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Editorial

Kevin Gournay
Guest editor

Emeritus Professor, Institute of Psychiatry, King’s College London

When I sat down to write this editorial, the first questions
I asked myself were whether inpatient care was necessary
and whether it was sufficiently available. I will begin with
a statement of my own position on these matters and set
out what may, to some, be an unpopular and outdated
view ie. that there will, for the foreseeable future, be a
need for acute inpatient care and indeed, there should be
more of it available.

I of course, accept that there will always be a need for
asylum. However, this does not necessarily need to be
provided under the care of doctors and nurses. For
centuries we have provided asylum in the form of places
of religious retreat or, for the more ‘well-heeled’, spas and
residential health clubs. I also accept that psychiatric
inpatient care may be provided safely in houses in the
community, such as those famously used by Dr Richard
Warner in Boulder, Colorado. Nevertheless, such houses
in the community need to be supervised by clinicians on
a 24-hour basis. For many years now, in most of the
developed world, there has been a drive towards a
massive reduction in inpatient beds, using instead
‘community approaches’ such as assertive outreach,
home treatment and crisis intervention. However, the
reality of the situation in the UK is that even after many
years of community developments, a majority of those
people who require intensive community care, either
receive none at all, or receive only token interventions.
Even then, save a few model services sited around the
country, community teams have poor levels of training,
and are, by any standards, overworked and carry
caseloads that are much too big. There is also what is
known as ‘the threshold problem’, which seems to exist
everywhere. Local mental health services often have high
thresholds for acceptance by community teams, these
thresholds being put in place to deal with the shortage of
resources. Therefore, only the most dangerous (to
themselves or others) patients are accepted by the team.
In turn, people with severe levels of despair and anguish
who, however, ‘behave themselves’ and do not pose a
grave risk, are simply considered not ill enough to
deserve services.

I am of the opinion that there is no one who does not
believe that illnesses such as acute schizophrenia and
severe depression are sometimes such that the level of
symptoms suffered requires 24-hour skilled care, treatment
and observation. Although the public debate about the
dangerousness of the mentally ill, or otherwise, will
undoubtedly carry on, in my mind there is a population
among the mentally ill who pose such risk to themselves
and others, that there is simply no alternative but 24-hour
clinical care and treatment within reasonable levels of
security. Another reason for inpatient care is to provide the
detoxification of illicit substances and alcohol, while at the
same time stabilising mental health states. I realise that
one of the difficulties here is that drugs and alcohol are
readily available in some inpatient services. The answer to
this particular objection to inpatient care is that we need
to do something about providing drug and alcohol-free
wards, rather than simply giving up. Although this might
come at the cost of additional security and more
expenditure, I believe that this is necessary, as in many
cases of severe illness, it is essential to be able to accurately
titrate the patient’s medication and take illicit substances
out of the picture. In addition to the usual arguments
about why we need more beds, which include very high
occupancy rates in many services, one also needs to
consider what Professor Len Stein referred to many years
ago as the ‘transinstitutionalisation phenomena’ (Test &
Stein, 1978). Stein, arguably one of the most important
architects of assertive community treatment, coined this
term to describe the adverse consequences of de-
institutionalisation, and he accurately forecasted that
many mentally ill people would be housed in prison,
rather than in psychiatric hospitals. Any visitor to a British
penal institution can see that this is now the case. It is true
that we have a number of initiatives that ‘in reach’ into
prisons, but my position is quite simple - there are,
literally, thousands of mentally ill people in prisons, whose
offences are so trivial that imprisonment is completely
inappropriate and that these individuals, who often
alternate between incarceration and homelessness, would
benefit from acute inpatient care.
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It is my earnest hope that in the future we (and by ‘we’
I mean taxpayers) will recognise that community mental
health services are grossly under-funded. If, at some point,
this situation is corrected and all those mentally ill people
in the community who needed decent community care,
received it, we would be able to reduce — although not
abolish — the need for inpatient care. That day has, of
course, not arrived.

I also wish to take this opportunity to raise the issue
of inpatient care for people with conditions such as
obsessive-compulsive disorder, post traumatic stress
disorder and other conditions, which are not currently
provided by the NHS. Obviously, people with these
conditions should not receive treatment within acute
admission wards, but there are many people with such
conditions who would benefit from 24-hour care and
treatment provided by doctors, nurses, psychologists and
others skilled in these particular areas. In the case of
obsessive-compulsive disorder, the NICE guidelines on
this condition recognise the need for such treatment.
However, inpatient treatment is simply not available on
the NHS. It is true that there are a few dozen people with
OCD being treated in the independent sector under NHS
contracts, and another handful of people being treated
in specialist centres in the NHS where day care is
provided. However, we seem to have abandoned whole
populations, including many members of the armed
forces, who have been so traumatised in Iraq,
Afghanistan and other places, to an extent that that they
are in states of unbearable anguish and are unable to
function normally. Whether one agrees with wars in
these countries or not, I believe that we have a duty to
provide decent care and treatment (sometimes on an
inpatient basis) for these young men and women who
have suffered so much in the service of their country.

This second part of my editorial should leave the
reader feeling somewhat more enthused than after
reading the first part. The articles in this issue, I believe,
demonstrate that there are many things that we can do to
improve acute inpatient care.

Although the paper by Paul Rogers, and others on
breakaway training, conveys a message regarding what
does not work and challenges long-held assumptions, I
believe that the work that they describe could eventually
lead to improvements in the training and preparation of
staff in the management of violence. Indeed, I know that

Editorial

all of the collaborators on this paper are actively
involved in developing much-needed innovation in
education and training.

The Australian contribution by Nicholls and
colleagues is interesting in its portrayal of services in
Australia, and I think that we can, by comparing the UK
and Australian situations, be justly proud of the NICE
guidelines, published in 2005, which if followed, will
undoubtedly lead to services that are much safer for staff
and patients alike. The other Nichols — Trish Nichols, a
social worker, describes a very simple, but effective
procedure for dealing with absconders from secure
services and this work may well have implications for
acute inpatient care. However, what interests me
particularly about this piece of work is that social workers
have been responsible for this innovation and, arguably,
taken much needed responsibility for an important area
of inpatient care.

In their paper, Joe Curran and his colleagues have
described a therapeutic intervention (behavioural
activation) that can be used in any UK service, and
which could, arguably, provide many benefits to
patients. Behavioural activation is a simple but effective
procedure that does not need the skills of specially
therapists, nor the clinical
psychologists, who are so noticeably absent from
inpatient care in the UK. It seems to me that the
implementation of behavioural activation across the UK
is a very realistic proposition, in contrast to cognitive
behaviour therapy for schizophrenia, which according to
many of its advocates, requires special training and the
input of psychologists, who simply do not exist.

Elizabeth Hughes’ and her colleagues’ paper is
similarly inspirational in its messages regarding inpatient
interventions for dual diagnosis — perhaps the greatest
single clinical challenge we face in mental health
services. This article provides both a scholarly and
practical account of the area.

The paper on ‘new ways of working’ by lan Baguley
and colleagues sets out a wide range of suggestions for
what can be done to improve mental health services for
inpatients, and reading this left me with considerable
hope for the future.

I think that my concluding comments boil down to
two main messages. First, I believe that the papers in this
journal demonstrate that there is considerable potential

trained nurses or
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for innovation in our acute mental health services, and
that those responsible for education and training have a
substantial and positive agenda on which to work.
However, the second message, I think, reflects the rather
negative views expressed above (for which I make no
apology) and that we get what we pay for. Despite
statements by politicians, which now go back more than
15 years, stating that mental health is a priority area, we
have not seen advances comparable to those in other
priority areas, such as cardiology or cancer care. There was
a time, 15 years or so ago, when cardio-thoracic surgery
and expert cardiological treatments were scarce. Now,
some parts of the country actually demonstrate an over-
provision of such services and there have been statements
to the effect that we have trained too many cardiologists!
Similar accounts can be found in respect of cancer
services. However, I have no knowledge of any area of
mental health care where such improvements have been
demonstrated and I therefore consider the statements

(about mental health services being a priority) by
politicians, and indeed echoed by civil servants and
mental health professionals who should know better, as
shallow and simply untrue. At the heart of this problem is
the fact that very few taxpayers will vote for a political
party who aim to increase taxation to fund better mental
health services, and it is only when mental health
problems, ranging from depression to Alzheimer’s disease,
atfect us personally, that we will wake up to the reality of
the impoverishment in this area.

My message to colleagues in nursing, psychiatry and
other disciplines is not to assist with the perpetration of
the myth that things are getting better — from my point of
view, the overall position in mental health services is one
of stagnation, rather than growth.
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T Abstract

Breakaway training is a mandatory training
programme for mental health staff in both NHS
and private services. However, the question that
remains outstanding from the recent guidance on
the management of short-term violence published
by the National Institute for Clinical Excellence
(NICE) (NICE, 2005a; 2005b) is whether breakaway
training is effective?

This paper provides a history of and evidence for
breakaway training, and a study examining the
content of breakaway training in one English high
secure hospital is provided.

Key words
breakaway training; violence; violence reduction;
prevention; training

Introduction

Violence reduction and violence management have
become key policy and practice workforce priorities for
mental health and other areas of workforce delivery across
the UK over the last 10 years (Miller et al, 2007): Scottish
Health Service Management Executive,1996; Royal College
of Psychiatrists (RCP), 1998; Nursing and Midwifery
Council (NMC), 2001; NHS Security Management Service
(NHS SMS), 2003, 2004, 2005; National Audit Office (NAO),
2003; Welsh Assembly Government (WAG), 2004; National
Institute for Health and Clinical Excellence (NICE), 2005a,
2005b; National Institute for Mental Health England
(NIMHE), 2004; and the Wales Audit Office (WAO), 2005.

One of the key policy cornerstones underpinning
violence reduction training for mental health workers is
‘breakaway training’ (NIMHE, 2004; WAG, 2004; WAO,
2005). However, the effectiveness of such training has yet
to be established, and at present, the practice of training
staff in breakaway techniques can be at best considered a
‘tradition’. As such, this practice requires careful
consideration given that it is nearly 30 years ago that
breakaway training spread to the NHS and private
hospitals from the prison service.

The types of violence faced by staff

In undertaking this review, we attempted to determine
the actual types of assaults faced by staff during their
day-to-day practice. Despite headline news items by the
NHS and associated bodies, we could not find any part of
the NHS or any associated body that collected such
surveillance data. Neither the NHS, the National Patient
Safety Agency, the National Audit Offices, the Health
and Safety Executive or the NHS Security Management
Service were able to provide any data at all upon the type
and frequency of violent attacks upon staff. Basic
descriptive data, such as this, is the backbone of
epidemiological research, thereby informing the
development of interventional programmes - yet it is
not available. Quite simply, if we do not know what type
of attacks staff are facing then how can we develop
training programmes to equip staff in coping with
violence? Additionally, despite any lack of meaningful
national representative data, it is impossible to
determine whether breakaway training actually equips
staff with the skills that they may need.
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The history of breakaway training
In the UK, the dominant ‘model’ in terms of physical
interventions has historically been from ‘control and
restraint’, an approach developed for the prison service of
England and Wales in the 1980s. This training was adopted
by the English high secure hospitals in the mid 1980s
following an inquiry into the death of a patient. Initially,
this training was highly regulated by the prison service,
however, the formal links between the health and prison
services dissipated in the late 1980s. This led to the
development of multiple of physical
interventions that were then marketed by individuals to
the health sector and by services within the health sector to
other sectors including social care. The unintended
consequence was that an unregulated market developed for
the training in physical interventions within the UK
National Health Service. Private training companies sprang
up that marketed ‘breakaway training’ to a range of NHS
and non-NHS staff. Furthermore, some staff, whether
working in the NHS or in private business, began changing
the techniques as they saw fit without basing such changes
upon any evidence base. Issues regarding the complexity of
the techniques, the student’s ability to later recall the
techniques, the potential for error and harm to occur to the
recipient and the professional ethics of such practices were
ignored by some providers. (It is important to acknowledge
that there are some training providers both NHS and
private that deliver high quality training based on robust
training needs assessment with regular follow up).
Unfortunately, one apparent legacy of the lack of
regulation is the confusion that has been allowed to
develop around the exact inventory of techniques within
specific ‘versions’ of breakaway training. Given the number
of agencies offering training described as breakaway
training and incorporating elements in various modified
forms, it is difficult at this point to regard the term
‘breakaway’ as a unitary entity in a national context
(Topping-Morris, 1995). organisations have
developed manuals and protocols with accredited
instructor training, along with internal and external
procedures to review programme content (eg. West London
Mental Health Trust). However, this situation is far from
universal and breakaway training has arguably, in some
respects, become a victim of its own success. The rapidity of
its dissemination along with ‘C&R’ meant that there were
inadequate mechanisms to prevent the development of a

variations

Some

plethora of instructor programmes, and an inherently
flawed pyramidal training system was thus allowed to
develop by default. In the course of our review, we came
across a range of private training programmes that market
their training to the NHS. The techniques being taught were
sometimes described as ‘evidence-based’ within individual
companies’ literature, and some of the techniques were
concerning. For example, one company’s marketing
brochure reports that they train statf how to breakaway
from ‘earring grabs’. Surely, the issue for the NHS should be
whether and why staff are wearing earrings in clinical
practice, not how to help staff breakaway from such holds?

Policy guidance

In England and Scotland, there is no national policy that
specifies how often breakaway training should be provided.
However, evidence suggests that the norm is yearly (NMC,
2001; NES NHS Education for Scotland, 2005).

Welsh policy specifies that staff should be trained and
refreshed a minimum of every two years. Surprisingly, 30
years after such training was adopted by the NHS, the
issue of how long the skills and knowledge taught within
such training are retained, has yet to be established.
Therefore, it is difficult to understand the rationale as to
why England, Scotland and Wales have chosen a timescale
that is at best unspecified, and at worst every two years, is
difficult to understand in the absence of any evidence.

Similarly, in England and Scotland there is no national
policy that specifies which techniques should be taught.
Yet in Wales, the techniques are specified (Welsh
Assembly Government, 2004). The ‘All Wales NHS
violence and aggression training passport and
information scheme’ specifies that the following
techniques should be taught: ‘hair grabs — front and back’;
‘clothes grabs — single and double grabs’, ‘wrist grabs —
single and double grabs’; and ‘strangle holds - front, side
and back’. However, the rationale for choosing these
techniques over others (eg. punches, kicks, bear hugs,
bites) is unknown. Furthermore, it is unknown why hair
grabs from the side and strangle holds with the victim
pinned to the floor are excluded from the list?

Economics

The NHS has no record of how much training in violence
costs. However, a recent attempt by the Wales Audit Office
gives an example of the large amounts of money involved.
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Based upon reported violent attacks, the Wales Audit
Office estimated that the cost to NHS Wales between 2003
and 2004 of violent assaults was £6.3 million. This is an
estimate of the training, absence through sickness, legal
services and security staff, but does not cover the costs of
recruitment and retention (eg. through staff turnover). If
we assume that every qualified mental health nurse
requires breakaway training once yearly for one day, then
the costs of training alone are enormous. Currently, there
are in excess of 70,000 qualified mental health nurses per
year. If we consider qualified, learning disability nurses,
qualified A&E nurses, ambulance personnel and
unqualified staff in these areas then we are probably
approaching 200,000 days of training per year.

Current evidence base for breakaway
training
NICE guidance
NICE (2005a) have published The Clinical Practice
Guidelines for Violence: The short-term management of
disturbed/violent behaviour in psychiatric inpatient settings
and emergency departments. NICE is the independent
organisation responsible for providing national guidance
on the promotion of good health and the prevention and
treatment of ill health. NICE guidance is based upon
systematic reviews, and where appropriate, meta-analysis
of best evidence. Where systematic reviews are not
available, then alternative forms of evidence are
considered, from single randomised controlled trials
gradually decreasing in the strength of the evidence to
expert opinion. The NICE guidelines on violence
considered the evidence for the effectiveness of
prevention and training related to violence. It is beyond
the scope of this paper to summarise the vast amount of
information that underpinned the search strategy for the
literature review that informed the NICE guidance; suffice
to say that it was vast and comprehensive (NICE, 2006a).
It is important to note, that when NICE guidance
steering groups compile guidance, the full information is
vast. For this reason NICE release a shortened guideline
that includes the main findings from the fuller review.
Thus, there are usually two reviews to consider: (1) the
released NICE shortened guidance, and (2) the full
guidance for each NICE reviewed health area. To put this
into context, the released NICE shortened guidance is 83

pages, yet the full guidance is 135 pages (NICE, 2005b).
Furthermore, the full NICE guidance has 16 appendices.
Appendix 5, which provides an overview of the included
studies, is 266 pages alone (NICE, 2006b). The full
guidance defines breakaway training as, ‘Breakaway: a set
of physical skills to help separate or breakaway from an
aggressor in a safe manner. They do not involve the use of
restraint’ (p7).

Additionally, the full NICE guidance recommended
that based upon the evidence available that,

‘the following constitute the core curriculum of
training courses in the UK: taking the patient to the
floor; three-person restraint team; sitting and standing
the patient; negotiating stairways and doors;
restraining holds; roles within team; turning the
patient over; breakaways; entry into and exit from
seclusion; and blocking punches’ (p53).

However, caution needs to be taken when considering
such guidance. It is important to consider the possibility
that there may be a problem of ‘pooling’ data, leading to
conclusions that need to be carefully examined. In fact,
there were only five UK studies that attempted to evaluate
the effectiveness of breakaway training in mental health,
of which only one found any difference: that staff felt
satisfied and slightly more confident as a result of the
training (Southcott et al, 2002). In reviewing the studies
on which the NICE guidance is based upon, then it
becomes clear that there is a dearth of evidence to support
such training in the UK.

This clearly leads us to the conclusion that we need to
go back to the beginning in studying breakaway training.
Before we can determine effectiveness, we must first
describe what it actually involves. Only then can we
expect to develop more robust studies in the hope that the
NICE and policy guidance is able to be more specific in
what such training should contain, in what population,
and for what level of staff?

Studies after the NICE guidance

A recent published study has examined the effectiveness of

breakaway training in a real life role play scenario where

medium secure ward-based nursing staff had minimal

warning of what was about to occur (Rogers et al, 2006).
Three registered mental health nurses randomly

attended the wards. Two of whom were breakaway
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instructors, and one a ward manager. The participant was
asked to select one from five sealed envelopes that
contained a description of a breakaway technique that
they would be asked to perform. They were then asked to
sign a consent form for the audit. Each envelope
contained one of the following scenarios: a strangle hold
from the front, a strangle hold from the side, a strangle
hold with a forearm from behind, a strangle hold while
on the floor, and a hair grab. All but the last scenario are
considered to be life-threatening events as
unconsciousness can occur within seconds if enough
force is applied. Each participant was given 10 seconds to
think about the scenario before being given the
instruction to commence. The scenario would then be
enacted. When 10 seconds had elapsed, the scenario was
stopped, as it was presumed that if participants were not
able to escape after 10 seconds, then in reality they would
probably have been either unconscious or possibly dead
(if a strangle hold).

The results found that of the 50 nurses asked to
participate in the study, 47 agreed (94%). All had had
breakaway training. Eleven staff had received the full
breakaway training more than once and 24 had at least
one update since their original breakaway training
course. Unexpectedly, none of the sample had used a
breakaway technique in the preceding 12 months. Forty
per cent (19/47) were unable to breakaway within the 10
second period. Of the entire sample, 60% of staff did not
employ the correct breakaway technique. One of the staff
used in the sample who did not employ the correct
technique was one of the instructors used to teach
breakaway training.

Most alarming, is that during this study, we observed
staff trying to remember the correct technique for
breaking away from a strangle hold and being unable to,
resulting in a struggle. Staff often verbalised that they
‘couldn’t remember’ what to do. This therefore, leads us to
the simple question, why can’t staff remember what to do
following training?

Method

Aims

The aims of this study were to determine the content of
breakaway training provided at Broadmoor high secure
hospital, to describe the techniques that are taught, and
the length of time dedicated to each technique.

Design and procedure

An observer attended a mandatory one-day breakaway
training course at Broadmoor high secure hospital for
new staff in early 2007. The observer covertly recorded
the techniques that were taught, the length of time that
each technique was demonstrated, and the length of
time that the students had to then practice such
techniques. The staff providing the training were
unaware of the observer’s role.

Ethical issues

The study was undertaken as part of an agreed strategic
internal training evaluation within the hospital in order
to inform a wider review of current training, and therefore
was not subject to the need for ethical approval.

Setting

The high secure services at Broadmoor hospital, a directorate
of West London Mental Health Trust has been delivering
breakaway training programmes to its employees since 1984
and as a mandatory training requirement to all employees
since 1989. Within Broadmoor hospital alone, there is on
average 650 personnel trained in breakaways each year; this
equates to a total number of staff trained since 1984 as being
approximately 11,700. The prevention and management of
violence reduction department at Broadmoor hospital has
maintained a register of all staff trained as instructors. This
shows that the breakaway training programme has been
delivered by Broadmoor personnel to the vast majority of
instructors throughout the United Kingdom and the
Republic of Ireland, at Broadmoor. The register shows that
150 instructors from 35 separate organisations have been
trained, and have subsequently gone on to teach the
breakaway training package at their establishments.

Results

Training structure

The training day consisted of an introduction to violence
and aggression as well as prevention. For the nature of this
paper we were concerned with the actual techniques that
were taught. The training day comprised of seven and a
half hours training. In this time, 21 different techniques
were taught covering hair pulls, strangles, clothes grabs,
wrist grabs, bear hugs and ‘full nelson’ (see table 1). The
training consisted of two demonstrations by the trainers
for each technique followed by student practice.
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Table 1: Breakaway techniques taught with demonstration and practice time

Technique Demo 1 Demo 2 | Participant Total
(Duration) | (Duration) practice (Duration)
1. Hair pull from the front (palm) 4 3 10 17
2. Hair pull from the front (radius) 3 3 10 16
3. Hair pull/ear grab — same side S 4 9 18
4. Hair pull/ear grab — opposite side 3 3 7 13
5. Hair pull/collar grab from rear (turning in) 3 3 8 14
6. Hair pull/collar grab from rear (turning out) 4 4 8 16
7. Straight arm strangle standing from the front 6 4 7 17
8. Straight arm strangle/trapezium grip from the rear 3 3 7 13
9. Straight arm strangle on floor — knees astride 8 6 7 21
10. Straight arm strangle on floor — from the side 6 4 5 15
11.Straight arm lapel grab 6 4 8 18
12.Bent arm lapel grab 6 5 8 19
13. Wrist grab single handed — same/opposite side 2 2 4 8
14. Wrist grab double handed - thumbs up/down 2 1 3 6
15. Wrist grab (both sides) — thumbs up/down 1 1 2 4
16. Wrist grab taking aggressor to floor — same/opposite side 7 7 10 24
17.Bear hugs 2 1 3 6
18. Full nelsons 2 1 3 6
19, 20 and 21. Close proximity techniques 7.5 7.5 15 30
(three separate methods)
Total Total Total Total
80.5 66.5 134 375
minutes minutes minutes minutes

Demonstration time

The total demonstration time for all techniques was 146.5
minutes (8,790 seconds). Thus, the mean average
demonstration time per technique was six minutes and
58.57 seconds (418.57 seconds).

Practice time

The total practice time for all 21 techniques was 134
minutes. Thus, the mean average practice time for
students per technique was six minutes and 22.86 seconds
(382.86 seconds).
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Separate components

Of the 21 techniques there was a total of 104 component
parts, as each technique is made up of smaller component
parts. For example, for a hair pull from the front, the first
component part is a sideways stance. The total supervised
practice time for all techniques was 134 minutes (8,040
seconds). Thus, the mean average student practice time
per component part was one minute and 25 seconds
(84.53 seconds).

Average training time per technique

Overall, therefore the mean average time, which
includes two demonstrations and student practice time
per technique, was 13 minutes and 22.86 seconds
(802.86 seconds).

Discussion
The results of the training review at Broadmoor hospital
led to a review of the training that was being offered to
staff, and has resulted in a comprehensive restructuring of
the training that is provided. It is not plausible to train
staff in 21 different techniques, containing 104
component parts in seven and a half hours, and then
expect them to be able to recall and apply such techniques
any time in the next year with little or no notice.
Breakaway training has become mandatory tradition
in mental health. However, this review causes
considerable alarm. This paper has reviewed the evidence
for breakaway training as currently provided to NHS staff
and has found that there is little if no evidence supporting
wide scale training programmes. The systematic review
undertaken as part of the NICE review only found that
staff were satisfied with the training and felt slightly more
confident as a result. We do not know how long such
effects last and whether confidence in the absence of
evidence is an appropriate training outcome. The study
undertaken by Rogers et al (2006), found that staff who
were trained in breakaways were not easily able to recall
the techniques in a clinical environment with little
notice. In fact, it could be questioned whether the
training actually causes harm, as some staff were focusing
on trying to recall what to do, instead of breaking away
from a dangerous situation. It is possible that breakaway
training may actually inhibit a person’s natural responses
when being strangled, in favour of a taught response,
which they cannot recall.

Finally, we need to ask whether the training that we
provide staff in dealing with violent assaults actually
equips them with the realities of violence within their
workplace. The majority of violence within the NHS is
most likely from kicks or punches. Yet, we are teaching
staff breakaway techniques that are to be employed
once someone has ‘hold’ of a member of staff. This does
not mean that some breakaway techniques are not
needed, however, we need to determine what else is
needed first. For any training program to be effective, it
must be based on a robust training needs analysis,
which includes incident analysis and discussion with
the staff involved. Interventions taught must be
relevant to the operational setting in which they will be
deployed. The techniques must be proportionate to the
threat presenting, and in order to be effective must be
simple to learn and recall under pressure, while
achieving the desired outcome of harm minimisation.
There is an urgent need for researchers and policy
makers to address the current situation.

This paper does not aim to disregard breakaway
training as an intervention. The objective is to prompt a
review of the training curriculums currently offered in
order to ensure that the desired outcome of harm
minimisation is achieved. It is therefore necessary to
redefine the term breakaway training. This term is
currently used to describe a catalogue of interventions
aimed at escaping from a situation. This will range from
techniques aimed, for example, to release the grip of a
confused frail elderly patient. A primary objective in this
intervention is to ensure the risk of harm to the patient is
minimised. The technique deployed in this scenario
would not be appropriate if the individual was required to
escape from a life threatening situation, for example,
being strangled by a fit young man who is expressing
intent to kill.

The response deployed by staff in any situation arising
in a clinical setting will be dependent on multiple
physical, psychological, environmental and situational
variables including, for example:

o the threat impact factors, size, strength, intent of
assailant etc.

staff members’ confidence

predictability/regularity of the service users’

behaviour
o staff members’ previous experiences
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the relationship with the patient
availability of support from others
clear organisational policy guidance
appropriate training.

In order to provide interventions that can be
contextualised in a legal and ethical framework, the
intervention currently referred to as breakaway needs to
be described more accurately in order to assist training
providers and services to ensure that the interventions
taught are appropriate to the presenting risk, and
relevant to the role of the staff member. Legally, staff
have a right to a safe working environment and can
utilise necessary and
proportionate to protect themselves and others. Within
a care setting, this right under statutory legislation is not
altered, however, ethical considerations promote a
balance with maintaining the safety of the service users.
Breakaway techniques therefore need to be addressed on
two levels: low level interventions aimed at disengaging
from a situation that does not present a serious risk of
harm and higher level interventions that demand a
prompt escape from a situation that is likely to result in

interventions that are

injury or even death. Providing staff with the physical
skills necessary to respond in such circumstances is
arguably essential, as without a structured approach,
ethical and legal conflict could occur, potentially
resulting in a greater harm occurring. However, if such
physical skills are being taught, they must be effective in
practice. In order to be effective, the skills must be easy
to learn, and recall when necessary.

The future

Given that we have allowed breakaway training to
become the main form of dealing with violent assaults
over the last 30 years without any credible evidence, the
urge to ‘hang on’ to it due to its historical relevance has to
be abandoned. It may be possible to refine and modify
these courses, however, until we know the reality of NHS
and non-NHS violence, it is rather pointless investing all
our efforts and resources into a ‘tradition’. A considerable
research programme lies ahead, which has natural
researchable questions and designs (see table 2). The
question is whether policy makers and those responsible
for ensuring the safety of the workforce are prepared to
invest funding in order for this to happen?

Table 2: Research questions and designs for the future

Question

Design

do staff face and how often?

1. What is the reality of violence to staff? Specifically, what type of violence

Epidemiological survey

Does it work?

2. What might be done to prevent such violence occurring in the first place?

Systematic review of literature

that might help staft?

3. For violence that cannot be prevented, what physical skills are available

Survey

4. How effective are such available physical skills in an emergency situation?

Randomised controlled trial

5. What is the best method of teaching staff these physical skills?

Randomised controlled trial

6. How long do such training effects last?

Randomised controlled trial

7. How often is refresher training needed?

Randomised controlled trial

8. How can we demonstrate that such reformation of violence training for
staff has benefits to individuals, the NHS and society as a whole?

Economic evaluation, user
satisfaction studies
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T Abstract

This paper explores the workforce development issues
that arose in the course of an Australian repeat pilot
study. The aim of the pilot study was to introduce,
within a different setting, a planned approach to the
assessment of, and interventions in, emotional states
of service users that may lead to episodes of
behavioural disturbance within psychiatric units. The
pilot study necessitated training of staff in the use of
an assessment tool. During the course of the study, a
novel element was encountered with regard to staff
understanding of service user involvement in
treatment. This element, presented here as ‘integral
self-intervention’, emerged in conjunction with the
development of two wall charts: an acute arousal
management process chart for staff, and a patient
safety chart for service users. The paper will outline
the collaborative process towards the partial
realisation of this element of integral self-intervention,
and associated workforce development issues.

Key words
integral self-intervention; patient safety; behavioural
disturbance; acute arousal

Introduction

This paper addresses the workforce development issues
that arose during a repeat pilot study, conducted in
Melbourne, Australia in 2005, titled A prospective

observational study of the effectiveness of a rating tool for
patients who are experiencing acute agitation. The study,
which received ethics approval from Austin Health’s
Human Research Ethics Committee, involved the
introduction, within two neighbouring psychiatric units of
an assessment template and debriefing form. These ‘tools’
are designed to provide a consistent approach to the early
recognition and clinical management of emotional states
involved in episodes of behavioural disturbance.
‘Behavioural disturbance’ is a term that denotes a way
of acting that differs from one’s usual mode, and may
have consequences that one would not otherwise desire.
For example, a person may become verbally or physically
abusive, aggressive, harming of themselves or others, or
being intrusive of others’ privacy. The terms, ‘acute
agitation’ and ‘acute arousal’, have been utilised to refer to
the emotional states that may lead to such behavioural
disturbance (Castle et al, 2005). The original study,
conducted on the Bleuler acute inpatient unit at the Royal
Melbourne Hospital, resulted in the development of
clinical practice guidelines for the ‘pharmacological
management of acute behavioural disturbance in
psychosis’ (Castle et al, 2005). The development of
guidelines for pharmacological management, however, is
not the only possible result of such a pilot study. We will
show here, that more comprehensive outcomes can be
achieved, with implications for workforce development.
Aggressive behaviour in hospitals is not, of course,
confined to psychiatric units, and presents a major
management issue in other areas, notably accident and
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emergency departments (Lee, 2001). This poses associated
risks to the service users and others, and necessitates the
development of effective protocols and strategies for
management of this behaviour, in addition to educational
programs for staff. Cooper (1994) studied an education
program conducted in an emergency department in
Canada to enhance the knowledge and skills of staff in
dealing with aggressive incidents. The study found that
following training there was increased confidence in
dealing with aggressive incidents, with some impressive,
positive statistics related to the introduction of the
program. The essential thrust of the programme was to
link theory and practice vis-a-vis aggressive incidents,
though it is not made clear how ‘acquired knowledge
facilitated integration of concepts and theories of aggression,
anger and anxiety in the management of potentially aggressive
clients’ (Cooper, 1994 pS5).

Increased confidence related to training programmes
has also previously been demonstrated by Thackrey (1987),
who conducted a US study in a community mental health
centre, a psychiatric prison and a psychiatric hospital. In
contrast, a more recent study undertaken in Switzerland
(Needham et al, 2005) found no correlation between a
training course and nurses’ attitudes to aggression, though
the researchers posit several reasons for this non-correlation
apropos the study itself. Interestingly, they suggest the
possibility of ‘an inverse model of causation with behaviour
leading to attitude change and not — as assumed in this study —
that the training course mediates attitude change’ (Needham et
al, 2005 p653). This is a classic idea, beautifully described by
the philosopher, Alain, who counselled us in the 1920s to
sit up straight so we would think better about ourselves,
rather than to firstly think better of ourselves so that we
could sit up straight (Alain, 1989).

The ‘inverse model’ was evidenced in relation to the
repeat pilot study, described in this paper, with staff
coming to understand service user perspectives during the
course of the study, rather than first ‘learning’ about the
value of these perspectives and then expecting to work in
a collaborative framework at a later date. Currently, in
Australia, the roll-out of the ‘Collaborative Recovery
Training Programme’, operating in the latter mode, is
faced with the challenge: ‘how to transfer training to
practice’ — as was reported at a recent conference (Deane
et al, 2007). This mode, which seems logical due to its
sequential nature, fails to provide the first hand

experience where new possibilities of knowledge can be
immediately embraced and applied. Furthermore, the
transfer of knowledge to practice is not a single event: it
must be ongoing so that sustainability can be achieved.

This fine interplay of learners’ acquisition of new
knowledge and knowledge application sits at the heart of
attempts to integrate theory and practice. As Gilles
Deleuze reminds us, ‘At one time, practice was considered an
application of theory, a consequence; at other times, it had an
opposite sense and it was thought to inspire theory, to be
indispensable for the creation of future theoretical forms’
(Foucault, 1977 p205). Deleuze continues:

‘For us, however, the question is seen in a different
light. The relationships between theory and practice
are far more partial and fragmentary [...] from the
moment a theory moves into its proper domain, it
begins to encounter obstacles, walls, and blockages,
which require its relay by another type of discourse’
(Foucault, 1977 pp205-2006).

We will attempt to show that it is this ‘other type of
discourse’ that emerged in the repeat pilot study.

The interplay of learners’ acquisition of new
knowledge (theory) and knowledge application (practice)
is evident, when in discussing the management of
disturbed behaviour Harrison states that,

‘It is vital that nurses develop a sound understanding
of the factors that can cause and influence such
behaviour and that each department has in place clear,
accessible policies and procedures for the management
of such incidents’ (Harrison, 1999 p186).

Here, Harrison places understanding (knowledge/
theory) and practices in the same sentence, with no
comment on their relationship.

A relationship is more evident in the original study for
the introduction of the assessment template and
debriefing form, which provided guidelines for the use of
medications in episodes of acute behavioural disturbance.
Castle et al state,

‘It is incumbent upon the field to establish workable
guidelines for the management of such scenarios so
that efficacy and safety are ensured. Such guidelines as
currently exist are often idiosyncratic and reflect
individual clinicians’ experience and preferences’
(Castle et al, 2005 p247).
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The emphasis in this first study was to train clinicians
in the use of the ‘tools’, towards the development of a
guide to pharmacological interventions suitable for
particular states of acute arousal. The training then,
applied to the pilot study only, the guidelines providing
the ‘transfer to practice’.

In the repeat pilot study, the pharmacological
component of management of behavioural disturbance
was viewed as only one aspect of the picture. The training
would occur as previously, in the use of the ‘tools’, but
this time a range of nursing interventions would be
examined towards the implementation of local
guidelines: psychological, behavioural and environmental
interventions. What was not expected was the shift in
emphasis from the staff need to manage acute arousal, to
the service user need to self-manage emotional states.

Setting

The repeat pilot study, which comprised the introduction
of the rating template and debriefing form, was conducted
within two neighbouring psychiatric inpatient units of
the same service: a secure (protracted stay) unit and an
acute (shorter stay) unit. Typically, inpatients of the secure
unit experience more severe forms of mental illness
marked by unremitting psychotic symptomatology, than
those of the acute unit. Inpatients of both units may
manifest serious behavioural disturbance, where they may
present a danger to themselves and/or to others.
Moreover, they may exhibit behaviours that are socially
unacceptable by current community standards. In both
units, active treatment and individual programs are
promoted, which are aimed at returning service users to
community living where possible, but which are also
appropriate to the needs of those who may require a stay
for an extensive period of time.

The responsibility for providing a safe environment for
service users, and providing continued risk assessment,
continues to place great demands on staff. Pratt (2001)
contends that staff increasingly feel that they are being
held responsible when violent or self-harming acts occur.
Thus, there is a twofold requirement of staff: a requirement
to provide a safe environment and a requirement to
account for things when they go wrong. This compounded
effect may go some way to explaining why some would
hold a zero tolerance view with regard to aggressive
behaviours. This position is quite contentious and

certainly not universally held. Nicholls & Mitchell-Dawson
(2002 p294), for example, argue that a zero tolerance
approach may lead to a situation where, ‘consumers of
mental health services will be increasingly feared and treated as
a potential threat’. They add, ‘It is this very attitude nurses are
trying to dispel in the community at large’. Another problem
with a zero tolerance stance can be the limiting of
opportunities for a collaborative, or partnership approach
in the management of behavioural disturbance.
Partnerships between all service providers as well as
with service users and carers are integral in assisting
service users to identify goals and strategies to achieve
their identified outcomes, including living in the least
restrictive environment - in line with a primary
objective of the Australian, Victorian Mental Health Act,
1986. It is not too difficult to see that too many
restrictions would prevent people from entering into a
collaborative process to facilitate an integral engagement
with their own emotional and behavioural states. In
other words, this means engaging in a process that may
not seem to be logically consistent with recovery: to
collaborate with others towards responsibility for self.
This notion of a collaborative alliance towards self-
intervention finds its corollary in the literature of self-
determination. This related notion has been well
explored in relation to a variety of mental health
conditions (Sheldon et al, 2003). The extent to which
self-intervention can be applied to service users who are
experiencing severe and sometimes unremitting
psychotic symptoms is the real challenge here.

Integral self-intervention

In visiting the principle of self-intervention of service
users experiencing severe psychotic symptoms, the
opposing reality of actual coercion, within psychiatric
settings, needs to be admitted. Often, coercive strategies
are utilised to address behavioural disturbance. The range
of these coercive strategies is well described by Ryan and
Bowers (2005), interestingly with one strategy called
‘negotiation’ and with rationales including ‘enabling’.
With this in mind, it is useful to consider just what
‘coercion’ means. The original meaning of the word
coerce, from Latin, is ‘to restrain” these days it is ‘to
constrain’, and ‘to forcibly impel to obedience’ (Brown, 1993).
The force, we see, is now quite subtle, with one being
enabled to obey through negotiation.
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At first glance, this might seem like a contradiction,
but in fact, the word ‘obey’ contains its own
contradictions. As well as denoting submission, it contains
the sense of following, or agreeing with. For example, we
can say that the angles of a triangle ‘obey’ certain rules of
geometry. We can see how both meanings of obey are
manifested in the coercion of service users: both meanings
come to light in the strategies outlined by Ryan and
Bowers, who clearly show the intent behind certain
coercive practices as enabling rather than disempowering,
with negotiation quite rightly being named for what it is.
It is important to note here, however, that the subtle
distinction contained in the word ‘obey’ needs to be fully
comprehended by health professionals in order that
respectful interventions are employed. There is (at least) a
two-way interest in obedience.

This duality of inherent meaning in the word ‘obey’ is
the prompt for the term, ‘integral self-intervention’. This
term contains the all-encompassing word, ‘integral’,
including all its meanings, which derive from its base: ‘to
touch’ (Brown, 1993). The definition, then, of ‘integral
self-intervention’, is the taking of responsibility for one’s
behaviour through personal choice. Whether one feels
one has a choice in hospital is a key question here.
Carpenter et al (2004) reported reduced perception, of
both service users and staff, of service user choice in
hospital settings, compared with community settings. The
question now arises whether those diagnosed with a
mental illness and involuntarily detained in an inpatient
setting, are capable of self-intervening in their emotional
states. All of the service users who participated in the
research were involuntary patients detained under Section
8 or Section 12 of the Victorian Mental Health Act, 1986.

The Victorian Mental Health Act, 1986 describes the
conditions whereby a person can be detained as an
involuntary patient. It specifically states, ‘the person has
refused or is unable to consent to the necessary treatment for
the mental illness’. (Victorian Mental Health Act, 1986,
Section 8 (1) D). There is no suggestion here that
behavioural disturbance is a necessary factor in mental
illness. In fact, quite the contrary: the Mental Health Act
specifies that particular behaviours and beliefs may not be
considered, in themselves, indicative of mental illness
(Victorian Mental Health Act, 1986, Section 8 (2)).

We cannot, therefore, automatically assume that
aggressive behaviour (or any other particular behaviour) is

a necessary feature of mental illness. Noak & Hopley (2000)
might dispute this statement, and indeed, cite evidence to
show that, ‘mental disorder has a direct association with
violence’ (p377). Their argument, however, tends to waver
and is qualified with statements like, ‘although not all
mentally disordered people are violent, there is a clear
association between violence and some forms of mental
disorder’ (our bolding). The best we can say for certain is
that the aggressive behaviour may ‘accompany’ the mental
illness. Just as aggressive behaviour may accompany other
states considered outside the realm of mental illness.
Sanctioned aggression, for example in certain sporting
activities, is considered by some to be socially acceptable.
The Mental Health Act clearly states the conditions for a
mental illness, ‘being a medical condition that is characterised
by a significant disturbance of thought, mood, perception or
memory’ (Victorian Mental Health Act, 1986, Section 8
(1A)). To reiterate then, disturbed behaviour, on its own, is
not a criterion of mental illness.

Under the right circumstances, then, everyone can
take some control of his or her behaviour, including those
diagnosed with mental illness. Naturally, the
circumstances may not be right, all of the time, for
someone with ‘a significant disturbance of thought,
mood, perception or memory’. But for those times when
the circumstances are right, every opportunity must be
atforded the service user to achieve their own controls. In
order to demonstrate this point, we refer to Castle et al
(2005 p247), who remind us, ‘mild arousal does not
generally require parenteral medication’. In fact, it may
respond well to oral medication. The taking of oral
medication indicates that service users may not be so
affected by their aroused state(s) that they are not able to
agree to take drugs orally. The question is raised then of
what other approaches/interventions service users would
agree to. The study described in this paper sought to
establish an early and sustained approach that includes
the agreement and involvement of service users in the
self-management of their emotional states.

Pilot study

The study was conducted over a five-month period in
2004/2005. Participants were those inpatients who were
able to provide informed consent (42 participants in total
with 187 uses of the tools) at the debriefing stage of an
episode of acute arousal. Nursing staff were responsible for
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assessing the emotional states of inpatients, dispensing
prescribed medications and initiating psychological
and/or behavioural interventions. Empirical data
consisted of: frequency of ventilation/redirection,
timeout, incidents of seclusion, and restraint.

An overall quality improvement structure is evidenced
in the staff training in the use of the tools and in the focus
group. Action measures are evident in the process itself
and the creative outcomes: wall charts and innovative
workforce development. It is important also to add the
thoughtful overlay, evident in the ongoing reframing by
researchers, service users and nursing staff of just what it
means to be confident to take responsibility for one’s
behavioural responses. The process
commenced with individual and group discussions among
clinical staff, service users, and the consumer consultant
(also a service user, but not an inpatient) whose function
in the organisation is to advocate on behalf of service
users. The word ‘consumer’ is commonly employed in
Australia for service user or patient — albeit that the term
smacks of the market (Connor & Wilson, 2006 p472). The
discussions included an explanation of the tools to be used
in the pilot study, as well as an explanation of expectations
regarding staff and service user involvement.

The pilot study included measurements, completed by
nursing staff, of the level of acute arousal as it was
identified. This was in line with the process developed by
Castle et al (2005). The tools utilised were the Bleuler Acute
Arousal Programme: Rating Template and the Bleuler Acute
Arousal Programme: 24-48 h Post-intervention Patient
Debriefing Form (Castle et al, 2005). The template was
completed by nursing staff for all episodes of behavioural
disturbance requiring ‘PRN’ treatment, including, but not
limited to the use of medications. It includes a number of
scales, one of which, the Fremantle Hospital Acute Arousal
Scale, was developed by staff on the psychiatric intensive
care unit at Fremantle Hospital in Western Australia, and is
a simple five-point scale. Other scales utilised included the
Excitable Subscale of the Positive and Negative Symptom
Scale (PANSS) (Kay et al, 1988), and the Clinical Global
Impression Scale (CGI) (Guy, 1976).

In terms of the debriefing that occurred as part of the
pilot study, the Bleuler Acute Arousal Programme: 24-48 h
Post-intervention Patient Debriefing Form was utilised. A
researcher who was not part of the clinical team
conducted this debriefing. It was at this stage that written

collaborative

consent was sought from service users to use the data. The
form consists of questions requiring the service user to
recall the event, to comment on reasons and necessity,
interventions used and feelings. In the repeat pilot study
service users were also asked their advice on what they
would like to see happen if, at a future time, they found
themselves in a similar situation of acute arousal.

All nursing staff were given in-service training in both
the procedures and documentation. They were trained in
the use of the Bleuler Acute Arousal Programme: Rating
Template, with the study team conducting regular follow-
up training as required. Part of the process included
discussions with the treating team regarding early
intervention strategies to help manage episodes of acute
arousal as they might arise in particular service users.
These strategies were then discussed with those service
users in order to identify previous treatment strategies
that had worked for them in the management of their
emotional states. These treatment strategies included
medication, time out and diversion activities.

Co-operative outcomes

The empirical findings of the pilot study are not a feature
of this paper, however, it is noted that during the conduct
of the study, service users reported valuing the
opportunity to debrief after each episode of acute arousal,
and to have input into future management. Rates of
complaints from service users, as well as rates of seclusion,
were reduced during the period of the study, and these
trends were maintained afterwards. Specifically, of the 187
uses of the tools over the five-month period of the study,
145 inpatients responded to ventilation/redirection, 28
responded to time out, and 14 required seclusion. There
were no incidents of restraint.

Following the period of the pilot study a nursing staff
focus group was conducted to ascertain perceived benefits
of participation in the pilot study and appraisal of a staff
draft flow chart (eventually configured as figure 1: Acute
arousal management process, overleaf) that was
developed as a direct result of the pilot study. This chart
comprised core principles of the stages of arousal with a
decision tree of suggested interventions. Differing from
the pharmacological guidelines developed following the
original pilot study, this chart was rather a plan for
psychological and behavioural interventions, which
became embedded in practice.
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Figure 1:
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Discussions of the acute arousal management process
chart prompted one experienced staff member to suggest
that an abridged version may empower service users. This
idea was endorsed by all group members who agreed that
displaying such a chart in the inpatient areas would assist
service users in understanding options staff may take, if
someone was becoming agitated. However, following
discussions with a consumer advocacy group, the eventual
form of the chart (figure 2, overleaf) differed from that
suggested in the staff focus group: the chart was not
finally a version or modification of the staff flowchart, but
was something that alerted service users to their own
safety needs and the safety needs of others. It alerted
service users to what they should do if they, or others
around them, became anxious or agitated, and the
support they could expect from staff. The name of the
chart, ‘patient safety’, was chosen, and approved by the
consumer advocacy group, in order to best meet the needs
of the service users, who know themselves as patients
rather than consumers: they are able to instantly see that
the chart was developed for them. This necessity for
sensitivity in the use of language is also noted by Connor
and Wilson (2006).

While the emphasis of the chart is on the safety of the
service users, however, it is important to note that the chart
is still very much a staff initiative, which is evident in the
language of the chart — ‘you and we’. This fact need not
detract from the significance of the chart in relation to the
safety needs of service users as they have a right to expect
that staff will always respect their safety needs, including
those times when their vulnerability is expressed through
highly aroused states that may lead to behavioural
disturbance. There is no suggestion here of a ‘staff know
best” attitude. Rather, it is a matter of the responsibility of
staff to ensure a safe environment for everyone. There is a
suggestion, however, that staff needed to move in uncertain
terrain in accepting the idea of a patient safety chart to sit
alongside the acute arousal management process chart. This
uncertainty, and the acceptance of staff of service user
views, is an instance of a developing ethos in care. It is
workforce development at its most integral level.

Conclusion

The focus of this paper has been to highlight the
workforce development issues that sit alongside
collaborative strategies towards service user self-

intervention. The workforce development occurs within a
spirit of partnership with service users in their desire and
willingness to manage their own emotional states more
effectively. It is in the staff appreciation of this willingness
that practices can change and be sustained. The practices
will then, in turn, inform the knowledge of staff.

We can say, like Deleuze, that there is another type of
discourse at play here — not a discourse of theoretical
certainty, but rather a discourse that is ‘partial’ and
‘fragmentary’. It is partial, in that we have not finally
assured the service user voice. It is fragmentary, in that we
needed to proceed in diverse ways — a movement that did
not end with the completion of the pilot study, but has
continued to the construction of this paper. In point, the
term ‘integral self-intervention’ was coined here in an
attempt to capture the link between service user desire for
self-management of unpleasant emotional states that may
lead to behavioural disturbance, and the need of staff to
transform their practices as they begin to recognise and
understand this desire. The image of ‘touch’ inhering in the
word ‘integral’ is played out in the emotional images of
‘being in touch with oneself’ and ‘being in touch with
others’. The partnership is with others, and it is with oneself.

In order to develop the workforce then, strategies are
required that ensure that needs of service users are
recognised and respected in this spirit of partnership. These
needs are expressed in the diverse perspectives of both
service users and staff. An appreciation of these diverse
perspectives is an integral aspect of service provision and
workforce development, in the recognition that service users
have a desire and an ability to influence their behaviour in
a socially appropriate manner. Involving service users with
staff in a co-operative project cannot, then, be a paternalistic
endeavour. It requires a sensitive appreciation of service user
moves towards integral self-intervention. Staff must always
be prepared to challenge their pre-conceived ideas of what
may be best for service users. In order to challenge any
preconceived ideas they need to openly express and share
these ideas and embrace different views.

This attitude was evidenced in the difference between
the two wall charts, as well as the way in which they were
constructed. The patient safety chart is qualitatively
different from the acute arousal management process
chart. Workforce development does not end with this
attitude, however. Incorporating service user perspectives
in the recognition and management of emotional states
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Figure 2:

PATIENT

dfetd

WE CARE ABOUT YOUR SAFETY ON THIS UNIT

Some people may be feeling disturbed or agitated.
This may cause other people to feel upset or unsafe.

o If you feel you are getting angry, agitated or anxious, speak to your
contact nurse as soon as possible.

 Discuss with your nurse ways to manage your feelings:
+ extra medication may help you settle

+ find a place away from distractions where you can feel safe as you
gain control of your emotions.

 Please be reassured that staff are in control of the situation.
e Avoid getting involved.

o Move away from the situation.

o Go somewhere quiet where you can relax.

o Do something like reading a book/magazine or having a chat with
another person.

 Speak with your contact nurse about your feelings.

We will provide you with a safe environment.

Your contact nurse will go through your individual treatment plan with
you, and offer support to manage your feelings that will help you feel
more in control.

You have a right to feel safe.
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that may lead to behavioural disturbance is the first stage
in the acceptance by staff of service user moves towards
integral self-intervention. What was clearly identified
during the process described in this paper, is the need for
sensitivity and understanding of the complexity of the
circumstances in which we find ourselves, either as service
users or staff. An appreciation of this complexity is
important when considering strategies to enhance
broader understandings within the workforce.

Address for correspondence
Daniel Nicholls

Senior Mental Health Nurse MHCSU
Level 1, Acute Psychiatric Unit
Austin Health

PO Box 5555

Heidelberg, Victoria 3084

Australia

Tel: 61 3 94966468
Email: Daniel.Nicholls@austin.org.au

Acknowledgements

Service users and staff of Austin Health who participated
in this project are acknowledged for their commitment.
The pilot study research team comprised: Jeffrey Daniel,
David Castle, Peter Bosanac, Mervyn Love, Daniel
Nicholls, Sundram Pillai and Max Tan. Appreciation is
expressed to Oksana Cymbalak for chart design, and to
Robyn Dwyer who facilitated the staff focus group.

References
Alain (1989) Alain on Happiness [1928] RD & JE Cottrell (trans).
Evanston: Northwestern University Press.

Brown L (ed) (1993) The New Shorter Oxford English Dictionary on
Historical Principles. Oxford: Clarendon Press.

Carpenter J, Schneider J, McNiven F, Brandon T, Stevens R &
Wooff D (2004) Integration and targeting of community care for
people with severe and enduring mental health problems: users’
experiences of the care programme approach and care
management. British Journal of Social Work 34 313-333.

Castle D, Daniel ], Knott J, Fielding J, Goh, ] & Singh B (2005)
Development of clinical guidelines for the pharmacological
management of behavioural disturbance and aggression in
people with psychosis. Australasian Psychiatry 13 (3) 247-252.

Connor S & Wilson R (2006) It's important that they learn from
us for mental health to progress. Journal of Mental Health 15 (4)
461-474.

Cooper A (1994) Prevention and management of aggressive
behaviour. The Canadian Nurse 90 (6) 53-55.

Deane F, Crowe T, Oades L & King R (2007) Update on the
Collaborative Recovery component of the Australian Integrated
Health Initiative (AIMhi). In: 17th Annual The MHS Conference —
2020 Vision: Looking toward excellence in mental health care in
2020, Melbourne.

Foucault M (1977) Language, Counter-memory, Practice: Selected
essays and interviews. DS Bouchard & S Simon (trans). Oxford:
Basil Blackwell.

Guy W (1976) ECDEU Assessment Manual for Psychopharmacology.
Bethesda, MD: US Department of Health, Education and Welfare.

Harrison A (1999) Managing acutely disturbed behaviour.
Professional Nurse 15 (3) 183-186.

Kay SR, Opler LA & Lindenmeyer JP (1988) Reliability and
validity of the Positive and Negative Symptom Scale (PANSS) for
schizophrenics. Psychiatry Research 23 99-110.

Lee F (2001) Violence in A&E: the role of training and self-
efficacy. Nursing Standard 15 (46) 33-41.

Needham I, Abderhalden C, Halfens RJG, Dassen T, Haug HJ &
Fischer JE (2005) The effect of training course in aggression
management on mental health nurses’ perception of aggression:
a randomised controlled trial. International Journal of Nursing
Studies 42 649-655.

Nicholls D & Mitchell-Dawson B (2002) Promoting mental
health in nurses through clinical supervision. In: L Morrow, 1
Verins, E Willis, (eds) Mental Health and Work: Issues and
Perspectives pp291-304. Adelaide: Auseinet, Flinders University.

Noak ] & Hopley P (2000) Zero tolerance. Mental Health Care 31
(11) 377-380.

Pratt D (2001) Risk management in mental health. Nursing
Times 97 (25) 37-38.

Ryan CJ & Bowers L (2005) Coercive manoeuvres in a
psychiatric intensive care unit. Journal of Psychiatric and Mental
Health Nursing 12 695-702.

Sheldon KM, Williams G & Joiner T (2003) Self-determination
Theory in the Clinic: Motivating physical and mental health. New
Haven: Yale University Press.

Thackrey M (1987) Clinician confidence in coping with service
user aggression: assessment and enhancement. Professional
Psychology: Research and Practice 18 (1) 57-60.

Victorian Mental Health Act, 1986 [Australia].

The Journal of Mental Health Training, Education and Practice Volume 2 Issue 2 September 2007 © Pavilion Journals (Brighton) Ltd 21



Absconding from secure units: a review
and description of an ‘absconding pack’ -
implications for wider use

Trisha Nichols
Head of Forensic Social Work Department, Priory Secure Services

22

Abstract

In the present climate of risk assessment and
management, the risk posed by the mentally
disordered offender might be considered central to
the role of mental health professionals working
with this population. To discipline risk is a challenge
that involves making something uncertain
somehow quantifiable, so that decisions about the
short-longer-term future of another individual can
be made and justified (Rose, 1998). Although
unauthorised patient absence from secure hospitals
in the UK is an infrequent phenomenon, there are
often prominent repercussions, perpetuated by
negative media coverage, often resulting in
responses from the highest political level. This
article will attempt to highlight known statistics on
absconsion from secure hospitals, including
frequency and consequences, and impact of
negative media coverage and various reviews,
inquiries and proposed recommendations, which
have resulted in the proposed reforms of the
Mental Health Act 1983. Finally, the article will
outline the work conducted by the social work
department at Chadwick Lodge and Eaglestone
View (medium secure hospitals) in the development
of an ‘absconsion pack’. This development provides
an example of safe practice through its use of
collaborative inter-professional and multidisciplinary
team working, resulting in a procedure that should
reduce the risks in the event of an absconsion from
a medium secure hospital. The wider implications of
this work will be discussed.

Key words
absconsion; secure hospitals; multidisciplinary team
working; risk management; absconsion pack

Introduction

Published research reveals that there were seven escapes
from the high secure hospitals between 1976 and 1988
(Huws & Shubsachs, 1993), and a further 12 breaches of
physical security between 1989 and 1994 (Moore, 2000).
Fourteen escapes from one particular high secure hospital
between 1985 and 1996 occurred from sites other than the
part of the hospital surrounded by the six metre well
(Brook et al, 1999). Furthermore, Brook et al (1999)
documented the very low rate of absconding from the
thousands of rehabilitation trips undertaken by patients
from Ashworth Hospital over an 11-year period, and the
‘minimal’ risk to the public during the incidents.

Numerous well-reported enquiries into homicides
committed by mentally disordered offenders (Richie &
Lingham, 1994; Gabbott & Hill, 1994; Asthal et al, 1998)
and the murders of Lynn and Megan Russell in 1996, have
undoubtedly fuelled public fears about dangerous people
in their midst. Additionally, fears about the behaviour of
absconders at liberty are not entirely without foundation.
Two s