is defined as an injustice’
perpetrated upon an ‘innocent’” (or sometimes unskilled) victim and responsibility for the
behaviour is placed with the perpetrator. Of more significance in terms of social policy the
resulting discourse is productive more specifically deontic, in creating an obligation on those
charged with protecting nurses from such a threat to address this injustice.

This evoked what appears to have been a search for solutions to this construction of the
problem which was found in Control and Restraint, (‘CandR’) an intensive physical restraint
training program developed within the English prison service. The conventional explanation
for the extraordinarily rapid adoption of CandR training across mental health services is that it
was a consequence of a recommendation of an inquiry into the death of a patient while being
restrained in Broadmoor high secure hospital in 1984 (Ritchie 1994). However, given the
failure to adopt many of the other recommendations of the inquiry and a lack of concern
about such deaths outside the special hospital sector over this period attributing causality for
what was a radical change in policy to a single event seems highly questionable. A Michel
Foucault (1980:114) reminds us, “there are actually a whole order of levels of different types
of events differing in amplitude, chronological breadth and capacity to produce effects”.
Foucault (1991:76) suggests that we should therefore approach the question of the role played
by events by means of an analysis of the multiple processes which constitute them, a process
he terms “eventalization”. The implications of adopting this approach are that what must be
understood becomes not only ‘where the seed comes from’, that is, what event appeared to
prompt a reaction in terms of social policy but more importantly ‘what makes the soil fertile’,
that is, why is a particular sector may be uniquely responsive to a suggested initiative at a
particular time (Kingdon 1995:77).

From this perspective the adoption of CandR provided a means of responding to growing
concerns over the problem of violence towards nurses that was congruent with the dominant
individualising frame of the problem. It resonated strongly with the assumption contained
within the individualising frame that violence results from individual pathology whether
ascribed to madness demanding control or badness demanding punishment (Crichton 1997).
The former is addressed in terms of prevention via ‘treatment’ directed towards goals
specified by the service (although the extent and nature of the ‘treatment’ is not specified)
whilst dangerous manifestations of the disorder are managed, via restraint if necessary. The
latter is addressed via the deterrent affect of restraint conveniently maximised by the use of
‘pain compliance’ an integral dimension of CandR as then practised (Paterson 2005).

WHY WAS THERE NO OPPOSITION?

All frames are ‘temporally variable and subject to reassessment and renegotiation' (Snow
et al, 1986: 476). The individualising frame of the problem was successful at least for a time,
not only because of its resonance with internal attributions of responsibility for violence or
that it was articulated by means of a collective action frame, but also because it faced
comparatively little coordinated opposition. Given the long history in the UK of the non-
restraint movement with its emphasis on moral treatment this is puzzling. The reductionist
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explanations for violence offered by the individualising frame should have been countered by
the discourses of social psychiatry and the insights provided to psychiatry by social
psychology and sociology.

Perhaps at least in the UK, this did not happen because these discourses were
marginalised during the nineteen eighties and nineties by the dominance achieved by bio-
medical psychiatry. Ironically the ascendance of biological psychiatry as the dominant
treatment paradigm may have been at least in part a response by psychiatry to critics from
sociology and radical psychiatry in seeking to reassert its historical dominance by claiming
equal status to its oft times distant cousin medicine. Exposed to criticism from within by
Szasz (1994) and Laing (1964) and without by sociological studies such as ‘on being sane in
insane places’ (Rosenhan 1973) psychiatry could have sought to engage with such critics, and
initiate a creative dialogue. Instead with a few honorable exceptions, it promptly discarded it's
former raison d’étre psychoanalysis and any pretensions regarding milieu therapy (Pilgrim
and Rogers 2005). The dominance by the discourse of bio psychiatry was so complete that it
almost led to the demise of social psychiatry and a decades long estrangement by psychiatry
from sociology (Pilgrim and Rogers 2005). Consequently psychiatry or at least many services
experienced a form of collective amnesia that served to obscure their memory of previous
treatment regimes based on moral treatment and the ideals of the therapeutic community
(Bloom 2006).

Unfortunately psychiatry in its retreat from the social dimensions of causation was
accompanied on its journey over this period by clinical psychology whose dominant
paradigms over the period were of behaviour modification and cognitive behavioural
psychotherapy. Such perspectives, or rather common misunderstandings and misapplications
of them, located pathology almost wholly within the individual. As a result the emphasis in
many settings was primarily on ameliorative interventions focused on trying to find solutions
to violence within individuals rather than transformative interventions that sought to uncover
and address the causes of violence in the social context (Duxbury and Paterson 2005).

The interaction between the individualising master frame and the frames of biomedical
psychiatry and cognitive behavioural psychotherapy resulted in the creation of what Michel
Foucault (1986) has described as an episteme. Epistemes exercise an all-pervasive influence
saturating and governing thinking rather than being held consciously and their power is
exercised insidiously by delimiting how we can think about a given issue (Bevir 1999). As a
result of the dominance of this episteme the conceptual frameworks offered by alternative
paradigm essential if the social dimensions of causation were to be recognised and addressed
became devalued in many settings for almost a generation. Sadly, an early if rarely
recognized upon casualty of psychiatry’s whole hearted embrace of biomedicine was mental
health nursing itself (Hunter 1956). Stripped of any pretence regarding parity of esteem with
psychiatry, the previous partnership of equals dissolved at least in relation to violence
prevention, by the privileging of biological and thus scientific knowledge over the centrality
of the therapeutic relationship, nurses became the handmaidens not just of the psychiatrist but
of bio-psychiatry.

The result was unfortunate, self esteem diminished, knowledge base devalued and in
some settings such as London latterly near overwhelmed by decreases in the number of acute
beds and rising acuity and co-morbidity in those admitted to antiquated and understaffed
services, nurses retained however their almost complete power over the day to day lives of
those they cared for (Patrick et al 1989). This juxtaposition of a lack of power and status in
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one dimension with almost complete control in another produced a situation eloquently
captured in a phrase used by Wardhaugh and Wilding (1993) with reference to a similarly
problematic dynamic in residential childcare, as one of ‘dangerous ambivalence’. All too
readily nurses could unconsciously displace their unmet needs for self-esteem, power and
control in their professional lives into their relationships with service users.

Where such displacement took the form of over controlling behaviour by staff it
increased the risk of service user non-compliance and the likelihood of counter aggression in
turn (Paterson and Duxbury 2007). However when repeatedly exposed to violence nurses
coping strategies are characterised by avoidance or counter aggression (Maier 1999). These
reflect the emotions of fear and/or anger produced by exposure to violence (Colson et al.
1986). Where the dominant emotional response was of counter aggression, control and
restraint may have served to facilitate if not legitimate the expression of such hostility.
Consequently control and restraint may have chimed not only with how nurses understood the
problem of violence but with how nurses felt about the problem or rather its source as they
perceived it, in ‘the service users’.

It is though important to recognise that not all settings, services or practitioners adopted
the individualising frame That there were many gaps in the dominance of the frame supports
Snow et al’s (1986) observations that while we are susceptible to influence by frames we can
simultaneously be capable of reflection and opposition to the frames we encounter.
Opposition to the dominance of the individualising frame has grown persistently over the last
decade representing the emergence or perhaps more properly re-mergence of an alternative
discourse that has been described as a co-creationist perspective by Paterson and Miller
(2006).

The new/old frame operates from very different assumptions in adopting a focus that
extends beyond the pathology of the individual (Bloom 1997). It assumes that a safe
environment cannot be created without the active participation of the patients. Violence is
seen as arising from the interactions between individuals operating within complex social
systems whose interaction gives rise to violence. In this frame the problem of violence to the
worker is defined not as an injustice’ but as a failure to adequately understand and address the
root causes of violence. Pathology in terms of the origins of violence is seen as potentially
residing in the staff involved, the organisation, the perpetrator and the pattern of their
interactions, which are collectively co- created. These are of course, the ideas integral to the
concept of the therapeutic community and they remain equally valid some fifty years on. Our
developing understanding of the impact of exposure to trauma has however served to add
emphasis to the need to adopt such principles. As an approach to violence prevention co
creationism’s emphasis is on primary prevention in asking what 'kind of human environments
we are creating in our workplaces' (Braverman 1999:4). In order for a environment to be truly
‘safe’ it must be physically, psychologically, socially, and morally safe for everyone in the
community. The achievement of that level of safety can though only be reached by means of
a shared process over time (Bloom, 1997).

Of interest perhaps, is why this counter discourse and the frame it utilises have seemingly
been successful after the long standing dominance of the individualising discourse. A number
of developments are of particular note each involving research. Research into deaths amongst
patients being restrained has contributed to the reframing of such events as part of a
potentially preventable social phenomena rather than isolated individual tragedies (Paterson et
al. 2003, Blofeld 2003). This has made the nature of the methods used to control behaviour in
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many mental health services and injuries and deaths related to their use subject to a level of
scrutiny previously absent (Frueh et al. 2005). The inclusion of service user voices in research
studies has led to increasing scrutiny of the reasons why interventions such as restraint and
seclusion are used because of findings that suggest service users perceive that such
interventions are used not to manage dangerous behaviour but more often as forms of
punishment (Duxbury 2002). Research into the antecedents to violence in in-patient mental
health settings has also identified conflict linked to needs frustration as a common precipitant.
This has led to increasing scrutiny of service cultures and staff attitudes and behaviour as key
variables in the prevention of violence (Forquer et al. 1996, Whittington and Wykes 1996,
Duxbury and Whittington 2005, Estryn-Behar et al. 2007).

Research has also identified high levels of trauma among users of mental health services
and has led to demands for services to routinely screen for and treat the multiple potential
consequences of trauma including aggression (Jennings 2004). Finally research has
demonstrated that multilevel systemic organisational interventions can reduce the use of
restraint and by so doing also reduce violence towards staff even where staff believe they
neither can be reduced further (Lebel et al., 2004, Schreiner et al., 2004, Murphy and
Bennington-Davis 2005). The reduction of violence towards staff as a consequence of efforts
directed to reduce the use restraint is of course not a novel observation with such an effect
consistent asserted by some of the much earlier proponents of restraint reduction including
Conolly (Page 1904).

It may seem that a co-creationist framing of the problem cannot be refuted. The co-
creationist perspective framing of violence is though vulnerable to a number of potential
threats. It is not an exclusive strategy but an inclusive one, which challenges the categorical
differentiation between the mentally ill and care providers that serves to justify the
inequalities of power that embedded within the mental health system (Laurance 2003).
Lacking a villain the co-creationist frame rejects simplistic moral judgements but this may not
resonate with the master frames of our society or the sensitivities of practitioners because it
challenges explanations for service user violence that attribute responsibility to character or
personality deficits in the service user. If there is no villain there can be no punishment and
punishment fulfils important symbolic functions in our society. The individualising frame is
not dead rather it lurks in the policy corner waiting for the opportunity perhaps to be provided
by an event or events yet to happen, in order to reassert itself.

CONCLUSION

A ‘battle among discourses and through discourses’ (Foucault (1975:x) has been
described in relation to how the problem of violence towards nurses in UK mental health
services should be framed and the nature of the response determined. In these battles
individuals and alliances have strived to construct the issue of violence in particular ways
unconscious it appears, of the potential influence of societal master frames to that debate. An
awareness of the cultural resources and master frames drawn upon in this debate may not alter
its outcome but can at least illuminate one dimension of the conflict. It is though no small
matter, that Zero Tolerance was quietly dropped by the English National Health Service as an
inappropriate response to violence in mental health services (Department of Health 2004).
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This analysis has focused on an examination of the role played by discourses in the
policy process rather than that played by national and local policymakers in their struggle
(Bendor 1995). This is not to suggest that such individuals did not exert an influence in the
direction that policy took. However, the effect of the episteme suggested was so all
encompassing that whilst policy makers may at one level consciously have known why they
did what they did at another their decisions were determined by the dominant frame.
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