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Abstract

This study examines the complexities of Emergency Department (ED) practice with specific reference to the care and experience of people who self-harm. Self-harm is a major source of suffering for individuals and their families and requires a targeted cohesive and appropriate response from health care agencies.  
Bounded in time and place an embedded case study design (Stake 1995) is used to explore this phenomenon in a real- life context (Yin 2003).  Known issues associated with the case have formed the conceptual structure from which multiple sources of data have been utilised to gather evidence. Case analysis incorporates data from patient interviews, patient case notes, staff focus groups and interviews, policy documents and media coverage. A process of directed content analysis involving inductive and deductive category application is undertaken. Data are triangulated in an effort to elicit divergent and convergent issues, culminating in the development of two overarching themes. 

The first theme entitled ‘structural discourse’ provides an understanding of the context in which ED practice and the care of people who self-harm occurs. The second theme, named ‘encountering ED’, structures individual narratives, personal meanings and the relational aspects within the case. 

The effects and implications of competing discourses and their relevance for ED practice are discussed. The significant impact of overcrowding on patients and staff and the particular issues for people who self-harm are explored. Finally ED practice is examined as a moral performance where the concepts of dignity, regard, generosity and imagination are deemed to have a particular place in emergency practice, and a role to play in reframing the language and questions about emergency department practice.  

 Opening Vignette
Stake (1995) recommends the use of an ‘opening vignette’ in the provision of a vicarious experience for the reader, ‘to give them a sense of being there’ (p.63). Often the opening vignette takes the form of a description of the context in terms of layout, activity and location. However in trying to maintain some degree of anonymity for the particular department which facilitated this research, and for the staff and patients who so kindly participated, I have used an alternative approach to an opening vignette. 

Stake suggests that a persuasive vignette is often emotionally tinged and not necessarily representative. A qualitative approach to a vignette means finding good moments to reveal the unique complexity of a case. Stake refers to Van Maanen’s (1988) ‘impressionist tale, a personalised account of fleeting moments of the case in dramatic form’, an approach which serves the researchers ‘reflective moments’ (p.128).

The next two pages contain my ‘impressionist tale’, a personalised account of ED practice provided in the form of a number of verses. It has been written in an attempt to provide a vicarious experience of ED. 
Laughter and Tears

Accidents and emergencies – laughter and tears

Where some diagnoses means confronting deep fears

Sometimes quite serious and often ‘more of the same’

Accidents, illness and violence, a most diverse game 

Sometimes great pain and frequently quite minor

Significant injury or the occasional shiner

The classic ‘chest pain’ or the child’s pebble in the nose

For each member of staff a meaningful response required of their pose.

For women and men and those who don’t know

The rich and the poor and the ordinary Joe, 

The old and the young, all colours and creeds 

Unusual, quite usual and criminal deeds

Fear – often great, in an awkward space, Pain and anxiety etched on the face

Patients too many, staff too few to carry out what it is they really want to do

Chairs instead of beds, corridors, corners and places, 

For listening and caring? For tubes and anxious ECG traces?

Media portrayal – Casualty and ER, compared with the real thing – not on a par

Beautiful staff with lives quite tragic  – dramatised parts to achieve TV magic

Blue sirens wailing, bombs, bullets and fire, 

Neglecting the drama of normal life’s mire 

In fact ordinary souls do the job each day, Most trying their best in a chaotic foray,

Often it is asked whether or not they care, how hard must it be to see life’s tragedies laid bare

Some staff do it well, others need time, Some need a rest, and a few are wrapped up in the me and the I’m 

The shrill ring of the resus phone pierces the day, bringing with it a fragile life to save

Adrenaline surges in all who must deal, great effort is made with genuine zest and with zeal

Success is survival, a person who lives, or great sadness for loved ones, bad news to give,

But even these moments with satisfaction can swell, because of compassion and a job done well 

But all is not drama or emergency as in the name 

Quiet sadness and distress also in the frame 

Satisfaction to be had from listening to a story unfold

Understanding the power of a hand to hold

Doctors and nurses, great teams in the main

All sorts and all sizes and some a little insane

Much fun is had and moments of laughter

And always a wise crack to be made just after

Is the laughter to cope or is it quite cruel

Is it to keep people going, a kind of fuel

Frustration and anger and tiredness abound

But compassion and caring nearly always found 

So – Accident and Emergency- does this verse cover its scope

Probably not but I live in hope that a little of life in ED is shown

Maybe you reconsidered what you thought was already known?

CHAPTER 1
INTRODUCTION
Emergency Department Practice 
Emergency Department (ED) practice is complex and dynamic. ED staff provide the first point of contact for a variety of people presenting with a diverse range of emergency and non-emergency illnesses and injuries. While recognised as a central feature of the acute hospital setting, ED is a critical element of the interface between primary and secondary care (Crouch et al 1997). The primary care function is  attributed to the complexity of social factors underlying many presentations to the hospital and the circumstances to which many people are discharged.   

Practitioners in ED meet the full range of human society in terms of social class, age, religion, ethnicity and culture. The impact of gender and class on health related issues and inequalities are particularly evident in ED where the diversity of peoples’ circumstances is reflected in the range of presentations. Amongst the more unique aspects of ED work is the notion of unrestricted patient numbers and practice which is not bound by patient age, speciality or any other medical classification. 
In the context of both the diversity and complexity of ED practice specific debate about ED relates to the perceived care or lack of care in relation to particular groups of people, children, the older person, and those with a psychiatric illness for example. This debate is situated within arguments about specialist expertise, the nature of emergency work and the concept of appropriate or inappropriate use of ED, to name but a few. Much of the debate gives credence to the notion that ED staff judge people attending the department in terms of ‘good and bad’ patients, ‘rubbish’ or ‘interesting’ (Sbaih 1993, Jeffrey 1979). Physiological interests in relation to ED practice are viewed as dominant and prohibitive to meaningful therapeutic relationships with certain patient groups, one of which includes people who self-harm.
Self-harm in Ireland
Within the Irish context, the term self-harm is used to describe acts involving varying levels of suicide intent including definite suicide attempts and acts where the individual had little or no intention of dying (Health Service Executive (HSE) 2005). 
The most recent Annual Report (2009) from the National Registry of Deliberate Self-harm (NRDSH) showed that there were 11,966 presentations to ED nationally involving 9,493 individuals due to deliberate self-harm (DSH). The 2009 figures show a 5% increase on the figures from 2008 and is the third successive increase.  71% of all presentations are as a result of drug overdose and alcohol is involved in 41% of all cases.

One of the most significant figures reported by the NRDSH (2009) shows that ED is the only treatment setting for more than 60% of all DSH patients.  
Self-harm and ED
Hemmings (1999) suggests that the care in the ED of individuals who self-harm has the potential to influence profoundly, whether they accept follow up care. Hemmings (1999) also suggests that the uptake of follow up care has a direct impact on the risk of further episodes of self-harm or suicide. The impact of the attendance rates highlighted above on the workload within ED departments is considerable. The current rate of self- discharges from ED of people who self-harm, recorded at 14%, is also significant (NRDSH 2009). The fact that ED is the only treatment setting for more than  60% of all self-harm presentations means that ED represents a significant part of this client group’s health care experience. Hence there is a need to better understand the processes in ED and to consider the efficacy of practice. Consequently research and development activity aiming to advance care for this population in this context is necessary. 
Aim of the case study 

This study aims to examine the paradigmatic and contextual bases in which ED practice occurs and the extent to which they influence the care of people who self-harm. A single embedded case study design is used to structure the contextualized investigation of practice in one urban emergency department. The ED in this case study provides county-based emergency services to an urban, semi-urban and rural population.  

Summary of chapters
Chapter 2 provides an examination of literature on ED practice in order to develop a conceptual understanding of the emergency care context. Varied perceptions about the role and function of ED are shown to exist. Concepts such as inappropriate attendance, labeling, stereotyping and negative attitudes, an overly dominant physiological focus and overcrowding are features of the chapter and provide contextual and conceptual background to this study. Convergent, divergent and sometimes contradictory views are shown to reflect the perspectives from which the views are expressed.  
High-profile problems within the emergency system are also examined e.g. prolonged waiting times, and a brief examination of the high media profile and political focus is also undertaken. In concluding chapter 2 the research issues, as they have been extrapolated from the literature are identified in the formulation of a conceptual framework for the study.
Chapter 3 examines the literature on self-harm. As with Chapter 2, the literature is examined for its contribution to a conceptual understanding of self-harm. Consistent with case study methodology, the development of a conceptual understanding is a necessary precursor to the development of a conceptual framework of research issues within which the case will be bound. Central to debate about self-harm is the dichotomous notion of self-harm as either a behaviour or as an illness. Contravention of the instinct for self-preservation provides a point from which self-harm is viewed as a behaviour which is both ‘bewildering and impenetrable’ (Fliege 2002). On the other hand, self-harm may be perceived as a rational, coping and or communicative strategy (Allen 1995).  The dominant discourse relating to self-harm is shown however to be one of illness and more particularly mental illness. A brief examination of current policy, which acknowledges the need for a multidisciplinary approach (HSE 2005), shows that the responsibility for assessment, care and follow up of people who self-harm is positioned significantly with local and national mental health services.  The implications of this for ED practice is a major feature of this study.
The issue of self-harm as a significant health care and economic problem in its own right is made more complex by its association with suicide. Of the known risk factors for completed suicide, it is claimed that self-harm has the strongest association (Hawton 2003).  The extent to which this factor influences or is relevant to ED practice is also explored in this study. 
The literature examined demonstrates that few studies comprehensively explore the paradigmatic, social, political and historical context in which ED practice occurs. Previous research into self-harm and ED (Chapters 2 & 3) has neglected to ask people who self-harm why they come to ED and what it is they need. Until this is asked, healthcare professionals cannot assume that they know the answer to this question, nor can they assume that the answer is universal. The potential to continue to neglect the multi-dimensionality of self-harming behaviours and the complexities or realities facing each individual is heightened when we continue to ask the same questions (e.g. how do we re-educate staff to improve the attitudes within ED), use the same measurements (one dimensional questionnaires) and rework the same interventions (e.g. continuous reinvention of the risk assessment tool) to name a few examples.  Similar to Chapter 2, chapter 3 concludes with a number of research issues identified and used to contribute to a conceptual framework.
Chapter 4 provides an overview of the study design and the way in which a case study approach emphasises the particular context in which a phenomenon is occurring (Stake 1995, Yin 2003), in this case the particular context of ED. Scrutiny of the known or a priori issues surrounding the phenomenon, provided in Chapters 2 and 3, form the conceptual basis from which the specific aims and objectives of the study are identified. This use of known topic issues in the provision of a conceptual framework is consistent with case study approaches outlined by Stake (1995) and Yin (2003). Issues driven research questions frame the approach to data collection and analysis. Data collected from multiple sources means that analysis of a diverse range of perspectives influencing the care experience is undertaken. Data is derived from patient interviews, patient case notes, staff focus groups and interviews, policy documents and media coverage. Directed content analysis (Hsieh and Shannon 2005), categorical aggregation (Stake 1995), and analysis of ‘emergent particulars’ (Stake 1995) are the processes by which data are analysed. ‘Emergent particulars’ is the term used by Stake (1995) to mean those single instances of a phenomenon which illuminate a particular meaning. 
The philosophical influence of pragmatism is briefly explored in examining the ‘chains of reasoning’ (Lipscombe 2008) underpinning this study. The way in which pragmatism shapes this study is outlined and synergies between pragmatism and case study design are identified.
In chapter 5 the findings of the case study are presented. Two overarching themes are used to illustrate the findings of the study. The first theme is named ‘structural discourse’ and relates to the variety of perspectives exerting influence in ED with particular reference to the care and experience of people who self-harm. This first theme is comprised of the categorical aggregates of: health/socio-economic discourse, mental illness discourse and ED discourse. 
The second theme, ‘encountering ED’, relates to participants’ experience of the ED; that is both patients and staff, and is comprised of the categorical aggregates of: continuum of care, cues of context and enduring distress. The second theme shows evidence of what Stake (1995) terms ‘progressive focusing’ in that the focus adjusts to incorporate the implications of ED practice for a wider group of patients. In other words, many of the findings in this second theme are not limited to the experience of people who self-harm, nor to the provision of care for this group. Instead the findings demonstrate the particular issues associated with the plight of all patients and staff when overcrowding compromises privacy and human dignity. 
Chapter 6 provides a discussion of the findings in the context of the relevant literature and a number of concepts are used to examine the findings in more detail. The work of Durkheim (1897, 1951) and Roth (1972) are highlighted for their relevance to contemporary practice. Jacobsen’s (2007) Theory of Dignity provides a framework within which the stigma, privacy issues and distress of both patients and staff are explored. The concepts of regard (Carson 1995), personhood (Kearns 2009), generosity (Frank 2004) and emotion (Vetlesen 1994) are discussed in light of the findings and each shown to have significance for ED practice. A comprehensive and grounded record of assertions about this case are developed throughout the discussion and are used to conclude this chapter. 
Chapter 7 concludes the study and examines the assertions with reference to the research questions. Propositions about ED practice are developed from the assertions. 

Given that this study is influenced by pragmatism, the propositions are examined from  an action orientation and some considerations for the future role and function of ED are put forward. The nature of generalisation as it relates to case study methodology is explored. 

The limitations of the study are also highlighted in this final chapter alongside a critically reflexive account of the quality of the research.  Finally, the extent to which the study has provided an ‘encounter’ with ED that may have resonance for its readers (Stake 1995) will be explored. 
Ultimately this study provides a deeper understanding of ED practice with particular reference to care of people who self-harm.   

CHAPTER 2
EMERGENCY DEPARTMENT PRACTICE-towards a conceptual understanding
Introduction
This chapter examines ED literature, which is prolific, for its contribution to a conceptual understanding  of ED practice. Consistent with case study methodology the development of a conceptual understanding is a necessary precursor to the development of a framework of research issues within which the case will be bound. The specific aim here is to identify key concepts underpinning ED practice and to identify those concepts which most appropriately situate and contextualise this case study. Limitations in the literature are identified, as are concepts which require further investigation for their relevance to the care of people who self-harm as they present to the ED.

Overview

The Emergency Department (ED) is a complex and dynamic healthcare environment. ED is the first point of contact for the emergency ambulance services and provides healthcare services to the public without appointment or referral. The ED department is recognised as a central feature of the acute hospital setting providing access to healthcare, diagnostics, treatment and referral to specialist and general services. Crouch (1993), in a study of patients attending ED, demonstrated that 41% of all attenders had primary care needs. The complexity of social factors underlying many presentations to the hospital, and the circumstances to which many people are discharged, demands that the ED is recognised as a key element in primary care. 

Endacott (2003) describes changes and trends to the traditional emergency settings and locations, e.g. minor injury units. Irrespective of the setting however, emergency practitioners   meet the full range of human society in terms of social class, age, religion, ethnicity and culture. The impact of gender and class on health related issues and inequalities are particularly evident in ED, where the diversity of peoples’ circumstances is reflected in the range of presentations. Major and minor illnesses and injuries, acute and long term illnesses, victims and perpetrators of domestic and criminal violence, sudden death and bereavement, child protection, homelessness, addictions, and a myriad of social and behavioural difficulties are amongst the range of issues which staff in an ED encounter.
The role of ED staff is one of the most varied in the healthcare professions. The role requires a broad range of competencies, tact, mental agility and flexibility to cope with both the unpredictable nature of the work, the volumes of patients and the variety of presentations. Whilst these skills are not exclusive to ED staff, the notion of unlimited patient numbers and a department which is never closed, or access restricted, underpins the unique nature of ED work in comparison to more bounded areas of practice.

There are however high profile problems within the Irish system: prolonged waiting times, lack of appropriate facilities, prolonged wait for allocation of beds and, episodic industrial action amongst staff.  Currently, in Ireland, ED has a particularly high media profile and receives much political focus. Bed waiting times and patient numbers are monitored daily by the nursing trade union with a web page dedicated to the ‘trolley watch’ (www.INMO.ie). 
Perceptions about the role and function of ED vary. Concepts such as inappropriate attendance, labeling, stereotypes and negative attitudes, an overly dominant physiological focus and overcrowding are major features of the ED professional literature. 

History and evolution of ED

Whilst little detail is available in the Irish context with regard to the evolution of the ED speciality it is probable that its development was similar to the United Kingdom (UK).  In the UK the original function of the ‘casualty’ department was to provide medical care for those unable to afford a general practitioner (GP) (Fry 1960, Blackwell 1962). After the establishment of the NHS in 1948 it was anticipated that people would utilise their free access to the GP and eliminate the use of the casualty departments. However this did not occur. In response, the Platt report (1962), recommended a name change from ‘casualty’ to ‘accident and emergency’ to highlight the department’s work for major accidents and emergencies only.  More recently in the UK and Ireland the title Emergency Department (ED) is favoured (DoHC 2000). However, Sanders (2000) claims that a name change has little effect on service utilization. 
In Ireland the context was similar but not the same. For example, access to the GP required an immediate payment except for the proportion of the population holding a medical card. Until the recent budget (Government of Ireland, 2009) the charges associated with an ED visit were lower than the rate charged by the GP.  Consequently some attendances at ED were a direct result of simple economics. In addition comprehensive out-of hours GP services were only developed relatively recently giving rise to higher numbers in ED simply because of the lack of alternatives. 

Professional recognition of ED as a nursing specialty is traced by McKay and Thayre (1999) who chronicle the development of emergency nursing in the USA, and show how the nursing specialty has been recognized since 1970, when the Emergency Nursing Association (ENA) was founded. A nurse practice advisor at the Royal College of Nursing in the UK established the Accident and Emergency Forum in 1972. The main issues debated included the need to develop specialist educational courses, effective implementation of triage, and the need for legislation to mandate seat belt use in motor vehicles. A Faculty of Emergency Nursing (FEN) now exists at the Royal College of Nursing underpinning the rapid developments in this field. 
Guly (2005) reviewed the development of ED from a medical perspective and stated that “ED is a curious specialty, …… whilst most specialties originated out of increasing sub-specialization, ED was born out of the need to provide immediate and broad coverage of acute disease and injury in all body systems” (p. xii). 
In the 1950s, postings in casualty departments were unpopular, and staffed through rotas of attending GPs, house surgeons, and casualty officers with joint appointments in other specialties. Throughout the 1960s, orthopaedic surgery, general surgery and anaesthesia vied, often quite robustly, for leadership in this area of health care a situation which continued in the Irish context into the 1980s.  However, in 1966, in the UK, Senior Casualty Officers formed the Casualty Surgeons Association (now the British Association for Emergency Medicine). Familiar with the reality of the ED, where care involved not only trauma but medical, paediatric, psychiatric and social problems, Senior Casualty Officers recognized that such work required specialist expertise not encompassed by any one of the traditional specialties. They lobbied for the creation of ED positions within hospitals at the consultant level. Between 1971 and 2001, ED became the fastest growing specialty in the UK, with consultant positions increasing from an initial 32 to just under 500. 
Edinburgh established an FRCS in ED in 1981 and, in England, a Faculty of Accident and Emergency Medicine was established in 1993. It was not until 2003 that the specialty gained full control over its own training programmes, examinations, and entry requirements.

Thus ED practice is a relatively recent specialty which recognized from the beginning the challenges involved in an area which is multifaceted and requiring a broad range of skills. The potential to influence public health and safety is exemplarised by the RCN forum of 1972 which lobbied for the use of vehicular safety belts.

Role and function of ED
Some debate about the role and function of ED exists. Cronin (2003) refers to ED as the provider of ‘direct emergency health care to the acute and critically ill or injured’. Other definitions refer to ‘urgent physical care’ (Heyman and Byrne 1997), and ‘providing life saving care of critically injured or ill patients’ (Payne 1998). However, with a combined attendance total of approximately 1.2 million attendees per year  in Ireland (HSE 2010) and similar pro rata figures in the UK, it is evident that a significant number  of presentations appear to challenge this ‘emergency’ role and function at least as far as ‘emergency’ can be defined. Dictionary.com (May 2009) defines emergency as 

1. A serious situation or occurrence that happens unexpectedly and demands immediate action, or

2. A condition of urgent need for action or assistance: a state of emergency

Urgent is defined as 

Compelling or requiring immediate action or attention; imperative; pressing: an urgent matter.

Within the professional literature the concept of ‘emergency’ is ambiguous. It is a term which seems to embrace all patients at ED on the one hand, and the seriously ill or life threatened patients on the other. It is the notion of varying degrees of ‘emergency’ which gives rise to the debate about ‘inappropriate’ attenders.

Inappropriate attendance

The concept of ‘inappropriate attendance’ at ED is a well discussed concept and one which is prolific throughout the professional literature. The central tenet of the ‘inappropriate attender’ debate is twofold: 1) that  the  ED primary function is believed to be the provision of  emergency care to acute presentations, and 2) that non-urgent, non-emergency care should be provided primarily by the General Practitioner and other relevant primary care services. 
Sanders (2000) indicates that the notion of ‘inappropriate’ relies on a subjective interpretation and that ED staff may deem the following as inappropriate: non-accidents and non-emergencies; those with symptoms pre-existing longer than 24 hours; and conditions which could be adequately managed by GPs.

This notion of ‘inappropriate’ is not however the sole domain of ED staff. Political influences, specifically the Departments of Health in both the UK and Ireland have implemented or debated system changes for the sole purpose of reducing the number of ‘inappropriate’ attenders in ED. For example, budgetary changes in Ireland have resulted in a €100 charge for all attendees to ED in an attempt to encourage patients to utilize alternative providers, e.g. the GP or private urgent care centres.  Lord Darzi, in the UK, considered the possibility of recharging GPs for patients who attended ED, an approach which would assign the costs and responsibility associated with the ED visit to the GP.  

Similarly the National Task Force Report on ED commissioned by the Health Service Executive in Ireland (HSE 2007) refers to the need to support the ‘appropriate avoidance’ of ED by the public. The term ‘appropriate avoidance’ appears to be the converse of ‘inappropriate attendance’ and thus appears to be attempting to reframe the same notion. The Task Force report claims that capacity and capability of ED services can be improved through the provision of alternative services, e.g. minor injury units and community diagnostics, and would therefore enable the public to ‘appropriately avoid’ the ED department.  Implicit in the Task force report is the assumption that some people should not be in ED, although the Task Force failed to define the role and function of ED or outline the conditions by which someone should or should not attend.  Recent developments in Ireland aimed at addressing long term illness management are in part directed at a reduction in attendances at ED (HSE 2010, 2011).
However, Coleman (2001) in a study of 267 patients in a large ED department in Sheffield shows that the increasing availability of alternative services offering first contact care for non-urgent health problems is likely to have little impact on the demand for ED services.  Coleman (2001) shows strong associations between certain patient perceptions and the continued use of ED. These include: previous experience and confidence in the ED system, perceived need to see a specialist, perceived need for admission to hospital, and perceived need for radiography. 
Coleman (2001) proposes that the emphasis on alternative remote services should receive less focus in favour of improving our understanding of patient consulting behaviour, an issue which will be explored in this study. This would, Coleman suggests, facilitate the appropriate matching of service to patient perceptions of need.   Sanders (2000) draws a similar conclusion from her review of the literature and recommends that the utilization of services by patients and their perceptions surrounding their attendance should dictate service provision. Sanders (2000) concludes that  ‘inappropriateness’ is subjectively defined, that there is a lack of classification criteria and considerable  intra-professional difference which results in a lack of uniformity in ED practice. 
Similarly, and more recently, Martin et al (2002), in a case control study of 452 patients, demonstrate that ‘inappropriate’ attendees have twice as many GP appointments and ten times as many out-of hours telephone contacts with the GP. They conclude that the provision of new directly accessible primary healthcare services does not significantly reduce ED use.
Sbaih (1993) suggests that the ‘inappropriate attender’ debate goes further than the appropriateness of attendance and provides a platform from which ‘good’ and ‘bad’ patients are defined.
Labelling, stereotypes and social judgement

The notion of good and bad patients, popular or unpopular patients, ‘interesting’ or ‘rubbish’ patients is not new (Roth 1972, Stockwell 1972, Jeffrey 1979, Dingwall and Murray 1983, Johnson 1997, Ferns 2005).   Jeffrey (1979) in a much cited study proposes that patients in ED are categorized by medical staff as ‘good or interesting’ and ‘bad or rubbish’. These categories have implications for clinical decision-making and intervention.  Bad or rubbish patients include four main categories: trivia, drunks, overdoses, and the homeless and are invariably described using the following terms: ‘tramps’, ‘nutcases’, ‘dross’, ‘dregs’, ‘crumble’, and ‘grot’. ‘Bad patients’ are linked to their presenting medical condition, past life, likely behaviour inside the department and potential future behaviour. In other words patient traits are central to the labeling process. 
However Roth (1972) had earlier made some attempt to explain how staff’s conceptions of their role influences the way in which a patient may be deemed appropriate or not. Roth states that:

Every worker has a notion of what demands are appropriate to their position. When demands  fall outside  that boundary the worker feels that the claim is illegitimate    







(1972, p.845)

Dingwall and Murray (1983) also suggest that Jeffrey’s depiction of the good/bad labeling oversimplifies the situation but acknowledge that there are submerged ‘rules’ governing the categorisation of patients. However, Johnson’s (1997) study of an inpatient medical ward not only traces the various perspectives on the good/bad dichotomy but challenges the continuous alignment to patient trait theories. Johnson (1997) suggests instead that social evaluations are related to a ‘complex web of powerful social influences’ (p.471), including power, status, the management of uncertainty and negotiation.
Johnson (1995) argues that social evaluations are not, in any clear way, tied to traits or variables which patients do or do not possess.  Instead Johnson concludes that evaluative labels become flexible and changeable depending upon the social context. Johnson also refers to judgments about the social worth of individuals when there are competing claims on time and resources.
However, despite problems inherent in traits theory or with its oversimplified application, more recent studies continue to rely on it. For example, Ferns (2005) examines violence and aggression in ED and believes that it is a traits approach to stereotyping of patients which results in the precipitation of negative and potentially aggressive dynamics. Ferns cautions staff against the use of stereotypes as it becomes ‘easy to infer to timewasters that they are timewasters’ (p. 243), the irony being of course that Ferns assumes that there are ‘timewasters’ which infers a stereotype in and of itself.  

Appendix A summarises a qualitative synthesis undertaken as preliminary work for this study. This preliminary study provides a descriptive synthesis of the literature related to staff attitudes in ED towards people who self-harm and concludes that many of the studies cited in the literature are flawed (see reference list Appendix A). The main reasons for this are: 1. that the single word stimulus, e.g ‘overdose’, does not enable the complexities and diversity associated with people who self -harm to be acknowledged, 2. that the measurement of attitudes (rhetorically negative) is driven almost entirely by a traits theory approach, i.e. that by virtue of the act of self-harm a patient could expect to receive a negative attitude, and 3. that many studies assume a fixed and constant attitude without recourse to a myriad of social interactions and revisions of attitude.  Thus the findings indicate that the use of traits theory sustains alongside the notion that we can measure attitude to a singular conception of a complex phenomenon.
Nevertheless, Sbaih (1997) whilst making reference to ED patients as ‘deserving’ and ‘undeserving’ points out that certain maxims in practice ensures that everyone receives care and treatment. This claim will be closely examined in this case study.   
Context of ED practice

Dingwall and Murray (1983) refer to ‘submerged rules’, Johnson (1995) refers to the ‘complex web of powerful social influences’ and Sbaih (1999) talks about ‘maxims of ED practice’.  All of the above point to the existence of underlying structures influencing the process of social evaluation and the assignment of labels or categories.   In an environment where categorization is both formal (triage) and informal (human interaction) the structures which enable these processes are of particular interest. 
McAllister (2003) refers to emergency work as that which “is carried out without cues of context: clinicians do not know the person or their world and they usually do not know what happens to the client afterwards” (p.580). This implies that the ‘cues of context’ are somehow dependent on knowledge of the patient and knowledge of the patient’s trajectory through the health system. However various theoretical perspectives exist which show how cues of context are derived, in fact, from working in the ED itself.   
Chinnis and White (1999) explores the emergency department from the perspective of chaos theory. Chinnis describes a system’s dominant logic as ‘a screen that filters information (data) deemed relevant by historical antecedents and by those analysing data’ (p.1051). The elements of dominant logic relevant to ED are shown in Figure 1 below:

Figure 1
	Elements of the Dominant Logic of Emergency Departments

	· Waits are unavoidable and acceptable

· The customer is captive

· It is too expensive to deliver primary care

· EDs (ED) are for life threatening emergencies only

· Providers must achieve proficiency in critical care only

· More nurses, fewer ancillary providers, means better care



From: Chinnis (1999, p 1051)

This notion of the dominant logic may resonate with Johnson’s ‘complex web of influences’ in that the elements provide a background within which social judgments may be made.  Sbaih (1997) shows how competence in ED clinical practice is acquired and maintained through adherence to the rules or maxims of ED work. Though  demonstrated in clinical practice, maxims are not explicitly known to practicing nurses for they are about ordinary, taken-for-granted, everyday work. Similar to Dingwall and Murray’s (1983) ‘submerged rules’.

Cicourel (1968, cited by Sbaih 1997) suggests that workplace rules in any setting are grounded in ‘common sense or folk typifications’. These typifications contribute to the members’ stock of knowledge. Everyday routines have to be appreciated; that is, the normal working practices have to be understood before the strange, unusual and wrong can be identified and understood (Leiter 1980). Leiter states that maxims direct, instruct and make staff accountable for their work and the ways in which it gets done. Figure 2 below shows the maxims identified by Sbaih (1997) underpinning ED nursing:
Figure 2: Maxims of ED nursing practice


	· Act upon impressions gained. 

· Work out the work for yourself.

· Recognize the deserving patient. 

· Take risks when you have to. 

· Challenge doctors’ decisions. 

· Enjoy doing more than one job at any one time. 

· Be seen. 
Sbaih (1997, p.81 -86)


These maxims are used to organize the work. The organization of the work then becomes specific and special as a result of the daily, taken-for-granted, use of maxims through talk and clinical practice. Talk and clinical demonstration of maxims also provides a rationale for the ways things get done or ought to be done. Overall, the maxims underpinning ED work make the setting what it is, the ways in which it is created and evolves and the way it is seen, talked and heard about. Sbaih (1997) points out however that the work is not a stable set of itemisable elements but an evolving set of maxims. Evolution of the maxims occurs as new stories and narratives become known and the ways in which they are told develop and change, an issue which will be further examined in this study.
Jones (1997) puts forward the notion that  technical competence in ED is vital so that it can blend into the background and become taken for granted, similar to the taken for granted notion underpinning Sbaih’s (1997) maxims.  However Jones proposes that technical competence is more complex than physiological/acute care competence only. Jones infers that by taking a more multidimensional approach to competence the practitioner is enabled to move rapidly from necessary technical interventions through to family relative dynamics, for example. The focus of emergency care, she suggests, therefore involves doing for and being with, along a continuum of caring. Jones (1997) puts forward however ‘maxims’ of her own which she believes reflects contemporary practice in ED and states that current  emergency caring involves “finding time and doing what you can” (p.45). 

Caring, controlling  or ‘body-processing’?

Byrne and Heyman (1997) add to the understanding about how perceptions of the workplace influence practice.  They are particularly interested in how perceptions about the workplace and the work influence communication with patients.  Their grounded theory illuminated ED nurses’ perception of role and purpose as being primarily concerned with dealing with emergencies and providing urgent physical care. Imbalances between ‘nurses’ priorities and patients’ anxieties’ were explored. The notion that the nurses must ‘keep the department running smoothly’ was shown to have an impact on the organization and delivery of nursing care in ED, and a negative effect on nurse–patient communication. 
Byrne and Heyman (1997) refer to the willingness with which ED nurses undertake portering jobs, such as moving patients to other wards in an attempt to describe the way in which ‘the department is kept running smoothly’. Malone (1996) makes a similar reference to the movement of patients and refers to the ED as being “set up to process as many people as possible, as rapidly as possible, always with an eye to clearing space and time for the next patient” (p. 178). Malone (1996) suggests that this atmosphere can promote a perspective of patients as virtual machine-bodies that move quickly along in “assembly line fashion” where the focus is one of control rather than  one of care.  Such an approach, Malone insists, reduces both providers and patients to ‘mere servants of the system’ (p. 178). 
Malone (1996) expands on this and refers to distress caused to practitioners  as they struggle to define the confusion between the objectification involved in ‘body-processing’ and the objectivity cultivated as part of an engaged clinical practice with human beings. Like Byrne and Heyman (1997) above, Malone makes reference to the overriding culture in ED and its emphasis on rapid medical diagnosis as the means by which personhood is excluded in favour of the objectified body. 
However, as with the debate about  inappropriate attendance above, the need to ‘process’ the patients through the department  also exemplifies how ED practice is influenced significantly by external and political influences. Patients charter documents stating how long it can or should be before being seen by a professional, ED national targets (HSE 2010) and the constant monitoring of various waiting times in ED are examples of politically driven imperatives to improve patient waiting times for various aspects of the ED experience. 
The HSE and Irish Nurses and Midwives Organization (INMO) maintain a continuous web-based database on the various ED departments around the country and their daily performance in terms of waiting times for admission to a bed, for example.  Whilst this is not a criticism of such targets, there has to be, nevertheless, an acknowledgement that the emphasis on waiting times and patient movement attends to one dimension of the patient experience and has the potential to neglect the importance of the quality of the experience. In any case, the externally driven and political agenda must have some causal or at least contributory relationship on the behaviours of ED staff described above.  
In relation to waiting times Jones and Schmanski (2010) conducted a systematic search for evidence  for the effects  the four hour emergency department length of stay (EDLOS) target in the UK had for clinical outcomes. Differences in approach and outcomes measured precluded a meta-analysis. However they found empirical evidence that the target, i.e. that 98% of people would be admitted or discharged within four hours, might be unattainable. Jones and Schmanski  demonstrated  a 35% increase overall in hospital admissions  in a four year period  (2002 – 2006) and in increase in investment by the NHS of  820 million pounds (1998 – 2007). Most significantly Jones and Schmanksi found that the time to see a treating clinician and hospital mortality remained unchanged. Therefore they concluded that the introduction of such a target and massive financial investement has not resulted in a consistent improvement in care with marked differences noted between hospitals. Ultimately Jones and Schmanski urge caution to any jurisdiction considering such a target.  
Since then however the debate in the UK has moved from the position highlighted above and has resulted in a consultative examination of quality in ED care. The Department of Health (DH 2010) published eight quality indicators utilizing the best available evidence. The indicators focus on the entire patient journey in an attempt to balance clinical outcomes, service experience and timeliness of care.  The eight quality indicators are  structured under three headings; effectiveness of care, patient experience and patient safety. Crouch (2011) suggests that the primary change is one in which the aim is about continuous improvement in contrast to a preset level of performance. 

The examples of imperatives such as HSE and INMO monitoring and the DH (UK) targets highlight what Latimer (2000) refers to as the politics of contemporary health care and the ‘professionalising’ agenda. In examining nursing practice, in a medical ward for acutely ill older people, Latimer (2000) asserts that these agendas restrain nurses’ conduct of care. Latimer (2000) expands on the theme and talks about the ‘industrialization’ of the hospital which turns patients into objects to be processed. In a reference to the provision of ‘first class medicine in a third world environment’, Latimer talks about the way nurses account for themselves according to demands coming from the need to maintain the space  where first class medicine is available. In this regard Latimer’s (2000) conclusions are similar to Malone’s above whereby practitioners become ‘servants of the system’.
Frequent attenders
The statistics associated with people who self-harm and who attend ED were highlighted above (p.13). The incidence rates indicate that approximately 30% of people who self-harm are repeat attenders to ED. In this regard the ‘system’, identified above (Malone 1996, Latimer 2000) is also seen to be central to the debate about frequent users of the ED. Frustration with the ‘system’, Malone (1996) proposes, leaves emergency clinicians feeling like failures as they try to pick up the pieces for failing or absent families, communities, and social programs, for problems for which no one, including ED staff, has answers. Malone (1996) refers to the different terms for frequent attenders to American Emergency departments – “heavy users” (HUs), "repeaters" and "frequent flyers" and suggests that such people are often regarded by emergency nurses as "problem patients." Conversely, frequent attenders are often referred to as “like family” and solicit deeper clinician involvement because of their familiarity and their often intractable medical and social problems. Malone concludes that acknowledging the reasonable limits of control, and engaging in simple recognition and inclusion practices, may be more meaningful in furthering changes in HU patient behavior than bio-medically oriented interventions (1996, p.183).
For novice and advanced beginner practitioners, whose anxiety about their responsibility is overwhelming, frequent users, Malone (1996) suggests, can quickly become sources of frustration and resentment and are reclassified as less than legitimate. However new resident physicians' and nurses’ attitudes toward such patients were shown to shift with time and increasing competence.  Malone suggests that when practitioners are able to recognize the limits of their control of patients, they are able also to acknowledge the limits of patients' ability to change when advised to do so. Malone (1996) concludes that when the aim of providing care becomes understanding, rather than control, new possibilities for both nurse and patient emerge.  The extent to which staff do or do not engage with people who attend frequently, after an episode of self-harm, will be a feature of this study
Overcrowding in the ED

In recent years the emergency medicine and nursing literature has made visible an increasing trend in the investigation and exploration of emergency department crowding (EDC) although Moskop (2009) found earlier reports of crowding dated more than 20 years ago.

EDC is defined as a ‘situation in which the demand for emergency services exceeds the ability of a department to provide quality care within acceptable time frames’ (CAEP and NENA, 2003).  EDC is a complex serious problem with no easy solutions (Bradley 2005) and is closely related to the literature on waiting times, delays and the negative effects of these on patient outcomes.
Several studies have examined the effect of EDC on discrete areas of practice e.g. education (Pines 2010), medication errors (Watts 2010), ED efficiency (Bair 2010), cardiac outcomes (Pines 2007), and pneumonia treatment (Sikka 2010).    

Moskop (2009) claims that the concept, causes and consequences of ED crowding are not fully understood. However enough is understood, Moskop asserts, for various medical and nursing agencies worldwide to consider EDC as a national crisis. 

Bradley (2005) raises some interesting issues in looking at the difference between a ‘busy’ department and one which is overcrowded and provides criteria by which this distinction can be made. The most useful criteria underpinning a robust understanding of EDC, Bradley suggests, relates to the number of patients exceeding the number of treatment areas and being housed in non-treatment areas. Recent escalation strategy documents from the HSE (2011) in Ireland refer to the use of ‘hall beds’.

Some conceptual models of EDC are proposed in the literature to assist our understanding of the concept. Asplin (2003) based his model on three interdependent components: input (the amount and types of care sought in the ED), throughput (the processes of care within the ED), and output, (the movement of patients out of ED to another care site). In examining these components some of the problems associated with gaining a fuller understanding of EDC become apparent. For example, review of the literature relating to ‘inappropriate attendance’ above indicated that the notion of appropriate or inappropriate is subjectively defined, lacking in classification criteria and evident of considerable inter-professional differences.  Consequently the ‘input, throughput and output model’ is compromised by difference, if not confusion, in the way in which the model may be applied.  
However one of the conceptual models of EDC described by Bradley (2005) relates to the categorisation of patients and may usefully address the limitations about appropriate/inappropriate attendance at ED. This may in turn help to address our understanding and the actions required to address EDC. In Bradley’s model, patients are categorised as either ‘emergency’, ‘unscheduled urgent care’, or ‘safety net’. These are not terms found commonly in ED literature and appear to be more inclusive than ‘appropriate/inappropriate’.
Patient experience

Each of the main concepts influencing ED practice above, individually and collectively impact on the patient experience in ED.  Nairn (2004) and Gordon (2009) provide qualitative syntheses of the literature relating to patient experience in ED. Nairn identifies six themes including: waiting times, communication, cultural aspects of care, pain, the environment and dilemmas in accessing the patient experience. Gordon (2009) identifies five themes including emotional impact of emergency, staff-patient interaction, waiting, family in the emergency department and the emergency environment. Gordon concludes that patients can articulate their perception of ‘good nursing care’ and that their requirements are ‘fairly basic’ in terms of comfort, communication and so on. The dominant expectation according to Gordon is the technical competency of the staff. This expectation however requires a trade off or ‘personal tolerance’ for waiting times or perceived abruptness. 
Though providing similar perspectives on the patient experience in ED, Nairn (2004) takes a different view in concluding his study, a view which he categorises as the ‘dilemmas in accessing the patient experience’. Nairn suggests that while researchers have become sensitive to the patient voice within emergency care, much of the work in this area is dominated by deterministic statistical data. Nairn (2004) asserts that the concept of patient satisfaction is multidimensional and any attempt to isolate one aspect of care and then extrapolate a relationship with satisfaction is fraught with methodological difficulties:  



“The problem is that many of the questionnaires define the patients response to fit 
in with the predetermined issues that are considered important by the institutions  
that produce them,  rather than addressing the nuances of the patient experience. 
Therefore the patient becomes an object of competing discursive relations, 
where assumptions about the patient perspectives 
predominate over the 
narrative 
form”.  (p.163)

While Nairn (2004) and Gordon (2009) provide an insight into the patient’s experience in ED there is nevertheless a paucity of qualitative studies in the area. Other studies eliciting the views of patients in ED are often also limited to isolated perceptions about experience, for example, the studies which repeatedly measure attitudes of ED staff to people who self-harm. Problems with this approach have already been discussed above (p.24) with reference to Appendix A.
Conclusion
The aim of this chapter is to introduce and briefly explore the concepts underpinning ED practice which are relevant to this case study. It concludes that ED practice is both complex and dynamic; occurring in a context which does not lend itself to traditional healthcare classifications, e.g. bounded speciality, age- related. Instead ED practice is unbounded in terms of the type and diversity of presentations and in terms of patient numbers.

Perceptions about the role and function of ED are varied, which in turn impacts on a variety of processes underpinning practice. These varied perceptions also influence the way in which particular debates about ED practice evolve. Concepts such as inappropriate attendance give rise to a debate about who should or should not attend ED, with implications for the way processes of practice may be undertaken. The notion of inappropriate attendance requires that judgments are made about people, drawing attention to the way in which labels and stereotypes may be applied. Negative attitudes and judgements are considered to correspond with a dominant physiological discourse and this ‘allegation’ is one of the most relevant to the investigation of care in EDs for people who self-harm.
Linked to the debate about the appropriateness of peoples’ use of ED is the increasing attention on waiting times and targets. Monitoring of waiting time and targets are the most visible indicators of the high profile political and media gaze, whilst at the same time showing a disregard for the quality of the experience for both patients and staff. 

Name changes and the provision of alternative services have been tried, unsuccessfully, in an attempt to redirect patients elsewhere. Several authors (Coleman 2001, Sanders 2000) suggest that less emphasis should be given to the ‘appropriate avoidance’ of ED and more attention given to enhancing our understanding of patients consulting behaviours. Problems with labelling and stereotyping exacerbate the judgements made about patients in this regard. Problems with a traits theory approach to understanding practice is shown to neglect the ‘complex web of social influences’ underpinning practice (Johnson 1995).

Flaws and inadequacies are also noted in the way research in the area is often limited to, for example, one dimensional measurements of attitude to self-harm. This approach neither recognises the complexity of the phenomenon, nor enhances our understanding of the specific processes, behaviours and contextual issues underpinning care of people who self-harm.

Submerged rules (Dingwall and Murray 1983), maxims of practice (Sbaih 1999) and the ‘dominant logic’ (Chinnis 1999) inform the debate about what directs and organises ED practice.

The concept of technical competence and the way this is interpreted as a physiological dominance of care is briefly explored. Likewise concepts such as body processing and controlling are examined in the context of a dynamic and complex environment, such as ED, raising further questions about political influence and agenda. Latimer’s (2000) work is used to introduce the notion of the ‘industrialisation’ of the hospital. The concept of crowding in the ED is introduced alongside a brief exploration of the conceptual problems associated with EDC.

Finally, the impact of each of the concepts highlighted above are shown to influence the patient experience in ED. 
Ultimately, this chapter highlights the main issues associated with current ED practice, providing an illustration of some of the prevailing historical, political and social issues impacting on the ED departments and their utilization.  The extent to which these issues have relevance for this case and for the care of people who self-harm will be examined in depth in this case study. 
The main issues from this chapter are extrapolated below (Table 1) and presented as antecedent data (Stake 1995) from which the research questions specific to this case study will derive (chapter 4). 
Table 1: Antecedent data and evolving research questions – ED practice
	Research issues (antecedent data)
	Evolving research question

	ED is an acute, dynamic and complex healthcare setting which is frequently the first point of contact to health services. One of the major rhetorical issues with regard to ED is one of an overly-dominant physiological focus.   
	To what extent does the context of the ‘acute’ setting and the perceived physiological dominance influence the care and experience of people who self-harm?

	A broad range of competencies are required by ED staff to provide multi-faceted care within a context which is ‘unbounded’ in terms of patient numbers, specialty and predictability.  An emphasis on technical competence is noted. 
	To what extent does the unbounded nature of ED impact on the care and experience of people who self-harm?

What competencies are required of staff in the care of people who self-harm?

	Social–psychological processes such as pejorative labeling, negative stereotyping and judgments about appropriate or inappropriate attendance  are prolific in the literature relating to ED.
	What evidence exists in the case being studied of such pejorative social psychological processes and what is the impact of these processes for people who self-harm? 

	Patients’ concerns about their experiences in ED have been previously categorised  into six themes. Problems of accessing the patient’s voice have been identified. Some credence is given to the notion that patients expect technical competence from ED practitioners but that this requires a compromise in terms of ‘other’ caring behaviours.
	How do patients who self-harm currently accessing ED services describe their experience and /or categorise their concerns?  What do people who self-harm want or expect from ED? What is the best way to elicit ED patients views?


CHAPTER 3
SELF-HARM – developing a conceptual understanding.

This chapter examines the literature on self-harm. As with the previous chapter providing a conceptual understanding of self harm and conceptual background is necessary to the development of a framework within which this case study can be bound. The development of such a conceptual framework is, as stated above, consistent with case study methodology. The first aim here is to identify the multiple perspectives from which self-harm is viewed. The second aim is to outline issues which are relevant to a study of people who self-harm and their experiences of ED. Limitations in the literature are identified and briefly discussed. In concluding the chapter the main issues will be presented in the form of antecedent data from which relevant research questions will be developed. 
The concept of self-harm is ambiguous. Confusion results from all-encompassing definitions on the one hand, and narrow, precise and exclusive definitions on the other. It is important that an overview of the literature as it relates to self-harm, and some defining features, are identified in order to examine the phenomenon of self-harm and the care episode in ED. This understanding of self-harm is essential to the development of issues based research questions (Stake 1995) which are presented in the next chapter.   

McAllister (2003), in highlighting the prolific nature of the literature on self-harm, urges that analysis of the literature be examined not just for its content but also for its position within and across discourses. If the concept of self-harm is to be truly understood, this is the only way, she suggests, “to open up previously hidden aspects and to reveal that which is ordinarily obscured” (p.177).  The following review attempts to elicit an impression of the primary discourses within which self-harm is situated.

Self-harm and the notion of self preservation 

McAllister (2003) suggests that self- harm is seen to breach core human values, in that it contravenes the most basic of human drives – self preservation.  McLaughlin (1994), with particular reference to ED, refers to a ‘struggle to survive’ which the nature of ED encompasses but within which the self-harmer does not appear to fit. It is this contravention of basic survival instinct which Fliege (2002) describes when he refers to the conscious or unconscious wish to keep a distance from a phenomenon which is both ‘impenetrable and bewildering’. The notion of harm as self-induced is in apparent conflict with the idea of self-preservation or the innate instinct for survival. 

However, the notion of ‘self-preservation’ as a core human value attested to above by McAllister (2003) requires further examination. It could be argued that several behaviours prevalent in today’s society could be construed as ‘self-harming’.  For example, the negative and potentially fatal effects of substance misuse, smoking and driving above speed limits are seen to compromise an individual’s health and safety, thus undermining the notion of self preservation. Other ‘softer’ behaviours such as poor or inappropriate nutritional intake, lack of sleep and inappropriate work/life balance could also be construed as self-harming. Harrison (1994) suggests that self-harm is not an exclusive phenomenon known only to those who have harmed themselves. Instead he states that we all “punish, distract, or numb ourselves as a way of dealing with difficult feelings and situations” (Harrison 1994, p.2). However, it is not to these behaviours that most of the literature on self-harm refers.  Frequently, the resulting harm from the behaviours mentioned above, is a consequence of what is initially a recreational or lifestyle choice rather than a deliberate act to harm one’s self.  The consequences of the above behaviours could be considered accidental or at least unintended. Thus the notion of ‘deliberate’ or ‘intentional’ appears to be a significant factor when examining the concept of self-harm (see below p. 39). 

Time may feature as another factor in distinguishing between the type and nature of self- harming behaviour.  Recreational and lifestyle choices are more likely to result in a gradual development of consequences, e.g. poor nutrition and physiological deterioration. Self-harming acts as they are traditionally viewed are immediate and are, potentially at least, immediately consequential.    

Terminology and use of language
Some of the terms used in the literature are used interchangeably but can be classified broadly into two categories: 1. acts of self-harm including self-injury, attempted suicide, para-suicide, and 2. modes of self-harm including self-cutting, self-poisoning, self-mutilation and so on. Giroux (2000) suggests that the language used to define behaviours reveals much about ideologies, power struggles and sites of resistance, and urges caution to those who would assume that the language is inconsequential. 

It is suggested that use of the terms which have an explicit suicide reference, e.g. attempted suicide, and para-suicide implies a level of intention to die that may or may not exist. The risk associated with this lies in the subsequent interaction between these clients and health care workers who may direct the interaction around an assumption of the person’s intention to die. This immediately negates the notion of self-harm as a survival or communicative technique (explored below p.50). The potentially detrimental impact that diagnostic labels such as ‘suicidal’ may have for client experience is identified by Moss (1998), who refers to the fact that staff may hold distorted and sometimes dysfunctional beliefs about a client group derived from a diagnostic label.
The use of the word ‘deliberate’ in relation to the frequent use of the term ‘deliberate self-harm’ is also worth considering. Only one reference could be found which discusses this - a letter to the BMJ following the publication of an article (Kapur 2005). In the letter Kapur states that ‘times have moved on…..the qualifier ‘deliberate’ has been dropped from ‘self-harm’ in response to the heterogeneous nature of the phenomenon and the concerns of service users”. Kapur goes on to remind readers that self-harm has evolved and incorporates both self-poisoning and self-injury.  In Ireland the preferred term until quite recently was parasuicide. The registry which most closely monitors self-harm in Ireland has changed the term to self-harm but has kept the qualifier ‘deliberate’ (NRDSH 2009).

Dictionary.com defines the adjective deliberate as  

1. Done with or marked by full consciousness of the nature and effects; and
2. Arising from or marked by careful consideration. 

Rogets Thesaurus (2010 online) provides the following synonyms for the term deliberate  - calculated, planned, pre-designed, premeditated, reasoned, schemed, wilful, the antonyms suggested are, accidental, impulsive, rash, spontaneous. 

It could be argued that ‘deliberate’ underlines the non-accidental (intentional) nature of the harm episode and therefore draws attention to the perceived contravention of self- preservation instincts. To suggest however, that an episode of deliberate self-harm is synonymous with wilful, scheming or calculated implies a negative connotation and one which may misrepresent the fact of the behaviour. Additionally, to suggest that deliberate self-harming behaviour is undertaken “fully conscious of the nature and effects” (as per the dictionary definition above), implies an approach which detracts from the notion of self-harming behaviour as impulsive (Holdsworth 2001). However, to be conscious of the nature and effects of the act may support the notion of self-harming behaviours as coping/communicative strategies discussed below (p.50).  

With regard to the other terms used, it appears that many could be classed as subsets of self-harm or a collective category of self-injury, as they refer to specific methods of self- harming, e.g cutting, poisoning, burning.

Self-harm and suicidality

The idea of suicidality seems to be one of the more complex factors in trying to establish parameters of what constitutes self-harm. With terms such as attempted suicide and para-suicide used interchangeably and frequently, it appears that the notion of suicidality is implicit in the concept of self-harm. In the Irish context, deliberate self-harm is defined as;

“ the various methods by which people who deliberately harm themselves, include self-cutting and taking overdoses. Varying degrees of suicide intent can be present and sometimes there may not be any suicidal intent, although an increased risk of further suicidal behaviour is associated with all DSH.”  (DoHC, HSE 2005, p.9)

McAllister (2003) refers to the association between self-harm and suicide as “self-harms coexistence with suicidality (p. 178), while O’Connor (2000) refers to the relationship as a continuum. McAllister suggests that the basic difference between suicide and self-harm is the intent underlying the behaviour; people who attempt suicide want to kill themselves, while those who self-harm do not.  However this conclusion refutes the ‘undeniable’ link in terms of risk highlighted above (HSE 2005). McAllister addresses this by suggesting that it is the consequent shaming experience, loss, grief, hopelessness and diminished self-efficacy that emerges after an episode of self-harm which may change the person’s motivations from being self-harming to being suicidal. Thus it would be wrong, she states, to assume that DSH is a subset of suicide, but it is also true that people who self-harm may become suicidal. 

Holdsworth (2001) distinguishes between suicide and non-suicidal self-harm and extends beyond the notion of intent. He suggests that in contrast to suicide, self-harm is frequently impulsive and may be undertaken in the presence of others, and that self-harming behaviour may be ritualistic and repetitive.

Hawton (2003) concludes that there is a significant and persistent risk of suicide after self-harm which varies markedly between gender and age groups. This is supported also by Owens (2002) who concludes that the suicide risk among self-harm patients is  “hundreds of times” higher than in the general population. However,  this is contested by De Leo (2002) who suggests that the implied hypotheses of a continuum between non-fatal and fatal suicidal behaviour is as a result of research bias, inherent in the repeated use of self-harmers as research participants. Owens (2002) shows that the calculation of the number of self-harmers who actually go on to suicide is difficult because of the number of patients treated at primary care level who are not accessed for studies and because the power calculations are not population based.  

Rosenman (1998) suggests that prevention strategies targeted at high-risk people (self-harmers) will miss most of the suicides. He recommends a population based approach in order to shift the distribution of risk. He uses the comparison of cardiovascular mortality and the positive impact that whole population strategies had with specific reference to changes around cigarettes smoking, diet, inactivity and stress.

That self-harm and suicide are inextricably linked is clear. Issues around measures and populations are seen to complicate the calculation of risk and lead to questions concerning the actual relationship and suicide risk factor associated with self-harm. Ultimately, the extent to which the notion of self-harm can be isolated from suicide appears to be more complex than a difference in an individual’s intention to die. Whether or not the distinction can or should be made, or whether it is in any way helpful, is also controversial. The extent to which the distinction is obvious or influential in ED practice remains to be seen.
Self-harm and mental illness

McNamara (1996) alludes to the classification of self-harmers in the context of ED as ‘psych patients’ a term which groups a diversity of people into an ‘amorphous mass’. A link between self-harm and mental or psychiatric illness is assumed. However various perspectives on this ‘psychiatric/mental illness’ classification also exist. 

Isaacson (2001) describes deliberate self-harm as a behaviour not an illness. However, he then stipulates that ‘treatment’ is best begun with a formal psychiatric evaluation. Recent developments in the care of self-harm patients in the context of  ED has centred on the implementation of psychiatric liaison posts and teams specifically to cater for this client group, thus firmly embedding the responsibility for this group within the mental health sector.  Dunleavy (1992) refers to the ‘psychiatrically distressed’ as opposed to the ‘psychiatrically ill’ and suggests that this distinction may assist the acute sector to take more responsibility than could be expected for the ‘psychiatrically ill’. However, Dunleavy does not attempt to define the difference between those who are ill and those who are distressed and it is suggested that either way a response is required from staff which is sensitive and meaningful.  O’Connor (2010) emphasises psychological perspectives rather than psychiatric perspectives with particular reference to examples of behavioural responses such as arrested flight/entrapment, and distress-stress hypothesis. O’Connor (2010) has developed a psychological model called IMV-Integrated Motivational–Volitional model which promises an innovative approach but which is as yet unpublished.   
De Leo (2002) recommends, despite the strong association between mental disorders and mors voluntaris, that a true multidisciplinary team approach to research is taken with a researcher competence balance between biological/non-biological, psychological, epidemiological and sociological. This, de Leo asserts, will better reflect the multi-dimensional aspects and complexities associated with self-harming behaviour. This recommendation, he recognises, is often flagged but rarely achieved.  Whilst the responsibility for research in this area remains in the domain of the mental heath sector and on a relatively small scale, the risk is that little impact will be made and that traditional ‘wisdom’ will prevail. This traditional wisdom and the extent to which it governs ED practice is a key feature of this study. 
Mental illness and disorders

Holdsworth (2001), whilst highlighting the concept of suicide as ‘forensic’, that is to say a legislated cause of death, reminds us that a legal framework exists around the notion of suicide. The Mental Health Act (2001) also provides a legal framework within which compulsory/involuntary care can be exercised. The sections of the Act which facilitate this are primarily utilised, at least in the ED context, where the risk of self-harm is seen to be significant and potentially fatal.  The issues of autonomy and human rights associated with the Mental Health Act will not be considered in detail here but are nonetheless significant in terms of the context of care. The Mental Health Act provides not just a legal framework but also serves to embed the issue of self-harm at least as it relates to ED practice firmly within psychiatry/mental illness.

Several authors discuss the link between psychiatric disorders and self-harm (McAllister 2003, Townsend 2000, and Soloff 1994). Diagnoses such as dissociative identity disorder (DID), bipolar affective disorder (BPAD), psychosis and borderline personality disorder (BPD) are linked with self-harm behaviours.  Sharkey (2003) notes that this link became more pronounced during the 1990s following the listing of self-injury as a symptom of BPD in the DSM-III-R (American  Psychiatric Association 1987) However, McAllister (2003) asserts that the causal link is dubious as it is the self-harming behaviour which leads to the diagnosis ignoring other conditions and social situations. Consequently, this diagnostic labelling may lead to inappropriate, ineffective treatments and may be imprudent in the context of ED.
Analysis of national strategy 

Alongside the review of the extant literature, it is also necessary and relevant to the case study to undertake an analysis of national strategy on self-harm and suicide. National strategy can at some level be expected to influence ED practice at an operational level. 

National strategy makes explicit the notion of self-harm as a health issue and a phenomenon which requires concerted attention from the health services. Strategy on self-harm is contained within the strategy document on suicide prevention (HSE 2005). Acknowledgement of the partnership role of voluntary and statutory sectors, community groups and individuals is evident within the strategy. However the lead role for the implementation of the strategy lies with the Health Service Executive (HSE); 


…. a unique opportunity to determine the location and structure of suicide 
prevention and mental health promotion services into the future……..In order to 
develop the leadership role and to promote co-ordination, it is recommended 
that the HSE establish a National Office for Suicide Prevention within the 
National 
Population Health Directorate. This office would be the main driver of the 
strategy implementation…… 





( HSE 2005 – 2014)

The call for contemporary health structures and approaches such as clinical guidelines, standardised assessment tools and treatments further establishes self-harm as a health issue. The strategy reinforces the notion that people who self-harm can be  assessed using a standard tool and offered standardized ‘treatments’ by ‘specialist’ staff. The specific objective of national strategy in this area is  

 
 to develop and resource an effective response in the health services for people 
who present to services having engaged in deliberate self-harm……..(p.33).

The strategic actions required are specific and highlighted below:

· Review the nature and extent of assessment, treatment and aftercare for people who have engaged in deliberate self-harm or who are acutely suicidal presenting to ED departments.

· Develop, pilot and introduce guidelines for responding to people presenting to hospitals following DSH to be used in the context of new services, learning from those guidelines such as those developed in the UK (NICE, 2004)

· Informed by the review report produced following the first point above, plan develop and implement  an effective service response appropriate to the need in each area, such as  liaison psychiatric  nursing services in all ED departments for responding to those who present following DSH or who are acutely suicidal

· Plan and deliver basic awareness training for all levels of hospital staff on suicidal behaviour and develop and deliver specialist intervention, skills based-training for the appropriate staff as part of the a national training programme.









(p. 33)

The particular aspects of this strategy which emphasise the dominance of the ‘health’ and mental illness discourse will be closely examined in this case study.
Media Analysis

In analyzing the media with regard to the area of self-harm, the Hever Castle experiments shown by the BBC’s Horizon programme (2008) portray the difficulties associated with establishing ‘mental illness at the margins’. The central themes of this portrayal focus on the notion of health and mental illness as a continuum where 


“diagnoses at the borders is difficult if not arbitrary”. 

The experts refer to the fine line between what might be considered ‘eccentric’ and what might be considered mental illness. It is suggested that the continuum of most relevance is the one between function and dysfunction and they state that a person is more likely to be diagnosed because they seek help for dysfunction.  In this instance it is highlighted therefore that a diagnosis of mental illness is subjective. 
Other print and broadcasting media coverage is relevant to this study in two ways: 1. the coverage and reporting of suicide and self-harm, and 2. the ED crisis, bed waits and overcrowding. Both aspects will be alluded to during this study as they portray the public interest and the associated political influences.
The patient as ‘expert’.

One of the other perspectives which may have a role to play in the context of ED is articulated by Johnstone (1997). He suggests that to label self-harm as a mental illness locates the behaviour in pathology whereby clinicians view the primacy of the medical model over the social and psychological. The other problem he highlights, as a result of the medicalisation of self-harm, is to position the service provider as an expert when the client is the one who needs to develop the expertise – in problem solving, decision-making, coping and other strategies. This positioning of the ‘expert’ is particularly relevant in the ED context. Part of the apprehension or ‘dis-ownership’ of this client group by ED staff is attributed to a real or perceived lack of expertise. Accepting Johnstone’s position of patient as expert would legitimise the notion that ED staff can ‘learn’ from the patient and in so doing can better understand them.

Preconditions/contributory factors

The NHSCRD (1998) shows that enduring psychological characteristics associated with self- harm include: hopelessness, which as a character trait may occur independently of depression; hostility to others; antisocial behaviour and inefficient problem solving abilities. However, the review expands on this and shows that these psychological characteristics may be associated with self-harm because they confer vulnerability to mental disorder or social problems, or that they may increase risk of self-harm in their own right. (NHSCRD 1998)

Evans and Morgan (1999) in their study of an inpatient population show that people who self-harm are more likely to be unemployed, from social class V, and to have alcohol problems.  The impact of class and employment status in Irish suicide and DSH rates has not been comprehensively measured, although Corcoran (2007) has found a higher incidence of self-harm in urban areas particularly those with a higher score on the Social Deprivation Index. However, alcohol is assuming increasing interest in the Irish context with specific reference to attendances to ED where 41% of all people who have self-harmed have taken alcohol also. Cultural influences affecting alcohol consumption is currently under review in Ireland. 
Gary (2003) expands on cultural influences and the issue of social stratification and their contributions to physical and mental illness. Implicit in this he suggests are the notions of racism and bigotry. These traits he suggests may also have an impact in the Irish context given the relative recent rise in multiculturalism.   

The decrease in the practice of the Roman Catholic religion is also considered a feature of the increase in suicide and self-harm rates in Ireland.  Durkheim’s theory on suicide (1897, (1951), views religion as integrative and regulative, a view which is challenged by Pescosolido (1989). She suggests that the integrative and regulative benefits can exist together or out of balance, affecting the ability of individuals to face personal, religious community, or larger cultural crises. Durkheim’s theory will be examined in more detail, in the discussion of this study, for its relevance to contemporary practice.
The prevalence of child sexual abuse associated with the Catholic Church in recent years, and with institutional care, is also a feature of discussions around rising suicide and self-harm rates (NSRF 2007). Whilst this is not linked directly with religion, per se, it is however linked with religious organisation and its alleged breakdown. Durkheim’s views at the end of the 19th century are similar at least to the current rhetoric on modern society, which would suggest  that it is the breakdown or deterioration of traditional forms of social organisation (e.g.  the family, marriage, roles and gender differentiation) which are also having a significant negative impact. However, conclusive evidence has yet to be provided which supports this and the question of whether or not changes in these structures is the same thing as ‘breakdown’ requires further scrutiny.
Preti (2005) reaches a similar conclusion about integratedness following an analysis of Greek mythology and suicide. He shows that negative life events and the emotional reactions to the severing of social ties frequently occur as antecedents of suicide and suicidal behaviour. Separation, divorce and unemployment are viewed as the modern equivalents. With unemployment in Ireland rising rapidly in the last number of years to 14% of the population (CSO 2011), and the corresponding increases in suicide and self-harm (NOSP 2009), the question of social integratedness as a significant factor becomes more prevalent. 
Furthering the debate on social, integrative influences, De Leo (2002) refers to the influence that major socio-economic events (wars, major economic fluctuations, (e.g ‘the Celtic Tiger’)) have on the fluctuations in suicide mortality rates and related incidences of self-harm. A recent study in Northern Ireland (McGowan 2005) raises the possibility of a rising trend in suicide against a backdrop of the ceasefire and decrease in community based and collective activity. Further research is required however to confirm this. 

Survival and communication

Allen (1995) draws attention to the speculative nature of that which is discussed above and to which the rising trends in suicide and self-harm are attributed.  With reference to self-harm specifically, rather then attempted suicide, Allen (1995) highlights three main categories of reasons why people harm themselves, and reported by people who engage in self-harming behaviours: 
1. To manage moods or feelings, e.g. “at least this way I feel something”,   a release of pent up emotion. 

2. As a response to beliefs or habitual thoughts e.g. self-punishment, hurting one self to pre-empt hurt from others.

3. To manage interactions with others – often labelled as ‘just attention seeking’, where ordinary communication strategies have been unsuccessful

The idea that self-harming behaviour is about   the ‘management’ of feelings would seem to have some synergy with the dictionary definition of ‘deliberate’ previously described (p.38). It is suggested above that deliberate refers to behaviour which is “fully conscious of the nature and effects,” thus implying an informed behaviour designed with some desirable end in mind.  The process of self-harming as a behaviour which helps to ‘manage feelings’ seems to indicate a rational choice on the part of the self-harmer.  This management or ‘being in control’ is described by Pembroke (1998) who refers to carrying around the means of self-harm as a way of feeling safe or in control. However, this belies perceptions about the impulsivity of the behaviour referred to by Holdsworth (2001).
It is also interesting to note that people who self-harm report the behaviour as a means of managing the relationship with others and drawing attention to a particular difficulty. When constructed by health staff as ‘manipulating or ‘attention-seeking’ the concepts assume negative connotations. The reports of self-harmers would indicate however that there is some truth in how the behaviour is intended.
The notion of self-harm as ‘cathartic’ is  referred to by McAllister (2003) who noted the more recent use of the term  ‘self-soothing’ which necessitates that we see the act as controlled, possibly therapeutic and as a coping strategy.  However this approach appears to go against the dominant viewpoint of self-harm as strongly linked to mental illness and something therefore which requires treatment as opposed to understanding and support.  

McAllister (2003) suggests, from her review of the literature, that most cases of self-harm have nothing to do with suicidal intention. She and many others  refer to Stengel (1952) in his conclusion, one that is still current, that self-harm is not about death and dying but about survival and contact – it’s significance lies in the message the act is intended  to convey (p. 178).

The extent to which these behaviours are invisible (poisoning) or visible (cutting, burning, insertion of foreign objects) is one of the key issues underpinning the concept of self-harm.  In considering the ‘visible’ Clarke (1998) describes three ‘categories’ of self-mutilation (SM): 1. SM as part of psychotic illness, 2. stereotypical acts linked to organic illness, e.g. Tourettes syndrome, and 3. ‘moderate SM’. The latter he states is the most interesting in that it is least understood, least researched and is known to be provocative of intense reactions from healthcare professionals and others.

Favazza (1989) states that “self-mutilation is not alien to the human condition,  rather it is culturally and psychologically embedded in the profound, elemental experiences of healing, religion and social amity” (p.142). In his exploration of self-mutilation, Favazza (1989) explores the impact that cultural influences and norms have on the body and the use of the body under the headings of grooming and decoration.  However, what is considered culturally sanctioned rites of passage amongst African tribeswomen for example, are not comparable with acts of self-mutilation in Western societies. The conclusion is drawn that these acts are considered external acts of distress and usually linked to body image. Clarke (1998) points out however that the outcomes of culturally sanctioned mutilative behaviours such as piercing, tattooing etc and the more ‘deviant’ behaviours of cutting and burning may attain the same ends, that is giving the individuals a measure of control over their own lives.  

Self-mutilation may also have a communicative function, in that it may be perceived as damaging the border between the internal and external world (the skin) and to some extent an indicator of what is being internalised, or it may have a cathartic or self- preservation  function in so far as it serves as an emotional release. 
The survival/communication/control paradigm finds some resonance with behavioural theories on self-harm introduced briefly below. 

Behavioural theory

Clarke (1998) claims that the degree to which self-harming behaviour continues is dependent on the reaction of the community.   Clarke suggests that people appear to believe that self-mutilative behaviour, when not grounded in psychotic or organic aetiology, is manipulative and grossly attention seeking. The notion of attention seeking and whether or not this is a positive concept – communication, or a negative one, superficially manipulative, is an issue highlighted above. However, the ‘cry for help’ notion seems to be viewed more positively. This appears to be encapsulated in the debate about whether or not the behaviour is communicative or an illness.  

Whitby (1987) suggests that self-harm is a learned behaviour.  Whitby describes the behavioural model for self injurious actions. An A–B-C hypothesis of ‘antecedent– behaviour-consequences’ is proposed, with operant behaviour being determined by its consequences. Consequences which include carer behaviours, professional referrals and responses, tension reduction and secondary consequences such as sympathy, have the potential to reinforce the behaviour and may lead to it becoming a learned coping behaviour. 
Sharkey (2003) talks about the potential link between self injury and addiction as  some patients report that repeated cutting induces further cutting in order to ‘feel the release’.  This notion of release supports Allen’s (1995) commentary and fits with the idea of self-harming as a rational behaviour. However, the suggestion that it is addictive behaviour undermines the conception of rationale choice and makes more complex the desire to 1. support the patient, and 2. assist with finding alternative coping strategies.   
Human connectedness

With reference to finding helping strategies Cutcliffe (2002) suggests that there is a growing body of evidence indicating two key interpersonal processes necessary for the provision of care for this client group. These are: 1. engagement and 2. inspiring hope. He describes engagement as a ‘human to human connection’ (p.616). This notion of human connection resonates with the concept of integratedness highlighted earlier and requires, on the part of the practitioner, sensitivity and human receptivity.  
Duffy (2003) follows up on the notion of human connection and refers to the phenomenon of ‘malignant alienation’, that is, where the self-harming tendencies are thought to be exacerbated by the negative attitudes and interaction with staff and other patients. He goes on to suggest, following a detailed case study analysis, that what clients need most from those who care for them, is not primarily psychotherapy – but ordinary human warmth and support. 
However, a problem arises when the relationship between professional and patient is compromised in the ED context by competing priorities and agendas, inadequate facilities and overcrowding, circumstances which severely compromise the humanity and connectedness required of the situation.
Conclusion

This chapter aims to provide a deeper understanding and knowledge of the pertinent issues surrounding the phenomenon of self-harm. An analysis of terms used to describe self- harming behaviours and the associated complexities are introduced. 

The notion of self-harm as it relates to the instinct for self preservation provides a point from which self-harm is viewed as ‘bewildering and impenetrable’ on the one hand, to a rational, coping or communicative strategy on the other. The choice of language is also highlighted as potentially influential in the interpretation of the meaning of self-harming behaviours. The use of the word suicide in certain definitions is challenged where no intent to suicide exists. Likewise, the use of the word deliberate presents challenges to the way in which self-harming behaviours may be constructed. Thus, the various dimensions associated with understanding the meaning of self-harm are further complicated by variations in terminology and the behaviours to which the terms are referring. 

McAllister (2003) suggests that it is the meaning of the behaviour to the individual patient which is of primary concern to the practitioner. Pallikathyil (1986) highlights the dearth of research into the meaning of suicide attempts from a phenomenological perspective. Significant review of the literature shows that many clients are interviewed with regard to their specific experiences of attitudes, of interventions, of care facilities, but rarely about the meaning that specific acts have for them. This is an issue which has particular relevance for the current study. Certainly an understanding of the meaning of the act for the patient will have some bearing on how they then perceive their care in ED. Their understanding of their behaviour will provide a lens through which they will view their ED experience.  Consequently, the interview schedule needs to provide an opportunity for patients to talk about the meaning their behaviours have for them. 

Links between suicide and self-harm are explored. Expressing different views, the relationship is described as both a ‘co-existence’ and a ‘continuum’. The notion of intention is highlighted in terms of distinguishing between those who self-harm and who want to die, and those who self-harm and don’t want to die.  However, intention is considered insufficient in trying to isolate the concept of self-harm from suicide. The extent to which intention is important in ED practice for people who self-harm requires further scrutiny. 

The degree to which the distinction between self-harm and suicide is helpful, or requiring attention, is seen to be a debate about the constructs. However, Herron (2001) shows that the concern should be for the client group and their experiences. Thus it is the client group and the various dimensions of their care which should be the focus of health workers. 

The relationship between self-harm and mental illness is linked to the concept of the ‘psych patient’ in the context of ED. The responsibility and duty of care embedded in the mental health sector is established. The implications of this, for the care of this client group, in the acute sector generally and in ED particularly, also merits consideration. The requirement for true multidisciplinary research and the need for research which acknowledges the biological, psychological, epidemiological and sociological dimensions of self-harm are evident. 

The reference to the patient as ‘expert’ is considered an essential component for ED practice where poor care is attributed to a lack of education and understanding. The opportunity to learn from the patients is highlighted and has the potential to positively impact on the nature of the relationship between ED staff and patients who self-harm.   

Cultural influences on self-harming behaviours, with particular reference to the use of alcohol in Irish society and its specific impact, is shown to have significant implications for ED practice. Behavioural theory and the concept of addiction are also introduced as illustrative of the various approaches to self-harm which exist. Finally, the notion of self-harm as a communicative and coping strategy is highlighted with specific reference to the reports of those who self-harm. 

As a result of this review the complexity surrounding the concept of self-harm becomes more evident. The various approaches emphasise the numerous and layered interpretations which exist with regard to self-harm and underline the necessity to consider the individual circumstances, motivation and care needs of each person who self-harms. 
As with the literature review of ED practice in the preceding chapter, the main issues arising from this review have been extrapolated and are presented as antecedent data (Stake 1995) from which the research questions specific to this case will develop (see Table 2 below). These issues will be added to those identified previously (p.36) and formulated into specific research questions in the next chapter, chapter 4. 
Table 2: Antecedent data and evolving research questions – Self-harm 
	Multiple perspectives exist with regard to the notion of self-harm. The dominant discourse is one of mental illness where care is situated within the medical paradigm – specifically psychiatry.
	Is /are there prevailing perspective(s) with regard to self-harm which exists in the case being studied and how is/are these perspectives articulated?

To what extent do the various perspectives influence the care /experience of people who self-harm?

Is the medical/psychiatric model the right model?

	The debate about the distinction between self-harm and suicide is inconclusive and complex.
	Does this debate have any relevance in the ED setting and does the distinction in intention influence the care/experience for the patient?

	Self-harming behaviours are shown to have a variety of meanings for this client group. 
	Can patients articulate this meaning and what is the impact of this on their ED experience?


Chapter 4
STUDY DESIGN,  METHODS AND PHILOSOPHICAL INFLUENCES
Introduction

This chapter provides a detailed discussion of all aspects of the research methodology, including the selection and relevance of case study design and the philosophical perspectives underpinning both the study and choice of methodology. The chapter also contains the relevant detail on the sample and setting, the methods of data collection and analysis and the strategies used to ensure the rigour of the study. Ethical issues associated with this case study are also examined.   

The selection of case study design

Several methodologies were considered in the selection of an approach most appropriate to the phenomenon, that is, emergency department practice and the care of people who self-harm. Given my experience and understanding of the complexities associated with ED practice and the extent to which this was neglected in much of relevant literature, I sought to frame the study in a way in which actual ED issues and processes featured as a major element of the research. 
Emergency care has been shown above to provide a core component of the pathway and care experience of a person who self-harms (p.13). It has also been made evident that the context of ED practice, in this regard, is a hitherto under-researched environment   frequently dominated by the mental illness discourse. I believed, at the outset of this study, that the context of ED was more than an incidental element providing only a backdrop to the study of people who self-harm as they present to ED. 
In Stake’s (2005) words “case study designs draw researchers to an understanding of what is important about the case within its own world” (p.450). Hence case study design seemed to provide an approach within which the context of ED and its complexities could be emphasised. An examination of ED practice ‘in its own world’ allowed for an emic perspective. This study would therefore contrast with the considerable volume of studies which are based on an etic perspective, usually from a psychiatric or psychological perspective.

Stake (2005) also highlights the way that case study design facilitates an examination of both the case (ED) and a phenomenon (care of people who self-harm in ED) (p. 451 & 461). 

The appeal of case study design lies therefore in the way that the design emphasizes, as significant, the context in which a phenomenon is occurring.  In other words the case study approach allows the competing processes and influences in ED to feature significantly in the research, and facilitates the illumination of issues which impact on the experience of people who self-harm and the staff whose role it is to care for them. In undertaking the  case study, previously highlighted assumptions and assertions about the ED care of people who self- harm, such as the physiological orientation of ED staff (McLaughlin 1994), and the ‘dominant logic’ (Chinnis 1999) contribute to a conceptual framework and can be explored for their relevance and impact. 
Zucker (2001) highlights that the case study can be used as a creative alternative to traditional approaches when the research object is likely to be intricately connected to political, historical and social issues, providing wide ranging possibilities for questions and adding complexity to the case study. The extent to which ED is political, social and historical is demonstrated in Chapter 1 and justifies therefore, the selection of case study design. 
The potential benefit of case study research in understanding what is happening in ED is supported by Eisenhardt (1989) who believes that case studies help develop explanations of social-psychological and social structural processes. In this case social-psychological processes include for example, the development and formation of attitudes, the extent to which attributional theories can be used to explain staff-patient relationships, the concept of professional socialization and the impact this may have on patient care. Examples of social structural processes include the hierarchies, power bases and the nature of relations in the department. In addition, Eisenhardt (1989) suggests that case study research offers rich descriptions to illustrate generalized statistical findings. This is particularly useful when considering the volume of relevant statistics collated each year by the National Registry of Deliberate Self-harm in Ireland (NRDSH) and the way these statistics inform this study (p.13).   

Flyvberg (2007) suggests that context-dependent knowledge and experience are at the very heart of expert activity. Case study research is, he says, important for the development of ‘a nuanced view of reality’ (p.392). The advantage of the case study is  “that it can ‘close in’ on real-life situations and test views directly in relation to phenomena as they unfold in practice (Flyvberg 2007,p.398). 
Similarly, Lincoln and Guba (1985) emphasise the importance of context when they state that “phenomena not only take their meaning from but actually depend for their existence on their contexts” (p.360). They go on to suggest that case study represents an unparalleled means for communicating contextual information grounded in the particular area studied. 
Reference above to ‘nuanced views of reality’, the ‘meaning of phenomena contingent on their contexts’ and the question of a ‘reality based within its own world’ require  that  full consideration is given to the epistemological, ontological and methodological issues associated with case study design. Specifically there is a need to make explicit the philosophical underpinnings of this case study. 
The chains of reasoning

Lipscombe (2008) argues that nurse researchers ‘do not always pay sufficient heed to the philosophical and theoretical elements of research design’ (p.32). Various perspectives exist which examine the extent to which nurse researchers should or should not engage in the philosophical underpinnings of their research design. For example, Morgan (2007) dismisses what he refers to as the metaphysical paradigm. Foss and Ellefson (2002) suggest that emphasis on a philosophical and argumentative structure may appear ‘needlessly abstract’ for researchers grappling with real life problems.  Similarly, Lipscombe (2008) recognises that nurse researchers with a focus on bedside patient care may deem philosophy’s contribution to theory and investigation as “intangible, distancing and superfluous” (p.35) and goes on to state that scientists can successfully operate without philosophical understandings. 

Nevertheless, Lipscombe (2008) and others (Rolfe 2006, Wilson 2006, Gastaldo 1999, Nolan 1998 and Annells 1996) encourage nurse researchers to make explicit the logical connections between the ontological, epistemological and methodological premises that underpin their work. Referring to these connections as ‘the chains of reasoning’ and recommending they are made explicit will, it is claimed, provide argumentative coherence and structure to nursing research. In highlighting the chains of reasoning underpinning this case study, the philosophical influence of pragmatism is explored below.
Introduction to pragmatism
Pragmatism began as a uniquely American philosophical movement with William James (1842-1910), Charles Sanders Pierce (1839-1914) and John Dewey (1859-1952) described as the founding triumvirate (Warms 1999). James first named pragmatism but credited Pierce with the origin and principles. Pierce (1878) asserted that 

“ our beliefs are really rules for action……and to develop a thoughts meaning, we need only determine what conduct it is fitted to produce: that conduct is for us its sole significance” (James 1975, p.29). 

James (1975) refers to the ‘pragmatic method’ which, he says, is a method for settling metaphysical disputes that might otherwise be interminable. He suggests that we must question the practical difference one notion or truth would make over another. James goes on to suggest that ‘all dispute is idle’ if the alternatives to a notion or idea mean practically the same thing (p.28).  In this regard the continued disputes about the relevance of suicide prevention measures in the management of people who self-harm, the unchallenged dominance of mental illness discourse and the cyclical nature of debates about risk assessments and their efficacy, to name but a few, find some resonance with the notion of idle dispute where the end is deemed to be about ‘the conduct it is fitted to produce’.  
Dewey (1916, 1997) refers to the need for ‘knowing with activity which purposefully modifies the environment’ implicit in which is the notion that the action or consequences must have a positive significance (James 1904, 1975). In this regard and relevant to this study Hawton (2003) indicates that, despite much effort, there is little conclusive evidence about the relationship between any interventions currently provided for people who self-harm and positive outcomes or consequences for this patient group. Thus different ‘knowing’ or different activity may be required if actions and consequences are to have positive significance.  
James’ (1975) reference above to metaphysical disputes highlights the other and more controversial aspect of pragmatism where truth is considered to be relative or relativist, that is, that truth (or reality) does not have a mind-independent or intrinsic nature. Pragmatism is considered, therefore, to be anti-essentialist in that it opposes the notion of a mind independent truth, a single truth or reality. Similarly, case study design as described by Stake (2005) includes the notion of multiple realities (p.454) and the assertion that “reality does not exist outside the observers” (p.462). Subsequently Stake (2005) stipulates the need for multiple data sources and triangulation of diverse data so that different realities can be identified.  

One of the more recent American pragmatists, Richard Rorty (1979), controversially suggests that we should ‘scrap’ or at least ‘set aside’ the traditional philosophical notions of truth, reality, knowledge, morality so that they may be reframed. This reframing is a process known as edification and requires us to ask different questions or explore fresh ways of describing things. This edification is not so much to express a view but rather to achieve an effect. Rorty reassures that this can be done without having to ‘lose our grip’ on effective standards of enquiry. 
 Stake (2005), in his quest for scholarly inquiry, raises epistemological questions with reference to knowledge generation and acquisition.  Stake talks about “advancing the epistemology of the particular” (p. 454) and emphasises the learning opportunity from a single case. He suggests that the “opportunity to learn is a different and sometimes superior criterion to representativeness” (p. 451).  In other words, in selecting a single case that may or may not be representative of other cases, in exploring multiple realities and in looking for the alternative explanations and emergent particulars, we are accepting the ‘epistemology of the particular’. Stake (2005) states that “the purpose of a case report is not to represent the world, but to represent the case” (p.40).   











Like Rorty (1979), Stake is concerned with achieving an effect. Stake states that “enduring meanings come from encounter and they are modified and reinforced by repeated encounter” (p.454). He refers also to ‘qualitative understanding’ and ‘experiential knowledge’. Stake (2005) suggests that the case report provides the reader with a vicarious experience or encounter. This encounter will be restructured by the reader according to their own personal conceptual structures so that meaning is aggregated or attenuated until knowledge becomes more personally useful. The researcher has told a story about the case but does not claim to have told the story. Nevertheless, an effect, the extension of experience will have been achieved through the encounter. 

Like Stake (2005), Rorty also refers to ‘usefulness’ as a favoured notion. However, alongside a resistance to relativism are objections to Rorty’s notion of usefulness. The objections are commonly voiced as follows:

1. Without an anchor in determinate reality or at least a conception thereof, ‘ anything goes’ (i.e. wild relativism)

2. Without a precise definition, the notion of ‘usefulness’ is itself incapable of serving any worthwhile philosophical purpose  (Malachowski 2002, p.5)

Specifically, the concern is that if the attempt to focus on what is actually the case (realism and critical assessment) is abandoned, then it will not be possible to make genuine distinctions between what is correct or incorrect, accurate or inaccurate, the right interpretation or the wrong interpretation. However, Rorty’s view is that these distinctions can only be made on the basis of other non-realist criteria, that is, on pragmatic criteria, where one interpretation may be better than another because it more effectively satisfies certain desires or fulfils a specific purpose (Malachowski 2002).  In response to the problem associated with the definition or lack of definition of ‘usefulness’, Rorty suggests that there should not be a blanket theoretical notion with a prior fixed meaning. He prefers to think of its significance as something that fluctuates according to the demands of particular cases.  
Seale (2002), in providing a brief overview of the early pragmatists, states that “ the real is never abandoned, but rather sensibly put to the test of everyday life” (p.5). Seale answers the allegation of wild relativism or the ‘anything goes’ perspective and suggests that a  “pragmatic approach is methodologically cautious and systematically addresses the very things that social and behavioural sciences are said to be about….pragmatism is expressly concerned with investigating the first principle of social worlds, namely that they are composed of things, parts, linkages and wholes” (p.6).
In other words, the reality or meaning is contingent and situated within a contextual complexity.  Likewise, Stake concerns himself with methodological caution in the interest of providing an empirical encounter or experience for the reader. Stake (2005) appeals for case study research which follows disciplined practices of analysis and triangulation. Methodological caution and an empirical approach to data will, Stake says, tease out what deserves to be called experiential knowledge from what is opinion and preference.
Scholz and Tietje (2002) with specific reference to case studies, refers to pragmatic research as a tool by which we can understand thoroughly the complexity of a given problem and to support decision-making (p.5).  Maxcy (1998) suggests that the unique contribution of pragmatism is to open up inquiry to all possibilities while tying the search to practical ends. 

Warms (1999) shows that the words  ‘pragmatism’ and ‘pragmatic’ have been co-opted into common usage with meanings that have lost their original richness. Today, pragmatic is commonly used to mean practical. Warms (1999) suggests that this association of pragmatic with practical assumes knowledge must be limited to promote action. However, early pragmatists conceived action as creative, complex, knowledgeable and expansive, and directed towards new applications of knowledge.  Rorty (1979) expands on this and claims that it is this new application of knowledge that   bridges the gap between the “actual good and possible better” (p.43). Underpinning  research with an oversimplified version of pragmatism, e.g. a  one dimensional ‘what works’  approach, may result in important principles being overlooked, e.g. the notion of edification or reframing of the question, and the contextual complexities associated with real life issues.  Rorty’s caution against oversimplified pragmatism serves to protect against allegations of uncritical pragmatism which Lipscombe (2008) suggests can damage the credibility of research design, implementation and reporting.   
Summary of pragmatism
Malachowski (2002), in examining the pragmatic approach and the concept of usefulness, developed the following criteria which I have applied below to my own study: 

· An approach which facilitates an appreciation of what is trying to be achieved, (e.g. a better understanding of the experience and needs of people who self-harm in ED, an appreciation of the complexities associated with self-harming behaviours and the socio-political and historical perspectives, providing a fresh way of viewing this phenomenon).

· Encourages exploration of important issues 


( e.g. as they arise from the literature , from the case study, from the experience of 
‘doing’ the research in ED, from the epistemological exploration and from the 
reframing of the question)

· Clears the path for a proper consideration of the main issues from a social and intellectual standpoint, (e.g. to reframe the debate about self-harm, mental illness, and ED).
Previous study (Appendix 1) demonstrates the fundamental flaws in approaches which view people who self-harm as some kind of universal category.     National strategy has been shown above to take a universal approach to people who self-harm (p.45) irrespective of the complexities associated with self-harming behaviours. Assumptions and interpretations about ED practice and the ED context have been made which impact on the way in which health policy manifests in ED practice. Taking cognisance of each of these points there is significant appeal in approaching this case study from a relativist and consequential perspective. 

In approaching the care of people who self-harm, particularly in the context of ED, edification requires us to reframe our questions though the consequence of this may be to contest traditional wisdoms.  By adopting a pragmatic approach, no single truth, reality, or theory which proposes to ‘fix’ the situation in ED, or provide ‘the’ view about ED practice is necessary. Instead it is hoped that an effect can be achieved through a process of edification, a process which resonates with case study methodology itself.  This case study will provide a pragmatically induced case report which will offer a set of propositions, (reframed or otherwise) which can effect a vicarious experience (Stake 1995) or resonance for different readers in different ways. 

Case Study Design

While some reference is made above to the definition and nature of case study research primarily from Robert Stake (1995, 2005), other authors have also provided useful definitions in building a picture of what case study research is. Yin (2003) defines the case study research method as: 

‘An empirical inquiry that investigates a contemporary phenomenon within its real-life context; when the boundaries between phenomenon and context are not clearly evident; and in which multiple sources of evidence are used (p. 23)’. 

Merriam (1988) focuses on the singular and makes the qualitative tradition more explicit. Merriam defines the qualitative case study as “an intensive and holistic description of a single entity, phenomenon or social unit. Case studies are particularistic, descriptive, heuristic  and rely heavily on inductive reasoning in handling multiple data sources” (p.16).

Simons more recently (2009) defines case study as “an in-depth exploration from multiple perspectives of the complexity and uniqueness of a particular project, policy, institution or programme in a real-life context (p.21).

What is clear from these definitions and the discussion in the previous section is that case study is about an inquiry into the particular, from multiple perspectives and situated in a real world context. A case study is both a process of inquiry about a case and the product of that inquiry (Stake 1995).  
Challenges to case study methodology

Flyvbjerg (2007) provides an overview, analysis and response to the various criticisms of case study methodology and its proponents. Flyvbjerg synthesizes his work into what he terms the ‘five misunderstandings about case-study research’ (p.390).  The five main points are listed below:
1. General, theoretical (context- independent) knowledge is more valuable than concrete, practical (context-dependent) knowledge.

2. One cannot generalize on the basis of an individual case; therefore the case study cannot contribute to scientific development.

3. The case study is most useful for generating hypotheses, that is, in the first  
stage of a total research process, while other methods are more suitable for hypotheses testing and theory-building.

4. The case strudy contains a bias  towards verification, that is , a tendency to confirm the researcher’s preconceived notions. 

5. It is often difficult to summarise and develop general propositions and theories on the basis of specific case studies.

In summarizing these five misunderstandings Flyvbjerg indicates that it is theory, reliability  and validity  that are at issue. Many of these points are addressed implicitly or explicitly in this chapter but a more detailed response to the critique of case study methodology will be provided in the concluding chapter (chapter 7) when theory, reliability and validity or associated qualitative concepts will be scrutinized. 

Types of case study

Case study may be intrinsic, instrumental and multiple or collective (Stake 1995, Simons 2009). For the purpose of this study only the first two, intrinsic and instrumental will be examined.

Initially this study was conceptualised as instrumental, that is, where the case is chosen to examine an issue or research question. Thus the selection of ED as the case was instrumental in exploring the a priori issues associated with the emergency care of self-harming patients.   However, some intrinsic interest in the case itself, that is, an interest in the specific ED department evolved as the analysis was undertaken. Further discussion of this point will follow in the discussion chapter below. 
Defining the case

Stake (2005) refers to the case as a ‘functioning body’ and he uses Flood’s (1998) reference to a  ‘bounded system’ whereby it is common to recognize certain features as within the system, within the case boundaries, and where other features exist outside. Sometimes it is difficult to say where a phenomenon ends and the external environment begins. In this instance the case researcher applies a boundary in the interest of providing parameters for study. In sharpening the focus of the research question/problem and deciding what constitutes the ‘bounded system’, Simons (2009) states that the unit of analysis becomes clearer. For the purpose of this study, ED is the case and the care of people who self-harm in ED is the phenomenon. The study overall is bounded by the case, that is, bounded by ED practice, therefore the unit of analysis is ED practice. For example, the care of people who self-harm often includes ambulance staff, the psychiatric unit and staff and some community services. However, given that the unit of analysis here is ED these care providers have been excluded from the study. 
In addition to the case selection, there is a requirement also to consider the persons, places and events making up the case, these sub-units are referred to as embedded units.

Ultimately this qualitative study takes the specific form of an instrumental embedded case study design. Figure 3 below shows Stake’s diagrammatic version of case study applied to this study. Some pertinent issues are seen to be inside the boundaries of the case while some are outside. The relevant staff groups and patients are noted as embedded units within the case. Also within the case are the activities making up the case. 

[image: image1]
Fig 3: Stake’s diagrammatic of case study - applied. 

Conceptual or Theoretical Framework and the place of theory in case study design
Stake (1995) and Yin (2003) both recognise the importance of theory to case study design, though they do so for different reasons. Firstly Stake (1995) suggests that the researcher needs to ‘think through, in advance, some of what may come to pass’ (p. 15). He refers to the need for a conceptual organisation to structure a case study. This conceptual organization comprises ideas to express the following:
1.   needed understanding,

2.   conceptual bridges from what is already known, 

3.   cognitive structures to guide data gathering.

Stake’s argument is that the use of hypotheses, for example, and goal statements sharpens the focus of research but minimises the interest in the situation and circumstance. On the other hand, the use of research issues as a conceptual structure forces attention to complexity and contextuality.  
The ‘issues’ to which Stake (1995) refers are not, as highlighted above , simple or clean, but intricately linked to political, social, historical and especially personal contexts’ (p.17). All of these meanings he suggests are important in studying cases.  Simons (2009) takes a similar approach and expands on her preference for the use of the term ‘research issues’ over the term research ‘problem’.  The ‘issue’ she suggests may not have the negative connotation that a ‘problem’ infers, thus she suggests ensuring a more objective view and acknowledgement of the potential complexity at the outset. 
Yin (2003) by comparison to Stake (1995, 2005) is more explicit about the role of theory in doing case study research and suggests that theory is probably the single most important aid in undertaking case study. The successful completion of a study, Yin (2003) contends, is reliant on theoretical concepts and is the means by which a case study’s results are generalised. 
Specifically, Yin (2003) suggests that theory (and the development of preliminary concepts) underpins four necessary goals:

1. to place the study in an appropriate research literature….so that lessons learnt will more likely advance knowledge/understanding of the case

2. Define the unit of analysis, i.e. what is the case?

3. Identify criteria for the selection and screening of potential cases (collective case study)

4. Suggesting variables of interest and therefore highlighting the various sources of data.

Flyvberg (2004) is emphatic about the need to avoid linking the case with the theories of any one academic specialization. Instead he suggests that the case be related to broader philosophical propositions that cut across specializations, leaving scope for different readers to draw diverse conclusions regarding the question of what it is a case of. The goal is, he states, “not to make the case study be all things to all people – but to allow the study to be different things to different people (p.400)

Scholz and Titje (2002) add to the debate about theory and case study and suggest that for complex , real-world problems, no single unifying theory or model exists. The problem is usually multi-faceted, ill defined and shaped by innumerable sets of mutually linked subsystems and impact factors.

A number of theories were considered in the planning of this case study design, amongst which were systems theory, chaos theory and the theory of expectation. Rorty’s (1979) concepts of contingency, irony and solidarity were considered as a conceptual framework and more recently the theory of dignity (Jacobson 2007).  However, discussion during a masterclass with Robert Stake challenged me to consider the benefit of selecting a prior theoretical framework. Specifically, he advised that I consider the benefits or limitations that a pre-conceived framework would bring to the study by comparison to a conceptual framework derived from the issues associated with the case and the phenomenon. In keeping with Stake’s (1995) view that research questions should be derived from research issues I understood that presuppositions deriving from previous study (Appendix A) could inform a framework which would structure my approach to the study, data collection and analysis. Further literature review added to the research issues (Tables 1 & 2, repeated below). Overall the use of these issues provide a conceptual framework and ensures that the design of the study is focused but not so focused as to eliminate the opportunity for the study to evolve.  Some of the theories listed above inform the analysis and the discussion but do not limit it.  

Tables 1 and 2 below were derived from the conceptual examination of the literature in Chapters 2 and 3 and are repeated below to show how the research issues have been compiled to provide a conceptual organisation or framework from which the research questions are focused. 
Table 1: Antecedent data and evolving research questions – ED practice
	Research issues (antecedent data)
	Evolving research question

	ED is an acute, dynamic and complex healthcare setting which is frequently the first point of contact to health services. One of the major rhetorical issues with regard to ED is one of an overly-dominant physiological focus.   
	To what extent does the context of the ‘acute’ setting and the perceived physiological dominance influence the care and experience of people who self-harm?

	A broad range of competencies are required by ED staff to provide multi-faceted care within a context which is ‘unbounded’ in terms of patient numbers, specialty and predictability.  An emphasis on technical competence is noted. 
	To what extent does the unbounded nature of ED impact on the care and experience of people who self-harm? What competencies are required of staff in the care of people who self-harm?

	Social–psychological processes such as pejorative labeling, negative stereotyping and judgments about appropriate or inappropriate attendance  are prolific in the literature relating to ED.
	What evidence exists in the case being studied of such pejorative social psychological processes and what is the impact of these processes for people who self-harm? 

	Patient’s concerns about their experiences in ED have been previously categorised  into six themes. Problems of accessing the patient’s voice have been identified. Some credence is given to the notion that patients expect technical competence from ED practitioners but that this requires a compromise in terms of ‘other’ caring behaviours.
	How do patients who self-harm currently accessing ED services describe their experience and /or categorise their concerns?  What do people who self-harm want or expect from ED? What is the best way to elicit ED patients views?


Table 2: Antecedent data and evolving research questions – self-harm 
	Multiple perspectives exist with regard to  the notion of self-harm. The dominant discourse is one of mental illness where care is situated within the medical paradigm – specifically psychiatry.
	Is /are there prevailing perspective(s) with regard to self-harm which exists in the case being studied and how is/are these perspectives articulated? To what extent do the various perspectives influence the care /experience of people who self-harm? Is the medical/psychiatric model the right model?

	The debate about the distinction between self-harm and suicide is inconclusive and complex.
	Does this debate have any relevance in the ED setting and does the distinction in intention influence the care/experience for the patient?

	Self-harming behaviours are shown to have a variety of meanings for this client group. 
	Can patients articulate this meaning and what is the impact of this on their ED experience? 


In light of the discussion on pragmatism above and the way in which pragmatic methods can influence case study design, an additional evolving research issue is highlighted below in Table 3.
Table 3: Antecedent data and evolving research issue - The influence of pragmatism 

	Pragmatic influences are about action oriented inquiry underpinned by a process of edification.
	What actions are required to improve the situation in ED? Are we asking the right questions?


Constant reference to the framework above (Tables 1 – 3) informed the identification of data sources and the choice of data collection and data analysis strategies (see below). This conceptual organisation or framework addresses the various arguments with relation to the use of theoretical elements raised by Stake (1995, 2005) and Yin (2003) and highlighted above. For example, as per Stake (1995), the compilation of research issues ensures that an understanding of the case and the phenomenon has been established, that there is the potential to build conceptual bridges from what is already known and there are now cognitive structures in place to guide data gathering. In meeting Yin’s (2003) requirements the study is now placed in an appropriate literature, making the unit of analysis identifiable and the variables of interest visible highlighting the various sources of data. 
Summarizing the research questions
The  research questions which evolved from the conceptual analysis of the literature into ED practice and self harm (Ch 2 and 3) are shown above in Tables 1 – 3. For overall clarity the  research questions underpinning this study have been synthesized and are summarized below:  

1. What are the prevailing perspectives which exist in the ED context and how do they influence the care of people who self-harm?

2. To what extent does the context of ED and the prevailing processes of practice impact on the care of people who self-harm?

3. What evidence is there of the existence of pejorative processes in ED towards people who self-harm? 

4. How do patients who self-harm currently accessing ED services describe their experience?  What specifically do people who self-harm need or want from ED? 

5. What actions (if any) are required to improve the situation in ED? 

6. Are we asking the right questions?
These questions will be used to structure the conclusions of this case study below (Ch         7).

Selecting the case
Stake and others (Simons 2009, Flyvberg 2007, Gomm, Hammersley and Foster 2000) show the potential to extend experience or experiential knowledge and the opportunity for learning from study of the single case, from the study of the particular. In selecting the case for study, that is, the particular ED department, Stake’s (1995) stipulation that case study research “is not sampling research” (p.4) is considered.    Stake highlights that good instrumental case study does not depend on being able to defend the typicality of the case. Stake explains, however, that some ‘typical’ cases may work better than others but that the unusual case also helps illustrate matters which might be overlooked in typical cases. Assuming that the main criterion is to learn, Stake (1995, 2005) also suggests that the selection of the case may be weighted by issues of access, proximity and hospitality.  
With all of these issues in mind the case was selected from a number of urban ED departments in the Eastern region of Ireland for reason of proximity. The selected case is a typical ED in that it provides 24/7 emergency care to the local, large and expanding population. The ED staff  were supportive of my research interest and the Senior Management were enthusiastic when first broached on the topic of access. I had undertaken previous data collection for the NRDSH in this department and had also led some educational activity there and was thus familiar with the department.
A full description of the ED department is detailed in Appendix B. The details used to describe the case are, however, limited to maintain the confidentiality of the site and the staff who participated in the study.  

Ethical Approval

Ethics is described by Simons (2000), with reference to case study design as a ‘situated practice connected with politics and requiring deliberation of many factors – social, personal and political’ (p.96). Increasingly, the role and function of ethical approval committees and mechanisms are also being deliberated with some vigour. Johnson (2004) is not convinced that a formal ethical approval mechanism prevents poor ethical conduct of researchers and compares this to assumptions about a good curriculum and good teaching. Nevertheless, the ‘usual’ ethical approval mechanisms exist for this study as for any other.   

The deliberation of ethical decision-making is not always straightforward and the often used fundamental principle of ‘doing no harm’ is controversial in terms of its meaning and interpretation in healthcare (Simons 2009, Johnson 2004). Simons (2009) draws attention to the alternatives to human rights and universal principles approach, and asserts that priority should be given to the primacy of relationships in specific contexts. In this regard, some consideration was given prior to and during this study to the various relationships underpinning the process of research. In this way the notions of genuine trust and respect were at the forefront of decision-making throughout the study.  
However, in considering the individual participants in this study, some consideration had to be given to the concept of vulnerability as it is frequently associated with people who self-harm with specific reference to research. 

Silva (1995) defines vulnerable persons in terms of diminished autonomy and status inequalities.  People who self-harm are often described as doubly vulnerable (Weaver-Moore 1999) by virtue of a pre-conceived mental illness and assumptions about their ability to comment objectively on services; their ability to articulate their thoughts and feelings; or to make their own decisions about participating in research (Pallikaathyil 1996). However, Talseth (2001) highlights the suffering, despair and loneliness often experienced by people who self-harm and draws attention to the necessity that they be asked about their needs and experiences, particularly if we are to meet their expectations of help and support. Just as the involvement of healthcare professionals elicits data on their provision of care, so too the inclusion of people who self-harm elicits data on their experience of that care.  
Sellman (2005) adds to the debate about the concept of vulnerability and suggests that the way nursing has adopted the idea of vulnerability tends to imply that some people are invulnerable. Sellman (2005) introduces the notion of the ‘more-than-ordinarily vulnerable’ and condenses the notion of vulnerable to an exposure to risk and to a capacity for protection. Thus, the ethical issues underpinning this study include the relational aspects identified above but also consideration of the minimization of risk as far as is possible and an acknowledgement of protection. These issues apply not only to patients in ED but also to staff.  In the sense that the aim of the research is to contribute to human flourishing, in terms of the care and experience of those who self-harm in their encounter with the ED and those who care for them, the research proposal is therefore considered to be ethically sound. The proposal was successfully submitted to the ethics committee of the participating hospital for ethical approval.
Gaining access

Each of the requirements stipulated by the participating hospital was met and the relevant forms completed.  Access was granted to the ED department for the duration of the project with the caveat that any issues arising or revision to schedules would be discussed and agreed with the departmental consultants and the senior nurse. Forms used in the process of gaining access to the study site and participants are provided in Appendix C.
Data sources
Stake (1995) suggests that the researcher must make choices about the most appropriate data sources guided by the research issues and questions. It is likely, he suggests, that some people are better placed to provide insights into the case than others. In some cases this is self-evident, e.g. if a senior medical opinion is sought on the basis that they ‘lead’ medical practice in the department, then it is logical to consider the contribution of the ED consultant.  However, how to select a group or individual patients may not be so self-evident thus rationale and thoughtful planning is required to underpin the selection and recruitment of participants. In the interest of gaining a deep understanding of the case, the need to collect data from a diverse range of perspectives so that patterns and trends and multiple realities can be examined, is paramount.
The most popular sources of evidence in case study research are: documentation, archival records, interviews, direct observations, participant-observation, and physical artifacts. Table 4 below (Yin 2003) provides an overview of these main sources of evidence. It is noted that no one source is considered advantageous over another, rather, they are ‘highly complementary, and a good case study will use as many sources as possible’ (Yin 2003. p85). 

Table 4:  Sources of evidence (Yin 2003) 

	Source of Evidence
	Strengths
	Weaknesses

	Documentation
	· Stable – can be reviewed repeatedly

· Unobtrusive- not creates as a result of the case study

· Exact-contains exact names, references, and details of an event

· Broad coverage-long span of time, many events, and many settings
	· Retrievability-can be low

· Biased selectivity, if collection is incomplete

· Reporting bias-reflects (unknown) bias of author

· Access – may be deliberately blocked

	Archival Records
	· (same as above)

· Precise and quantitative
	· (same as above)

· Accessibility due to privacy reasons



	Interviews
	· Targeted-focuses directly on case study topic

· Insightful-provides perceived causal inferences
	· Bias due to poorly constructed questions

· Response bias

· Inaccuracies due to poor recall

· Reflexivity-interviewee gives what interviewer wants to hear



	Direct Observations
	· Reality-covers events in real time

· Contextual-covers context of event
	· Time-consuming

· Selectivity-unless broad coverage

· Reflexivity-event may proceed differently because it is being observed

· Cost-hours needed by human observers



	Participant – Observation
	· (same as above)

· Insightful into interpersonal behaviour and motives
	· (same as above)

· Bias due to investigator’ manipulation of events



	Physical Artifacts
	· Insightful into cultural features

· Insightful into technical operations


	· Selectivity

· availability


The use of multiple sources of evidence in case studies allows an investigator to address a broader range of historical, attitudinal, and behavioural issues (Yin 2003, p.98).  However, Yin states that the most important advantage presented by using multiple sources of evidence is the development of converging lines of enquiry, a process of triangulation. Therefore, any finding or conclusion in a case study is likely to be much more convincing and accurate if it is based on several different sources of information, following a corroboratory mode. Corroboration and triangulation will be discussed below in the section on data analysis.
Stake (1995) recommends that planning is required to focus data sources to those which are most illuminating allowing some time to follow emergent leads. Flyvberg (2007, p.400) suggests that focusing in depth on the particular events of the case and the minutiae making up the events will reveal illuminating data. Stake recommends the use of a tabulated approach to data collection making transparent the source required to elicit data relevant to particular research questions. Table 5 below provides such a tabulated approach. The questions are a repeat of the detailed questions derived from the literature which provided a conceptual understanding of self harm and ED practice provided above in Chapters 2 and 3, and pages 72 and 73. 
Table 5: Data sources according to research question 
	Research 

Question
	Field Notes
	Medics
	Nurses
	Patients
	Case notes 
	Social

Worker
	Other

	1
	X
	X
	X
	X
	X
	X
	X (MH)

	2
	X
	X
	X
	X
	
	X
	

	3
	
	X
	X
	X
	
	X
	

	4
	X
	X
	X
	X
	
	X
	X

(analysis)

	5
	
	
	
	X
	
	
	

	6
	X
	X
	X
	X
	
	X
	X

(analysis

	7
	X
	X
	X
	X
	X
	X
	X

	8
	X
	X
	X
	X
	X
	X
	X

	9
	
	X
	X
	X
	
	X
	

	10
	
	X
	X
	X
	X
	X
	

	11
	
	
	
	X
	
	
	


1. To what extent does the context of the ‘acute’ setting and the perceived physiological dominance influence the care and experience of people who self-harm?

2. To what extent does the unbounded nature of ED impact on the care and experience of people who self-harm?

3. What competencies are required of staff in caring for people who self-harm?

4. What evidence exists in the case being studied of, pejorative social psychological processes, and what is the impact of these processes for people who self-harm? 

5. How do patients who self-harm currently accessing ED services describe their experience and /or categorise their concerns?  What specifically do people who self-harm need or want from ED? 

6. What actions are required to improve the situation in ED? Are we asking the right questions?

7. Are there dominant perspectives with regard to self-harm which exist in the case being studied and how are these perspectives articulated?

8. To what extent do the varying perspectives influence the care /experience of people who self-harm?

9. Is the medical/psychiatry model the right model?

10. Does the suicide/self-harm debate have any relevance in the ED setting and does this debate influence the care/experience for the patient?

11. Does the self-harming event have a particular meaning for the patient and what relevance does this meaning have for their ED experience?

Data Collection                                     

Stake (1995) shows that there is no particular moment when data gathering begins. Background, first impressions and acquaintance with the case and other cases is impressionistic and forms part of the experience the researcher has before formal data collection begins. 

Yin (2003) highlights three principles associated with data collection for case study research;

1. using multiple sources of evidence, (see above)
2. creating a case study database, (see below)
3. maintaining a chain of evidence. (see below)
Data collection methods

Field notes/ prolonged engagement
The potential of spending several shifts in ED and never being on duty during the care episode of a person who had self-harmed was high, because the number of self-harmers attending varied in terms of days in the week and times of the day. Thus participant observation would have been difficult.  Nevertheless, ‘prolonged engagement’, an activity described by Lincoln and Guba (1985), was a key feature of this study. Prolonged engagement is described as the investment of sufficient time to achieve certain purposes: learning the culture, testing for misinformation, and building trust (Lincoln and Guba 1985, p.301). 

I was already known in this department from various educational activities and previous ED working relationships with some of the staff. I spent a significant amount of time there and had many opportunities to engage in clinical practice alongside the staff on the basis of ’helping out’ when it was particularly busy. All time spent in the ED department afforded me opportunity for informal observations and informal interviews and were recorded in my field notes. I used the things heard and seen as opportunities to pursue various conversations with staff, and in the formulation of additional interview and focus group questions, so that my ‘observations ’ were not hidden or covert. Being seen and introduced as “one of us” frequently resulted in staff discussing various cases and issues with me in an open and transparent manner.
 Interviews 

Stake (1995) points out that the two principle uses of case study are to obtain the descriptions and interpretations of others. The case, he says, will not be seen in the same way by everyone. Stake (1995) states that the interview is “the main road to multiple realities” (p.64) and recommends a strong advance plan prior to undertaking interviews. Despite a strong plan some research participants were recruited on an emergent basis. For example, at the outset I was not aware that the participating department employed a dedicated social worker, or an alcohol liaison nurse specialist, both of whom had valuable contributions to make to the study and who were subsequently recruited. 

Qualitative case study seldom proceeds with the same questions asked of each respondent; rather, each interviewee is expected to have unique experiences and a special story to tell. The purpose is to get descriptions of an episode, a linkage, an explanation. Table 6 below details the interview and focus group details and provides an overview of the participant profile.
Table 6: Participant Profile 

	Individual /group
	Number of participants
	Designation
	Gender
	% of staff establishment

	Medical 

Focus group

Individual interview
	n=6 

n=1
	5 SHOs

1 Consultant

1 Consultant
	Male
	50%

	Medical total 
	n=7
	
	
	

	Nursing 

Focus group

Individual interviews
	n=6

n=4
	4 Staff Nurses

2 CNM (I)
1 Senior Nurse

2CNM (II)
1 CNS (alcohol)
	Female
	43%


	Nursing total
	n=10
	
	
	

	Social Work

Individual interview
	n=1
	ED social worker
	Female
	100%

	Patients

Individual interviews
	n=3
	Patients
	2Female
1 Male
	N/A

	Family members

Telephone discussions
	n=3
	Relatives
	Female
	N/A

	Policy steering group member
	n=1
	Policy maker/advocate
	Male
	N/A

	Total views elicited
	n=24
	
	
	


The table shows the use of both focus groups and interviews. The recruitment of all participants was guided by the negotiated parameters concluded after appraisal of ethical and operational issues. The recruitment of people who had self-harmed proved to be the most problematic aspect of data collection and will be discussed in more detail below during discussion of the limitations of the study (Chapter 7).

The following steps recommended by Stake (1995) were undertaken in approaching interviews with medical and nursing staff, patients and the social worker. 
· Pilot patient interview  

· Compilation of a short list of issue-oriented questions relevant to each  stakeholder group e.g. particular questions for the patients, some different questions for the social worker and so on (see sample interview schedule appendix C)
· Anticipation of probes which evoked descriptive responses

· Seeking to aggregate perceptions or knowledge over multiple respondents

· Listening intently aided by the use of audio recordings for those respondents who consented to the use of the recording device.
· Recording a variety of field notes and memos to aid memory and provide clarity.
· Taking the opportunity at the time of interview to assure that what was said was meant and repeating the ‘gist’ of the data to the respondents for confirmation or further clarity
· Probing emergent particulars without diverting from the case itself and the research issues. 
Interview questions took the format described by Stake (1995) as a conversational style with an informant and utilised a combination of Yin’s (2003) typology between open-ended and focused questions. This facilitated a process by which the relevant research questions focused the interview, while allowing the facts of the experience to be queried, as well as the participants’ opinions about events.  

It is with regard to the recording of the interview that Stake (1995) is most controversial. Stake suggests that the tape recorder is of little value unless an audio presentation is ultimately intended. He states that ‘getting the exact words of the respondent is usually not very important, it is what they mean that is important” (p.66). Stake recommends as essential, that ample time be set aside immediately after the interview to prepare the ‘facsimile’ and interpretive commentary.  A good interviewer, he suggests, can reconstruct the account and submit it to the respondent for accuracy and stylistic improvements. He points out that respondents are often dismayed with transcripts not only because of the inelegance of their sentences but because they did not convey what they intended. Frequently the transcript or the interpretation arrives long after context and innuendo have ‘slipped away’. In this study a diverse range of interviews were undertaken, some face to face, some over the phone, some transcribed, some not. Further consideration of this issue will be provided in Chapter 7.
Yin (2003) suggests that interviews in the context of case study research should be considered verbal reports only, and are thus subject to the common problems of bias, poor recall, and poor or inaccurate articulation. Yin (2003) recommends the corroboration of interview data with information from other sources. Yin, like Stake (1995) also raises the question of interview recording approaches. He suggests that audio recordings are a matter of personal preference and warns that the device may be seen as a substitute for ‘listening’ closely throughout the course of the interview. 
Focus groups

Kitzinger (1994, 1995) argues that interaction is the crucial feature of focus groups because the interaction between participants highlights their view of the world, the language they use about an issue and their values and beliefs about a situation. Another benefit is that focus groups elicit information in a way that allows researchers to find out why an issue is salient, as well as what is salient about it (Morgan 1988).

Although focus group research has many advantages, as with all research methods there are limitations. Some can be overcome by careful planning and moderating, but others are unavoidable and peculiar to this approach. The researcher, for example, has less control over the data produced (Morgan 1988) than in either quantitative studies or one-to-one interviewing. The moderator has to allow participants to talk to each other, ask questions and express doubts and opinions, while having very little control over the interaction other than generally keeping participants focused on the topic. By its nature focus group research is open ended and cannot be entirely predetermined (Gibbs 1997).

Gibbs (1997) points out that it should not be assumed that the individuals in a focus group are expressing their own definitive individual view. They are speaking in a specific context, within a specific culture, and so sometimes it may be difficult for the researcher to clearly identify an individual message.  

It is not always easy to identify the most appropriate participants for a focus group. If a group is too heterogeneous, whether in terms of gender or class, or in terms of professional and ‘lay’ perspectives, the differences between participants can make a 
considerable impact on their contributions. Alternatively, if a group is homogenous with regard to specific characteristics, diverse opinions and experiences may not be revealed. Participants need to feel comfortable with each other. Meeting with others whom they think of as possessing similar characteristics or levels of understanding about a given topic, will be more appealing than meeting with those who are perceived to be different (Morgan 1988). 

Undertaking a focus group approach, in this study, enabled me to access the views and opinions of ED staff with regard to those who self-harm. Salient aspects of the approaches to care and the extent to which staff believe they are meeting patient need were elicited. The focus group approach also allowed me to review the interaction among staff in relation to this patient group and explore any diversity in terms of views, approaches and experiences.

In view of the assertions made by Morgan (1988) regarding the heterogeneity/ homogeneity issues associated with focus groups (above), medical and nursing staff,   irrespective of grade or experience, were invited to a focus group of six to eight people. In practice the occupational make up of the focus group was limited to a convenience approach in that the consultants facilitated access to the SHOs during a regular morning session protected for education and development. Similarly, the senior nurse facilitated access to the nursing staff through their regular ‘early morning meetings’. The limitations of the uni-disciplinary approach to the focus group and other operational problems will be discussed below (chapter 7) during a more detailed analysis of the limitations of the study.  
Documentary data sources

Table 7 below highlights the breadth of documentation informing the case study: 

	Documentary/media analysis
	Number of documents
	External/internal influence on case (source)

	Patient case note analysis
	n= 121 

(100% x 3 months)
	Internal   (Local)

	Manchester triage handbook
	n= 1
	Internal   (International)

	National policy documents 
	n = 3
	External  (National)

	TV programming (episodes)
	n= 7
	External  (UK and Ireland)

	Media research project 
	n=1
	External  (National)

	 Newspaper articles
	n =  5
	External  (Local)


Patient case notes provide a rich source of data relevant to the care episode in ED. The case notes provide a chronological reflection of events, from triage through to discharge. Quantitative data are easily identifiable, for example, time of attendance, waiting times, triage category, personnel involved in the provision of care. Qualitative data are also identifiable in the form of written notes and comments on the patient’s presentation, mood, behaviours and particular issues relevant to the individual patient. Review of the case notes also facilitate a useful comparative approach in examining the records of the patient participants who proceeded to interview. Neither the qualitative nor quantitative data available from the case notes are exhaustive and in practice were scanty in parts. Nevertheless, considerable patient data relevant to the case study were obtained from case notes. A tool for the management of case note data was adapted from the document used by the NRDSH. This tool was amended to incorporate specific research issues relevant to this study (see Appendix D). 
National strategy and evaluation documents were reviewed for their contribution to and influence on ED practice. For the purpose of analysis the documents were reviewed only in relation to that which was directly relevant to the case study, i.e. ED and self-harm. The research questions were utilized to structure the data collection and attention was paid to emergent particulars as they became evident in the scrutiny of the strategic documents. 

Data analysis

Stake (1995) recommends, as the simplest rule for method in qualitative casework, the ‘placing of your best intellect into the thick of what is going on’ (p.449) where the ‘brainwork’ is observational and, more critically, it is reflexive. The case researcher digs into meanings, working to relate them to contexts and experiences. Stake refers to two strategies in the search for meaning from data: 1. direct interpretation of the individual instances, and 2. aggregation of instances until something can be said of them as a class (p.74).
Stake (1995) states “that the search for meaning is often a search for patterns, for consistency, for consistency within certain conditions” (p.78) which he calls correspondence. Ultimately, Stake suggests, evidence is critically required to make assertions about the case. Therefore isolating meaningful repetitions, highlighting the emergent particulars and identifying the correspondence is an essential process whilst simultaneously challenging ourselves as to the adequacy of the data. Stake recommends the above, which he describes as ‘persuasions’ rather than ‘recipes’, and encourages the case researcher to find the forms of analysis that work for the individual researcher and the individual study. 

Content analysis
Hsieh and Shannon (2005) show that content analysis describes a ‘family’ of analytical  approaches providing the qualitative researcher with flexible methods for analyzing text data. However, they suggest that the lack of a firm definition or classification has limited its application resulting in a muddling of methods. After analysing the literature in this area Hsieh and Shannon (2005) defined content analysis, classified it into three types and provided analytic procedures for each approach. 
Hsieh and Shannon (2005) define qualitative content analysis as “a research method for the subjective interpretation of the content of text data through the systematic classification process of coding and identifying themes or patterns” (p1278). The identification of three approaches includes: 1. conventional content analysis, 2.directed content analysis, and, 3. summative content analysis. It is ‘directed content analysis’ which is of relevance to this study.

Analytical   approach - Directed content analysis (DCA)
The goal of a directed approach to content analysis is to validate or extend conceptually a framework or theory.  DCA starts with a theory or relevant research findings as a guide to initial codes.  Where an existing conceptual framework is in place, as in this case study, some notions about preliminary codes already exists e.g. mental illness or physiological dominance. However the purpose of the research is not to limit the analysis to these ‘preconceived codes’ but rather to extend them by further description or to refute them as meaningful in the particular context. As with Stake (1995), Yin (2003) and Simons (2009), Hsieh and Shannon (2005) point out that the pre-existing conceptual framework can provide predictions about the variables of interest and about the relationship between variables. This helps, Hsieh and Shannon assert, to determine the initial coding scheme or relationships between codes. This process is described by Mayring (2000) as deductive category application. 
However caution is important in protecting from an overemphasis on the conceptual framework to avoid blinding the researcher to contextual aspects of the phenomenon. In this case the pre-determined issues aree mostly broad contextual issues rather than narrow or restricting, e.g ‘prevailing discourses’ allows for various discourses to be extrapolated as opposed to analysing for say ‘mental illness discourse’ only.   Research bias is another risk associated with directed content analysis, particularly if the development of the conceptual framework has been biased. However, like Stake, Hsieh and Shannon (2005) recommend that alternative accounts are sought so that supporting and non-supporting evidence for a theory is properly examined. As was stated earlier it is the quality of the evidence which impacts most on the assertions developed about the case. 
Process of analysis

The process of analysis began with gaining an overview of the data by repeated listening to audiotapes and repeated reading of transcripts and field notes. In order that the conceptual framework would not drive the analysis but rather guide it, preliminary ‘properties’ (to use Stake’s term) were identified from the data, irrespective of the framework, such as; mental illness, fear, stigma, risk management, social isolation.
A list of properties was identified for each transcript and eventually aggregated into a ‘master’ list of properties. At this point the extent to which the conceptual framework had pre-determined the codes was becoming more evident as some issues were not just pre-determined but sought after e.g. mental illness discourse. However other emergent properties such as leadership and risk management had not been anticipated.  Nevertheless all properties were retained until a category was developed to incorporate them. 
Having developed the categories, these were then subsumed into two overarching themes. The first theme, named ‘structural discourse’ is inextricably linked to the conceptual framework comprising the research issues and was to a greater extent categorically pre-determined. It was a more deductive process.  The second theme, named ‘encountering ED’ arose out of a more interpretive approach to properties which were unanticipated or dominant in their particularity. This process was inductive. 
Analysis of documentary data was performed in much the same way. The patient case notes and field notes were examined for particular pre-determined questions such as waiting times, triage category, observed behaviours and so on but were also examined for emergent properties. Similar categorical development was undertaken ensuring that the data from the case notes and other documents was available for triangulation with the data from other sources. The specific strategies used to generate meaning were guided by Zucker’s (2001) adaptation of Miles and Huberman’s work (1994):
· What Goes with What
· Noting patterns
· Clustering
· Seeing plausibility

· What's There
· Making metaphors
· Counting

· Sharpen our Understanding
· Making comparisons
· Partitioning variables

· See Things and Their Relationships More Abstractly
· Subsuming particulars into the general

· Factoring

· Noting relations between variables
· Assemble a Coherent Understanding of the Data
· Building a logical chain of evidence
· Making conceptual/theoretical coherence
Triangulation

The existence of multiple perspectives or views was discussed above as was the epistemological acceptance that case study research aims to tell ‘a’ story rather than ‘the’ story (p.61). However, if case study research is to be useful, Stake (1995) asserts that we are obliged to minimise misrepresentation and misunderstanding. Equally, we are aiming to extend our learning and knowledge and are therefore obliged to be accurate in our approaches and logical in our interpretation. In this regard Stake (1995) highlights the need for effective triangulation, defined as the process of “working to substantiate an interpretation or to clarify its different meanings” (p.173).
Stake (1995) points out that we can assume the meaning of an observation is one thing but that additional observations give grounds for revisiting that interpretation. Stake talks about ‘targets for triangulation’ where a substantial body of uncontestable evidence can be presented to support an assertion. Important data or claims, Stake says, will be deliberately triangulated. Importance here depends on the extent to which the statement brings understanding about the case or where it helps clarify or distinguish between conflicting meanings.

Process of triangulation

Two types of triangulation are undertaken in this case study: 1. data source triangulation, and 2. theory triangulation.

Data source triangulation in this study involves comparing and contrasting the meanings established from one data source e.g. medical staff with another data source e.g. nursing staff. Ultimately these meanings from each staff group are compared again with the meanings and reports of the patients. In this way confirmation of meanings or conflicting meanings are examined until an assertion or a number of assertions can be made about the case. 

In the pursuit of ‘corroboratory facts’ Yin (2003) talks about two conditions associated with data triangulation; 1. where the data has been triangulated into a convergent fact evidenced by multiple sources, described in the paragraph above, and 2. where each data source has been analysed separately and the conclusions of the analysis are triangulated (described below). The former Yin (2003) refers to as the convergence of evidence. The latter Yin suggests is non-convergence of evidence because it is not the data itself which has been triangulated. 

Theory triangulation, though not often used in this study, arises where a tentative assertion is being made from preliminary analysis and is then discussed with other stakeholders. For example, the impact and influence of personal social circumstances on people who self-harm appears to be a particular issue in developing an assertion about the case. This view was deliberately discussed with the social worker for her theoretical perspective and was also discussed with a representative of the National Policy Steering group. In this instance the developing assertion is confirmed by the stakeholders. In the event that the others had held different perspectives, this would have produced alternative explanations. Either way a process of theory triangulation is evident. 
Maintaining a research data base and chain of evidence
Consistent with Yin’s (2003) recommendations, the data base for this study contains four main types of data: notes, documents, tabulated materials organized and arranged according to the stage of research and frequency of use.
The chain of evidence is also made explicit above in detailing the process from access to analysis. The derivation of evidence can be traced from the development of the research questions to the case study conclusions and will be more evident at the conclusion of this study.
Conclusion 
This chapter discusses the methodological and philosophical features of the study.  Case study design, its selection, application and relevance to the phenomenon of interest is made explicit. Pragmatism is explored and its significance for this case study is detailed in explicating the ‘chains of reasoning’. 
Specific strategies in relation to the selection of data sources, data collection and analysis are outlined in an effort to ensure that the multiple realities in the ED and the complexities associated with and experienced by people who self-harm are acknowledged. The findings of this case study are presented in detail in the next chapter. 
CHAPTER 5  

FINDINGS
Introduction

This chapter provides a detailed presentation of the findings of the case study. A brief reminder of the analytic process taken is provided below followed by an overview of the themes and categories constituting the essence of the case. The findings of each theme and its component categories are presented as they are derived from the study. The findings from the various data sources are integrated throughout.  Detailed discussion of the findings is undertaken in the next chapter (Chapter 6) 
Stake (1995) suggests that the case study researcher cannot tell ‘the’ story but rather ‘a’ story as the researcher interprets it from the data. By this he means that the story may be limited to the perspectives available to the researcher or interpreted by the researcher or because certain aspects may be beyond the focus of the case. Nevertheless Stake (1995) states that

 “we must seek an accurate understanding…..because we have discovered 
and are   portraying different views and multiple perspectives on activities and issues, 
information that we have deliberately sought……(p.134) 

In the interest of an ‘accurate understanding’, the findings are presented here in a way that best illustrates convergence across and between the various data sources. Data analysed from case notes and other relevant documents is used to support or challenge data reported by the various participants. Similar to Sandelowski’s (2010) notion of a ‘thematic survey’ some of the findings are more ‘data-near’ than others. By this I mean that some of the findings, though the product of detailed and nuanced interpretation, are  less transformed than others.  In other words staff concerns remain concerns and patient  perceptions remain perceptions as opposed to being transformed  into significantly different constructs as they might, for example, in grounded thory or phenomenology. In this way the data is used directly to consider the specific research questions derived from antecedent data consistent with case study methodology. Ultimately the analysis of the data and presentation of the findings are consistent with the purpose of the study. 
The reflexive role of the researcher plays a part in the interpretation of the story and will be examined in the concluding chapter of this study. The story as I have interpreted it, is presented here in the form of findings assembled through a process of 1. direct interpretation of individual instances and commentary, 2. subsequent categorical aggregation, until 3. “something could be said about those instances as a class” (Stake, 1995 p.74). The findings are presented according to their themes, categorization and aggregation so that finally tentative assertions about the case can be established. The assertions deriving from each category and theme will be used as the basis for detailed  conceptual discussion in the next chapter (Chapter 6).  A worked example of the analytic process is presented in Appendix E
Summary of analytical approach 
As described in detail in Chapter 4 above, directed content analysis (Hsieh & Shannon 2005) is the analytical approach undertaken, incorporating both inductive and deductive category application. A matrix of properties is compiled from the individual data sources through a process of directed content analysis. The content analysis is framed by the a priori issues identified and the resultant research questions (p.82-83).  In other words answers to the specific research issues and questions are deliberately sought from the data.  The data is also analysed for ‘emergent particulars’.
Thematic Overview
Two overarching themes are identified as there seems to be a clear dichotomy between types of data.  Firstly data which is ‘other’ or ‘structure’ related and secondly data which is more about the individual or personal encounter with ED.  ‘Other’ related refers to structures within which care is provided e.g. health services, social services, hospital structures, national policy, political and media influences.  The ‘ED encounter’ refers to individual narratives, personal meanings and the relational aspects of the ‘embedded units’ within the case, i.e. patients, relatives and staff. 

The two overarching themes or ‘intuitive classes’ (Stake 1995) constitute the essence of the case and are presented in diagrammatic form in Figure 4 below.  The first theme, named ‘structural discourse’ is derived from the categorical aggregates of:

· Health/socioeconomic discourse,
· Mental illness discourse, and 
· ED discourse.

The second theme, named ‘encountering ED’ is constituted by the following categorical aggregates:
· Continuum of care,
· Enduring distress, and
· Cues of context



The categorical aggregates in each theme are comprised of properties derived from data converging from multiple data sources.  Divergent data noted occasionally, is also presented in this chapter. 
Stake (1995) recommends that the “essence” of the data is key to the examination of a case. Therefore the findings from each element of the investigation are presented where they illuminate the core of the data so that the significance to the case study can be examined. The length and depth of data excerpts vary according to the diversity in mode and duration of data collection and recording strategies.  Nevertheless the essence of meaning from each data source is presented. 
Structural discourse
McNamara (2010) asserts that in the process of accounting for ourselves and enacting our various roles or identities we draw from a repertoire of discourses. The findings of this case study show evidence of the ‘repertoire of discourses’ within which ED practice is located. People who self-harm, and self-harming behaviours, are viewed across a variety of discourses which are more or less dominant depending on the context or the perspective from which the view is expressed. The multiple data sources necessary to case study design mean that a variety of perspectives renders the various discourses visible and enables an examination of the extent to which there is resonance or discord between them.

Discourse in this instance refers to the general way in which language and other forms of representation are used to locate particular perspectives. There is no attempt here to adopt a more formal and methodologically recognized ‘discourse analysis’ approach. 

Health/Socioeconomic discourse

Chapter 3 (p.45) includes a brief review of national strategy which made explicit the notion of self-harm as a health issue and a phenomenon which requires concerted attention from the health services. The extent to which self-harm, as a health issue, is supported or refuted by the various people making up the embedded units of the case is varied. 

A Senior Nurse states  that 

“the link between self-harm and suicide as a serious public health issue, and the  public acknowledgement of that,  has helped to improve services and improve attitudes of the public and health care staff……        






(Senior Nurse (SN)

On the other hand an ED Consultant stresses the importance of social structures over health structures with specific reference to the family and current or historical family dysfunction. He states that 


“almost always everything goes back into the past……. “it doesn’t matter what 

the health services do, the problems are all at home,… what we need is less 
medical people and more people who can listen to these individuals and draw in 
the 
various supports necessary to deal with the problems that they have to deal 
with……..”                                                                    (Senior Medic (SM1)

The Consultant makes reference here to people who have a history of child sexual abuse, who are living in families where one or other parent is alcohol dependent or whose socio/economic circumstances are severely compromising the functioning of the family. The Consultant suggests that 


“no amount of interventions in hospital will change the problems at home…. 
and 
because we do not take  the family as the core of society seriously we continue to 
propagate the same problems over and over through the generations………” 




(SM1)
Christine (synonym), one of the patients, makes similar remarks in emphasising her social needs over her healthcare needs when she explains about her refusal to be admitted to the psychiatric unit of the hospital. She states 


“I just wasn’t going in, I said no, I didn’t feel it benefited me before, I really 
didn’t…. I felt as if there were more problems when I came back here…. Because 
I 
had been gone…….. I often feel that if I could just walk out of here (home)
get out of 
this house and move back to Dublin with the kids……I know I would be 
much 
happier….no anti-depressant is going to change that” 








(Patient 1)
A social worker continues with the theme but believes that the issues are not so much about whether self-harm is a health issue or not but rather about how the health model is enacted. She believes that the health model is problematic because approaches to people who self-harm are dominated by the medical model. She believes that the medical model can be seen in 


the way the doctors in ED ringfence according to the complaint, social to the 
social worker, psych to the psychiatrist and ortho to the othopods with an 
expectation that the specialists in these areas will undertake detailed 
assessment…….   




 (Social Worker (SW)

The consequence of this, the social worker explains is, 


“that at least for those who are discharged from ED, the opportunity to undertake 
a detailed social history is missed and subsequently an understanding of the 
social risk factors contributing to the self-harming behaviours are missed.    





                         (SW)

The social worker expresses frustration that when the medical staff attempt a social assessment that it is

 “usually superficial and inadequate”.

Given these comments and in view of the detailed social profile which I had obtained from the first patient (Christine), I retrospectively reviewed the social history documented for her in the ED notes. They are in fact superficial and inadequate, simply stating   


“separated 10 years, with three children. Trying to sell her house for > 2 years”









(Case Note Analysis (CNA)
Given the patient’s actual circumstances revealed to me during her interview and home visit these social notes are inadequate and particularly uninformative of the breadth and complexity of the issues facing this patient. The medical assessment on the other hand is detailed and comprehensive. Social assessment for other patients, (Jack and Lily, synonyms), are also superficial or non existent.  A more detailed case note analysis is provided elsewhere (p. 99 - 101) however the social assessments verify the social workers view and emphasize the dominance of the health /medical model over the social.  

The dominance of the medical model over the social model is also noted in the national strategy document.  Links between socio-economic status and suicidal behaviours are highlighted with particular reference to the need for enhanced social policy. Reach Out (HSE 2005) states that 


“this serious public health issue (suicidal behaviour) must be located in the area 
of  
social policy as well as within the health sector…….(p.14)

Several examples of social issues are cited;- 


the pathway of rural young men into farming in a climate of agricultural 
modernization; the isolation of fathers from single parent families, the unrealistic 
expectations about the physical appearance of young women influenced by 
popular culture and the media; and the elderly who are suffering from a lack of 
integration, extended family and community.                               (HSE 2005)
However, despite the acknowledged influence of social issues in suicidal behaviours there is a dearth of experts in social policy, social welfare or social services on the steering / reference groups for the development and implementation of the national strategy. Findings from the analysis of the membership of these groups show a preference for medical staff, specifically psychiatrists (n=9). The backgrounds of the members of the steering group may account for the emphasis on not just a medical/ health model but a particular emphasis on the mental health/illness discourse. The other members of the steering group (n=3), whilst broadly representing social perspectives, are from legal and judicial backgrounds and representative therefore of social dysfunction or partiality.  

The findings do not indicate that the selection of these members is inappropriate per se. Instead the findings suggest a gap and or imbalances in the representation at steering level despite the rhetoric and evidence with regard to socio-economics aspects. 

The case note analysis also demonstrates the prevalence of socio-economic aspects made visible by the number of people in the research population holding a medical card. The medical card entitles people to free health care and medication because of their socio-economic status, e.g. social welfare recipients.  Particular differences are noted on items such as mode of transport to hospital and medication used to take overdose. Table 8 below, shows some comparative detail on the way in which medical card holders differ from the non medical card holding population.

Table 8: Medication taken in overdose

	
	Own
 medication
	‘Over the counter’ medication
	Other / unknown substances
	Ambulance transport

	Medical card holders
	n= 27
	n = 15
	n = 12
	n = 38 

	Non medical card holders
	n= 14
	n = 30
	n = 12
	n = 25

	Total

	n= 41
	n = 45
	n = 24
	n = 63


The type of medication taken between the two groups is of particular interest. National strategic action has been taken to make concerted efforts in the Irish context to restrict  ‘access to means”, with the  specific and targeted objective of ;


“restricting and reducing access to means” (p.43), specifically to “ limit access to 
the means and methods of self-harm and suicide”.

This means for example reducing the number of paracetamol available to the public for purchase at any one time.  The group holding the medical card made up 56% of the people who have taken an overdose. The medication used to overdose is their ‘own’ prescribed medication, usually psychotropic and provided free of charge under the medical card scheme. Medical card holders are twice more likely to use prescribed psychotropic medication than non-medical card holders while the exact reverse was true of over the counter medication.  Therefore the degree to which medical card holders continue to have “access to means” remains significant despite the national agenda. 

While the findings so far suggest that the health model and more specifically the medical model dominate over the social model of care, further exploration of data is required to explore the specifics of these models in practice.  

 Mental health/illness discourse

As expected the mental health/ illness discourse is easily identifiable in the way various data sources make explicit or implicit reference to psychiatry or to psychiatric staff and interventions. Whilst the notion of a psychiatric and anti-psychiatric discourse is not new (Szazs 1960, Sayce 2000) the extent to which similar conflict is manifested in ED practice is apparent.

Despite national policy which requires that all people who self-harm are referred to a psychiatrist, there are several examples where this is not the case. When questioned, doctors and nurses appear in the first instance to assume a psychiatric focus. When probed, however, they also admit that not all self-harming patients are psychiatric. The way in which this distinction is made is unclear (see below).  

The junior doctors make initial comments about people who self-harm with reference to psychiatry and policy. However, further into the commentary they highlight that not all patients who present after self-harm are psychiatric and state that they do not refer all people who self-harm to the psychiatrist.                   (Medical Focus Group (MFG).

This aspect is verified during the case note analysis. The doctors attribute their decision to a variety of factors including: the individual story of the patient and their (the patient’s) intention, the patient’s previous history, the extent to which alcohol is involved, and whether or not the patient is accompanied by a family member. The extent to which these particular considerations influence the decision is not easily articulated by the doctors.  Various discharge routes are noted and are presented in tabulated form below. Of most interest is the proportion of medical admissions reflecting the acute nature of many of these presentations. The proportion is also notable as the ED is recorded as having the lowest levels of admissions when measured alongside comparable hospitals (NOSP 2009). Being admitted to the medical ward does not necessarily exclude being referred to a psychiatrist also but in most case the time frames are different and difficult to track from the ED case notes. Being admitted medically does not assume a bed either as many of these patients remain in the department because of a lack of available bed. In other words ‘admit medical’ is indicative of a clinical decision which reflects the medical / acute status of the patient but is not indicative of their final location.
Table 9: Discharge routes

	No of case notes
	Ref psych OPD
	D/c GP only
	D/C NFU
	Adm medical 
	Admitted

Psych Ward
	DNW/

S/D
	Other

	121


	36
	0
	3
	46 (3 CCU)
	15 (3 inpts)
	15

5 DNW

10 S/D
	6


Key to abbreviations:

Psych OPD: 
Psychiatric Out-patients

D/C GP:

Discharged to GP care only

D/C NFU:
Discharged -no follow up

DNW/S/D:
Did not wait or Self-discharged against medical advice

Other:

Incorporated transfers to other hospital.      

Whilst the doctors do not believe that all people who self-harm are ‘psychiatric’ they do think that ‘needing someone to talk to” is part of what was required. The doctors were clear however that this is not their role and ED is not the place (see ED discourse below). This aspect of care, the doctors suggest, is more likely to be “picked up” by the nursing staff and or psychiatrist. Other issues they feel are the domain of the social worker.                                                                     (MFG).

One of the ED Consultants is more explicit than the junior doctors in his understanding of people who self-harm and uses terms such as emotional and psychological rather than psychiatric or mentally ill. He states that


“the   cause is something which is emotionally connected, symptoms of something we 
don’t know anything about, and usually a lot deeper than what we 
usually deal 
with…… they are dealing with something psychological, something they can’t 
handle”.






(SM1)
He describes a conflict whereby the ED job is to “keep you alive” but that sometimes there is a 


“line to be crossed in getting to the bottom of the problem compassionately and 
with sincerity………providing for the psychological aspects of care and 
responding  
to the individual’s personal story”.  


(SM1)

The consultant suggests that 


…….instead of recruiting increasing numbers of psychiatrists, that we 
spend 
money 
on people who can listen, get to the bottom of the problem 
and 
help 
find 
solutions, ....not medication but maybe mediation………”










(SM1)

The nurses participating in the focus group find it difficult to consider that people who self-harm do not have mental health problems but add to this by suggesting that some people have 


 “behavioural problems -  like people who are attention seeking”.









(Nursing focus group (NFG)
The nurses use various terms interchangeably. They separate what they refer to as the physical problems and the mental health problems of people who self-harm and state that 


“our priority is to attend to their physical needs first and then attend to whatever 
mental health issues they might have”.   (NFG)
According to the nurses, attending to mental health issues means


“ recognizing that an emotional assessment is  required and that


they (patients) might need someone to talk to”.    (NFG1)

When probing further on their perceptions about the priority for the patients one nurse states that it is 


“probably different for the patient….probably the psychological problem or 
social problem is the priority…. which was the reason they came to  ED 
…. and 
they would need psychiatric 
support or social worker support”…..                            









(NFG)
The inference here seems to be that not only do the patients need psychiatric or social work support but also that it is the reason for attending ED. Similarly a senior nurse adds to this by stating that


“patients  need a listening ear and that is  something that can be provided in ED 


when time and space pressures allow it” (discussed later).                      (SN)

Ultimately there appears to be a distinction between physical needs and mental health needs. Mental health needs seem to cause some confusion and incorporate terms and some transferability between psychological, psychiatric, social, emotional and behavioural problems.

When I ask the nurses about their psychiatric focus for those who self-harm, they  assert that it is tradition which necessitates that people are 


“ put into the mental health box….. depression has always been psychiatric….”










(NFG)

Not only does the comment show a traditional link between self-harm and psychiatry but also an assumed link between depression and self-harm.

Overall it seems that the notion of ‘someone to talk to’ or ‘someone to listen’ constitutes what is needed from, or the purpose of, a psychiatric referral and is an aspect of care for which they are not qualified:


“you need people who are psychiatric trained to speak to the patients, they have 
been trained for that, they know what to say and what not to say, we are not 
trained for that……we don’t have the same experience…..”        (NFG)
When I asked if they felt they had ‘training’ or experience in dealing with other patient groups in acute distress, e.g. the dying, the bereaved, people who have had a heart attack or a stroke, they state that


“ that is different, … its hard,….. and  different for different patients….. but its 
not 
the same, we could probably do with more training on some of it….. but that’s 
our 
job, its not the same…..”




(NFG) 
While the issue of training and of role seems to be a factor for the nurses they also provide data which is divergent from this. The nurses make specific reference to the care assistant, who works in the evenings and was specifically recruited as the number of in-patients in the department increased. The care assistant is described as: 


“excellent… because when she is going around with the teas she has the time to 
speak to them (the patients) and she has a very motherly nature…. we need more 
people like that……patients love her.”                      


(NFG)
Thus the issue of training and of role boundaries does not appear to apply to the care assistant. 

The nurses’ perceived lack of ‘training’ and experience appears to be one of the reasons why a senior nurse advocates for the role of psychiatric liaison nurse (PLN). She states that 


“structured ‘psych’ liaison would ensure some continuity of care….. these 
patients 
often don’t need to see a psychiatrist but  they do need someone to 
talk to. A 
structured liaison post she suggested would provide this and someone who knew 
about them and was trained to work with them”.   
(SN)
One of the ED Consultants (SM2) also advocates for the role of the PLN, a role supported by national strategy previously highlighted above (p.46). He suggests that the role of Psychiatric Liaison Nurse is a critical one and expresses regret that this post has no funding currently. When asked how this fits with the notion that some of these patients are ‘not psychiatric’ he suggests that the ‘psych’ liaison post holder is at least a good listener with the knowledge of the external services and other types of help. 

The Senior Nurse adds that the current ‘psych support’ is good but 


“not structured and invariably provided by different people……structured 
psyche 
liaison would enable a more comprehensive monitoring of the various 
agencies to 
which patients were being referred and the uptake of these 
referrals. It would also 
provide a point of contact to which the community teams could refer.      





(SN)

Again as with the psychiatric referrals, the ‘psych’ liaison nursing post seems to be about the provision of someone to talk to and someone to listen albeit with the added features of knowledge of other agencies and with some reference to continuity for patients. 

While many of the staff, particularly the senior staff, show real value for the social worker role and a sense of pride in being able to provide such a function in the ED department, there is no acknowledgement that the skills which they seek from the psych liaison post are similar to the skills already available via the social worker.  
However, with regard to psychiatric referral the social worker feels that there is ‘insufficient reserve’, particularly on the part of the medics, in the way that mental illness or at least the need for a psychiatric referral is assumed for people who attend ED after self-harm. She suggests that 


“there is a need to stand back and look at someone’s presentation…….for 
example, 
grief presents like a psychiatric presentation, people not eating, not 
sleeping 
wondering whether or not they are gong mad… you know ‘hit the wall’ 
grief…...everyone has different coping mechanisms and different coping skills, 
just 
because you are tired and worn out,,, not sleeping, not eating shouldn’t mean 
that you are labeled psychiatric…….     



(SW)
The social worker believes that there are some people who are well known to the mental health services and have known mental illnesses but suggests that there are another group of people where the problems are more temporary and require a different type of approach. 

In terms of a patient’s perspective, the comments below mirror the point made by the social worker. Christine states that 


I felt literally…. I wouldn’t call it depression…. I literally felt as if  I was going 
mad, that is the only explanation I can put on it ……I thought I was going insane


I wasn’t sleeping very well, I was just about functioning I was going through the 
motions, …. And I was having problems with my ex husband – and we were 
…,I 
was trying to get him into court and he 
disappeared and there was a 
lot of 
things going on, and then when my eldest lad went to secondary school he was 
getting bullied – so there was just one incident after another and I just felt I 
couldn’t cope 
with everything………        
(Christine)

This patient’s comments also challenge the previous assumptions from the nursing and medical staff with regard to the need for someone to talk to. Having found previous counselling experience unsatisfactory and superficial, Christine sums up her situation as, “being trapped”. Her needs appear to be more practical and social in nature and she states simply that

 
“all I really need is someone to help me do something about my circumstances.”    









(Christine)

Whilst a more detailed conclusion will be provided later it is useful to summarise the main points arising from this discourse and categorical aggregate. The data underpinning the mental health/illness discourse study provides an insight into the apparent confusion and divergence at a number of levels. Distinctions between behaviours and diagnoses, between mental illness and emotional/social problems, and between psychiatric and non-psychiatric perspectives appear to both underpin and undermine practice. On the one hand psychiatric staff and interventions are put forward as solutions to perceived care issues while there are divergent ideas that more restraint is required in the way in which psychiatric labels are allocated. Traditional wisdom is shown to influence the way in which decisions or diagnoses are made irrespective of the conflict experienced simultaneously. Psychiatric training and experience is perceived as a gap, despite the notion that the ‘untrained person with a ‘motherly nature’ is well placed to deal with some of the outstanding care requisites. The concept of continuity of care is assumed as a missing link. In order to fully examine the mental illness discourse it is also important to consider the way in which suicide and self-harm as a subset of the mental illness discourse is manifested in ED practice (see below).

Suicide and self-harm as a subset of the mental illness discourse

Having shown in Chapter 3 (p.45) that national strategy for self-harm is subsumed in the strategy on suicide prevention, the link between self-harm and suicide was immediately made apparent.  The strategy document ‘Reach Out’ (HSE 2005) shows a preference for the term ‘deliberate self-harm’ but reflects the confusion, parallels and overlap between terms in attempting to make distinctions between, deliberate self-harm, parasuicide and suicidal behaviours.  A previous examination of the nomenclature (Appendix A) concludes with the proposition that the debate about the types of behaviour, e.g. suicidal or not suicidal and the associated problems with terminology have less relevance in the ED context. This subsequent case study provides an opportunity to examine this proposition.  

Although it is not a major feature of the case study, the linked self-harm/suicide discourse did arise in a number of ways. Firstly, the nurses suggest that approaches to care are not determined by the extent to which there is intention to suicide or not.

They state that 


“there isn’t really a difference in nursing care – the intention is to harm 
themselves 
…. that’s the point.  



(NFG)

The nurses refer to the triage system as the mechanism by which patients are prioritized but they acknowledge that some methods of self-harm might be more potentially lethal, and will have implications for the triage category allocated, irrespective of intention.  They also refer to the use of discriminators (see below) and state that 


“you know…if they are very distressed or upset, that would affect their triage 
category……”






(NFG1)
The case notes analysis verifies the reported practice of the nurses with regard to patient categorisation and priority. Manchester Triage (1997), the computerised process of triage operates a common nomenclature and a robust triage methodology. General and specific discriminators enable the triage nurse to allocate patients to one of five clinical priorities. General discriminators apply to all patients with the most obvious being life threat. Specific discriminators are relevant to individual presentations. Discriminators for DSH and Overdose and Poisoning are included in the triage process. During the case note analysis the specific discriminators of ‘marked distress’ and ‘moderate risk of further harm’ are most often noted and are consistent with the use of the triage methodology and the detail contained within the patient notes.  The use of the specific discriminators demonstrates the extent to which personal distress can justifiably influence a patient’s priority. Likewise it is apparent that while the actual intention with regard to suicide is not explicit, there is nevertheless an assessment which considers risk of further harm.

During the case note analysis variations are noted in the nomenclature of patients, explained by the way in which Manchester triage is set up. Self-harm patients can be selected on the drop down menu as ‘DSH’ or ‘Overdose’ (the majority) or ‘Unwell’ or ‘Mental illness’. The first two terms are usually reserved for those who have actually engaged in self-harming behaviour, the latter two terms usually reserved for those with either suicidal ideation, depression, or where the presentation by the patient is vague.  ‘Overdose’ also includes patients who have taken an overdose accidentally or who are using recreational drugs. For the purpose of this analysis those patients were filtered and excluded as per the definition of self-harm being used in this study (Chapter 3, p.41).  

Further risk to the patient is a feature which causes anxiety for the nursing staff, specifically the prevention of further self-harm in the department. The nurses describe their experiences of people who had tried to hang themselves with oxygen tubing or ECG leads. They also describe their anxiety that patients might be hiding further medication on their persons. 

An example of this very real risk is recorded in my field notes. An incident was highlighted to me on one occasion by one of the Senior Nurses as it was happening. Both she and I were discussing a patient’s apparent self-discharge from the department having complained about the length of time she was waiting to see the psychiatrist. This patient had taken a significant overdose of paracetamol. The increasingly anxious Senior Nurse was taking various measures to find the patient, e.g. calling security, exploring the site, contacting relatives.  Very soon afterwards the patient returned having walked to the nearest chemist, bought more paracetamol and ibuprofen and ingested them prior to her return to the department. 

The patient commented that:


“ maybe the psychiatrist will come and see me a bit faster now”  (Patient 4)   

Upon the patient’s return, the Senior Nurse commenced a medical regime again, e.g. charcoal, observations, ECG, and spoke to the patient about risks, leaving the department, waiting for the psychiatrist and so on and then completed the various clinical incident reports required by such an action.

Whatever the intentions of the patient were on this occasion is not the reason for the use of the example here, rather it demonstrates the extent to which risk of further self-harm in the department is real. The incident also provides findings in relation to staff stress and distress discussed below (p.131). 

Despite the risks identified by participants, the associated anxieties and the use of discriminators, there is no evidence of a specific risk assessment tool being utilised by either the nurses or medical staff. One of the consultants suggests that there is a tool developed but that ‘cutbacks’ have limited the amount of documented tools designed and purchased. Other staff  are not aware of this tool and it has not featured in the internal training programme for either doctors or nurses. When I asked the nurses how they assess risk of further self-harm, they stated simply that


“we ask them (the patients)…..”                           (NFG)

The ‘intention’ of the patient is a factor in the way in which the doctors make a decision about referral to the psychiatric team (previously noted p.100). Patients who express a current wish to die or continue with self-harming behaviours are more likely to be referred to the psychiatrist. 

With regard to self-harm and the predictive relationship with suicide, only one example is noted which highlights an alternative perspective. One of the case notes contains a  patient quote and states  


“I feel better when I cut myself and I see the blood oozing out”









(CNA)

In summary, the self-harm/suicide discourse or link is not found to be a critical issue in approaches to care expressed by the nurses. The discourse is shown however to influence the doctors decision-making in that a patient’s expressed intention influences the referral or discharge route. However it must also be questioned whether or not it is beneficial to subsume self-harm in strategy about suicide, when the incidence of self-harm in Ireland (p.13) is as significant as it is. This issue will be further discussed in Chapter 6. Ultimately, care is provided for individual patients according to an objective measurement (triage) based on the individual presentation. The relevant general and specific discriminators and the way in which they are applied do not appear in any way to be about a distinction between self-harm and suicide.  

ED discourse

A significant proportion of the data provided by staff relates to their perceptions about the role and function of the ED and consequently their own role as practitioners. 

Medical staff  focus particularly on the objective of ED practice stating that 


“the objective is to assess acute presentations, provide immediate intervention 
and 
to discharge or refer people according to their condition”      (MFG)

This objective is described by an ED Consultant using an analogy in which he compares the ED department to a postal sorting office:


“all post (read patients) arrives and is sorted according to where it needs to go” 
(referral or discharge).                             



(SM1)
The Consultant continues his use of analogy to describe the role of ED medicine as 


“our job is to put the fire out, not to investigate the cause of the fire, that is for 
others to do”.                    





(SM1)
The medical staff  demonstrate a particular understanding of their role and the acute and immediate nature of their work as highlighted by the excerpts above.  However, acute in this instance, does not exclude people who self-harm and is not seen to be about the dominance of ‘physiological’ aetiology. Instead ‘acute’ is about a current presentation and the extent to which the presentation is compromising life or functioning. It is acknowledged that irrespective of people’s recurring histories of self-harming behaviour, each episode or presentation is an ‘acute’ event because it 


“warrants an appropriate assessment and intervention in the here and now”. 










(MFG) 

None of the nurses who participated are so clear in defining the role of ED but are similar to the medical staff in their reference to the ‘physiological’. The nurses agree that their priority for patients who self-harm is to 


“attend to their physical needs first and then tend to any mental health issues they 
might have”.    ( NFG)

This was considered important because


 “we need to bring them out of their situation  first”.

 (NFG) 
This ‘situation’ refers to any urgent medical need which may be putting the patient at further risk of deterioration or death. When I asked for an example, they state,

   “Well if someone has taken an overdose of paracetamol you have to get the 
charcoal 
into them quickly to prevent absorption and liver damage”.               








(NFG)

A Senior Nurse expands on this and states 


“that our role in ED is to undo what they have done, to give the antidote or 
suture the wound, to give them someone to talk to or to access services for 
them”. 




 

(SN) 
The doctors also focus on physiological interventions, specifically; prescription of charcoal, cardiac monitoring, blood analysis, life support and wound care. It is also acknowledged that ‘needing someone to talk to” may be part of the intervention required. As highlighted previously (p.101) the doctors are clear however that this is not their role and ED is not the place.  The doctors emphasise, however, that this ‘need to talk’ is not overlooked in the process of assessment and point out that lengthy story telling occurrs quite frequently during assessment. Thus the doctors acknowledge that whilst lengthy history taking may be a feature of the assessment, the information is only necessary to them as it relates to the development of a diagnosis and immediate treatment plan, a process consistent with their view of their role and function.

This approach is justified as appropriate because it is a ‘standard’ applied across all patient presentations. The analogy of the cardiac presentation is used by the junior doctors to explain and justify their role. They emphasise that a person presenting with an acute cardiac episode, e.g. myocardial infarct, angina and so on is assessed and examined and the most appropriate intervention prescribed. However the long standing life style history, whilst featuring as part of the assessment, is not an issue to be addressed in the intervention – that is the role of the cardiac rehabilitation team, cardiac outpatients or GP.  

The doctors agree that during the ‘acute’ event (be it a self-harming event or any other) is not the time to significantly engage in the long term history or plan of care. They feel strongly that the ED doctor is not the person that the patient needs to talk to and this is attributed to their role, their available time and most importantly, the environment in which ED medicine is practiced, specifically where significant overcrowding is a major feature ( discussed below p.125). 

Both groups, medical and nursing, express frustration with repeat attenders. The junior doctors again use an analogy to make explicit that repeat attenders are frustrating irrespective of their presenting complaint. In other words it is not the ‘mentally ill’ or  people who self-harm particularly, but anyone for whom they feel they have already provided as much as they could. The analogy provided describes a (real) person with knee pain who has been three times to the ED, has received the usual investigations, prescription and for whom an orthopedic referral has been arranged. The doctor’s frustration is articulated in the comment 


“what more can we do”.

The nurses’ comments indicate their questioning of the motivations of repeat attenders, particularly those with mental illness or who have harmed themselves. The nurses wonder 


“if they (the patients) are really interested in helping themselves, you know you make 
OPD (psychiatric) appointments and social work appointments and then you know 
they just don’t turn up,  I mean, how can we do anything to help them if they don’t do 
anything to help themselves………or you try to get them to wait on the psychiatrist 
and they leave the department before they get here…… and then you know they are 
back in here the next day and we have to do it all over again…………………………”








(NFG)
Thus the medical staff seem to most clearly focus on their role in the immediate assessment and sorting of patients with acute presentations followed by an appropriate referral pathway. The nurses openly acknowledge the physiological needs as a primary interest implying a staged approach to care which highlights the need to address the ‘mental health’ issues also, but latterly and only after risk of further deterioration is managed. The only overt negativity is expressed by both the medics and nurses in relation to frequent attenders. Doctors express frustration with frequent attenders of all types while the nurses are more specific in their reference to people who self-harm.
Conclusion  -  Structural discourse 
The findings from multiple sources have illustrated the variety of discourses within which ED practice is located and which underpins the care of people who self-harm.  Consistent with McNamara’s assertion (2010) the dominance of these discourses are dependent on the context from which the views are expressed. In other words it is not surprising, for example, that the social worker view is dominated by perspectives on socio/economic issues and the manifestation of this in ED. Likewise, strategy development which is dominated by psychiatrists has a predominant psychiatric expression.  The ED staff perspectives shed some light on the context of ED and perceptions around their role and function.  Divergence and convergence is noted throughout. Nevertheless, the various discourses draw attention to specific issues which will be explored further in the discussion in chapter 6.   The next section considers the theme of ‘encountering ED’ and provides further data from which case study assertions will be developed. 

Theme 2: Encountering ED
A second theme is identified from data which are more about personal encounters with ED than with the structural discourse enveloping it.  Personal here refers to the individual narratives and personal meanings elicited from the embedded units within the case, that is, patients, family and staff.
In Chapter 2 above, several constructs are identified as underpinning ED practice and they appear, retrospectively, to be helpful in finding ways to categorise the data deriving from the various sources. ‘Cues of context’ are introduced (p.26) as is the notion of a ‘continuum of care’ (p.28). The findings attributed to this theme of ‘encountering ED’ are consequently discussed under these headings with a further category of ‘enduring distress’ which aims to encapsulate the emotional states of both patients and staff.  The relevant component of Figure 4 – the schematic of the themes and categories (p.94) is provided here for quick reference.  

Figure 4b:
 Theme 2 – Encountering ED


[image: image2]

Continuum of Care

In Chapter 2 (p.28) Jones (1997) states that the focus of emergency caring involves ‘doing for’ and ‘being with’ along a continuum of care. A key component of this case study is to examine the focus of and experience of caring in the ED context. I did not set out to gather data to support this notion of the continuum, however it provides a useful basis or ‘category’ within which to present the findings. A detailed discussion on the extent to which the findings show evidence of either ‘doing for’ or ‘being with’, and the extent to which this occurs along a continuum will be provided in the discussion chapter. 

An ED Consultant examines the question of what can be done to provide for psychological care needs for a patient with a particular story and highlighted the limitations of ED medicine. He suggests that 


“it is appropriate that people come to ED to have their physiological needs 
addressed, because that is what we do here but  there   must be something 
between 
ED and psychiatry which is multi-disciplinary, not necessarily medical, and 
something which is comprehensive.”  


(SM1)
A Senior Nurse with personal and recent experience of self-harm and suicide in her extended family expands on the response required to the patient’s personal story to include the story of the distressed family.  She suggests that caring is about 


“Being human – helping them (the patients and families) to navigate the system, 
not 
this professional thing…..”   (SN2)
She appears to separate the notion of being human from being professional. I asked her to clarify this ‘separation’ and she suggests that it is about a conflict between her personal role and her professional role and the extent to which you are involved or detached from the experience.  She describes particular frustration with the Mental Health Act and the notion that patients can appeal a sectioned admission, a few short days after it has taken the family weeks and months of distress before the suicidal relative agrees to seek help. This fact is compounded by the eventual suicide of her relative whilst on weekend leave from hospital. She recognises both the determination on her relative’s behalf to die by suicide and his right to this, but feels that we (the health services) have lost the balance between keeping people safe and giving them their independence.  Decisions to discharge her relative rendered a sense of helplessness upon the nurse and her family, a helplessness which she experienced at two levels – personal and professional.

A Consultant also refers to the interventions which are requested by patients when they attend and are often the sole purpose of their visit. He describes a woman who repeatedly attends the department who regularly cuts herself. She is specific in her requests for various interventions. He states

“She tells me when she wants to see the psychiatrist, she knows this better than me, 
sometimes she just wants us to bandage her arm,… she says, ‘wrap my arm, if I 
don’t see it I wont cut it and then I can take it off when I am felling better’…… 


Other patients simply come in and ask the triage nurse to see the psychiatrist, 
they actually want nothing more from us than a referral”.                     (SM1)

Another consultant suggests that the proximity of the acute psychiatric unit to ED contributes to the numbers of patients who use ED as their point of referral. 










(SM2)

When talking to the patients about their experiences of care in ED they refer interestingly to the more physical and physiological in their responses.

Lily talks about the nurses keeping her warm and providing her with a pillow as meeting her need as she 


“needed somewhere to sleep it off ….I knew that they were checking me regularly 
and 
that I was being well looked after”.                          (Patient2)

Lily is specific in her praise, albeit retrospective, of the efforts made by the nurses to keep her in the department when she had initially “just wanted to go home” (i.e. self-discharge prior to assessment).  She states during the interview that she thinks this is

 “very good, as it was the best place for me at the time”.   (Patient 2)

She describes other efforts the nurses made to encourage her to stay in the department by, for example, ringing her brother to come sit with her and using the security guard to sit at her cubicle so that she couldn’t run away. Lily had been told that the guard would not harm or restrain her in any way, but was there to help them (the nurses) to “keep her safe”. She summarises this episode as an example of good care when she states that 


“they wouldn’t go to that bother, would they, if they didn’t care”.










(patient 2)

Apart from the physiological and comfort aspects of the experience mentioned above,

 “keeping me there”  is the positive aspect of care considered most significant by Lily. 

Like Lily, Christine and Jack refer to specific tasks or specific nurses when discussing individual practices:


There was one nurse, she was really lovely…you know she went out of her way, 
she 
held my head when I was vomiting and her hands were cool on my 
head……..she put 
her arm around me when I got upset…….she really went out of her way to look 
after me… and they were so busy….when I was feeling better she helped me to 
have a wash and that made me feel better too.







(patient 1)


They were very nice you know, because I was feeling a bit stupid and even my 
ma 
was a bit embarrassed, but they were great……..the nurse stayed with me 
when I was 
drinking the black stuff (charcoal) and helped me , its horrible stuff, 
but 
she 
helped me…….and they told us everything because we couldn’t really 
understand 
the doctor’s accent……







(patient 3)

Jack does not describe any negative experiences nor does his mother whereas Christine’s only negative experience originates in her need for privacy and the lack of privacy afforded to her (discussed below).  Lily’s negative experience is limited to the loss of her trolley the following morning also discussed below.

While the physiological aspects appear to drive the patients’ experience of care in ED it is also a motivating factor in the decision to attend ED in the first place. Lily acknowledges that her family made the decision for her visit. When asked about this she says

“…. you know…..I’d overdone the drink and taken tablets as well and they   
(the family) needed somewhere for me to sleep it off and to make sure I was 
alright…. with the tablets I had taken…… and you know with the drink as 
well”. 









(patient 2)
Christine refers to her fear about her physical condition when she realises her suicide attempt had been unsuccessful and that it was a specific fear about paralysis as a side effect of the overdose which prompts her visit to ED:


…. Then I woke up and I realized I was still here …and I felt really ill and I had 
tingling down my arm, and the tingling got worse in my arm and I got scared and 
I 
knew that something was wrong…….I was vomiting quite badly but it was the 
tingling in my arm that scared me………..you know I knew I wasn’t dead, but I 
was thinking that I could be paralysed or something………..









(patient 1) 

Jack simply states with regard to his overdose that 


I knew I had done something stupid, the drink didn’t help, but I knew I had no 
choice but to go to ED. I knew that they would sort me out…………and me ma 
came with me so that kinda helped because I was a bit embarrassed………..









(patient3)

Despite the fairly constant reference previously by ED staff about perceptions of the patients need for someone to talk to or someone to listen none of the three patients interviewed actually suggest this. This is not to say that this component is not required but it does not appear to feature as a major expectation of these patients. Not only are the interventions which are highlighted by the patients physiological in nature but they are also what might be described as ‘basic nursing care’.

My field notes contain a record of a conversation between one of the Senior Nurses and myself, as we spent some time reminiscing on our own shared experiences of ED practice some years ago in a London teaching hospital.  I questioned the notion of the espoused changes in practice and apparent improvement in receptivity towards self-harming patients, particularly overdose patients. She remarked that we don’t need to do stomach washouts (SWO) anymore. The more we reflected on this the more we concluded that this intervention had such a negative impact on all involved that the “attitude” which was felt about the admission of overdose patients was more about what we (nurses) needed to do to the patients than about the type or presentation of the patient. The stomach washout, or as it was often known the ‘stomach pump’, was an aggressive and distressing procedure for all involved and did nothing to enhance the dignity and experience of the patient. It was often perceived as a pejorative act.

When I follow up on this with another of the Senior Nurses, she states that 


“the time we used to spend doing the SWO is now spent approaching the patient 
in a 
softer way, dressing them for charcoal, being gentle and encouraging with 
them…….” 




(Clinical Nurse Manager (CNM1)
When I asked if the approach to care or the patient is always ‘soft’ and ‘gentle’ she highlights that  


“sometimes we need to be brusque, sometimes, to get the information across 
when they are particularly drowsy from drugs or alcohol”







(CNM1)
Irrespective of the interventions required or given, the CNM is adamant that the context of care is most important. She is frustrated and angry in her assertion that 


“we should be able to provide a more peaceful environment”.
The feature of overcrowding and the nature of the physical environment is one of the most commonly repeated issues of the case study and will be explored further with the findings with regard to patient privacy.

The notion of accessing healthcare, and the need to use available resources, seems to be measured or constructed in terms of personal worth or deservedness. This deservedness  is relational in origin. In other words, the extent to which the patients believe they  deserve their care  is measured in the context of others.  The following statements underpin this notion


I think I had been feeling low for a while….in hindsight I probably should have 
contacted somebody…..it might sound weird, I kinda think I am kind of bothering 
people….I always think that there is someone worse than me……

…..everyone was very nice – they were you know, and that made me feel worse.


And this lovely nurse came around and she was so nice to me….. I just – it made 
me 
feel worse, you know you kinda feel that you don’t deserve it………….










(Patient 1)
In order to examine the root of this perception about deserving or not deserving care I probed the patient further,  explicitly seeking any information which would implicate the staff in contributing to this perception, as indicated in the ED rhetoric. The patient is particularly adamant that this is personally derived


No – it is something that I feel, they never made me feel that way, I feel that way – 
its probably got something to do with somebody needing that bed and I am here 
after doing that to myself and taking it (the bed) away from them, it’s just 
something 
you feel, something that I feel……”

(Patient 1)
Another patient, Lily, is also explicit about the use of resources, specifically her ‘bed’:
“when I woke up I got up to go to the toilet and have a bit of a wash, when I got back my bed had been given to someone else and I had to sit on a chair, I 
thought   that wasn’t very good….I was still a bit weak …but they were very busy and they probably needed it for someone else sicker than me”.    (Patient 2)
The nurses refer to the frustration of trying to manage the environment and placement of people in spaces suitable to their needs. While there is nothing in their comments to suggest they are measuring the ‘worth’ of a patient, nevertheless subjective measurements are being made: 

“There is just nowhere to put people sometimes, you are asking people to lie on 
trolleys on the corridor, or worse on chairs, its embarrassing…….you are trying 
to 
decide who most needs a cubicle and who most needs to lie down and who can 
sit 
and who can sit in the waiting room… it is a nightmare….. sometimes you 
think they 
are very old and frail so they must lie down but then someone younger could be 
really sick….. and then there are those that have to be monitored they need to be 
near a monitor…… and then you might get, say, a bereaved family 
and they need 
private space and somebody is in that room… so you start juggling everybody 
about……….   

(NFG)

While the process of triage highlighted above makes objective measurements about the priority status of a patient, and gives some indication of where they will be best cared for, e.g. ‘resus’, monitored bed, major or minor, no such tool is conducive to allocating patients a space. While relatively objective judgements can, and are, made in terms of age, level of acuity, frailty and distress for example, no tool is sufficiently dynamic for the rapidly changing environment of ED. As the Senior Nurse puts it


all you need is a few people from an RTA and you’re scuppered.









(SNM1)

This approach to managing the environment inevitably results in the event described by Lily above, where her bed was taken for use by someone else. While this may be based on physical need, where perceptions already exist about deservedness then one can see how perceptions may be formed.   

The suitability of the environment relative to different groups of patients is commented on when a senior nurse states 


 ‘that mentally ill patients or people who self-harm are  different…… more vulnerable 
in a different way’. 

This she appears to attribute more to the suitability of the environment as opposed to their presenting complaint. She refers to the 


‘need for a slower, low pitch environment, rather than the fast high pitch 
environment they find themselves in, where sometimes the physical illness of 
others is a bit in your 
face’.   (SNM1)
The various perceptions about one’s worth in terms of using the ED department and having a trolley space is an interesting one for me personally to consider. During the last months of writing my thesis both I and my father were patients in ED on two occasions respectively. I recorded these events in my field notes. Despite my own ability to determine a provisional diagnosis (renal colic) and comfort with the fact that this was where I needed to be, I was almost irrationally relieved that I had acute signs and symptoms, e.g. haematuria and elevated blood pressure. The fact that I needed further investigations reassured me that I was indeed justifiably in ED and not in some way ‘fraudulent’. I can testify to the fact that not a single member of staff said or did anything to imply that I should not be there and were in fact hospitable, concerned and genuinely interested in my pain and discomfort. There was no doubt that a personal perception about the needs of others being worse, alongside demands on space and time, were at the forefront of my own experience. Therefore, I can endorse   the comments of the patient in my study who indicated that this is a personally derived view. The various comments made by the patients in this study had some resonance for me despite a totally different understanding and experience of the context. Further examination of this element will be undertaken in a discussion on researcher reflexivity in the concluding chapter.

Continuum of care – category summary
The continuum of care, that is the extent to which activities can be constructed as either ‘doing for’ or ‘being with’ is exemplarised in the excerpts or instances highlighted above. 

‘Doing for’ can be seen in the way the ED consultant describes the current role of ED alongside an assumption that not ‘doing for’ is also an issue (p.116) The examples provided by one of the nurses about being human and being professional seems to resonate with notions of doing for (professional) and being with (personal). The example of the patient making specific requests about their care acknowledges the role of patient as a potential expert in their own care and requires the doctor to be ‘doing for’ according to a specific request.   

The elements which best describe the aspects of nursing care which address patient’s basic physical needs, e.g. comfort, warmth, personal hygiene are very clear examples of how the nurses are ‘doing for’. The manner in which these actions are characterized seems to offer a notion of ‘being with’ the patient and an essential element of the patients’ overall perspective on their experience. 

Patient motivation or the rationale underpinning access to ED in the first place also appears to be wrapped up in the views which the patients have about what the department and staff can do for them. The extent to which patients perceive that they ‘deserve’ their place on this continuum is shown to not just impact on their experience in the department but how and when to access services in the first instance. 

However, the staff and patients both show examples where ‘doing for’ is not realized, e.g. the provision of an appropriate space in which to be cared for. It is the instances where the continuum of care is seen to break down which appear to cause the distress and frustration subsequently experienced.  This distress will be further examined under the categorical aggregate called ‘enduring distress’. 
Enduring distress 
The notion of distress is introduced in Chapter 3 in terms of differentiation between distress and disease e.g. psychological distress. The concept of distress as a replacement for the concept of illness in certain cases is also alluded to.  This category entitled ‘enduring distress’ brings together findings from various sources which illuminate the ways in which different  people, staff and patients,  experience distress and the variety of sources from which it derives. Circumstances which promote stigma and compromise privacy and dignity are shown to play a significant role in the experience of distress. 

Stigma

Issues associated with stigma are highlighted above in relation to national policy (p.45). The concept of stigma is also identified in the data from all sources, doctors, nurses and patients albeit from nuanced perspectives. 

The senior nurse manager states that


There is still huge stigma in Ireland about psychiatry, deliberate self-harm and 
suicide ……..patients will often see the psychiatrist here but won’t attend Out-
patient appointments because they don’t want to be seen going in 
there…….people 
are still afraid of being labelled psychiatric when they are 
not…… the problem is, 
though, that they never get the follow up they need……


….that  is why referrals to the social worker are so important, if a patient feels 
like 
that they will probably come back to see the social worker because they are 
in 
the 
acute side of the hospital not the psychiatric…… (SNM1)

The senior nurse limits the stigma or perceptions about stigma to the public and suggested that staff do not feel like this.

The issue of stigma is a concern for other members of staff also. The departmental  management team made a decision to re-designate  a previous clinical space (consultation room) into an office so that ED doctors could be better facilitated in the discussion and referral of cases over the phone. Given the premium on space this is a significant issue. The proximity of patients to the main desk in a constantly overcrowded department means that there is little opportunity for doctors to maintain privacy of patients’ details during referral or handover to other teams. The doctors think that this re-designation of space is 


particularly relevant to psych cases because of the stigma attached  to the 
referral to 
a psychiatrist.     




(MFG)
One of the patients experiences stigma and associated distress in two ways: 1. externally, in the context of their community  and 2.  internal to the hospital. The hospital experience relates specifically to the environment in ED with specific reference to the need for or lack of privacy. 

Community perspective:

I didn’t want an ambulance coming in here (home) because it is a really gossipy 
place…… and I know one girl….. and she ended up in (Named psych unit) and 
that was the 
person they 
were 
talking about….and….. they weren’t sort of 
saying  how is 
she or 
anything – they wanted to tell everybody what had 
happened 
– and that was a gossip thing…….
If she was in hospital and had 
broken her 
leg or something they would say – Ah God help her.... you know – 
who’s 
looking 
after her kids or whatever – but it was 
completely different 
because 
she 
was in (Named psych unit) 

(Patient 1)
The patient highlights this issue with regard to her need for privacy (see below) and the potential for stigma associated with psychiatry or mental illness. It also highlights a negative aspect of community and the implications for isolation and reduced social networks necessary during times of crisis.  

The perceived stigma associated with the act of harming oneself is also a feature and is demonstrated in the comment below 


“You are ashamed to let other people know what you have done…. You don’t care 
at the time, but afterwards you feel guilty and you feel you are wasting people’s 
time…… 


                                (patient 1 Christine)

Another patient, Jack, was quoted above (p.119) when he talked about his and his mother’s embarrassment following his overdose, he says

“you know…. its embarrassing, you know……. when the staff are talking about 
the 
psychiatrist and things, you know like, as if you were a bit mad…….








(patient 3 Jack)

The nurses also refer to the way in which referrals to the social worker and the Substance Use Nurse Specialist are less stigmatising for patients as they are both “on the acute side” that is, not attached to the psychiatric unit of the hospital.










(NFG)


 
This idea is supported by both the Social Worker and the Substance Use Nurse Specialist. The Social worker points out that the difference may only be a matter of geographic location but that the intervention is the same. The Nurse Specialist’s post being held within the ‘acute side’ is in fact a simple matter of funding and a reflection of the lead psychiatrist’s position as it was stated that 




 “he does not do alcohol”.                              (CNS1) 


In many other hospitals the Nurse Specialist post is employed on the ‘psych side’.  So the employer status of a post holder can be a sufficient determinant in at least a notion of whether someone has psychiatric needs or not and have implications for the way in which stigma may be experienced. 

This notion of stigma appears to be linked, at least in part, to the various ways in which behaviours or illness are labelled, e.g. ‘psychiatric’. With all patients I use the term ‘self-harm’ as this is the research term. Two patients express some surprise and or confusion with this, see quotes below:


I don’t see myself like that, I mean I wouldn’t cut myself or anything……I 
suppose 
that sounds daft when I did what I did…….. I don’t know what I would 
call 
it…….I just didn’t want to be here anymore,    I think of self-harm, you 
know….people…who don’t want to die but maybe it is some sort of release for 
them or something………  I suppose taking an overdose is harming 
yourself…..but at the time you are just thinking of not being here any more, you 
are 
not thinking of the aftermath ………when you don’t think you are going to 
come out 
the other side ……you just think of it as not being here anymore….








(Patient 1)
A fourth patient, Carol, allowed me to speak with her at the time of her admission and was also keen to point out that she hadn’t cut herself in response to my use of the term ‘self-harm’. Carol declined to follow on to a more detailed interview and I was therefore unable to pursue this point.

The first patient, Christine, is also uncomfortable with the label depression and describes herself  ‘feeling low’ and more importantly ‘feeling trapped’ (see above p.106). Comments made by an ED consultant suggest that problems with labelling  have a detrimental effect on the outcomes for patients. He states

I will not label anyone – I do not know them……we generally need to change the 
labelling thing….’OD’…..‘self-harm’…….psychiatric……these people need help 
and 
we are not delivering……           (SM1)
Privacy

In addition to stigma, and closely intertwined with it, is the need for privacy and the extent to which this is possible in the current ED circumstances. The capacity of this department to cope with the volumes of patients attending and requiring admission was severely compromised on every day that I was in the department. There was nothing to indicate that these days are any worse than other days. Patients on trolleys and chairs line the walls of the department from the entrance through to the exit. When in-patient numbers rise beyond even this, the main hospital corridor is opened and run like a small ward. While it is in the main thoroughfare of the hospital the patients are situated at the quiet end away from the main lift bank and access routes to the wards upstairs. The accompanying relatives, referral teams, ancillary staff and others add to the sense of overcrowding and even a pretence at privacy is difficult.

One of the patient’s experiences below crystallises the problems of privacy experienced in the ED context 



….. and they sent a psychiatrist down to speak to me and he came in and 
because I was 
on a drip – he had to speak to me in there……… which I found a 
little bit ……..I knew there were people outside and people beside me…you 
know I didn’t want everyone listening….He was there for a long time and he 
was talking and he was going through my file and …..that was a bit ….I felt 
a 
bit…..you know I could have done with some more privacy – you 
don’t want
 
your life broad cast with 
people outside and you know they’re 
listening – its 
not 

their fault they can’t help it  I could hear what the Dr was saying to the guy on 
the 
trolley inside – you are trying not to listen but its …yea…..nothing 
else to 
do.                                                                           









(Patient1)
Again, during my own experience as a patient in ED, I gained some personal insight into the issues of being cared for in an environment where privacy is severely compromised. My initial examination by the ED doctor was undertaken in the main area of the department where one side of the trolley was placed against the main nurse’s and doctor’s station and the other side of the trolley faced the entrance corridor. I had a patient directly behind me on a trolley so that his feet and my head were only inches away from each other. Whilst the nurses and the ED SHO did their best to maintain some degree of privacy with a screen, it was completely inadequate for purpose. I was examined through my clothes which contravenes best practice with regard to the examination of the abdomen and in an almost upright position because of the patient directly behind me. In essence the doctor was forced to rely mainly on my clinical symptoms alone to make the referral to the surgical team. Many but not all the usual questions relating to the abdominal examination were asked of me and although both the doctor and I were doing our utmost to be discreet, the information could be overheard by anyone choosing to listen. Thankfully there was nothing in my personal or recent history which warranted particular embarrassment, nevertheless the information was and is private and personal. There was no doubt to me that this lack of privacy heightens the sense of vulnerability experienced in this compromised environment. 

My own experience draws attention to the real life experience of severely compromised privacy without the added feature of a potentially stigmatising presentation such as self-harm.  

The nurses during their focus group reflect on the implications of the lack of privacy particularly in relation to the assessment process 


…you can’t examine people properly, you can’t even do their obs properly 
because it means taking off some clothes… you can’t ask them questions without 
anyone hearing and when it is really busy it is really noisy so you are sometime 
shouting to be heard over all this noise….. the other day we had a woman who I 
needed to do a pregnancy test on and I was trying to find out more about her use 
of 
contraception and she was mortified so I stopped asking… so we can ‘t even 
get 
the basic bits of our job done……..you can’t look at wounds or dressings 
easily and 
that’s without even thinking about cross infection rates……..they talk 
about 
hospital acquired infections – it’s a joke……. 








(NFG)

With specific regard to people who have self-harmed the nurses say that


you just couldn’t start asking people to talk about their problems when everyone 
around can hear them…… 


(NFG)
Even where a cubicle is available for patients, perceptions and concerns about privacy continue to exist :


……it started getting really busy and loads of people were coming in and I 
was in a cubicle and I just wished that they would pull across the  curtain because 
I didn’t want anyone looking at me or seeing me…..and I was really…. 
embarrassed….because I kept vomiting….. in to this bag and I didn’t want people 
looking at me……and I kept thinking….if they would just pull the curtain…..but I 
didn’t ask them, they were just so busy…you could really just see it, they were run 
off their feet……..



(Patient 1)
Ultimately stigma and privacy are separate concepts where privacy issues affect all patients and stigma may only impact on a smaller group for a variety of reasons. Nevertheless compromised privacy, it is shown, can heighten the experience of stigma.  In each case, either singularly or combined, both experiences add to the distress experienced by staff and patients exacerbating an already difficult time and place. In addition to this, questions must also be asked regarding clinical safety and clinical outcomes for patients when their examination and assessment is so severely compromised by the environment and circumstances.  

Workplace distress

The distress experienced by staff is also one of the more hidden aspects of this study. While many staff excerpts (p. 122, 115 & 102) show the extent to which they feel compromised in their role and ability to do their job effectively, there are however other findings which raise concerns about the level of distress being endured by staff and the language which they use to make this visible. 

For example the nurses feel that all they are doing by comparison with the care assistant is “getting through the shift”. (NFG). A senior nurse refers to the nurses as ‘obviously worn down and worn out’. A consultant describes staff working in ED as ‘working on the edge’. Another senior nurse describes the situation in ED as one in which ‘something has to give’. The social worker repeatedly refers to the ‘relentless pressures faced by staff day in and day out’ and nurses talk about a lack of emotional space to deal in any great depth with the patients’. 

While many of the above comments are made in passing, when examined retrospectively they seem collectively to create a picture of varying levels of distress being experienced by staff and identified either by themselves or others working alongside them. Previous discussion of the ‘felt’ risk associated with this patient group and the extent to which staff  are responsible for the prevention of further self-harm was highlighted above (p.109) and is another source of stress and distress for staff. Further discussion will be provided below. 
Cues of context

Cues of context is a term first used in Chapter 2 when McAllister (2003) refers to certain cues being absent from ED practice e.g. knowledge of or about the patient prior to and after the admission to ED. It is proposed here that it is these cues of context and the way in which they exist in this department that makes this case unique.  In other words, the interpretation about the cues of context which exist here illustrate the particularity of this case (Stake 1995).  

Despite the negative implications of community associated with perceptions of stigma highlighted above (p.126), a positive aspect of community is identified by ED staff in relation to the ‘uniqueness’ of their department. 

A senior nurse talks about the nature of the hospital catchment area and the relationship of the department and staff within it. Specifically, she highlights the low rate of staff turnover, different to the larger teaching hospitals, and the impact this has in this particular ED. She states that 


A low staff turnover means that you retain all of your experience not just of 
nursing but of your clients that come in. Staff are familiar with lots of patients  
which helps people when they come in… that they see a familiar face……the unit 
is 
very much part of the hospital and very much part of the community 
............ 
generations of families work in the hospital with knowledge of generations in 
the 
community.        (SNM1)

The social worker refers also to this notion of community as a positive influence and talked about 


staff whose children are in school with their (patients) children, or their parents 
are 
neighbours or friends, in fact staff can be quite protective about these patients 
because of their familiarity with them and with their background, they just know 
them and all about them…..                         (SW1) 
One of the senior nurses adds to this when she states

that my experience……..  with mental illness in my  own family and the distress 
we 
(the family) were in…. was much easier when you see a friendly face,….. 
someone 
you know…. Ah you just know that they will look after you 


(CNM1).
The ED consultant refers to this familiarity but also talks about compassion in becoming familiar with a patient and states that 


when we know people it makes a world of difference, but even when we don’t 
know them if we use our compassion we will be able to get to know them.
(SM1)

Making reference to national policy, the consultant expresses concern about the loss of local knowledge of patients when ED services are centralised (HSE 2011), although he believes that this is a decision that will eventually be reversed. 

Field notes, rather than focus group and interview data, highlights this sense of community  more clearly as my notes are full of anecdotes of the meetings and greetings of staff to others, the way in which stories are told about patients in terms of their various relationships, and the sympathies that are extended to individuals, patients and relatives. A knowledge exists of various hardships being faced by members of the community. 

One of the Consultants attributes the caring and positive environment not only to the evident sense of community but also to the clinical leadership of senior nurses and doctors. He states

it is the atmosphere that is set – it has to be created, promoted especially when 
you 
run a unit where everyone is on the edge ……people do what people see…. 
that’s what leadership is….



(SM1)
In the discussion above on cues of context it is also suggested that the actual workings of the department and the hidden maxims of practice can also be construed as cues.  I  suggest here that this notion of leadership is also one of the cues of context in this case. The sense of community is only part of the way in which the ‘atmosphere’ of the department is felt. The leadership of the department is also central to the cues of context.  

Another example which links with this is provided by a senior nurse when she describes an occasion with one of the doctors and one of the nurses who were being particularly negative to, and about, a person who had self-harmed. This was data considered to be divergent in that it differs from the overall findings.  The senior nurse’s action at this time with the assistance of the consultant was to


“knock it very hard on the head and make it clear how unacceptable it was, if 
people make a decision to come here for help, then help is what we try to give 
them… to do the best we can’ ……….if people choose to come and work here that 
is 
the work that we do, if they do not like it or do not agree with it they should go 
somewhere else to work……….”   


(SNM1)
Another of the Senior Nurses supports this notion when she states that 


“the nurse manager and the consultants set the tone for the department 
and  
new staff learn that tone, they know that this is how it’s done…. (CNM1)  
Ultimately, cues of context aree derived from knowledge of the patient and a contextualized view of the patient and or their relatives in the community. Personal experience is shown to have an impact or provide cues for the way in which care can or should be provided. The consultant introduces the notion of compassion as a cue of context and this leads to the notion of a ‘tone’ within the department  which is subsequently linked to the leadership within the department and the ways in which certain behaviours are, or are not, tolerated. 

Thematic conclusion – ‘encountering ED’

As with the previous theme, the findings here are derived from a variety of sources and are illuminating in the way in which they describe the personal experience in and of ED for both patients and staff. 

The concept of a continuum of care is introduced and provides examples of instances which impact on the experience of care. Examples of ‘doing for’ or ‘being with’ are reflected in the various comments by the participants. This continuum of care shows examples of convergent and divergent views of staff and patients about what are the important or desirable aspects of care.

The category ‘enduring distress’ also derives from multiple sources and illustrates how issues associated with stigma and privacy have significant impact on the care experience. However, distress in this sense is not restricted to patients but is a feature of staff experience also.

The uniqueness of this case and the impact of the situation of the staff and the department in the community are demonstrated in the final category in this theme – ‘cues of context’. Concepts of compassion and leadership are also briefly highlighted to illustrate different ‘cues’ for practice. 

A discussion of the main points highlighted in the findings of this case study follows in chapter 6 below.
CHAPTER 6:

Discussion 
Introduction

This chapter provides an in-depth discussion of the findings and main themes deriving from this case study. The findings are examined in the context of the literature and areas of divergence and convergence are highlighted in the development of assertions about ED practice. Some new concepts are examined as they illuminate the case. 
The theory of dignity, concepts of moral generosity and moral imagination are also examined and will be used to reframe our thinking about ED practice. The chapter will   be summarized prior to concluding the study in the next and last chapter (Chapter 7).  
Thematic Discussion - Structural discourse
The theme ‘structural discourse’ is comprised of the various perspectives influencing ED practice. The prevailing perspectives focus on three areas: health/socio-economic discourse, mental illness discourse and ED discourse. Each of these discourses will  now be discussed. 
Health/socio-economic discourse

The findings of this study indicate that health perspectives facilitate a broad focus on services for people who self-harm. Public health discourse is perceived to have a positive effect on the attitudes of health care staff, to a previously acknowledged marginalised group (p.95). The location of self-harm in ‘health’ discourse is visible in the data in two ways: 1. national policy, where strategy for self-harm and suicide prevention is not just located but seen to be the responsibility of the Health Service Executive (HSE), and 2. the assumption, by patients and staff, that seeking out healthcare professionals is the appropriate thing to do after an act of self-harm, albeit for a variety of reasons.  

However, in moving beyond the broad health discourse to a health model in practice, the participants in this study describe the processes and effects of a reductionist medical model dominated by psychiatry. Within this predominant medical/ psychiatric model there is, according to a social worker and others, ‘insufficient reserve’ in the way the model is applied (p.105). This means that other interpretations, e.g. non medical, non psychiatric are rarely considered, with the result that ‘normal’ processes associated with grief, loss anxiety, disempowerment and other personal disturbances are rarely acknowledged.  

The extent to which self-harm is or is not a health issue is not a significant feature of the findings. However, the way in which an isolated health focus is manifested in practice, and the extent to which this is detrimental to patient outcomes and/or experiences is a major feature.  The failure to recognise, assess, own, or provide relevant interventions for other factors influencing people’s behaviours, specifically the influence of social factors is a recurrent theme. Significant social factors are noted throughout the findings with particular reference to family function and breakdown (p. 96, 97 & 98), drugs and alcohol use (p.118,120), stressful life events and social isolation (p. 98, 106). 
However these social issues and the extent to which they impact on suicidal or self-harming behaviours is not new.  Durkheim (1897, 1952), attributed with the seminal study of social causation (p.xi), relates suicide to ‘social concomitants’ and advocates for the placement of suicide ‘in its proper aetiological setting (p.xiv)’.   Despite the fact that Durkheim’s work is specifically focused on the act of suicide, he does refer however, to ‘the end sought by the actor’ (p.xli) and thus raises the concept of ‘intention’ and the notion of ‘the attempt’. The known association between self-harm and suicide allows therefore for the findings of this study to be examined in the context of Durkheim’s assertions. 
Some of the major social structures to which Durkheim refers, 114 years ago, look different in contemporary society, e.g. religious affiliation, marriage, the family, political and national communities. Therefore the way in which people are integrated or regulated is different. Nevertheless there are sufficient examples of social concomitants in this study (outlined above) to  render Durkheim’s assertions relevant today.  
In this study, patient case note analysis reveals the extent to which ‘social concomitants’ are factors to which self-harming behaviours are attributed.  Issues of social integration or isolation, marital and family dysfunction, and a reliance on harmful substances to cope with life stressors are characteristic of both the case note analysis and participant commentary. In addition, the specific and individual complexities challenging individuals engaged in self-harming behaviours are also evident.  In other words, social factors may be broadly similar and behaviours or responses to social stressors may also be similar e.g. an overdose. However, the individual stories behind the behaviours and experiences are often significantly different e.g. financial circumstances, support networks, criminality and so on. 
It is suggested, therefore, that these individual complexities render traditional and universal healthcare strategies such as care pathways and one dimensional assessments as problematic, at least for this population.  The failure to recognise  individual differences or ‘personal stories’ is central to the perception that services do not meet the needs of these people (p.128) and central to the allegation that there is ‘insufficient reserve’ (p.105). Specifically the findings from the patient case note analysis demonstrates the need for significant attention and improvement in collecting the individual’s social history. In this way, assessment could be advanced from the ‘superficial and inadequate’ (p.97) to something more informative and more decisive in the selection of the most appropriate ‘individual’ interventions.
Whilst recognising the importance of the individual, the societal level interests should not however be underestimated. Issues of poverty, education, family functioning and substance misuse are also societal concerns.  One of Durkheim’s central theses is that despite the individual nature of suicides, if taken as a collective whole, the nature of suicide in society is dominantly social.  Suicide, viewed as a collective whole or unity he contends, merits scrutiny in and of itself.  Thus Durkheim is less concerned with the individual nature of the suicide/attempt.  Consequently there appears to be a tension between the emphasis or focus required for the individual and the emphasis or focus on the societal associations with self-harming behaviours.   

In further examining societal level concerns, particularly in relation to poverty/deprivation, the patient case note analysis reveals noticeably high numbers of patients with medical cards who attend ED after engaging in self-harm. To qualify for a medical card the weekly income must be below a certain figure for a family and a means test is undertaken by the HSE to establish the income and assets, if any, prior to the issue of a card. In Ireland 33% of the whole population have medical cards, a figure which would be adjusted downwards if removing the over 70s population who receive the medical card by virtue of age. The numbers of patients in this study attending ED after an episode of self-harm and who are medical card holders is 56%. This suggests that a disproportionate percentage of people who self-harm hold medical cards when compared with the general population figures. Such a finding therefore, provides some evidence as to the significance of socio-economic circumstances in the incidence of self-harming behaviours, or at least with reference to hospital treated self-harm. 
The potential for social deprivation to lead to or exacerbate social fragmentation must also be considered because access to financial means is often a pre-requisite for access to and membership of various activities. It is these activities which may reduce feelings of social isolation for people engaging in self-harm. In other words, social fragmentation and social deprivation are not mutually exclusive and are more often mutually dependent. This has implications for the ways in which patients may be encouraged by staff to engage in activities aimed at reducing social isolation. 
In order to further discuss the socioeconomic influences found in this study,  two publications are further examined: 1. the NRDSH annual report for 2009 and 2. Corcoran’s (2007) study of deprivation and fragmentation in Ireland and associated self-harm incidence rates. 
Corcoran (2007) illustrates that there are marked geographic differences in incidence rates of self-harm. The differences are largely explained by the area level distribution of deprivation, fragmentation, age and gender, and interactions between these factors.  In summary, Corcoran finds that the incidence of hospital-treated self-harm presentations is a phenomenon largely but not exclusively associated with deprived urban areas. Rural districts have overall, a 32% lower rate of self-harm. Corcoran concludes that policy should prioritise deprived areas focusing on community based interventions. 

The national profile indicates that self-harm attendances at this particular ED is not significant statistically (NRDSH 2009). However, the figures are based on percentages of the total regional population only, thus, when it is further explored, the actual incidence of attendances to the ED in this study become significant. In summarising the figures it seems that there are three conclusions: 1. the actual number of people attending or re-attending this department is significantly higher than other comparable hospitals, 2. this is not reflected in national rankings because of the overall percentages of population, and 3. that the admission rates from this ED are lower than each of the other three comparable institutions.   

The implications for this case are, therefore, that there is a significantly high workload associated with this group of patients. Without any evidence of particular differences in the patient profile, lower admission rates ( by comparison to other similar hospitals) may be an indicator of the availability of beds and a potential indicator of the levels of overcrowding previously referred to by many of the participants. Consequently there is the potential for these patients to be longer in the ED department exacerbating the overcrowding and compromising the patient experience.  Furthermore the regional profiling statistics in relation to disadvantage and affluence also means that the county is not likely to feature as one of the high priority areas for community interventions recommended by Corcoran (2007) above. 

How these conclusions can be configured with the notion above of a disproportionately high rate of people who self-harm holding medical cards is yet to be understood. It is possible that the medical card status may be a better indicator of personal deprivation than the social deprivation index and other tools used by the central statistics office (CSO) and county councils. This would certainly seem to be the case in highlighting the stark contradictions between the findings of this study and the conclusions made by Corcoran (2007). 

It is also important to note that the social ‘concomitants’ highlighted above are broader than socio-economic circumstances only and that community level programmes which address issues such as family functioning, social isolation and substance misuse are also key in addressing the social causation associated with self-harming behaviours. 

Assertions 
In summary then two tentative propositions about the case are proposed at this stage: 
1.Social and socio-economic factors have a significant effect on self-harming behaviours, and

2. A tension exists between addressing the needs of people who self-harm on an individual basis and addressing their needs on a societal /community basis.  

Despite evidence with regard to the socio-economic role and influence on self-harming behaviours, practice in ED appears to diminish the implications of this. Despite references to social issues and problems in both staff commentary and patient case notes there was little evidence of decision-making or actions which reflect this in practice. Some staff attribute this to the difficulty in providing the time and space to explore in any depth the social issues faced by patients (p.130).  Other comment reflects a lack of knowledge of the external agencies (p.104) which might be useful for patients in trying to solve particular social problems. 
While these issues will be discussed in further detail below there is also evidence however that other staff, mainly junior doctors, believe that interventions required to address social issues are outside the scope and role of ED practice (p. 110, 111). An underlying basis for this assumption is that ‘others’ are addressing the social factors experienced by people who self-harm, namely the social worker and or the mental health team.
In reality, however, this ED has access to the services of only one social worker who must prioritise the workload according to issues such as child protection and may never get to engage with other cases where there are not high risk factors, e.g. child or elderly protection issues. While the role and practice of the mental health team is not under investigation in this case, there is some evidence that patients do not receive sufficient or effective help in dealing with social factors, during previous admissions (p.96),  resulting in the continued and often cyclical negative impact of social factors on the experience of the patients.   
The question remains, however, as to the appropriate role of staff in ED in helping to address the social aspects of health care issues at either an individual or societal level. 
One of the first issues to be addressed in this regard is the need for ED staff to attend more diligently to the recording of social history and to expand on the current assessment of social factors beyond the ‘superficial and inadequate’. The specific individual story needs to be recorded so that the required ‘reserve’ is a feature of diagnosis. In so doing self-harming behaviours can be situated in their broader social ‘pathologies’, e.g. bereavement, divorce, substance dependence, isolation and so on. Competent social history taking and recording may help to focus the patient issues at an individual level. 
The practical meaning of providing ‘social support’, an intervention which is a recurrent implicit or explicit theme and found throughout staff commentary, also requires further examination. Very few examples are found in this study which articulate the characteristics of this concept of support. Without a practical understanding of what is required by, or available to the patient, assessment and recording of the personal and social histories becomes a futile exercise. 
Hinson Langford (1997) provides a useful conceptual analysis of social support and a typology of four defining attributes: 1. emotional, 2. instrumental, 3. informational, and 4. appraisal support. Hinson Langford (1997) shows how most social support outcomes can be subsumed under the ‘general rubic of positive health states or behaviours’ (p.97) and includes specific examples such as healthy coping abilities, decreased depression, increased personal competence in times of stress, generalised positive effect, sense of stability, recognition of self-worth and psychological well-being. These positive states (or lack of them) resonate with the issues raised in this study by both patients and staff. Hence Hinson Langford’s study is likely to provide a useful contribution to ED practice in the explication of social support interventions. 
At a community or societal level, Giles (2005) is critical of social workers who have moved away from a social systems approach to care to a medical disease based approach. However my findings suggest that ED practitioners are missing an opportunity to influence the political/social agenda more strenuously. Chapter 2  showed how nurses in ED were instrumental in influencing the use of, and policy in relation to, seat belt usage as a direct result of the evidence from ED work. There now appears to be an opportunity for ED staff to draw attention to the evidence which shows the significant and detrimental impact of social influences on health and in particular in the way it manifests in emergency departments currently under the political gaze. 
The research interview process facilitates seeing the patient in their own home and amidst their social circumstances and makes visible the potential value of an ED outreach type service. This would provide a better understanding of the patient’s life and situation, which might positively influence the way in which healthcare professionals and ED patients could collaboratively identify solutions to a patient’s problems.   Similar outreach efforts are undertaken by ED staff in Australia, and should be considered in a jurisdiction where the need to advance community based healthcare has become critical. 
In summary then, a number of additional assertions about this case can now be added to those highlighted above (p.141) They are:

1. Practice in ED appears to diminish the implications of social/socio-economic circumstances associated with self-harming behaviours.
2. Competent social history taking may help to focus the patient issues at an individual level.

3. The meaning of social support is poorly articulated with little recognition of what form social support interventions may take.

4. ED practitioners are missing an opportunity to influence the social/political agenda with contemporary evidence of social influences on health and the subsequent manifestations in the ED.

5. Visiting the patient in their own home is likely to benefit the patient and practitioner in terms of practical and collaborative problem-solving. 

These assertions will be collated with others developed throughout this discussion chapter so that propositions for ED practice can be developed in the concluding chapter. 

Mental illness discourse 
Mental illness discourse or more specifically psychiatric discourse dominates the findings at least in the way in which people who self-harmed are viewed. This is attributed to: 1. national policy (and the influence of a disproportionate number of psychiatrists) (p.45), 2. tradition, crystallised by the nurses comments about the “mental health box” and “depression has always been psychiatric” (p.103), and 3. the manifestation of the disease orientated medical model, e.g. “ psych to the psychs, ortho to the orthopods, and medical to the medics” (p.97).

Conversely, staff and patient commentary also show some examples of non-psychiatry or anti-psychiatry discourse  and manifested in the ways in which patients are referred or discharged (p.101), the way in which the person’s ‘personal story’ is considered (p.102), and in the recognition that there may be alternatives, e.g. “not medication but mediation” (p.102).  Hence, while the findings showed a dominant psychiatric influence, there also existed divergent data illuminating some degree of confusion about whether or not people who self-harmed are ‘psychiatric’. Confusion is also discernible in the plethora of terms used, often interchangeably, terms such as mental health/illness, psychiatric problems, emotional problems, psychological problems, mental problems, social problems.
Medical and nursing staff are shown to separate patient need and care into entities which are about the physical or mental; where mental need and therefore ‘mental’ intervention seemed to focus almost entirely on the “need to talk” or variations of this, e.g. “needing a listening ear”. The ability or qualification required to provide this is explicitly located with ‘psychiatric’ staff in the main and on occasion with the social worker. The ‘psych liaison nurse’ is deemed to be a remedy necessary to counteract the perceived shortcomings of staff in ED, or the shortcomings of an unstructured multiple point of contact approach of current psychiatric services to ED (p.104,105). 

The findings from patient commentary, albeit from only a small number of patients, nevertheless shows some discomfort with a number of issues, namely the stigma of ‘mental or psychiatric illness’ (p.125, 126), embarrassment (p.126), problems with medically derived labels (p.127, 128) and also with the notion of needing someone to talk to, and/ or the nature of the help required. (Each of which will be discussed in more detail below (x.x)).

Although stringent in their views, Barker and Buchanan–Parker (2006) provide a potential backdrop to much of the above when they refer to the psychiatric field as a ‘veritable weasel breeding sanctuary’ (p.260). Their use of weasel here refers to ‘weasel words’ described as ‘words that suck the life out of words next to them’ (p.259). They describe terms such as mental illness, mental difficulties, mental problems and disorders, emotional illness, mental disturbance as weasel words. Their criticism of psychiatry and political correctness in psychiatry includes a reference to the folly of traditional diagnosis-governed approaches.  Specifically they state that


Collapsing the huge catalogue of stories of human misery into a rag-bag 
classification of ‘mental illness’, makes no logical sense, but perfect historical 
sense……. Psychiatry may not have invented ‘distress’ and ‘disturbance’ but by 
attributing these various personal and interpersonal problems to some putative 
‘disturbance of the mind’, psychiatry constructed our contemporary medical 
notion of ‘mental illness’ (p.621). 

Whilst acknowledging a pro-psychiatry anti-psychiatry dichotomy they are, it would appear, recommending a move to a period of ‘post- psychiatry’. They posit that post-psychiatry could ‘accommodate contemporary philosophical positions regarding the self, citizenship, lived experience, community, race, power and so on’ (p.621). Barker and Buchanan-Parker’s (2006) suggestion of most relevance to the findings of this study is that: post-psychiatry allows us to consider that psychological help if required can and is provided by others e.g. counsellor/ psychotherapists; that practical help if required can and is provided by social workers or other ‘mental health worker;’ and human support can and is provided by other support workers or support groups often comprising other ‘patients’.  They summarise by suggesting that people involved in the mental health business need to ‘get out of the box’ (p.622), a term shared by one of the nurses in this study, except that she was placing people who self-harm firmly into the box (p.103). Barker and Buchanan-Parker remind us that the key issues in contemporary society are about personhood, equality, humanity and power. 
Whilst an in-depth discussion about pro-psychiatry, anti-psychiatry or post-psychiatry is beyond the cope of this study there is however some echo of that to which Barker and Buchanan- Parker refer in the findings of this case study as outlined above.   
My findings suggest that the dominance of psychiatric discourse renders the ED nurses in this study to consider themselves ill prepared and unqualified to deal with the distress and disturbance ascribed to people who self –harm (p.103, 104). Yet the same nurses consider themselves well placed and qualified to deal with distress and disturbance associated with other types of presentations such as sudden and or traumatic death, distress caused by sudden onset of acute illness, after a road traffic accident or after assault to name but a few. This distress and discomfort is ‘different’ they say. While it is not suggested that the nurses are ‘comfortable’ with these other forms of distress, rather the point is that they at least feel ‘qualified’ to deal with it in contrast to the findings of Payne (1998) who reports that ED staff claim that some of their most difficult time is spent with bereaved families.  
The ED nurses assume that psychiatric staff are trained and best qualified to deal with people who self-harm because the patients are, by virtue of their diagnosis, also psychiatric. However Carrigan (1994) shows that despite the time and physical space available, and the appropriate qualifications, that interaction between psychiatric staff and patients, in an inpatient setting, resulted in superficial communication or social chats often focusing on physical needs.  McLaughlin (1999) and Ramberg and Wasserman (2003) also highlight a lack of knowledge and a lack of confidence amongst mental health workers in their work with suicidal and self-harming patients. Ramberg and Wasserman (2003) described the relationship between suicidal /self-harming patients and mental health professionals as often ambivalent and complicated. Hence two tentative conclusions may be drawn: 

1. the lack of confidence about working with this group of people is not limited to ED or non-psychiatric staff, and 2. it appears that the assumptions the nurses have about their own and others’ skill may be misplaced and may be an example of what Barker refers to as the “lie of the human territory beyond the confines of the psychiatric system” (p.624).

Although divergent in their own views, the nurses in this study have less concerns about the ‘psychiatric’ qualifications of the Health Care Assistant (HCA) in their plea for ‘more people like her’ (p.104). The nurses attribute the HCA with a ‘motherly nature’ and someone who has the time to talk to the patients. This is similar to other findings which refer to requests for more people who can listen (p.102) and seems to be synonymous with the diversity of ways in which ‘human support’ can be provided by a range of people (Barker and Buchanan-Parker 2006). 

The necessity for a psychiatric liaison post in ED is a feature of the participant comments, particularly from the senior nurse and one of the consultants. It is also interesting to note that the value of this post is almost a foregone conclusion in national strategy given that it is suggested as a recommendation prior to the necessary analysis of need being undertaken at a national level.  

The literature, which is prolific, situates the rationale for the post within the context of perceptions about education, training and confidence of ED staff in dealing with self-harming patients. The literature also references the persistent rhetoric about negative staff attitudes. However, if the perceptions about education, training and confidence of staff are challenged, as they are above, then the rationale for the post becomes unstable. Likewise the evidence with regard to the rhetorical negative attitudes has also been challenged (Appendix A).
Also, it is pertinent to note that the early psychiatric liaison posts originated in environments where there were no existing relationships or liaison services between psychiatric providers and acute hospitals or where there was no evidence of risk assessments being undertaken (Summers and Happell (2002), Morgan and Coleman (2000).  In this regard the ED in this case study benefits from on-site services and fully accessible psychiatric services. The assumptions about the benefits of risk assessment are also questionable (see below p.151).   
Repper (1999), from a different perspective also argues against the single role holder i.e. the Psychiatric Liaison Nurse. Repper addresses the much acknowledged constraints of a service which is provided predominantly on a nine to five, Monday to Friday basis. The evidence (NDSHR 2009), supported by the findings from the case note analysis in this study show that these times do not actually facilitate the post holder being the provider of care at the point of contact but rather providing a retrospective service. While there is something to be gained from the psychiatric liaison post holder, it is more likely that training and education, knowledge of referral agencies and a capacity to liaise directly with external agencies is part of the skill set which makes this post attractive. Whether or not these features could also be provided by others, e.g. the social worker, is worth considering, particularly if we subscribe to the views on social support provided previously (Hinson Langford 1997, Barker and Buchanan-Parker 2006). 

Of course key to the debate about psychiatry and the influence or impact on the experience and outcomes for people who self-harm is the question of efficacy of treatment/ intervention.  The participants in this case study do not assign any benefits to previous psychiatric ‘treatments’.  Rather there are recurrent comment from staff and patients which express concern about current treatment, failure of services (p.96,117) or problems with particular aspects of treatment e.g. admission (p.96, 122) and counselling (p.105,130,136). 

Hawton (2009), in a Cochrane review, concludes that there continues to be insufficient evidence on which to make firm recommendations about the most effective forms of treatment for patients who have recently engaged in self-harm (p.6). The problem with providing the evidence required is that nearly all trials have included far too few subjects. Consequently the studies do not have the statistical power to detect clinically meaningful differences in rates of repetition of self-harm between experimental and control treatments even if such differences exist. Hawton (2009) points out that synthesis using meta- analytical techniques is inherently flawed  as there are too many differences locally and regionally in ‘standard care’. Also the rates of repetition are in most cases reliant on reported incidence of self-harm and/or hospital attendance. In the Irish context the unreported cases of self-harm are estimated to be in the region of 60,000 per annum demonstrating the scale of the problem in measuring efficacy. 

Of note however, the systematic review (Hawton 2009) does show promising results which support the notion of community centred and home/family based interventions similar to that recommended in the next chapter. Hence there is evidence to support the community and home based approaches recommended above by Corcoran (2007), Giles (2005) and asserted above in relation to the possibility of an ED outreach type service. 
The findings from analysis of case notes in this study demonstrate considerable ‘access to means,’ for people to self-harm, using their own prescription drugs (mostly anti-depressants) and contrary to the goal of national strategy, highlighting a stark cue for review of practice. Hawton’s (2009) conclusion that there is no evidence that anti-depressants are effective in preventing repetition of self-harm vigorously endorses this need to review practice.  

The relationship between suicide and self-harm in ED practice

Another feature or subset of the mental illness discourse relates to the way in which self-harm, and its relationship with suicide, is a feature of ED practice. Two main findings are relevant here: 1, the way in which the intention to complete suicide or not influences the way in which care is provided or experienced in ED, and 2, the way in which risk of further self-harm or suicide is a coherent feature of ED work. 

Firstly analysis of the case notes confirms that the triage category and level of distress exhibited or expressed by the patient is most likely to influence the way in which care is  provided after assessment. In other words the intention of the patient is only relevant as it relates to their presentation and the extent of injury or illness or potential for deterioration.  This is consistent with the notion that the method of self-harm is not always a reliable indicator of intention. For example, someone with little intention to die may take an overdose of paracetamol without the knowledge of its dangers and put themselves unwittingly in a potentially fatal condition. On the other hand, intention is noted as having an impact on the priority status of the patient if the intention to inflict further self-harm is evident. 
The nurses in the study identify, as a particular stressor, the risk that a patient may further harm themselves while being cared for in the department.  Both risk and intention are features of the doctors’ decision-making with regard to referrals or discharge plans for the patients. However there is no evidence, in this case study, of a formal risk assessment strategy or tool in use by medics or nurses.  

Consequently the association between suicide and self -harm in the context of this case study is not significant for ED practice. It is a feature of the decision-making by nurses and doctors but not necessarily the salient feature. ‘Risk’ of further self-harm or suicide is the most noteworthy aspect. 

National strategy (HSE 2005-2014) highlights the need for formal assessment strategies. However it would be pertinent to examine the evidence in relation to this in more detail before making a recommendation for a risk assessment tool to be introduced to this department in response to the findings. 

In the Irish context much emphasis and funding is given to the development of a risk assessment tool for use in ED departments (HSE 2005). However Day (2002), in a systematic review for the New Zealand Health Technologies Assessment (NZHTA) shows that a structured psychosocial tool which asks the right questions and records the right information improves but is not a replacement for clinical judgement and additional clinical comment. However Day (2002) points out that none of the studies carried out post discharge follow up to determine future suicidality of assessed patients. In other words, the success of risk assessment tools as an indicator of future risk is yet to be established.   

The practitioners in this study do not articulate a need for a risk assessment tool, and appeared to rely (successfully), on their clinical judgement, at least as it relates to episodes of further self-harm in the department. However, figures identified above,  show that approximately 10% of patients re-attend the department after further self-harm. While a risk assessment tool may not serve any purpose in preventing this, there is some notion that some tools may at least identify those at risk. A key feature of any tool for use in A&E must be the size and speed with which it can be administered. In this regard Cooper and Kapur’s (2008) 4-point Manchester Self-Harm Rule performs better than global clinical assessment and missed no suicides occurring within six months of the ED visit. Cooper and Kapur suggest that it is particularly suitable for ED use where the aim, they say, is to refer to specialists, the ‘high risk’ patients. 
However in terms of identifying risk, data from one of the nurses in this study demonstrates the way in which some patients who are determined to end their lives deliberately set out to reassure staff so that they can gain the freedom to kill themselves. Repper (1999) adds to this issue when she highlights the fluctuating nature of suicidal ideation, where intent may vary even in one day. The implications of this for practice is the need, recognised by the nurses in this study, to be vigilant with people who have harmed themselves, particularly in light of the extended stays in the ED. Likewise it is essential that information gleaned from risk assessment is actually used to underpin subsequent effective interventions. 
Ultimately it seems that risk is a salient feature of ED practice in this case study, albeit with no formal risk assessment tool in use. However the evidence with regard to the use of assessment tools, their success in predicting short or long term risk and the extent to which they are useful in guiding subsequent treatment is yet to be assimilated. Therefore more evidence is required prior to a recommendation that a formal risk assessment tool is introduced in the ED. 

In moving towards the development of assertions then, it appears that the mental illness box is both limiting and ineffective particularly as it manifests currently in ED. Limiting here refers to the notion that a ‘psych’ approach necessitates that patients recognise and accept that self-harming behaviours are constructed as psychiatric problems and that they are appreciative of the type of interventions that arise from this construction. Problems arise here because there is evidence to suggest that patients do not favour this construction or the interventions. Furthermore, by virtue of being a ‘psych patient’ there is further risk to the individual of fragmentation and social isolation attributed to perceptions about stigma (see below for discussion on stigma).

In addition the ‘mental illness box’ reduces the ownership/problem-solving efforts and interventions in ED as the ‘psych’ problem is handed over.

The extent to which the mental illness box is ineffective relates to the lack of empirical evidence which conclusively identifies the efficacy of various interventions. In fact the evidence suggests that one of the interventions, i.e. anti-depressants is actually providing a means of self-harm. Patients in this study express a desire for other types of help including legal and professional help with social and socio-economic issues, solutions which address feelings of entrapment in various circumstances and assistance with dependence on substance use.    
It appears that history and tradition play a significant role in situating people who self-harm in the mental health /psychiatry ‘box’.  Barker and Buchanan-Parker (2006) urge not just psychiatrists but others involved in the care of the ‘mentally ill’ e.g. ED staff to also ‘get out of the box’. Biderman (2005) was not so stringent in his criticism but posed the question ‘can we learn to keep people from turning problems of living into disease or help them turn illness back into a situation with a practical, non-biomedical solution’. 
I believe that Biderman’s (2005) comment summarises the issues associated with the mental illness discourse particularly as it relates to the findings of this case study. It is not so much about whether the mental illness discourse is right or wrong but whether or not there is another way of thinking about it, i.e. a way to reframe the approach to services and ways to actually demonstrate the efficacy of interventions. As with the previous assertions (p.144) it is proposed that any revision of services or intention to enhance them should be less concerned with health care professionals’ occupational backgrounds or disciplinary boundaries. Likewise services should not be constructed around ‘emergency practice’ or ‘mental health’ but should be responsive to individual needs, and timely in addressing the crises often experienced by people who self-harm and others. Divisions between acute and primary care and between mental health and general nurses do not reflect the way in which people live their lives, nor do they reflect their experience of illness /distress. These issues will be further developed in the concluding chapter.
Assertion

· The ‘mental illness box’ is both limiting and ineffective particularly as it manifests currently in ED.
ED discourse.

The findings of this case study show that much of the ED discourse focuses on the role and function of the department and the consequent role and function of the practitioners within it. However some divergence is noted between doctors and nurses where nuanced views are reflected according to occupational group. 

The junior doctors express a clear and defined role in terms of the acute nature of their work and describe their role as assessors and planners of immediate care with the ultimate aim of discharge or referral. This view is attributed directly to the role and function of ED.  There is no indication of relationship building with patients, or relevance assigned to their role outside of that described above. Analogies are used repeatedly e.g.  the ‘postal sorting office’ and the ‘fire-fighter not the fire investigator’. While the doctors use the word ‘acute’ regularly this is inclusive of people who self-harm as opposed to the more traditional reference to physical illness. People attending ED after an act of self-harm are deemed acute according to their current presentation and the need to assess this in the ‘here and now’ (p.110).  Psychological issues are referenced in the ‘needing someone to talk to’ rhetoric but the junior doctors do not see this as a legitimate part of their role; however it is deemed the role of others, e.g. nurses and psychiatrists. While the junior doctors acknowledge that the environment is not conducive to this ‘psychological’ aspect of care the findings show however that their perceptions about role and the purpose of ED is the dominant factor.  

The ED consultants share similar views on the ‘fire-fighting’ aspect of the role. There are, however, significant differences noted in the findings between them and the junior doctors.  The Consultants’ comments reflect a different level of engagement with people generally and specifically with people who have self-harmed. Consultant comments about family structure and dysfunction, psychological distress, social circumstances and patients’ personal stories infer a less limited approach than their junior colleagues. 

The dominance of perceptions about role and the boundaried or limited approaches to care highlighted above in junior doctor practice is also found by Hadfield (2009). She attributes this to the ‘cultural’ make up of medicine and medical training. Certainly the profile of the junior doctors in this study show that their time in ED is part of a training rotation. The majority of SHOs in the focus group were there as a necessary component of their GP training scheme as opposed to a career choice. Thus there were no long terms plans intended for practice in ED. This aspect may also reflect the difference noted between the junior doctors and consultants; where the seniors have made careers in ED, there is a long term interest in patient profile and attendances and there exists at least the potential for longer term relationships with patients e.g. review clinics, repeat attenders. 

One of the key findings of this study, however, is the extent to which the behaviours of the junior doctors described above are limited to people who self-harm. Chapter three shows the not insignificant literature criticising practice in ED as a reflection of attitudes to people who self-harm and to mental illness specifically. Indeed Hadfield’s (2009) recent study reinforces this. However in my study, the findings indicate that the standard of care, good or bad is applied across a diverse range of patients and is not ‘exclusive’ to those who self-harm or are mentally ill. The doctors give examples of the cardiac patient (p.112) and the patient with recurrent presentations for unresolved knee pain (p.113) where the same standard and approach to care is applied. 

While this may not be an encouraging indictment of junior doctor practice, it reflects the expectations of the current system and necessitates that consideration is given to factors other than attitudes to mental illness or self-harm. The type of study which focuses on a single patient group allows no scope to examine the same themes outside of that population and so any limitations in ED practice may be presented or interpreted as ‘exclusive’, e.g. applicable only to people who self-harm.  The exclusion of the wider patient population in ED research limits the context and detracts from the complexities and multifaceted and competing agendas in the care setting.

Similar to the findings in this study, Hadfield (2009) also found amongst junior doctors dominant perceptions about role and function of ED.  Hadfield suggests that this focus is a process, deemed to be about protecting one’s self from “someone’s awful awful life story” (p.761). 

However, this notion of self-protection is not evident in the junior doctors commentary in this case study but may be attributed to the difference in methods used to elicit the junior doctors views.  Hadfield interviewed individual doctors (n =5) as opposed to the focus group approach used in this study.  However, in this study, the notion of self-protection is highlighted by a senior medic who felt he had, at times and to his own detriment, over-engaged with people in difficulty. His rationale for this engagement is described as an attempt to provide help beyond the boundaries of his ED role. Thus, while he engaged with people in difficulty, he still frames this engagement outside ‘a role’ ‘beyond the boundaries’ as opposed to a necessary requirement or alternative practice of a senior medic.
The particular dominance of role and role boundaries is reflected by Roth (1972) in a much earlier study of emergency services. Roth (1972) states  that “every worker has a notion of what demands are appropriate to his position…when demands fall outside that boundary, the worker feels that the claim is illegitimate” (p.845).  Roth is specifically referring to the social worth of the ‘clientele’ in his study. This evaluation of social worth is not so evident in the views expressed by the junior doctors in this case, that is, nothing in their words indicate that the legitimacy of role attached to various patient presentations is about the patient’s social worth. Instead the boundaries of their role relate to their perceptions about what is expected of them in the ED context. It is not unreasonable to think that the previously mentioned political imperatives and ‘quality measures’ e.g. waiting time targets and throughputs may influence the junior doctors’ views about what others expect of them in the ED context and what is expected of the ED. Thus Roth’s (1972) well cited contribution may have changed contextually but the concept of legitimacy within a boundaried workplace role still exists and is prevalent in the findings of this study.

A variety of influences impact on the views and practice of junior doctors raising questions about the culture of medicine and medical education, e.g. the dominance of the medical model, the way that perceptions and expectations are constituted and bound to an understanding of the role and function of ED, and ‘training rotations’.  
Kleinman (1988) talks about the difference between a disease-oriented model of care and a meaning-centred model of care. Medical education and culture he suggests, favours the former, and “systematically educates about disease and tends to discount even blind doctors to the latter – the life trajectory that illness has marked and inexorably shaped” (pxii). Thus the disease orientation continues to exist as a result of the way in which medical education is manifested in practice. 
McAllister (2009) adds to this when she refers to the continued use of a deficits or problem based approach when contemporary developments are focusing on recovery and future–oriented models.  While McAllister is correct that a problem based approach is problematic, there is however a risk in contemporary practice that a ‘recovery’ approach is also likely to fall into the trap of becoming a weasel word. Carson (1995)  highlights that the notion of ‘recovery’ is often inappropriate and suggests that conceptualisations such as perseverance, personal renewal or a ‘kind of serene defiance’ are more apt.  They appear to offer more resonance with the notion of life’s trajectory (Kleinman above). Acknowledging that junior doctors in this study use a problem based approach, additional restrictions apply in so far as the ‘fire fighting’  approach is used to address these problems. In other words junior medical practice only engages with the problem long enough to make a diagnosis, stabilise and refer or discharge. The ‘life trajectory’ conception highlighted by Kleinman above does not appear to be a feature of current junior medical practice.
The nurses by comparison to the doctors are less boundaried in their expression about ED and their role. They do however demonstrate a discourse which shows evidence of a staged approach to treatment where physical issues are dealt with first in the interest of ‘stability’ and ‘mental health issues’ dealt with later.  There is implicit and explicit findings showing the separation of physical care and ‘mental’ care (p.111). 

Like the doctors, the nurses focus initially on the physical aspects of care and risk assessment and the priority attached to the prevention of further deterioration of the patients’ physical condition. The nurses differ from the junior doctors however, in the explicit recognition that ‘something else’ is required, is required of them (the nurses) and is required in the environment of ED (p.120). This may be attributed in part to the difference in the duration (sometimes days) and frequency (repeat attenders) of the relationship between nurses and patients. The nurses are responsible for patient care for the duration of the patients time in ED whereas the doctors are only in contact with the patient for a fraction of that time. 
The differences between the two groups  may be attributed to the requirements which each occupational group ascribes to their role, e.g. the care cure debate, whereby ‘legitimacy’ is attached to different features of their role (Roth 1972) and is not so bound by the environment.  There is the potential also for the difference to be attributed to the contrasting position between the ‘training rotation’ of the junior doctors and the career choice of the nurses. Given the profile of the junior doctors and nurses participating in this study the difference in focus may also be attributed to contrasts in terms of age, gender and life experience. 
Again, like the doctors the nurses can list the types of physical intervention required for physical care but are less able to articulate what ‘mental ‘care incorporates and refer repeatedly to the notion of’ needing someone to talk to’ or ‘needing someone to listen’ or, in the case of a senior nurse, to access other services /agencies for them. Some of this is reflected in the nurses’ anxieties described above in relation to their perceptions about qualifications/confidence/experience in providing ‘mental’ care and the espoused difference between their skill and that of the psychiatric nurse.  

This separation of physical and mental care will be further examined in the next thematic discussion within the more detailed examination of the care experience and encounter in ED. 

To summarise the discussion of this category then, further assertions are developed about ED practice. 

1.  Perceptions about medical role and role and function of the ED dominate the practice of junior doctors so that aspects of care are ‘legitmately’ ‘in’ or ‘outside’ of that role.

2.  Considerable difference is noted between junior doctors and senior doctors and nurses in terms of espoused views and approaches to practice.

3.  Standards of care and the restricting problem based or ‘postal sorting office’ approach to patient care is not limited to those who have self-harmed but is reflected across other (acute) patient categories.    

4.  Physiological interests dominate or are considered a priority in the interest of maintaining a patient’s ‘condition’ as stable. Care overall, including ‘mental care’, is considered best provided on a staged basis. 

Preliminary Conclusion – structural discourse

The ‘structural discourse’ theme is used to frame a discussion of the findings of this case study so that a number of assertions about the case can be developed. These assertions are grounded in the data obtained in this study of ED. 
Some findings are supported by others who have studied in this area, e.g. Hadfield’s (2009) study of junior doctors. Despite significant change in the context and structures in ED, some of the findings share a resonance with much older contributions to the field, e.g. Durkheim (1897) and Roth (1972) though differences in context and applications are noted. 
The anti-psychiatry or more recent post-psychiatric rhetoric is deemed to have significant value for ED practice because alternative practices must be considered if patient need is to be met by the health services. In this regard national strategy, governing the care of people who self-harm in the context of ED, and dominated by psychiatry, is flawed.  

The specific assertions developed within this discussion of this case are listed below and will be used in the concluding chapter to develop a number of propositions about ED practice and the care of people who self-harm. 
Assertions  derived from this case – Theme 1
· Social and socio-economic factors have a significant effect on self-harming behaviours.
· A tension exists between addressing the needs of people who self-harm on an individual basis and addressing their needs on a societal /community basis.  

· Practice in ED diminishes the implications of social/socio-economic circumstances associated with self-harming behaviours.

· The meaning of social support is poorly articulated with little recognition of what form social support interventions may take.

· ED practitioners are missing an opportunity to influence the social/political agenda with contemporary evidence of social influences on health and the subsequent manifestations in the ED.

· The ‘mental illness box’ as a solution or single strategy for people who self-harm is both limiting and ineffective particularly as it manifests currently in ED. 

· Perceptions about medical role, and the role and function of the ED dominate the practice of junior doctors so that aspects of care are ‘legitimately’ ‘in’ or ‘outside’ of that role.

· Considerable difference is noted between junior doctors and senior doctors and nurses in terms of espoused views and approaches to practice.

· Standards of care and the restricting problem based or ‘postal sorting office’ approach to patient care is not limited to those who have self-harmed but is reflected across other (acute) patient categories.    

· Physiological interests dominate or are considered a priority in the interest of maintaining a patients ‘condition’ as stable. Care overall, including ‘mental care’, is considered best provided on a staged basis. 

Thematic Discussion – ‘Encountering ED’
The theme entitled ‘encountering ED’ reflects, in more detail, the personal accounts and experiences of the embedded units of the case, that is, patients, family, staff and, on occasion, the personal experience of  the researcher as  a patient of ED. The three categories underpinning the theme are: the continuum of care, enduring distress and cues of context. 

Continuum of care

The first category presented in this theme derives from data entitled the ‘continuum of care’ a title drawn from Jones’ (1997) assertion that ED practice occurs on a continuum   involving ‘doing for ‘and ‘being with’ (p.29).  Several data excerpts presented in the previous chapter illustrate the ‘doing for’ aspects of care and the ‘being with’ aspects of care from both staff and patient perspectives. Of note, the three patients in this study refer only to nurses in their experience of care. Passing reference is made to others involved in their care, e.g. ‘the psychiatrist’, the ‘social worker’, but only in reference to ‘waiting for’ or being ‘referred to’.  It appears however that this is not unusual.  Baldurstottir (2002) shows that nursing care is the single most significant factor in the patient’s perception of high quality hospital care.  

In this study the findings illustrate mostly positive experiences of care encountered by the three patients who participated. Their respective relatives also express positive experiences of care. 
One of the patients, Lily, articulates the positive aspects of care using references to comfort, warmth and the provision of a pillow (p.117). Lily adds to this by valuing ‘being checked regularly’, an aspect mirrored in the literature and described as watchfulness (Nairn 2004). These aspects of care explicitly relate to the ‘doing for’ explanation but are not represented explicitly in the nurses’ accounts of physical care.  Maintaining safety and managing risk are identified by the nurses but not the process by which this is achieved – this watchfulness for example. 

Lily also makes reference to the ‘effort made to keep her in the department’ (p.118) an aspect which she defines as the most valuable of the experience and a way to measure the extent to which nursing staff care about her (p.118).  Lily refers to the request from nursing staff to her brother to come to the department to help in keeping her there until she was safe for discharge. According to the case notes Lily’s brother did not consider the request inappropriate.  According to Nystrom (2003) however the next of kin is forced by the system to take on the task of monitoring the patient. Each of the three patients in this study were accompanied by family or a close personal friend for whom there appears to be an active part to play in decision-making, e.g. the decision to come to hospital, decision about admission or decisions about the environment to which they would be discharged. Gordon’s (2009) findings mirrored those of this study in identifying the positive impact of having family in the department and one which is a major feature of a positive patient experience. In addition to the findings of this study, Gordon shows that the presence of next of kin alleviates the waiting and boredom experienced by some, as the family member/friend provides a level of pre-occupation and can source/access information and intervention for the patient. Gordon (2009) describes this as an advocate role.  
Another patient, Jack, describes various examples in which nurses are either ‘doing for’ or ‘being with’ or both. Help in taking the activated charcoal and the explanation and information provided is considered positive by both Jack and his mother. A more literal aspect of ‘being –with’ is noted when he talks about how much he appreciates the nurse staying with him (p.118). Reassurance is a significant and valued feature of the care experience.  

In relation to the notion of ‘being with’, the three patients embedded in this study express nuanced differences in the nature of the relationship between patient and nurse. These differences are exhibited in the depth of patient comments or by an expressed sense of ‘dependency’ on the nurse.  For example, while Lily favours various aspects of physical care and highlights these in a reflection of a positive experience, her over-riding concern is driven by a safe and comfortable environment to ‘sleep off’ the effects of her alcohol and drug intake (p.117). In contrast, Jack’s comments imply a relationship which is about the need for reassurance, information and explanation (p. 119) not just for himself but also for his mother. Christine’s comments reflect a more interpersonal interaction evidenced by her value of the different nurse behaviours, e.g.  holding her head when she was ill (p.118), ‘putting her arms around me’ (p.118). While these aspects are valued by Christine, she also experiences an associated shame (discussed in detail below) which complicates her relationship or her perception of the relationship with the nurse. Thus different components of care are experienced by patients in different ways and are valued or not according to the patient’s individual need.  
The findings of this study described above echo the conclusions of Baillie (2004) who suggests that some patient situations can cause embarrassment and regret. As a result of this Baillie suggests that patients may prefer to distance themselves from the health care giver. So any level of engagement or involvement is dependent on the patient’s own value of this and the extent to which they allow it to happen.  Morse (1991) found that patients very quickly form an opinion as to whether the nurse can be trusted and that each often look for a ‘personality click’.

Although Jones (1997) refers to a continuum, the conception of ‘doing for, being with’, which is shown above to facilitate a discussion of nursing care in the ED, has nevertheless, nuances of a dualism about it. McCance (1999) also talks about dualism in nursing care when she separates values/attitudes and activities. So too Swanson (1991) talks about dual processes when she refers to a framework of care which incorporates two therapeutic actions; ‘doing-for’ and ‘enabling’,

In analysing Christine’s comments further, there appears to be more explicit examples of doing for and being with blended in the way in which physical care is experienced. The idea that the nurse ‘went out of her way’, ‘put her arms around me’ and the comfort of the nurse’s cool hand on her head’ exemplarises the way in which physical care could be provided, whilst having a significant impact on the way in which the care was experienced and the significance attached to the examples by the patient afterwards. Thus it could be argued that patients do not experience care as physical or mental in the segregated or staged way implied by the nurses previously. Instead the way in which the physical care is provided addresses the mental needs of the patient, their self-worth and esteem, their ability to trust, to confide and so on.  
Radwin (1996) describes characteristics such as ‘a sense of closeness, derived from engagement and involvement, where the nurse is ‘becoming privvy’ and ‘intimacy’ is a central feature of the relationship. In this study the findings show that this closeness and developing intimacy is part of and integral to the ‘physical aspects’, not a separate entity. Hence ‘doing for’ and ‘being with’ is not exclusively about a continuum but often experienced as one and the same thing, an integrated whole.
Benner (2000) refers to the Cartesian divisions of a separate mind and body and the ways in which modern philosophers increasingly question this dualism. Benner suggests that nursing practice invites nurses to “embody caring practices that meet, comfort and empower vulnerable others” (p.5). Benner (2001) and McIntyre (1999) point out that good practice is incarnated when human flourishing is a concern. Benner suggests that there is particularity required in context and content before human flourishing can be realised. If care is provided as described above where the self-worth and esteem of a patient is not compromised, their ability to trust and confide, and the general level of intimacy is significant to the experience, then human flourishing in this context could be said to have been achieved.

Beyond the most obvious physical interventions e.g. administration of charcoal, cardiac monitoring and the repeated ‘needing someone to talk to’, the nurses in this study struggle to articulate the ‘particularity in content’ (Benner 2001 above) as it relates to their provision of care. These particulars are, I suggest, what is listed exhaustively by various authors in explicating lists of caring behaviours and characteristics (McAllister 2009, Gordon 2009, Baillie 2004, Baldurstottir 2002, Talseth 2001). However despite the nurses’ difficulty in articulating their practice, the patients and their relatives in this study, albeit in small numbers, clearly experience ‘good care’ as more than physical interventions or the ‘need to talk’. The reason for this difficulty in articulating good practice is unclear. However, it may be because aspects of care are taken for granted (Jones 1997) or it may be that there is a lack of awareness on the part of the nurses about specific characteristics of good care or at least about their impact.

In terms of articulating aspects of caring we are reminded by Paley (2001) not to reduce knowledge of caring (as perceived by patients and nurses) to ‘things said’ in endless lists with some aggregates of associations. He suggests that the concept of caring is elusive and destined to remain so, permanently and irretrievably. He unrestrainedly describes the pursuit of knowledge of caring as “an endless project whose monotony is matched only by its uselessness”(p196).  Although I agree with Paley’s concerns about ‘endless lists of things said’, I argue however that if nurses and others are serious about meeting patient need, and the political imperative to articulate patient outcomes continues, then some understanding is required of what makes for a positive patient experience. In this study the requirement to establish a ‘best course’ for patients who self-harm when they attend the ED is critical. As was stated previously and made visible by the incidence rates, the current course of action ‘is not working’. 
Despite the elusive nature of the concept of caring, the patients in this study describe a positive experience, defined in certain practices and explored along a continuum of care. Nothing described  by the patients here shows any evidence that the skills required are outside the scope of the ED nurse’s capacity or requiring ‘a psychiatric qualification’ as previously suggested. Whether or not the nurses are aware or can articulate what it is they are providing, their ‘behaviours’ are eliciting favourable comments in determining a level of satisfaction by the patients. Balldurstottir (2002) calls these nursing behaviours ‘caring moments’ which are created when the nurse is morally conscious and authentically present with the patient in fulfilling unmet needs and being clinically competent. Thus the notion of ‘technical-competence’ highlighted above (p. 28) is legitimised.

With regard to patient satisfaction the findings of this study go to the heart of the argument described by Nairn (2004). The approach in this study did not set out to ‘measure satisfaction’, rather patients are invited to talk about their experience in ED and the degree to which they are satisfied or not is an emergent process. Nairn calls this the narrative form and suggests that it is preferable to other forms of accessing patient data about levels of satisfaction. He asserts that the concept of patient satisfaction is multidimensional and any attempt to isolate one aspect of care and then extrapolate a relationship with satisfaction is fraught with methodological difficulties.  Rather, it is suggested that there are certain methods which can ‘sensitise us to themes that influence patient satisfaction’ (p.160), hence, the value of the narrative form.

Nairn (2004) encapsulates below the problems in accessing data about the patient experience and the potential of reducing the patient experience to deterministic statistical signifiers of efficacy. He states that 



“The problem is that many of the questionnaires define the patient’s response to fit 
in with the predetermined issues that are considered important by the institutions  
that produce them,  rather than addressing the nuances of the patient experience. 
Therefore the patient becomes an object of competing discursive relations, 
where assumptions about the patient perspectives 
predominate over the 
narrative 
form”.  (p.163)

Various nuances of the patient experience in this study are described above and give credence to the argument which Nairn articulates. This is particularly relevant for ED research which is so often reduced to one dimensional measurement of waiting times, bed delays, attitudes and so on. 

Aoun and Johnson (2001) suggest that the construct of client satisfaction among patients with mental health problems is problematic. They say this on the basis that ‘mental state’, medical history and previous experience of health services will influence their views. However there is no indication that the patients’ mental states in this study detracted from or complicate the very honest and balanced view provided by the patients. I argue that Aoun’s and Johnson’s comments could be true for all patients. Nevertheless, they endorse the use of a narrative form if any understanding about patient satisfaction is to be undertaken.
While patients are, overall, very positive in their description of their experience in ED some negative aspects are also noted in relation to the way in which aspects of care compromise privacy and dignity. This will be discussed in more detail under the heading ‘enduring distress’ below.  ‘Doing-for’ aspects of the continuum of care are made explicit above but should not be discussed without reference to those aspects more likened to the ‘not doing-for’ associated with ED practice and previously highlighted, e.g. the limitations of the medical model, the failure to address intractable social issues, and the limitations associated with psychiatric dominance.

The continuum of care – autonomy and respect
Personal family experience of self-harm and suicide is highlighted by one of the senior nurses in her discussion of care in ED. Mirroring the dualistic approach raised above the nurse appears to differentiate between ‘being human’ and ‘being professional’ (p.116). The nurse implies that there are different roles underpinning approaches to care and ways in which these roles are felt not just by the patient but by the distressed family. ‘Involvement’ and ‘detachment’ appear to be the respective processes underpinning being human or being professional as conceptualised by the nurse in this study.
Goffman’s (1961) assertion about the presentation of different faces according to entirely different motivations is a concept well used in healthcare and appears to be particularly pertinent here to the findings of this study. Recognising how nurses are able to move into different frames of action, performing according to different sets of feeling rules, displays the  multi-situated systems of activity (Goffman 1961, Bolton 2001). The professional face, Bolton (2001) suggests, is about managing emotions in awkward, embarrassing or emotionally charged situations, a vital part, she claims, of the caring process. In Bolton’s study the professional face is described by one nurse as “you have to care, but not too much” (p.90). 

In my study, the centre of the nurse’s distress and the apparent rationale behind her reference to being human or being professional seems to originate in the way in which the continuum of care, with specific regard to patient safety is enacted. The nurse describes her professional understanding of the need to protect human rights in the way that the Mental Health Act (2001) seeks to protect autonomy and independence. However her personal experience of this is a perception that her relative died by suicide because the professional concern with autonomy and independence was seen to override family concerns about the patient’s intention and subsequently his safety.    Her belief therefore, rightly or wrongly, is that a more human approach and a less professional approach might have made a difference to the final outcome for this family, if the family’s distress and felt helplessness had been taken into account. At a professional level, she acknowledges that this is problematic and recognises the power of self-determination. However, for her, the experience has changed the way in which she approaches her practice with specific regard to families. She believes herself to have always provided ‘good care’ to self-harming patients prior to this episode, but realises now that she has underestimated the distress and helplessness of families and the extent to which they rely on the ‘professionals’. The continuum of care therefore incorporates, for this nurse, a consideration of the balance between safety and independence and the notion that care is as much about the family as it is about the patient.  
However, in providing an alternative conceptualisation, Carson (1995) claims that respect for the autonomy of individual patients has been given more weight than it can bear. Carson asserts that we have “settled for too shallow an understanding of respect……….. the principle of respect is  a   prescription for abandonment of patients to a vacuous freedom of choice’ (p.105). He suggests that the principle of respect does ‘negative work’ in reminding us to ‘leave each other alone’ and states that a corresponding conception of care that shows us how to ‘be with’ each other is required. Consequently Carson suggests that ‘the ill are due regard as well as negative respect’. He differentiates between the two by stating that the aim of respect is to protect people from violation and the aim of regard is to recognise, affirm and confirm (p.125). 

There is no suggestion here that the death of the nurse’s relative in this case is as a result of ‘abandonment to vacuous freedom of choice’. Instead there is an attempt to reconsider the way in which the outcome may be conceptualised. In other words it may be less about a dualism between ‘being human’ and ‘being professional’ and more about the way in which respect is conceptualised in practice. In addition the question of whether or not there is sufficient evidence of regard in care approaches to both patients and their families becomes   more critical as this example in this study indicates.   

One of the examples of respect and more critically an example of regard explicated from the findings is described below although it is unlikely to be conceptualised as such by the relevant practitioner. One of the consultants refers to a woman who cuts herself regularly and is a frequent attender to ED. The patient requests specific aspects of treatment on specific occasions according to her needs and the Consultant responds accordingly and sensitively. The example provides, in my view, evidence of two conceptualisations underpinning practice in this case. The first is the way the patient is recognised as expert or at least self-regulating in their own care, an issue previously explored in chapter 3. The second is the way in which the concept of regard (Carson 1995) is made visible in practice, that is, the way the consultant responds and refers to this woman shows evidence of recognition, affirmation and confirmation highlighted by Carson above. Thus the Consultant’s action/response demonstrates his regard for the patient. 
Previous discussion of the findings  demonstrated the power of various ‘simple’ acts by staff towards patients and the ways in which these acts resulted in nuanced appreciation of a positive experience by patients. Given Carson’s definition of regard as incorporating recognition, confirmation and affirmation, it is now suggested that the concept of regard is visible in those aspects of care positively viewed by the patients in this case study. In other words for staff to react to the patients in the ways they described required some degree of recognition, affirmation and confirmation. Hence the findings of this study indicate that regard is a key concept in the continuum of care and a concept to which vulnerable patients respond.  
The continuum of care – the trajectory of care

Another feature of the findings of this study is a consideration of the stage at which the continuum of care commences or concludes. Understanding the motivating factors underpinning the use of the ED was to be a key feature of this study however the number of patient participants has made this difficult.  Nevertheless the findings indicate that the physiological aspects of care, aspects of the ‘doing-for’ are not just valued by the three patients in their experience of ED but underpin the patients’ decisions to access ED in the first place. Experiences of fear with regard to physiological disturbance and debilitation, the need to access the right environment after ingestion of alcohol and drugs, and the need to be ‘sorted out’ are each anticipated and influential in the decision to attend ED. 

Although the comments derive from only three patients there are no references nevertheless to the ‘need to talk’ to someone as a particular motivator for accessing care.  The literature with regard to help seeking verifies this tentative assertion about the motivating factor of physical illness, even in patients who have self-harmed. Like the findings in this study, Gordon (2009) shows that the emotional impact of ‘the emergency’ specifically relates to patients’ beliefs that their symptoms pose a serious threat to their life, or to the control they exert over their lives, with the potential for loss of autonomy and independence. 

Shaw (2008) contributes to this debate and adds that after the perceived level of threat of the symptom is established, then costs and benefits of treatments balanced against perceived impact on quality of life are considered.  
Shaw’s (2008) study is based on the assumption that there is appropriate and inappropriate use of health services generally and concludes that greater knowledge of symptoms and outcomes will facilitate better use of services. However while I would argue that some level of understanding is necessary to underpin the decision to attend ED, as is shown to be the case in this study, the extent to which ‘lay- knowledge’ can or should be expected to inform, always appropriately, a decision to access healthcare is, in my view, a step too far. There are three reasons underpinning this view: firstly, if we are to subscribe to the views about ‘regard’ for the ill (Carson 1995) as expressed above, then recognition, affirming and confirming the anxieties of the ill is due, irrespective of the ‘appropriateness’ of the ‘condition’. Secondly, the extent to which ‘lay –knowledge’ can be ‘knowledgeable’ is unclear. The pitfalls associated with self-medication and self-diagnosis, with the use or not of the internet has been highlighted recently as seriously problematic and potentially fatal   and therefore not to be recommended. Thus the skills required by the ‘lay public’ to undertake ‘appropriate’ diagnostic differentiation are not to be underestimated. Lastly, the argument put forward by Shaw reinforces the notion of appropriate/inappropriate attendances shown previously to be fundamentally flawed. 
Like the findings of this study, Walsh (1995) with specific reference to ED, shows that there is an internally consistent set of factors at work influencing decisions about the attendance and the timing of attendance at ED for many patients and that patients make rationale choices. Walsh (1995) maintains that the only thing which is inappropriate is   the converse reality that services are inappropriate to the needs of many patients.

Other findings in this study which relate to the motivating factors underpinning the ED visit  tend to be structural and or organisational and are constituted by patient and staff reference to  the 24/7 access to ED, the proximity of the ‘psych’ unit, and the relative anonymity of the environment. In other words these are aspects of care which can currently only be provided in ED. In this regard the findings of this study mirror the enabling and need factors highlighted by Anderson’s (1968) model of help seeking. Likewise the patients comments in this study echo the notion of ‘cues to action’ proposed by Becker (1974) in the well known Health Belief Model (HBM). 
However, the weight of stigma and perceptions about self-worth and deservedness are also features of social and relational influences and must be considered therefore in an exploration of factors influencing the decision to seek help.  The extent to which the continuum of care and perceptions about deservedness are linked is discussed below and the impact of stigma is discussed in the next section entitled ‘enduring distress’.  The influence which either has in comprising the ‘cues to action’ (Becker 1974) or perversely cues to ‘non-action’ will be further examined below.

In returning to the question of where the continuum of care commences or concludes  some examples cited by the nurses in this study provide evidence that the continuum of care, at least as it incorporates a notion of ‘doing-for’, often continues after the person has left the department. For example nurses cite incidents where concerted efforts are made in the interests of patient safety and well-being after the patient has self-discharged from the department i.e. people who ‘DNW’ (did not wait).  Exploring the hospital grounds, contacting schools, family members, the police and ambulance control are among the actions taken by staff in an attempt to safely conclude the care of a patient no longer in the department. 

Hence the continuum of care exists on a trajectory which commences for the patients before the ED experience with the decision to access care and the anticipation of the nature of that care and continues, for the nurses, often after the patient has left the department. 

Continuum of care  - deservedness and cues to action
The findings of this study which relate to the help-seeking behaviours of the three patient participants indicate that notions of self-worth and deservedness are also a significant feature of their decision-making. The patients make specific reference to their feelings of deservedness with regard to 1. the right to access services in the first place  and 2. their entitlement to the various resources necessary in the provision of care. 

The idea that contacting a professional is ‘bothering’ them or that ‘there is always someone worse’ is apparently used to construct a view about whether or not a person should or is entitled to access and avail of healthcare. ‘Taking up a bed’ from ‘worthy others’ (implied) referred to by both Christine and Lily is an example of the way in which patients talk about their perceptions of self-worth. The concept of self-inflicted illness is also highlighted as a reason why an individual might be less deserving than others. The nicer the staff member is exacerbates feelings of shame, at least for Christine.
My own experience as a patient in ED on a number of occasions during the writing process of this study mirrors some of the views expressed by the patient participants. Despite a different understanding of the ED situation and different presenting complaint I could relate to feelings of discomfort about being in ED in the first place and about taking up a bed space. Like the patient participants I can endorse the view that no member of staff commented or behaved in any way to generate these feelings, in reality it was quite to the contrary. So, exploration of this notion about self-worth or deservedness merits further scrutiny.   

The findings of this study indicate that perceptions about deservedness originate in the way the person views themselves amongst others with particular regard to access to healthcare and in the utilisation of resources.  While a detailed analysis of the concept of personhood is beyond the scope of this study, there are nevertheless aspects of personhood theory which may account for this. Kearns (2009) notes two dimensions of personhood particularly helpful in examining the findings of this study:

 
1) that persons are autonomous – that is centres of decision-making, self-

governing and self-directing, and 


2) that persons are relational – oriented towards others, whether in the intimate 
context of family and friends or in the wider network of a society (p.201).
These two dimensions are identified in the behaviours and comments of the patient participants in this study. Each of the three patients make autonomous decisions to engage in self-harm in response to various situations in their lives, albeit the role of alcohol is a feature in two of the three. The relational aspects become clear in their anxieties, retrospectively, of the impact of that decision on family and friends and in terms of the access to and use of healthcare resources. Specifically the processes underpinning the decision to attend ED and the experience of ED are focused on relational issues e.g. always someone worse or taking a bed from someone else. The relational aspects appear subsequently to subordinate the original and autonomous decision to self-harm.   

Kearns et al (2010) raise concerns about the challenges which need to be faced when a person’s autonomous choices conflict with the person’s relational responsibilities. They highlights the fact that the concept of patient autonomy is highly valued in contemporary health care and goes on to state that the principle of autonomy inevitably draws people to an individualistic view of health care. However Kearns et al (2010) explain that 


“the individualistic and relational views of healthcare can be, at times, two 
uneasy sides of the same coin…..tension can exist between the individualistic 
aspect seeking to protect the autonomy of the person and the relational aspect 
addressing the person connected to others” (p.202).

While this is similar to the debate above about respect and regard, and the autonomy of the patient (Carson 1995), here the reference is being made to the notion of personal responsibility for health. One of the consultants in this study refers to the notion of taking personal responsibility for health (autonomy) and its lack thereof e.g. failure to adhere to the safe management of diabetes or COPD, smoking, lack of exercise etc as a contributory factor in ED overcrowding. In other words failure to take personal responsibility for health and wellbeing (autonomy) has relational consequences e.g. ED overcrowding, competition for resources, healthcare ‘rationing’ strategies.  With the exception of accidents the consultant quotes ‘either everyone is entitled to be here or no one is entitled to be here’. 

However this view is not noted for its convergence with other staff views. Other doctors and nurses in this study express frustration with people who are repeat attenders with explicit reference to relational perspectives on healthcare (p138).  The doctors’ comments reflect frustration with the use of resources for a problem which a repeat attender generates. The nurses question the efficacy of trying to help people who do not appear to want to help themselves; a judgement made using evidence of patients’ failure to keep appointments (p.139). The repeat attender is therefore viewed differently. They exhibit, allegedly, a failure to make choices (self-determination) about enhancing wellbeing (Carrigan 1994) whilst impacting negatively on relational aspects in taking up an appointment for example, or a bed or other resources which may have been used by someone else in need. 
To what extent then are these dimensions useful in examining the issues about deservedness highlighted above? Firstly it becomes quickly apparent that relational dimensions underpin some of the discomfort felt about the ED experience. In other words and according to Kearns (2009) ‘we are oriented towards others’ (p.40). For a variety of reasons the plight of others becomes more apparent to us as we encounter ED. These reasons may be related to our own intrinsic values, or/and, they may be related to the influences around us e.g. the continuous media coverage of overcrowding in ED, the busyness of the staff, the national austerity programme and the competition for resources in healthcare.   Hence, in this study, the self-determination or agency underpinning the choices made by the patients, Christine and Lily, directly influence their subsequent encounter in ED. Christine’s anxiety and self expressed shame about taking an overdose, compounded by the contradictory initial disappointment that it hadn’t worked contributes to her reluctant decision to access healthcare and contributes to the way in which subsequent events are experienced. Lily’s anxiety derives from her lack of memory (alcohol induced) about any decision to attend ED and the use of a bed in which to ‘sleep it off’. 

One of the senior nurses’ expands the issue of self-determination to include staff and provides a link between the appropriate response required from staff to the self-determined acts of the patients.  She highlights that if a person chooses to take an overdose and comes to ED for help then staff are obliged to care for them appropriately because that is the choice staff made (self-determination) about working in that environment.  

Thus the findings of this study indicate that autonomy or self-determination and the relational aspects of personhood have significant and multidimensional influence on access to and experience of healthcare in the ED.
Continuum of care - ‘doing-for’ or ‘doing-to’  

One of the last remaining aspects of the discussion of the findings within the category ‘continuum of care’ relates to the emergent ideas associated with the stomach washout procedure (SWO). While this is no longer a feature of contemporary practice, it is highlighted as one of the significant changes in practice, a change which enhances the experience for both patients and staff. The procedure was considered aggressive and brutal by many.  
It is worth considering then that the SWO, despite its therapeutic rationale, was more an example of being ‘done-to’ than an example of the more acceptable ‘doing-for’. To suggest that patients were ‘done- to’ without their consent or without support and information would be untrue, at least in my experience as an ED practitioner, nevertheless, the experience of doing or receiving a SWO was often harsh, sickening and to some offensive. Perhaps the difference between ‘doing-for’ and ‘doing-to’ is at the core of the current experience of people who self-harm in their encounter with ED.
Assertions derived from this category – Continuum of Care
In concluding the discussion on the ‘continuum of care’ a number of assertions have been developed and are listed below. As with the previous theme, further assertions will be developed and added as the discussion of other categories in this theme progresses. As stated earlier the assertions developed out of the findings of this case study will be collated and developed in the compilation of propositions about ED practice presented in the concluding chapter. 

· Care in the ED is experienced and provided along a continuum of care incorporating concepts of ‘doing for’ and ‘being with’.

· It appears that nursing care is the single most significant factor in the patient’s experience of high quality hospital care.

· Nuanced views about care are related to the individual needs of the patient and their expectations in attending ED. Thus a narrative form is advised in eliciting views about patient satisfaction.
· Patients do not experience care as physical or mental. Instead the way in which physical care is provided addresses the mental needs of the patient, their self-worth and esteem, their human flourishing.  In this regard the continuum, ‘doing for’ ‘being with’ is often experienced as one, as an integrated whole.
· Despite the nurses’ struggle to articulate aspects of their care, their behaviours elicit favourable responses overall from the patient participants.
· There is no evidence to suggest that the skills required to care for people who self-harm are outside the scope of ED nurses capacity, irrespective of psychiatric qualification.

· Regard is a key concept in the continuum of care in ED and a concept to which vulnerable patients and their families respond. The concepts of respect and regard are essential components of ED practice but practitioners may need to expand their understanding of both. 

· The motivating factors influencing the decision to attend the ED are dominated by physiological factors (physical symptoms) and enabling factors, e.g. time of day, and mode of transport (ambulance). As has been shown previously there is an internally consistent set of factors at work influencing decisions to attend ED.
· Perceptions about deservedness derive from both the autonomous and relational aspects of personhood and have significant and multidimensional influence on access to and experience of the ED. The visible plight of others is a key aspect of the ED experience.    
Enduring distress
The category entitled ‘enduring distress’ structures the findings where manifest examples of distress are experienced by both patients and staff in their encounter with ED. This discussion will explore the sources of this distress as they are expressed by the participants in this study, e.g. stigma, compromised privacy and workplace distress, and conclude the category discussion with an examination of the concept of distress in the context of the relevant literature. 

Stigma

Stigma is a concept identified by all participants in this study denoting a discreet area of convergence across the data. In the findings of this study stigma is portrayed as more of an issue for the public than one which is a concern for healthcare professionals. However, stigma or the potential for it influences some decisions in the ED e.g. the decision to reallocate space to ensure privacy for the medical staff when making their referrals. This decision relates directly to the need to maintain some privacy when making ‘psych’ referrals specifically.  

A senior nurse draws attention to the specific stigma attached by the public to psychiatry, self-harm and suicide. Anxieties about stigma, she suggests, often have a particular impact on the way in which patients pursue aftercare.
One of the patient’s experience  of stigma is highlighted with particular reference to the community in which she lived. The implications of this are that she self-limits her much needed local social networks to avoid the ‘gossip’. The patient describes behaviours  which mean  that she can avoid participating in or being the victim of gossip.  Speraw (2006) describes this as the way in which stigma ‘diminishes the person’, both the discriminated and the one who judges, by reducing their social engagement and threatening social networks (p.735). 

The patient’s expressed reluctance to become a ‘psych’ patient provides an example which indicates that community based stigma has a direct impact on the way in which diagnostic labels impact on patients and on the way decisions to access services are made.  Halter (2004) attributes stigma to the view that depression and ‘mental illness’ is a sign of weakness or evidence of a potential flaw (p.183) The nurses comments above about the impact of stigma on the pursuit of aftercare is also supported by Halter who links fears about stigma with the way that treatment options are taken up. 

Staff in this study, indicate that the arbitrary location of services can impact on the experience of ED patients. Staff comments suggest that the interventions provided by the social worker and Substance Use Nurse Specialist are perceived as less stigmatising because they are situated on the ‘acute side’ as opposed to the ‘psych side’. The fact that the interventions might be the same on ‘either side’ is deemed irrelevant. Thus the employment arrangements and site of a specific post holder can be a sufficient determinant in the extent to which aftercare has the potential to be stigmatising.  
Raingruber (2002) emphasises the importance of restructuring the health care system so that physical and mental health care is provided in a more co-ordinated manner. In this study the ED department and acute psychiatric unit are co-located but are managed by two different institutions, staffed differently with different employers, have separate hierarchical and administrative structures, different ethics committees and share little other than a geographic location. One wonders if the original plans for the co-location of the two units were designed to provide some co-ordination. However, the current situation is comprised of two distinctly different establishments. 
Labels attached to certain behaviours, e.g. self-harm, overdose, depression, are also viewed by patients in this study as stigmatising and burdensome. One of the ED consultants claims that labels often get in the way of providing the most appropriate intervention, a notion previously highlighted by Moss (1988) in Chapter 3. The burdensome and confusing nature of labels as expressed by patients in this study  endorses the notion of weasel words previously acknowledged (Barker and Buchanan-Parker (2006) . 

The findings also suggest a relationship between stigma and the experience of care in the ED with particular reference to the enhanced need for privacy. This issue will be explored in greater detail below.   

Ultimately the findings of this study demonstrate a relationship between the experience or fear of stigma and decisions to access health services, the particular experience of ED, and the pursuit of aftercare. National strategy (DoHC 2005 -2014) and the current billboard campaign (seechange.ie) draws attention to the stigma attached to ‘mental illness’   and refers to the ‘scars of gossip’ in a national attempt to address societal and community based stigma. However, it could be argued that this type of campaign further stigmatises by separating mental health issues for ‘special treatment’.
Whatever the merits of the current campaign and national strategy in the area, Schlosberg (1976) advocates for community based approaches that find ways of helping people without assigning them the sick role which is both stigmatising and disability laden.  Participants in Raingruber’s (2002) study also advocate for more community centred services providing more effective accessible care and reducing the effect of stigmatisation and discrimination. Giles (2005) and Corcoran (2007) aree shown above to promote more community based care which is less about ‘mental health in the community’ and more about tackling social deprivation, social fragmentation and assisting people to shape their chances to be healthy. Thus there appears to be a growing significance to the need to attend in a meaningful way to community level activities which don’t just shape health but also have the potential to reduce stigma, enhance social networks and enhance social ‘embeddedness’. The role that the ED or ED staff have in the development and provision of such services has yet to be considered or realised.
Privacy

While stigma is a defined and discrete concept in its own right, the findings of this study show that actual or potential stigma and privacy issues are interrelated. Concerns about privacy described by participants in this study are derived, for the most part, from significant overcrowding in this ED.
The descriptions by staff and patients exemplify the magnitude that overcrowding has on all aspects of care and experience.  The findings illustrate a diverse range of consequences deriving from overcrowding and shown from multiple perspectives, e.g. anxieties about personal details being overheard, incomplete assessments, difficulties  in monitoring patients appropriately, embarrassment caused to patients, issues with the provision of interventions, and concerns about hospital acquired infections. The findings illuminate the distress experienced by patients when social and health details become ‘public’ information by virtue of the proximity of patients to each other. This proximity makes futile any efforts to be discrete. Where the patient’s complaint is perceived to be stigmatising e.g. self-harm, the lack of privacy amplifies the effect. As a result clinical assessment is compromised by reducing the ‘task’ to the minimum required to maintain patient safety. This in turn results in a failure to complete a comprehensive assessment impacting eventually on the type and nature of care provided or experienced. 
Trying to provide an authentic portrayal of the realities of an overcrowded department is a difficult task to achieve in a text but the felt experience of overcrowding cannot be underestimated. The impact on patient privacy is extreme and the impact on staff whilst severe is yet to be truly realised or accurately measured. The overcrowded department in this study is noisy and can be chaotic and frenetic. Staff  appear to be distracted by multiple factors ongoing at any one time. Patients line the walls of corridors on trolleys and chairs in various states of illness, distress and undress.  
Spilsbury (1999) attributes difficulties in ED in the provision of basic nursing care to an environment designed to meet the needs of acute physical problems and suggests that sensory and physical discomfort are often sidelined. This is the case with most ED designs before the overcrowding situation complicates the environment, e.g. trolleys instead of beds, curtained cubicles instead of rooms, shared areas, compacted waiting rooms and a lack of outside space or leisure space, e.g. a day room or visitors room for example.  This situation is then exacerbated by the doubling and tripling of numbers of ‘resident’ patients now lining corridors.  

Weber (2011) refers to “the corridors of shame” (p.79) when she describes the tenuous nature of trying to provide a consistent quality performance while balancing patient safety. Lack of organisational ownership she states contributes to negative effects on staff, incomplete process improvement, and risk to patients, each of which are factors acknowledged in recent  reports about ED in the Irish context (HSE 2010, Nixon Reports 2011). 

In order to re-energise or reframe the problem of overcrowding in ED, various conceptualisations exist within which ED crowding (EDC) can be explored. Moskop and others (2009) discuss the implications for patients and staff within a structure of ‘moral consequences’. They state that “the consequences can be understood not just as undesirable or unfortunate  but also as violations of widely held, fundamental moral norms” (p. 607). Specifically Moskop (2009) suggests that EDC frequently interferes with the ability of the emergency team to honour the principles of non-maleficence, beneficence, respect for autonomy and justice. Moskop introduces the notion that there are detrimental effects on staff but suggests that not enough is known about the consequences of EDC on all stakeholders.

Jacobsen’s (2007) grounded theory of dignity also provides a useful structure within which the effects of EDC in this study can be further examined.  If it is accepted that human interaction is central to the ED experience for staff and patients, then it follows, according to Jacobson, that all interaction becomes a dignity encounter. Consequently each interaction becomes an opportunity for dignity promotion or dignity violation. In this regard then and to apply Jacobsen’s conditions, the positioning of the patients and staff, the nature of their relationship and the features of the ED setting are crucial to the dignity encounter and critical to its promotion or violation.

Jacobson (2007) provides dignity based criteria by which an environment and its circumstances can be judged as either ‘harsh’ or humane’.  When examining each criterion it becomes apparent that the ED in this study is constituted of elements of an environment of ‘harsh circumstances’, that is where one actor, in this case patients, are in a position of vulnerability. In harsh circumstances the context is often hierarchical, full of distraction, stress and urgency and lacking in resources (p.3). Thus it becomes an environment where dignity is more likely to be violated than promoted. While there is no evidence of ‘antipathetic actors’ in this study there are nevertheless examples of dignity violation which mirror those processes outlined by Jacobsen’s (2007, p.4) grounded theory. These processes include:
· Intrusion: where personal boundaries are compromised, e.g. being examined or assessed in a public space,

· Grouping: failure to recognize a person’s individuality and seeing them only as a member of a collective, e.g. the failure or reluctance to recognize, assess or engage in  an  individual’s personal story,

· Labeling: tagging an actor with a term that carries a connotation of deficiency or inferiority, e.g. psychiatric, self –harmer,

· Deprivation: lacking absolute or relative access to the necessities, e.g. privacy, comfort, 
· Abjection: forcing an actor to humble themselves by compromising closely held beliefs, e.g. being in a state of undress in a public place, providing personal details 
and anxieties in an environment where the information becomes public, e.g. repeated vomiting without the relative comfort of privacy.
The specific examples of dignity violation highlighted above are not necessarily intentional violations on the part of staff involved in the provision of care. Nevertheless Jacobsen’s theory provides useful criteria by which we can examine processes in the ED and consider  what Moskop (2009) refers to above as not just unfortunate or undesirable but morally consequential. 
Despite the above violations however, specific examples of dignity promotion are also found in this study suggesting that there is evidence of ‘humane circumstances’ in the ED also. Thus finding harsh circumstances does not necessarily result in a complete absence of humane circumstances. Humane circumstances in Jacobsen’s (2007) work incorporates characteristics such as accessibility, transparency, friendship, beauty and calm (p.4) The dignity promoting processes outlined by Jacobsen and reflected in this study include:


Recognition: acknowledging the humanity of others by paying attention and showing 
appreciation, e.g. examples used previously when discussing the concept of regard,

Acceptance: being non-judgmental of difference, e.g. non judgmental responses to 
people who self-harm as a coping strategy or who have attempted suicide,


Presence: keeping others company in difficult situations, e.g. the previously discussed 
‘ being with’ component of care,


Courtesy: demonstrating common respect, e.g. in the achievement of each of the 
above and borne out of the patients comments about their experience.







(Jacobsen 2007, p.6)

After closer inspection of the findings of this study, as they are explicated in terms of dignity violating or dignity promoting, it appears that the physical environment and the impact of overcrowding is the most significant feature of that which is considered harsh and dignity violating. The individual interactions with staff on the other hand and the way in which care is provided is more humane and dignity promoting. 

Jacobsen (2007) goes on to suggest that the notion of dignity leads us to look at our shared humanity and social order. Likewise the concept of solidarity (Rorty 1979) alludes to the wider social order. In highlighting issues effecting social order both  refer to concepts such as  structural violence (Jacobson (2007) and the similar construct of social cruelty (Rorty 1979). While sounding extreme these terms may better reflect the reality in crowded ED departments than the somewhat superficial use of EDC which doesn’t adequately depict the level of distress experienced as a consequence of the environment in ED.

If it is accepted, from the examples of this study, that dignity violation is one of the moral consequences of overcrowding in the ED and a direct result of inadequate surroundings in which to care for people, then concerns must also be raised about HSE (2011) decisions to make acceptable the use of ‘hall beds’ (that is extra beds in halls and wards) as part of the ‘escalation strategy’ for EDs. While this may relieve the pressures in the ED temporarily, the experience for the patient does not change but simply relocates. Moving the ‘problem’ will result in continued dignity violations arising from being placed in a hall or corridor elsewhere. Ultimately while ED staff may welcome the relief provided by the escalation strategy they must also recognise the impact that this approach will have on the experience of their patients. 
Given the environment and harshness of the circumstances in which staff are required to carry out their professional role everyday, it is worth considering how it is that staff in this study can continue to provide care that is dignity promoting, resulting in the positive experience expressed by patients in this study. While this issue will be discussed in more detail in the discussion below entitled ‘cues of context’,  the potential personal cost to staff of the provision of dignity promoting care is explored in the final element of the category – enduring distress, specifically as it is categorized by workplace distress. 

Workplace distress
The concept of workplace distress in this study derived from participant statements which provide glimpses of stress and distress amongst the ED personnel e.g. difficulties completing their work, anxieties, and perceptions about confidence and ability. Some degree of ‘burden’ is expected because of the emotional labour attached to the type and nature of human interaction involved in healthcare practice (McCarthy 2010, Sumner 2010, Scott 2006, Scott 2000) However, the language used to describe practice in this study infers a level of stress and or distress which may be potentially detrimental. This was evidenced by expressions from staff such as ‘just getting through the shift’, ‘worn down and worn out’, ‘working on the edge’, ‘relentless pressures’ and ‘lack of emotional space’ (p.163). These words are indicative of various mood or emotional states suggesting that some level of distress exists. 
Staff appear to make these comments in passing or in reference to various issues, e.g. anxieties about social assessment and the level of patient engagement required in the time frame, anxieties about their perceptions of confidence, stress generated by the ‘nightmare’ of trying to manage the space for patients and getting the job done in a constrained environment. Staff  do not highlight stress or distress as an identified or discrete issue for themselves. Instead it is inferred in the language used above and  interpreted as an emergent category during the analysis of the data.  Healy (2000) refers to strong sanctions operating within working environments deterring nurses and doctors from showing symptoms of stress and distress, a point which may account for the lack of specific comment from staff in this regard. Workplace stress is not a feature or particular focus of the interview or focus group schedules either. In summary, workplace distress was neither sought nor highlighted as a particular issue. 
However, whilst omitting to take a more structured or definitive approach to this topic may have been an oversight or at least a limitation of the study, Evans (2008) suggest that this is not the case. She asserts that there are conceptual and methodological difficulties in examining occupational stress in healthcare. In a very similar argument to the one made earlier with regard to the measurement of patient satisfaction (Nairn, 2004), Evans argues that a focus on particular objects of stress has a tendency to multiply the effects of those stressors contingent on the number of studies undertaken. In other words lists of stressors beget more lists of stressors. Evans (2008) argues for a return to the notion of anxiety as a preference to the notion of stress and suggests that the cause of anxiety amongst healthcare professionals is often unknown or at least unconscious. She suggests that endless lists of stressors are not helpful or informative because for example a concept such as workload is subjective, multifaceted and multidimensional.  Instead discursive approaches are recommended by Evans in trying to bring something quite different to bear on the topic of nurses’ distress. Distress in this instance incorporates both anxiety and stress.  

It is acknowledged (Moskop 2009) that not enough is known about the consequences for staff in working in an environment such as that outlined above. However, some existing conceptualisations are worth considering in the light of the findings of this study. For example, Leiter and Laschinger (2006) examine the relationship between practice environment and professional burnout and talk about the pivotal and mediating role that nurse leadership has on dimensions of professional burnout. They claim that nursing leadership plays a pivotal role in determining the quality of worklife. While nursing and medical leadership is a feature of this study, it is not discussed in these terms, that is, as a regulator of workplace distress. Rather, strong nursing and medical  leadership is identified in guiding the practice of others, particularly towards patients who self-harm, and in ‘setting the tone for the department’(p.133, 134). In light of Leiter and Laschinger’s assertions this leadership may be a pivotal and mediating influence on distress felt by staff.
However, despite the evidence which provides some observation of distress experienced by ED staff in this study, it cannot be conclusively stated, without further study, that any particular conceptualisations of distress apply. Despite reports of positive patient experience and the co-existence of dignity promoting care there are sufficient indicators of a potentially detrimental and incrementally negative effect on staff in this ED because of overcrowding and the associated environmental constraints. However, further research is required to quantify or qualify this assertion. 

Assertions derived from this category – ‘Enduring distress’
In concluding the discussion on the category ‘enduring distress’ the following assertions have been developed and are listed below:

· Stigma experienced in the community has a significant effect on the way in which diagnostic labels impact on patients, on the way decisions to access services are made, and in the pursuit of aftercare.

· The employment arrangements and site of a specific post holder can be a sufficient determinant in the extent to which aftercare has the potential to be stigmatising.

· Segregation of services does not foster a co-ordinated or de-stigmatising experience for patients.
· Labels, such as psychiatric or self-harmer, are burdensome for patients and often ‘get in the way’ of providing the most appropriate interventions/support.

· There appears to be a growing body of evidence endorsing the need for community level and community based activities for people which don’t just shape health but also have the potential to reduce stigma and enhance social networks. The role that EDs and ED staff have in the development and provision of such services has yet to be considered or realised.
· Overcrowding has a dramatic effect on all aspects of care and experience in ED. The ‘corridors of shame’ severely compromise patient privacy and safe care.

· Reconceptualising overcrowding within a structure of moral consequences, using terms such as dignity violation and social cruelty may reframe and re-energise the topic so that effective whole system strategies become fundamental.

· ‘Harsh circumstances’ can co-exist with ‘humane circumstances’ where the detrimental impact of the environment can be mediated against by practitioners promoting dignity and ‘other-regarding’ approaches to care. Current escalation strategies will ensure that harsh circumstances sustain.
· Workplace distress, inferred in staff participants’ comments, incorporates both stress and anxiety deriving mostly from environmental issues in ED. However   not enough is known about the consequences for staff. Conceptualisations of staff vulnerability may prove helpful in exploring workplace distress further. 
· The protective role of the employer and the influence of effective leadership may be mediating factors in dealing with workplace distress.   

Cues of context
The term ‘cues of context’ (McAllister 2003) is first introduced to this study in the review of the literature on ED practice (p.24). McAllister claims that cues of context are absent from ED because there is insufficient knowledge of the patient available to the ED practitioner. As part of the literature review however, other cues are noted which provide context and direction to ED practice that extend beyond knowledge of the patient and include concepts such as ‘dominant logic’ (Chinnis and White 1999), and maxims of practice (Sbaih 1999). It is acknowledged in chapter 2 that these cues of context or maxims provide direction, instruct and make staff accountable for their work and the ways in which it gets done (Leiter 1980). It is also concluded that the cues or maxims are often not explicitly known to practitioners for they are about ordinary, taken for granted, everyday work. 

For the purpose of this discussion it is pertinent to provide some more definition for these terms, thus ‘cue’ is defined as “a signal for someone to do something”. 








(dictionary.cambridge.org) 
Context dependent cues are signals for action which are dependent on the environment and situation thus signalling is nuanced by the context in which it is occurring. Given the importance of context to case study research it is essential that cues for practice in ED are examined within their own context.  
Throughout the findings and discussion of this study many cues for action are elicited. Some cues are made explicit by staff participants and others require interpretation and or abstract conceptualisation. The discussion below provides an overview of the cues already made explicit and about which previous discussion has been undertaken. The main element of this section is to focus on those elements which are more interpretive. 

Explicit cues of context

The findings of this study and the subsequent discussion highlight the various discourses influencing ED practice. Observations are made about how the various discourses influence the actions of practitioners who favour those perspectives. In other words the social worker can be expected to take her cue from the social aspects of a person’s story.  It is for this reason that Crepeau (2000) advises healthcare staff to think carefully about the discourses in which we work. Rather than repeat elements of previous discussion, Table 10 below provides a list of cues of context made explicit in staff participant statements. This is not an exhaustive list but provides a summary of the main context dependent cues elicited from the findings and discussion so far.  
Table 10  : Cues of context
	Context/Situation
	Cue/ action/non-action

	Recognition of the impact of  social and socio-economic factors in the patients circumstance/ presentation
	Engagement by practitioner with social circumstances so that an approach which extends beyond medical intervention is acknowledged.
Increased reserve in the assignment of psychiatric labelling and intervention  (p.118, 129)



	Dominant medical / psychiatric model
	Reductionistic or staged approach to care. (p.125, 137) 

	An understanding of patients as persons.
	Compassionate and sincere approach to care. (p.124)

	Tradition
	Assigning people who self-harm to the mental health box (p.126)

	Perceptions about education, skills ability.
	Apportioning certain patients, e.g. people who self-harm to ‘other’ professionals (p.126)

	Patient safety and harm minimisation
	Legitimising the physiological domain in the prevention of physical deterioration, (p.125, 137) risk analysis and risk management strategies (p.133), follow up of self-discharges, watchfulness (p.) 

	Distress of individuals
	Influences triage category and subsequent care (p.132), responses to distressed families (p.144)

	Environmental constraints
	The way in which space is allocated, ‘rationing of resources’ (p.150-151 e.g. who gets a bed and how long they keep it for (p.161). Failure to provide dignity promoting care. Choices made about the length depth and nature of activities e.g. assessment.


While the table above links contextual issues/situations with various actions and approaches there are four further issues worth noting: 
1. The first is that some discourse and therefore some cues are occupationally derived e.g. the medical model. The impact of this is shown with regard to the divergent views of junior doctors.
2. The second is similar to the point above - some cues derive from the individual perspectives held by each practitioner. Thus the cues of context cannot be said to apply to a department or a speciality as there are mediating individual influences impacting on cues for action. For example the extent to which an individual practitioner can recognise or respond to the individual personal stories of their patients may be based in their own sense of personhood and life experiences. 
3. The assumption inferred in the notion of cues is that an action follows, however, the reverse is also true. In other words the cue may lead to non-action. For example recognising the influence of the social and socio-economic circumstances of the patient e.g. family dysfunction may serve as a cue to engage with the patient on these issues. On the other hand the same cue or similar may serve as a cue to non- action as there is deemed to be no point, because the   problem is considered to be outside the sphere of influence or outside the sphere of competence.  Either way the context may be recognised but a choice is made about the level and type of intervention.

4. While the table aims to show how cues of context inform actions there is no suggestion here that the process is in any way simplistic. The notion of choice highlighted in the point above starts to illustrate some of the complexities associated with contextual cues and actions or non-actions. Similarly many contextual issues prompt questions for which there are no easy answers. The question raised by one of the nurses as to the balance to be achieved between respect for the autonomy and self-determination of persons who are suicidal and the duty of care to maintain safety is one such example.
Other explicit cues of context which have not been previously discussed relate to those findings underpinning the proposed uniqueness of this case. These include the perception about the role of community as a unique element of this department (p.132), the role of compassion, visible and articulated by staff in the department (p.133), the way in which the tone of the department is derived form the resident and experienced workforce (p.132), lead by clinicians whose values are explicit and whose expectations are explicit (p.134). 

The role of community is reflected in participant comments about the residential nature of the catchment area, the residential nature of the workforce and the relationships that derive from these. With the exception of the junior doctors on rotation the ED provides employment for locally resident staff resulting in a low turnover of staff, by comparison with larger city units. The senior nurse emphasises the point that the consequence of this is the retention of experience and an augmented local knowledge. The subsequent effect is that staff  build relationships with generations of community residents over time. Knowledge of social circumstances, relatives and general community familiarity positively influences the relationships with patients, irrespective of their presentation. This is not to say that everyone knows everyone, instead someone knows someone. The effect appears to be a more personalised approach to care. Patients are recognised for example, as parents, siblings, daughters, teachers and nurses and a variety of other roles. Hence patients are recognised by labels other than the ones espoused by the ED literature e.g. the ‘chest pain’, the self-harmer’.   

While the notion of community is not unique in healthcare it has not previously been identified as a particular feature of ED practice. Instead the opposite has been fore-fronted by McAllister (2003) who talks about the absence of patient knowledge in ED. However the role that community has in influencing practice is worthy of further attention as is the influence that community has in explicating the particularity of this case. This is particularly relevant in light of the HSE service plan (2011) which has already begun a high profile and contentious reconfiguration of ED services. 

Carson (1995) asserts that morally sound practice requires a sense of familiarity with a patient’s plight and life that eschews both clinical distance and frank familiarity (p.106). Frank familiarity in this instance means pretence at friendship. In order to be familiar a process of recognition is central, that is recognising in others a ‘comparable man’ (Carson p.124). Taylor (1992) states that “our very identity as moral beings is shaped in significant measure by the reflection of ourselves back to us  by others, recognition is not optional but is a necessary acknowledgement of our membership in a moral community” (p.25). Frank (2004) claims that it is this recognition which captures the vitality of the support from healthcare professionals which is both personal and professional. 
Thus Carson (1995) and Taylor (1992) provide a conceptualisation within which the process of recognition and the familiarity visible and experienced in this case, finds explanation. While the familiarity and recognition ascribed to staff in this unit, and described above, are literal, that is people are actually known to the practitioners, this is of course not the case for all patients. The patient participants in this study did not allude to any sense of the known neighbour or familiarity described above. Nevertheless, their significantly positive descriptions of their experience in the ED  draws attention to the ways in which ‘others’ outside the realms of the ‘literally familiar’ are cared for. 

In this regard Carson’s and Taylor’s notions of the ‘comparable man’ and ‘recognition’ are fundamental. Rorty (1979) makes a similar argument but uses the term solidarity, a type of essential humanity within which relations between ‘them’ and ‘us’ are considered in the development of ‘we’.  In the event that the professional has no knowledge of the patient then Taylor’s ‘membership of a moral community’ is pivotal.   Carson (1995) characterises recognition on the part of the care giver as ‘moments of watchfulness’ (p.120) which is part insight, part acknowledgement and some appreciation of what it must be like to live one’s live with issues contributing to self-harming behaviours for example. Thus, Carson asserts, imagination is required on the part of the care giver.  It is likely that these characteristics, insight, acknowledgment and an understanding of life are more easily achieved or imagined by staff who are older and or more experienced clinically and in this clinical setting, possibly accounting for some of the divergence in comments made by the junior doctors.  Equally the ‘tone’ set by the leaders in the department may be attributed to this experience and insight.
In addition to recognition, the findings of this study draw attention to an explicit role for compassion. One of the Consultants states that compassion is a key feature in becoming familiar with the patient and their personal story (p.133).  Van der Cingel (2009) provides a detailed examination of the concept of compassion and its role in nursing practice.  She concludes that 


Compassion is of worth for professionals in a domain that has the removal or 
amelioration of suffering as its purpose, but is indispensable in a practice where 
suffering exists. (p.135)

Van der Cingle (2009) like one of the consultants in this study agrees that there is a choice to be made in showing or not showing compassion. By showing compassion, Van der Cingle suggests, we acknowledge suffering, by withholding it we add suffering to existing suffering.  Although Pask (2001) raises the question of the extent to which nurses and others can be asked to account for their practice or the degree to which they can exercise compassion when they are ‘burnout’ or overwhelmed by the constrained circumstances in which they work.
Given the nature of being a ‘sick person’ or a person who self-harms then some assumption can be made that suffering exists. Thus the sentiment described by Van der Cingle (2009) above is one of the cues of context in which practice in this department is undertaken. In other words the notion of suffering is recognised by staff in this department and they respond at least as far as they can. One of the patients in this study indicates that there are moments at least when the practitioner goes ‘out of her way’ in her response to her suffering. Hence, it appears that concepts such as recognition of the person and recognition of suffering are key elements of practice and are fundamental to the more abstract cues of context in this case. 

Vetlesen (1994) contributes to this debate and provides additional dimensions to the cues of context when introducing the role of emotion and more particularly the role of empathy. As with Carson (1995) and Frank (2004), Vetlesen also talks about the way in which imagination is required to move our emotions, our empathy towards a genuine solidarity, moving from ‘they’ to ‘we’ (p.238).  
However it is about suffering that Vetlesen is of particular relevance here. He suggests that the morally relevant features of a situation are the features that carry importance for  the weal and woe of human beings involved with it.  The woe of others has to do with their suffering, their weal has to do with the degree to which they are treated with a sense of justice and with trust and the degree to which dignity and autonomy as persons is respected (p.6) If we are inattentive or indifferent to the existence of such features we will be incapable, Vetlesen (1994) asserts, of initiating the sequence of moral performance. Thus it could be argued that the weal of others has been recognised and acted upon in this case study as dignity promoting care has already been shown to exist implicit in which are the notions of trust and justice. 
Vetlesen (1994) describes this care as moral performance, a sequence made up of three distinct levels: perception, judgement and action where the first must precede the last. It is at the level of perception that Vetlesen suggests that we locate emotions and he adds that “it is emotions which anchor us to the particular moral circumstance, to the here and now” (p.4). Hence we can add emotions to the cues of context from which ED practice is undertaken.
However, moral perception Vetleson contends, is a ‘complex feat and an utterly precarious one, due in large part to the frailty of the faculty of empathy on which it rests’ (p.7). Thus the care provided by individual practitioners rests largely on their ‘faculty of empathy’. Scott (2000, 2006) calls this the ‘outrageous fortune’ to which patients may be exposed as she considers the arguments for education in this regard, that is, whether or not you can teach emotion and empathy. 
The final concept which is put forward at this stage towards completing a discussion on cues of context is Frank’s (2004) concept of generosity. The reason it needs some consideration here is because Frank claims that judgement, which according to Vetleson (1994) is part of the sequence of moral performance, is dependent on the concept of generosity. Arber and Gallagher (2009) say that generosity interrupts negative value judgements and comparisons to see the suffering patient and to be able to respond in a manner that creates a connection. Thus the need to see the patient infers a role for generosity in the process of recognition also. This ability to see the patient and not measure or judge them using comparisons is particularly pertinent for ED practice, where as is shown above  large volumes of patients are ‘competing’ for practitioner time, attention, space and other resources. 

Frank (2004) suggests that generosity lies in the grace to welcome those who suffer, a hospitality that offers whatever the host has that would meet the need of the guest (p.1) His use of terms such as host and guest underpin his view that these are preferable to terms such as providers and consumers (p.28). In this regard Frank addresses contemporary healthcare and reiterates the truism that systems of medical treatment and care require reform. However, the risk is that reforms will be determined by rationales of economic efficiency uninformed by underlying values.  An imbalance in this regard impacts on the demoralisation of staff which in turn results in the degeneration of generosity. This is particularly relevant in the current context of austerity in Irish health care where the balance is being sought between achieving efficiencies and appropriate levels of funding (HSE 2011). The significance of the HSE service plan to this study lies in the potential effect on the environment of ED already acknowledged as a ‘buffer’ zone when other services are failing or cut (HSE 2008). 
Three further aspects of Frank’s concept of generosity merit closer attention in the light of the findings of this study. The first relates to generosity of perseverance which Frank asserts can only be recognised when we understand the chaos of the workplace (p.106). As far as is possible this study attempts to illustrate some of the chaos within which ED practice is currently undertaken.  Thus generosity of perseverance may go some way to explain how staff ‘keep going’ as is briefly considered above when examining the notion of workplace distress. Similarly Jacobsen (2007) also talks about perseverance as one of the dignity promoting strategies for one’s own performance and a necessary component of a sense of accomplishment, the sense of a job done well despite the demands or constraints of the workplace.  
The second aspect of generosity deemed relevant to this study derives from what Frank calls the ‘relation of care’ (p.27). This relates specifically to the way in which professionals ‘put themselves out for the patient’ in ways that are often unrecognised and are often simply about the way someone is touched during a procedure. Given the powerful effect of patient experiences of touch in this study, “ she put her arms around me”, “ she put her cool hands on my forehead” then it is concluded that generosity in practice and the relation of care is visible in the findings here as they underpin practice in this case. 
Thirdly generosity which “goes beyond attributions of blame” (Arber and Gallagher p.780) is deemed relevant in this context where rhetoric indicates that the concept of blame underpins the debate in ED about appropriate and inappropriate attenders. Specifically the concept of blame has been shown in the literature to be a feature of practice with regard to people who self-harm. Generosity requires that no blame is attached to patients for illnesses associated with lifestyle choices or that lead to disease or poor adherence to treatment, an issue highlighted previously in this study in the discussion of relational aspects of personhood.
Like previous contributors to this debate (Vetleson 1994, Carson 1995, Scott 2000, 2006, Frank 2004), Arber and Gallagher (2009) share the view that moral imagination is a necessary component of generosity and therefore of practice. Shifts in imagination lead to shifts in the way we think and re-evaluate people’s behaviour and values as well as our own and require openness to new possibilities and ideas. It requires, on occasion, a retelling of a story to accommodate the vulnerability and fallibility of those involved. 
It is this retelling of the story which assists in drawing the discussion of this study to a conclusion. From early in this study a common thread is woven throughout. Stake talks about reframing questions and requires that the case study researcher tells ‘a’ story which provides the reader with an encounter from which they may find some resonance, in this case an encounter with an ED. The contribution that Rorty’s (1979) ‘edification’ can make to this case study is identified above, that is, research which reframes or finds fresh ways to describe things (p.76). The aim of this edification is not so much to present ‘a’ view but rather to achieve an effect. 

To what extent then have either of these processes been achieved.   This reframing/retelling the story or edification is consistent with Liashenko’s ((1998) views on language, healthcare and imagination. Liaschenko states that because language has consequences, it is highly significant to social and moral life. Reconceptualising the purpose and processes of healthcare she suggests requires new language. 
Consequently this study and discussion, in the latter component particularly, has attempted to reframe or retell a story about ED practice. Considering the notion of hosts and guests, endorsing the concepts of regard, recognition and moral community, accentuating the role of emotion, empathy, generosity and imagination represents a shift in the way we consider ED practice. It is not that these concepts are new, far from it. However, they form a new language when talking about ED practice. The way any of them form cues of context has received some attention. On a somewhat more negative note terms such as dignity violation, structural violence and social cruelty also represent departures to an issue usually referred to as the ED crisis or overcrowding.   In trying to reframe a story Carson articulates it thus: 


a move from the rescue of the critically ill (flexed muscle medicine) to professionals 
willing to take part in a drama featuring the patient and who have an appetite for 
experience and an imagination capable of the recognition and appreciation of others 
as they are” (p125).
Assertions derived from this category – ‘cues of context 
· Discourses identified previously provide practitioners with cues of context for their practice, thus healthcare staff need to think carefully about the discourses in which they work.

· Cues of context, i.e. signals for action, can be occupationally derived and or derived from individual perspectives and the mediating influences of personhood and life experience.

· Cues of context may lead to ‘non-action’ because choices are made about the sphere of influence.

· How cues of context inform actions is not in any way simplistic, but are characterised by elements of choice and complexity associated with moral issues, for which there are often no easy answers.

· The role of community (literal) is significant in the way that local knowledge influences relationships with patients irrespective of their presentation. Patients are ‘recognised’ by characteristics other than diagnostic labels. This issue has some relevance for proposals for the national reconfiguration of services (HSE 2011). 
· Notions of the ‘comparable man’ and ‘recognition’ are fundamental in capturing the vitality of support from healthcare professionals which is both personal and professional. Membership of a moral community and attending to the weal and woe of patients is pivotal to practice.

· Concepts of compassion, generosity, imagination, emotion each have a defining role in ED practice and are concepts worth introducing or renewing in the rhetoric about ED practice. 
· Language used to describe ED practice, and the experience of patients and staff within its context, has moral consequences and is highly significant to social and moral life.

Thematic conclusion
The theme entitled ‘encountering ED’ is used to frame a discussion of the findings of this case study so that a number of assertions about the case can be developed. These assertions are grounded in the data obtained in the study of ED and will underpin the formulation of propositions about ED in the next and last chapter.  
Three categories: ‘continuum of care’, ‘enduring distress’ and ‘cues of context’ are comprised of factors significant to the way ED practice is provided and experienced. The assertions from all categories in this theme are listed below and summarise the main issues contributing to an understanding of this case as they relate to the encounter with ED.
Assertions derived from this case – Theme 2  
· Care in the ED is experienced and provided along a continuum of care incorporating concepts of ‘doing for’ and ‘being with’.

· It appears that nursing care is a significant factor in the patient’s experience of high quality hospital care.

· Nuanced views about care are related to the individual needs of the patient and their expectations in attending ED. Thus a narrative form is advised in eliciting views about patient satisfaction.

· Patients do not experience care as physical or mental. Instead the way in which physical care is provided addresses the mental needs of the patient, their self-worth and esteem, their human flourishing.  In this regard the continuum, ‘doing for’ ‘being with’ is often experienced as one, as an integrated whole.

· Despite the nurses’ struggle to articulate aspects of their care, their behaviours elicit favourable responses overall from the patient participants.

· There is no evidence to suggest that the skills required to care for people who self-harm are outside the scope of ED nurses capacity, irrespective of psychiatric qualification.

· Regard is a key concept in the continuum of care in ED and a concept to which vulnerable patients and their families respond. The concepts of respect and regard are essential components of ED practice but practitioners may need to expand their understanding of both. 

· The motivating factors influencing the decision to attend the ED are dominated by physiological factors (physical symptoms) and enabling factors, e.g. time of day, and mode of transport (ambulance). As has been shown previously there is an internally consistent set of factors at work influencing decisions to attend ED.

· Perceptions about deservedness derive from both the autonomous and relational aspects of personhood and have significant and multidimensional influence on access to and experience of the ED. The visible plight of others is a key aspect of the ED experience.    

· Stigma has a significant effect on the way in which diagnostic labels impact on patients, on the way decisions to access services are made and in the pursuit of aftercare.

· The employment arrangements and site of a specific post holder can be a sufficient determinant in the extent to which aftercare has the potential to be stigmatising.

· Segregation of services does not appear to foster a co-ordinated or de-stigmatising experience for patients.

· Labels, such as psychiatric or self-harmer, are burdensome for patients and often ‘get in the way’ of providing the most appropriate interventions/support.

· There appears to be a growing body of evidence endorsing the need for community level and community base activities for people which don’t just shape health but also have the potential to reduce stigma and enhance social networks. The role that EDs and ED staff have in the development and provision of such services has yet to be considered or realised.

· Overcrowding has a dramatic effect on all aspects of care and experience in ED. The ‘corridors of shame’ severely compromise patient privacy and safe care.

· Reconceptualising overcrowding within a structure of moral consequences, using terms such as dignity violation and social cruelty may reframe and re-energise the topic so that effective whole system strategies become fundamental.

· ‘Harsh circumstances’ can co-exist with ‘humane circumstances’. The detrimental impact of the environment can be mediated against by practitioners promoting dignity and ‘other-regarding’ approaches to care. Current escalation strategies will ensure that harsh circumstances sustain.

· Workplace distress, inferred in staff participants’ comments, incorporates both stress and anxiety deriving mostly from environmental issues in ED. However   not enough is known about the consequences for staff. Conceptualisations of staff vulnerability may prove helpful in exploring workplace distress further. 

· The influence of effective leadership may be a mediating factor in dealing with workplace distress.   

· Discourses provide practitioners with cues of context for their practice, thus healthcare staff need to think carefully about the discourses in which they work.

· Cues of context, i.e. signals for action, can be occupationally derived and /or derived from individual perspectives and the mediating influences of personhood and life experience.

· Cues of context may lead to ‘non-action’ because choices are made about the sphere of influence.

· How cues of context inform action is not in any way simplistic. It is characterised by elements of choice and complexity associated with moral issues, for which there are often no easy answers.

· The role of community (literal) is significant in the way that local knowledge influences relationships with patients, irrespective of their presentation. Patients are ‘recognised’ by characteristics other than diagnostic labels. This issue has some relevance for proposals for the national reconfiguration of services (HSE 2011). 

· Notions of the ‘comparable man’ and ‘recognition’ are fundamental in capturing the vitality of support from healthcare professionals which is both personal and professional. Membership of a moral community and attending to the weal and woe of patients is pivotal to practice.

· Concepts of compassion, generosity, imagination and emotion each have a defining role in ED practice and are concepts worth renewing in the rhetoric about ED. 
· Language used to describe ED practice, and the experience of patients and staff within its context, has moral consequences and has significance for social and moral life.

Conclusion to chapter
The list of assertions provided above, while extensive, draws out the main issues arising from the findings and discussion of the second theme. The presentation of the findings and the subsequent discussion provides, at the very least, a grounded contextualised view of issues in the ED as they relate to practice and the experience of staff and patients. Some ‘old’ issues are revisited and some new concepts, at least in terms of emergency practice, are renewed in a comprehensive depiction of multi-faceted realities in this ED. The extent to which the research questions are answered will be addressed in the next and final chapter. Developing a coherent sense of what it is all a case of, will also be considered next. 

Chapter 7: Conclusion, Quality and Implications

Having reached the concluding stages of this case study there is an imperative to ensure that the potency of this case is reflected in an honest and critical account. There is the important question of whether or not the case does what it was intended to do, that is, does the case study report answer the research questions? Next, there is the question of defining the contribution this study makes to the field, that is, the provision of propositions about ED practice which contribute to knowledge development and practice. 

In measuring the extent to which either of the above can really be achieved or at least endorsed, the quality of the study must be considered including a sincere account of the study limitations and a practical critique of the real-life world of research. In addition some conclusions must be drawn in response to the challenges made about case study research and highlighted previously (ps.67 & 68).  
This chapter commences with a consideration of proposition development in this case study.  A review of the research questions is then undertaken while reformulating the assertions from the case into a manageable bundle of propositions so that some conclusions about this case can be drawn. The quality of the research and the quality of the conclusions are then examined and implications of this study are illustrated. 
Developing propositions from case study 

For the purpose of proposition development in this study, Luntley’s (2011) recent critique of ways of knowing is used to inform meaning. Luntley starts with the assertion that propositional knowledge is not the same as theoretical knowledge. He maintains that a proposition is “something that can be true or false…….….where truth or falsity is determined by the way the conceptual structure of the proposition relates to how things stand in the world” (Luntley 2011, p.23). In other words, a proposition in this instance is an idea, e.g. an idea about the process of ED practice, but one in which the truth relies on the structures used to elicit it. 

The structures used to elicit the propositions of this study are made explicit in the research design and methods. Consequently the ideas or propositions derived from this study, and highlighted below, are presented as more truthful than false whilst recognising the notion of multiple truths and multiple realities.  In the sense that the research questions derive from a contextualised conceptual framework, the assertions derive from the data, and the propositions are developed from the assertions, then the propositions are considered to ‘be related to how things stand in the world’ (Luntley 2011, p.23). 

Revisiting the research questions 
The research questions are repeated below to provide a structure from which the assertions of the case are considered and from which propositions are developed.   

1. What are the prevailing perspectives which exist in the ED context and how do they influence the care of people who self-harm?
2. To what extent does the context of ED and the prevailing processes of practice impact on the care of people who self-harm?

3. What evidence is there of the existence of pejorative processes in ED towards people who self-harm? 

4. How do patients who self-harm currently accessing ED services describe their experience?  What specifically do people who self-harm need or want from ED? 

5. What actions (if any) are required to improve the situation in ED? 
6. Are we asking the right questions?
The research questions are answered below using the most pertinent assertions although some degree of overlap is inevitable.

Question 1: What are the prevailing perspectives which exist in the ED context and how do they influence the care of people who self-harm?
This case study illustrates a number of discourses and perspectives prevailing in the ED. The three main discourses identified are:

1. Perspectives on self-harming behaviours contained within a framework of health, are seen to dominate over the prevalence and significance of social and socio-economic circumstances experienced by those who self-harm.  The implications of this are that practice in ED currently diminishes social factors resulting in unresolved and cyclical issues for the patients.  

2. Perceptions about medical role and function of ED dominate to a greater extent the junior doctors and to a lesser extent other staff. The dominance of the ‘physiological’ is reflected across all patients groups and is shown to be an approach appropriately used to prevent deterioration of the patient and to minimise further harm. Given the often acute physiological need of people who self-harm a physiological perspective is justified. Care overall however, is articulated by the nurses as provided on a staged basis, that is, physiological first then psychological. This issue will be further discussed below (research question 4).

3. The remaining dominant discourse focuses on psychiatry and the conception of mental illness for people who self-harm and the contested relevance of this approach in the ED. It is concluded from the data that the ‘mental illness box’, as a solution or single strategy, is both limiting and ineffective; particularly as it is currently manifested in ED. 

It is also asserted, after detailed examination of the three discourses, particularly as they provide cues of context and subsequent cues to action or non-action, that discourse may be occupationally derived, individually mediated and characterized by choice and the complexity associated with moral issues. 

Hence the proposition in this regard and derived from this case is that there is no one prevailing perspective in ED accounting for practice.  Instead there are competing, often contradictory and dominant perspectives, each of which has their own influence on approaches and experience of care. Ultimately ED staff are required to consider carefully the discourses within which they work and recognize that the actions of an individual practitioner can mediate against any perspectives which are not in the interest of the individual patient.   

Question 2: To what extent does the context of ED and the prevailing processes of practice impact on the care of people who self-harm?
One of the most striking features noted whilst undertaking this study relates to overcrowding in ED. While this is neither chosen nor resolvable by ED staff alone, the impact on processes in the department is significant nevertheless, resulting in the ‘harsh circumstances’ highlighted in the discussion. These harsh circumstances impact detrimentally on people’s privacy and the dignity of their experience. Because of processes used in ED to ‘combat’ overcrowding e.g. use of corridors, the plight of others is more visible or “in your face”, thus perceptions about deservedness arise.  Perceptions about deservedness impact not just on the experience in ED for patients but also on decisions to attend ED in the first place. A personally held view deriving from a relational construct of ‘always someone worse’ is shown to have a multidimensional impact on patients. Processes in the ED, e.g. taking a trolley for someone else, subsequently endorses this view. Current escalation strategies (HSE 2011) and the concept of ‘hall beds’, are likely to sustain this view.   

Despite the harsh circumstances and the negative effects of the related processes, ‘humane circumstances’ are also found and discussed in this study. The harsh circumstances of the environment are mediated by dignity-promoting care by individual practitioners, resulting in an overall positive impact on patients. Therefore, the processes of care deriving from individual practitioners, significantly improves the experience of the patients and mediates against the processes dominated by environmental issues.  

One of the processes of care dictated by the environment, and not exclusive to this unit, is the segregated way in which various services operate. This study shows how the employment arrangements, and the site of a specific post holder, can be a sufficient determinant in the extent to which care and aftercare has the potential to be stigmatizing. Segregation of services does not foster a coordinated or de-stigmatising experience for patients.

Local knowledge derived from a context enhanced by a sense of community (literal) and particular to this department, is shown to be significant in influencing relationships with patients irrespective of their presentation. Patients are ‘recognised’ by characteristics other than diagnostic labels. This issue has some relevance for proposals for the national reconfigurations of services (HSE 2011) where there is a move to shrink local services, and not just ED services, in favour of centralized services. While there are considerable reasons supporting the centralization of services, it is important nevertheless, to contemplate what can be lost. 

In developing further propositions deriving from this case, it can be concluded then,  that the context of ED, and the prevailing processes associated with that context, impact both positively and negatively on patients. Environmental constraints result in harsh circumstances for patients and influence perceptions about deservedness. On the other hand the process of care enacted by individual practitioners mediates this effect. The way in which the context of care in ED, and subsequent processes of care are segregated, also has an impact on patients in subjecting them to potentially uncoordinated and stigmatising effects. Local knowledge augmented by a sense of community enhances the context in ED and influences the relationships in which processes of care are enacted.   
Question 3: What evidence is there of the existence of pejorative processes in ED towards people who self-harm?

There is no evidence of pejorative processes in ED. Evidence from patients, staff and case note analysis does not provide any examples of the types of activities profiled in the literature about deliberately pejorative practices, e.g. longer waiting times or unprofessional care practices (Pembroke 1998). While there are improvements to be made (see research question 5 below) there is no evidence that weaknesses in care are pejorative. It is also important to note that weaknesses in care provision are not limited to self-harming patients but experienced by all patients in ED, e.g. the effects of overcrowding. 

However, there may be a case made that the unrelenting overcrowding, because it resembles a form of social cruelty (Rorty 1979) is considered pejorative in nature. This is not to say that all stakeholders involved render the situation as unimportant, however recent reports (Nixon 2010) describe an air of complacency in the whole systems approach to its solution.  In this regard the potential pejorative nature of the problem may be attributed to many factors but less so to ED processes (HSE 2008).    

Ultimately the proposition arising here focuses on the whole system failure or complacency to which the ‘ED crisis’ in Ireland can be attributed. Reconstructing the ‘crisis’ as social cruelty requires that we consider reframing the consequences for patients and staff as pejorative in nature at a societal and structural level

Question 4: How do patients who self-harm, currently accessing ED services, describe their experience? What do people who self-harm need or want from ED?

One of the limitations of this study (discussed below) is the number of patient participants. Despite repeated and various efforts to increase the numbers of patients agreeing to the  interview, only three patients, out of twelve who consented, ultimately went on to this stage (also discussed below). There are other sources of data providing a description of patient needs, e.g. case note analysis, relatives and staff, albeit none of these provided the opportunity to probe and confirm in the same way as the interview. The consequence of this is, that for the most part, this research question can only be answered from the perspectives of these three patients.  Nevertheless, Simons (2009) pays particular attention to the study of individuals within a case and makes reference to the ‘modest’ and specific purpose of doing so. The place of the individual in the case study, she asserts, is to understand how the actions and experiences of a single person or persons contributes to an understanding of the case. Exploring the socially contextualised experience of the individual offers clues to such understanding (Simons 2009, p.70).  In this regard then the findings of this study, albeit from the detail obtained from three patients, contribute to an understanding about the case. The nuanced difference between each of the patients highlights the individual and subjective nature of need and experience and is a valuable contribution to our understanding of this case. 
In addressing the notion of need with these patients, it is shown that the dominant motivating factor in the decision to attend the ED is physiological, that is, that physical symptoms are sufficiently anxiety provoking for patients and their relatives to encourage them to attend ED. Enabling factors such as time of day and mode of transport (ambulance) also contribute. In this regard, the three patients in this study expressed a need for interventions which addressed their physiological concerns. The notion held by many staff repeatedly throughout this study that patients primarily need someone to talk to is not borne out by the participating patients. The significant medical admission rates in this study for the majority of people who self-harm endorses the notion of the ‘physiological’ imperative.
The anxiety derived from physical symptoms does not exclude the notion of a psychological component however. How care is delivered by the individual nurse is also a critical dimension of the patient experience. Patients do not experience care as physical or mental, segregated or staged in the way it is suggested previously by the nurses. Instead the way in which physical care is provided addresses the mental needs of the patient, their self-worth and esteem and a sense that they matter. While the descriptions of care, provide by these patients, show examples of ‘being with’ and ‘doing for’ discussed previously as a continuum of care, the notion of being with and doing for is experienced by the patient as an integration of the two.

Another noteworthy aspect of the patients’ descriptions of care is the way in which their descriptions only relate to nurses and nursing care with the exception of passing comment about other professionals. It would be a leap too far to say that their needs relate only to nurses. There is nevertheless, some resonance with other studies which show that nursing is the most significant factor when describing patients experience (Balldurstottir 2002). This has relevance for service planning and configuration, and for nurses’ understanding of their role.

The descriptions of care provided by the patients do not show any evidence to suggest that that the skills required to care for people who self-harm are outside the scope of the ED nurse’s capacity, nor are they indicative of the requirement for a psychiatric qualification. Hence nurses in ED have a vital role to play in the experience of people who self-harm. 

The last and one of the most striking aspects of the descriptions given by the patients in relation to their needs, and borne out by the social worker and case notes of many more patients, is the substantial social and socio economic factors effecting peoples lives. There is no evidence in patients’ descriptions, of particular actions which should be undertaken by ED staff in this regard. Nevertheless it is a vital component of their need and experience and one which a burdensome diagnostic label and psychiatric referral does little to solve. As discussed above, a tension exists between addressing the needs of people who self-harm on an individual basis and addressing their needs on a societal/community basis, and what the role is for staff in ED.  Currently, ED staff are missing an opportunity to influence the social/ political agenda with contemporary evidence of social influences on health and the subsequent manifestations in the ED.

Despite the number of participating patients there are a number of propositions to be made here about this case. Physiological factors play a significant and anxiety provoking role in the motivations of patients to attend ED. This does not exclude however, dimensions of psychological need; though the patients neither experience nor articulate this need in a segregated or staged way. Nursing care may be the most significant part of the patient experience or of their description of it and the ED nurse has the capacity to address patient need irrespective of qualifications (e.g. RMN). Social factors need to feature in considering the role of ED, and the role of ED staff, given the substantial impact on patients’ lives and their self-harming behaviours. 
Question5: What actions, if any, are required to improve the situation in ED?

The impact of overcrowding on patient and staff in this ED serves to underline the critical nature of this problem. Many articles have been written, many reports published and various strategies put in place dealing with this issue nationally and internationally. Recent HSE initiatives such as the Acute Medicine Programme and the Acute Emergency Programme (HSE 2010, 2011) should influence the situation and will need some time to be operationalised. However the recent confidential Nixon reports (2010) describe a complacency which exists in the whole system about this issue. In considering the reframing of a story and the moral consequence of language one proposition is that a change in language might re-energize or refocus the issue.  This study identified various conceptualizations which are not commonly used but relevant to this context, e.g. dignity violations, social cruelty and structural violence. These terms may have more impact than the use of terms such as ‘hall beds’ currently favoured in HSE policy documents. The use of the unfamiliar terms and constructs may alter the way in which overcrowding is currently conceived, or at least require that we think consequentially. In ED practice, significant attention is required to focus on the privacy issues experienced by patients, compromised by the environment, and urgent measures are needed to address or at least acknowledge this.   

Workplace distress associated with environmental issues e.g. the consequences of overcrowding, warrants further attention as not enough is known about consequences on staff.  Conceptualisations of vulnerability may inform this issue. The ‘protective’ role of the employer and the influence of effective leadership should not be underestimated in understanding and addressing workplace distress. 

Though the descriptions of nursing care provided by patients in this study are noticeably positive, this is accompanied by a dichotomous inability on the part of the nurses to articulate their care. Two propositions arise here from this study. The first is that a larger sample of patients is required to give further consideration to the specific needs of patients who self-harm and to the ways in which staff in ED can address these. The second is to ensure that nurses in ED have access to this type of information, that is, patients’ descriptions, so that they begin to articulate better what it is they do and improve or enhance it as required. The notion that care is experienced in neither a separated nor staged way is also a key issue to be conveyed to nurses in ED. Similarly segregation of services and burdensome diagnostic labeling prevents co-ordinated and stigma-free care and warrants some consideration as acute psychiatric services in Ireland are being co-located on ‘acute’ sites. 

While there is evidence of the concepts of regard, generosity, imagination and empathy embedded in ED practice, these are not concepts much used in ED literature, education or practice. However these concepts are shown, in this study, to be fundamental to practice not just for individual care but also in how the debate about appropriate and inappropriate “attenders” is constructed. The related concept of ‘perseverance in practice’ is also important to the interruption of negative value judgments about illness and compliance, and in evoking the notion of a moral community.  Ultimately there is a need to introduce or renew these concepts in ED practice and rhetoric.  

Question 6: Are we asking the right questions? 

This question originates in the idea that a case study can tell ‘a’ story and not necessarily ‘the’ story (Stake 1995). The particular questions being asked will obtain a particular story. That is acceptable according to various authors (Stake 1995, Simons 2009, Lincoln and Guba 1985) because the purpose of a case study is to provide an encounter from which one can learn. In this regard, irrespective of the particularity of this case or of these questions, there is learning to be had. An encounter with this ED, with specific regard for people who self-harm, is provided. The fact that the questions derive from antecedent data about ED provides some reassurance however that the questions are grounded in the field and are therefore relevant to this case and to ED practice. 

Nevertheless some aspects of the findings and discussion have drawn attention to the research questions and whether they are the right ones. Whether they should or shouldn’t have been asked here is not so much the issue but rather how particular questions can be limiting. The most obvious example of this is in relation to the overcrowding in ED whereby the implication for patients is not restricted to those who self-harm. Thus the prevailing context in ED and the implications for patients (research question 2) render this problem much broader and all inclusive than an effect on those who self-harm only. Similarly, by focusing on one group of patients in isolation, there is the potential for the multifaceted and multidimensional environment of ED and its complexities to be lost. One of the consequences of a focus on a single patient group is that problems or inadequacies in care are reported for this patient group in a way that makes them exclusive. For example if we ask how only people who self-harm are treated or we only measure attitudes to this group then we get information which is at best out of context and which can be portrayed as exclusive. 
One of the issues noted in contemplating the literature on self-harm and ED is the repeated suggestion, originating from the field of psychiatry,  that people who self-harm should be seen within one hour of arrival. The problem arises here and is illustrative of the point being made above, that there are equally as many recommendations that children, old people, people with chest pain, people with fractured hips, people in pain, people with burns and scalds and a variety of others should be seen within the hour.  There is no suggestion here that these recommendations are wrong, in fact in my opinion as an ED practitioner, they are completely correct. The problem is that it is difficult, if not impossible, to treat everyone within the hour. Thus when groups such as those listed above, are studied in isolation, the context is lost and a valuable opportunity is also lost to enhance practice in its own messy and multifaceted context. In other words there are questions to be asked which would help ED nurses and others to be creative about how they approach and manage the competing claims on their time, expertise and resources.  

Other questions which need to be asked are identified either implicitly or explicitly in the discussion and propositions above, e.g. are we using the right language to describe the context of ED? What are the effects of workplace distress? Can staff articulate the moral complexities underpinning their practice nad/or do they need to? Do staff recognize the role of choice and individual mediation in the enactment of various discourses?
Developing propositions into an orientation towards action

The value of propositions developed from this or any case study, as has been stated above, revolves around the provision of a vicarious experience from which learning can occur.  Finding resonance as a reader with the vicarious experience may result in a reconsideration or alteration of the readers practice. In order to consider the values of the propositions explicated from this study, and move beyond the provision of a tool for learning, it is important to return to the understanding of pragmatism outlined above (p.57). It is concluded above, using the words of Pierce and James, that pragmatism is about ‘rules for action’. In order to develop a thought’s meaning we need to determine what conduct it is fitted to produce, that conduct is for pragmatism a thoughts sole significance.’ There is also the suggestion that “all dispute is idle if the alternatives to a notion or idea mean practically the same thing”. Thus the propositions highlighted above and listed below are now examined within the context of an action orientation or with a consideration of the practical consequences. 

Doane (2005) suggests that a pragmatic approach is not about or does not stand for any ‘special’ results. Instead pragmatism represents a process which involves setting a theory or ideas (propositions) to work within everyday practice experiences and engaging in an enquiry to determine the value of the propositions to a particular situation. Subsequently propositions appear less a solution than as a programme for more work and more particularly as an indication of the ways in which existing realities may be changed. Thus Doane (2005) states that “propositions become instruments and not answers to enigmas” (p.82).

In this regard Doane (2005) concludes that pragmatic propositions are similar to Dickoff and James’ ‘situation-producing theory’ (1968), the purpose of which is to allow the production of situations of a desired kind. This type of theory exists and is produced for practice. Thus developing actions from propositions is about setting the theory to work with the aim of producing desired realities. 

In moving towards a conclusion of this case study the research questions have been utilized above to provide a summary of the assertions deriving from the case and to facilitate progression from assertions to propositions about ED practice. These propositions, all of which derive from this case study,  are now listed below alongside corresponding and required action. In this way the next section illustrates the specific conclusions of this study and mirrors the type of recommendations made in other types of qualitative studies. 

The first proposition is that there is no one prevailing perspective in ED accounting for practice.  Instead there are competing, often contradictory and dominant perspectives, each of which has their own influence on approaches and experience of care. Health perspectives are seen to diminish the social and socio-economic influences on the self-harming behaviours of patients. ED/medical perspectives contribute to perceptions about stages of care and segregation of care.  Psychiatric perspectives, particularly in isolation, are seen to be limiting and ineffective. 

Action: 

· Ultimately ED staff are required to consider carefully the discourses within which they work and recognize that the actions of an individual practitioner can mediate against any perspectives which are not in the interest of the individual patient.   

· Processes which examine the ways in which patients’ social / socio-economic factors can feature more significantly in the care episode warrants specific attention in the health arena generally and in the ED specifically. It would be too simplistic to suggest or recommend that more social workers are required, although that may well be the case. However further consideration is needed if ED staff are to engage with these factors in any meaningful way in an attempt to break the revolving cycle for patients.  A first action point may be to address the knowledge staff have and the tools available to them to establish pertinent social/socio-economic details about their patients and the impact on their lives, their health and recovery.   

The second proposition is that the prevailing processes engaged in, in the particular context of ED, impact both positively and negatively on patients. Environmental constraints result in harsh circumstances for patients and influence perceptions about deservedness. Conversely the process of care enacted by individual practitioners mediates this effect. The way in which the context of care in ED and subsequent processes of care are segregated has an impact on patients in subjecting them to potentially uncoordinated and stigmatising effects. Local knowledge augmented by a sense of community enhances the context in ED and influences the relationships in which processes of care are enacted.   
Action:
· A larger sample of patients is required to give further consideration to the specific needs of patients who self-harm and to the ways in which ED staff can address these. 

· Nurses in ED must have access to this type of information, that is, patients’ descriptions, so that they begin to articulate better what it is they do and improve or enhance it as required. 

· Similarly segregation of services and burdensome diagnostic labeling prevents co-ordinated and stigma-free care and warrants some consideration as acute psychiatric services in Ireland are being co-located on ‘acute’ sites. 

The third proposition focuses on the whole system failure or complacency to which the ‘ED crisis’ in Ireland can be attributed. Reconstructing the ‘crisis’ as social cruelty requires that we consider reframing the consequences for patients and staff as pejorative in nature at a societal and structural level. With regard to staff there is insufficient evidence with regard to the consequences of overcrowding on the workplace distress of staff. Further attention is warranted on this issue and conceptualisations of vulnerability may be useful in addressing this. The influence of effective leadership should not be underestimated in understanding and addressing workplace performance and prevention of distress. 
Action:
· Changing or reframing the language used to describe the current context and problems in Irish EDs may refocus or re-energise the effort required across the whole system to achieve change. At the very least there is a need to think consequentially about this issue.
· In terms of ED practice, significant attention is required to focus on the privacy issues experienced by patients.  

· Further study of workplace distress and consequences of harsh circumstances is required.

The fourth proposition is that physiological factors play a significant and anxiety provoking role in the motivations of patients who self-harm to attend ED. However physiological factors do not exclude dimensions of psychological need. Patients neither experience nor articulate this need in a segregated or staged way. Nursing care may be the most significant part of the patient experience or of their description of it. From this study it is clear that the ED nurse has the capacity to address patient need irrespective of the absence of psychiatric qualifications. 

Action:

· Recognising and being able to articulate the multifaceted, interrelated dimensions of psychological care and physical care and the way in which these dimensions are experienced by the patient is a key feature of nursing knowledge and performance. 

· Strategies which enhance this knowledge and performance must be developed in terms of nurse education at both undergraduate and post-graduate levels. 

· A shift in emphasis from poorly applied qualification boundaries, e.g. RGN vs RMN, to a competency based approach may mitigate against inaccurate and limiting perceptions about skill. An acknowledgement of a diverse range of competencies transferable across patient groups and settings will impact positively on practitioner confidence and enhance the patient experience. 
The fifth proposition is that the concepts of regard, generosity, imagination and empathy are embedded in ED practice. These concepts are shown, in this study, to be fundamental to practice not just for individual care but also in how the debate about appropriate and inappropriate “attenders” is constructed. The related concept of ‘perseverance in practice’ is also a key feature in interrupting negative value judgments about illness and compliance, and in evoking the notion of a moral community.  

Action:
· Ultimately there is a need to introduce or renew these concepts in ED practice and rhetoric.  Publication and conferencing will assist in this process.

· Education about the workplace and care environment as a moral community may encourage the type of debate between nurses necessary to recognize the impact of the current work environment on patients and staff. 

· ED staff must be encouraged to think creatively and imaginatively about alternatives to the current status quo. Might the rotation of staff between the ED and community enhance or influence outcomes for patients? Might it be a useful exercise in breaking down false barriers between the ‘acute’ sector and the ‘community’ sector? 

The sixth proposition is that case study methodology, and the particular questions used to elicit understanding of a case, provides a useful approach in the provision of a vicarious encounter of and learning about ED and ED practice. The benefits are that the multifaceted and multidimensional environment of ED and its complexities can be portrayed if the research questions are structured in the right way. However, if research questions focus on single patient groups e.g. people who self-harm, then the complexities of practice in the ED are diminished. The propositions arising from this type of study have the potential to be risky in that they may be reported as exclusive. 
Despite the breadth and depth of this study there are other questions which need to be asked which would help ED nurses and others to be creative about how they approach and manage the competing claims on their time, expertise and resources.  
Action:

· Provide a critical reflexive account of case study methodology and its relevance to the examination of ED practice.

· Consider the types of questions which need to be asked to further examine care in the ED context, with particular reference to the overall context without the further isolation of problems, patient groups or solutions within ED. 

Quality of the research     

The quality of this case study will be examined now with reference to a number of concepts including; critical reflexivity, rigour, trustworthiness, credibility, and pluralism and utilizes the work of Lincoln and Guba (1985), Koch and Harrington (1998), Long and Johnson (2000), Johnson, Long and White (2001), Thorne and Darbyshire (2005) and Rolfe (2006). Quality issues raised by Stake (1995) and Yin (2003) also inform this discussion. 
Critical reflexivity 
Johnson, Long and White (2001) recommend the interpretation of reflexivity defined by Bordieu (1992) because it encompasses a whole ‘critical attitude’ within which the methods and theory of oneself and others should be subjected to constructive criticism (p.248).  True rigour, they assert, is characterised by this reflexivity so that research techniques and procedures can be acknowledged as “neither permanent nor perfectly formed”. In the context of this study then it is necessary to reflect on the techniques and procedures used, not just in carrying out the study but in its selection and its evaluation.   

At the outset, and highlighted above, a critique of the literature surrounding ED practice was undertaken with specific regard to the measurements of attitudes in ED (appendix A). Conclusions made about these studies, after systematic analysis, indicated that there are considerable flaws and unsubstantiated or incomplete claims which warrant a deeper analysis and understanding of the context of ED. The extent to which these studies are cited repeatedly contributes, in my view, to an increasing rhetoric which is inconsistent with my own experience of ED practice. Consequently I came to this study with the aim of providing a deeper contextualised understanding of ED practices and processes. 

The extent to which this study is or is not biased by my own experience, to the point where it may have compromised the quality of this study is difficult for me to evaluate exactly because of my experience and biases.  Understandably I prefer to construct this experience/bias as ‘theoretical sensitivity’ (Johnson (Handout 2007). On this I will be judged by others. However, Koch (1994) and others (Lincoln and Guba 1985) show that some interaction of the researcher with the researched is an essential component. They contend that the ‘prejudiced’ researcher can sense out salient factors, think of ways to follow up on them and maintain adaptability to the environment (p.107). Koch (1994) asserts that our value positions are not obstacles, instead they make research more meaningful. My prejudices are according to Koch (1994) the conditions by which I encounter the world (or ED) as I experience something (p.92).  

For me the salient factor is that I view ED, and ED practice, now from a different perspective. Difference in role, understanding and maturity allows me the ‘luxury’ of space and distance with which to look at ED practice. My experience allows me nevertheless to provide some notion of an emic perspective in contrast to the etic perspectives provided in the literature described above. In addition to my perspectives, the knowledge of the unit and the people within it, and the extent to which they know me contributes, in my view, to a sense of mutual trust and respect. This enabled me to access participants, and their views, beyond what had been originally anticipated e.g. informal interviews. 

Critique of the techniques and procedures of case study provided one of the first critical choices to be made e.g. to adopt a ‘Stakeian’ approach or that of Yin, leading theorists in the world of case study.  This followed the initial choice of case study design discussed in the methodology chapter above. The first pluralism noted in this study lies in the use of both Stake and Yin in informing the procedures underpinning this study. However a preference is clear in the less ‘scientific’ and more ‘realistic or practical’ terms and stance advocated by Stake. That is not to say that Stake’s case study guidelines are not rigorous, but rather the appeal of Stake lies in the way that he appears to be more accessible to the ‘swampy lowlands’ of research in the real world. 

Though Stake’s (1995) format is adopted for the most part, this study does not rigidly adhere to his views on techniques such as recording interviews and transcriptions for example, neither of which Stake deems necessary. He does believe however in trying to capture the essence of what a participant is saying and confirming this with them at the time, a form of member checking. Thus this study combines a number of approaches, some ‘pure’ and others not. Interviews are, for example, undertaken in a variety of ways, some recorded and transcribed, others over the phone and therefore not recorded and one face to face interview where the participant requested that it was not recorded.   While the former was planned the latter two interview strategies became necessary over the course of the study for a variety of reasons. Nevertheless despite the varied techniques, the essence of the contribution was articulated back to the participant, at the time, to establish their confirmation with my interpretation. The need for recording and transcription derived mostly from my novice status and the need to establish some degree of competence with the process. The consequence of this for this study became apparent in the ‘writing up’ phase, where longer and more detailed ‘excerpts’ were available from those interviews which were recorded. The potential limitation associated with this therefore could be a perceived over-reliance on some data over other. 

Another aspect of case study which merits some attention, if not critique, is in relation to the breadth of data associated with this type of design. Given the problems with isolating aspects of ED practice (highlighted above) there were challenges nevertheless in making choices about focus from an abundance of data. Balancing breadth and depth is critical in providing a wide enough account of ED practice to reflect the contextual complexities while providing a deep enough account to produce something meaningful. The extent to which the issues driven conceptual framework is valuable cannot be underestimated in maintaining the most appropriate focus for the research. 

Stake provides very useful reference to the need to make sure the case is bounded prior to the study, which I believe I did. What was less successful was the tendency to pursue certain paths in the data at times useful and at other times simply distracting. Being reminded to return to the research questions and to the data, both recommended by Stake, meant that the study remained grounded in the data. The process of this was less linear than it might have been. The breadth versus depth debate was a critical concern throughout and warranted more attention in writing and focusing the thesis. Given that the general aim of case study, and this case study particularly, was not to prove anything but rather, as was stated earlier, to provide an encounter from which to learn, both breadth and depth is needed to ensure that ‘multiple realities’ and perspectives are reflected. 

Other aspects which warrant critique in the interests of critical reflexivity are the way and the environment in which the focus groups were undertaken. The nursing group was convened in the ‘resus’ room at a time when the nurses would normally have had a teaching session/meeting, with the inevitable threat that at any minute the room would be needed or that the staff would be needed. The doctors group was convened in an administrative room also at a time when a teaching/meeting session was scheduled thus missing an opportunity to combine the groups.  I understand from a theoretical perspective that both of these sessions were less than ideal in terms of best practice for the conduct of focus groups. However the opportunities were given to me and taken in the interests of eliciting views from staff who, by virtue of workload and a ‘work to rule’, were prevented from being interviewed individually or outside working hours. For the same reason, administrative staff would not participate at all as taking part in research was ‘outside of normal work expectations’. Thus engaging in research at a time of austerity and public sector cuts, with a workforce governed by industrial relations, challenged the pre-planned ‘design’ oriented and ‘pure’ techniques.   The extent to which the quality of this study is affected by the timing and environment of the focus group is unclear, there was certainly some loss of opportunity to probe some issues in more depth e.g. workplace distress. The fact remains however that the participants’ comments, freely given, contribute to the learning from this study and provide important data which can be pursued in other ways with other participants.  

In order to address some of the other terms associated with rigour in qualitative research I will attempt, albeit more briefly, to critique the techniques and procedures of this study in the context of those concepts.

Credibility 
While the commentary above provides an honest and personalised account of various aspects of the study under the overarching concept of critical reflexivity, the list below provides some additional identifiers of quality. While recognising that there is a plethora of terms used to consider quality in qualitative research, the list below is provided in the sense of a check list in an attempt to illustrate that my study and my role within it is credible. 

· I established and recognised my relationship with the field

· I established confirmation from all participants that I could recount the essence of their contribution. 

· Given that context was so important to this case, the time spent in ED during the course of study allowed me to become sufficiently embedded so that my perceptions about the impact of overcrowding for example could  be considered over a number of occasions, a process to which Lincoln and Guba(1985) refer as ‘prolonged engagement’. The trust described above could also be attributed to this prolonged engagement.

· While it is a more ‘unusual’ way of considering data and field notes, being a patient on more than one occasion and accompanying elderly parents as they were patients also provided another perspective and another way to consider the manifestations of different influences in ED care.

· The triangulation methods used in this study contribute to the truthful propositions of this case. Multiple data sources make the examination of convergence and divergence visible. Evidence of this is provided throughout the findings and discussion of this study. In this regard, the findings and therefore the propositions are deemed to be dependable.  

· Certain processes made visible the extent to which the study is grounded in relevant theory, e.g. the provision of antecedent data in the formation of research questions; the matching of questions to relevant data sources; the techniques used to elicit the data according to the source; and the directed content analysis. Showing the progression of assertions from the data and developing propositions from the assertions ensures that the conclusions of the study are also grounded in relevant theory and in the data. 

· The process of peer debriefing (Lincoln and Guba 1985) provided by regular supervision sessions throughout ‘kept me honest’ (p.308).   

The extent to which concepts such as transferability or ‘fittingness’ (Sandelowski 1986) apply here is better understood when considering the nature and purpose of case study. Stake (1995) refers to naturalistic generalisations made possible by the provision of a vicarious experience with the case. Simons (2009) adds to this and states that the provision of generalised propositions (as shown above) help the reader to discern what may or may not be of relevance to them. In other words the provision of propositions demonstrates how and in what ways findings may be transferable to other contexts or used by others. The findings of case study do not attempt to convey any predictive power, however they are also not abstractions independent of place and context (Stake 1995). Simmons (2009) adds a dimension when she talks about the appeal of ‘in-depth particularisation – universal understanding’, that is, when we recognise something in that which is conveyed which communicates an essential ‘truth’ about the human condition or social context of the times’ (p.167). In this regard I assert that this study communicates issues associated with both the human condition and with the social context of our times, at least that is, the social context that is contemporary healthcare.

In responding to the humorous critique of qualitative research provided by Thorne and Darbyshire (2005) I attempted from the start to avoid the pitfalls. However on rereading their contribution I realise now that I have ‘situated’ a few times in this study, and have included some dedicated time and space to ‘philosophical underpinnings’. I have not on the other hand allowed the ‘data to speak for themselves’, ‘wrung tears’ from the reader about accounts from ‘my participants’ or ‘clung to any aha moments’ thus I hope to have achieved a sense of balance in avoiding the ‘landmines in the field’.  

To sum up my appeal to rigour, and to return to Long and Johnson (2000) I have tried to adhere to acceptable understandings of validity, provided an honest account, avoided deception and provided relevant evidence.

Returning to the five misunderstandings about case study research

Flyvbjerg’s summary of the the five misunderstanding about case study research (p.67) are now mostly addressed in the critical account of this study provided above. However a specific response will be made to each for clarity and completion. 

1.This study demonstrates the critical importance of context, that is, social, political, historical and personal influences on the provision and experience of care. In this regard this study enables me, like Flyvbjerg (2007) to context the hierarchical notion of context-independent knowledge over context-dependent knowledge. 

2. With regard to the allegation that case study research cannot contribute to scientific development on the basis that one cannot generalise from an individual case, two issues arise here. Firstly the stated aim of case study is to provide a vicarious and rigorously produced experience or encounter for the reader (Stake 2007). As stated above the provision of propositions demonstrates how and in what ways findings may be transferable to other contexts or used by others. With Simmons’ (2009) reference above to the appeal of ‘in-depth particularisation – universal understanding’, she makes explicit an understanding of generalisability in the recognition of something which is conveyed and which communicates an essential ‘truth’ about the human condition or social context of the times’ (p.167). This study has provided a number of propositions about ED practice with specific reference to people who self-harm and conveyed some essential truths about both the human condition and and the social context of care. Therefore if the argument about generalisability is contested so too the allegation about scientific contribution can be disputed. 

3. With regard to the notion that other methods are more suitable for hypotheses testing and theory building, this study has shown the development of pragmatic propositions (p216) or situation- producing theory to use Doane’s  (2005) analogy.  Situation- producing theory exists and is produced for practice. Consequently the propositions derived from this case study and the required actions elicited from them are instruments for change.  
4. With regard to the idea that case study design promotes a bias toward verification, this case study shows in a transparent and rigourous form the methods used to reach the point where assertions and propositions may be developed. Ultimately a bias towards verification is not evident here nor is it likely in rigourous case study design. Any notion of bias  or ‘ theoretical sensitivity’ as it has been constructed on p.222 is shown to benefit the research in the ability to sense out salient features and being adaptable to the environment.    

5. As with number 3 above the completion of this study enables me to dispute the notion that general propositions  and theories can be developed from case study design. A comprehensive and pertinent list of propositions have been clearly identified from this study and shown to be ‘related to how things stand in the world’ (p.206). The propostions developed here are shown to be truthful and relative to the stuctures used to elicit them. 

In summary then it can be shown then that the main objections to case study design can be disputed and the credibility of case study as a reliable, valid and theory generating methodology preserved. 
Conclusion

The propositions developed to conclude this study and highlighted at the beginning of this chapter provide a description of the findings as they have been analysed first into assertions then propositions, then actions for ED practice. It is important to provide a summary which encapsulates this case study. Stake refers to this as ‘what is this a case of?’ Thus I have provided below a summary and tried to explicate the contribution this study might make to the field. 

What is this a case of?

This is a case of Emergency Department practice as it specifically relates to the care and experience of people who self-harm. The case provides a contextualised understanding of the competing and often contradictory perspectives and processes underpinning emergency practice. Environmental and human processes are examined in order to establish some understanding of the needs and experiences of patients and staff and the extent to which these are consistent. The findings of the study are grounded in the real-life world of an emergency department and elicited from multiple perspectives. 

ED practice has been shown to be complex and multifaceted while providing a positive  experience for the patient participants in this study. Nuanced differences and subjectivity of need, expectation and experience renders a ‘one size fits all’ approach to be problematic and limiting in contemporary healthcare in ED. Nurses play a critical role in the overall ED experience but have difficulty in articulating their approach or processes of care. Despite this difficulty of articulation nurses appear to respond in a meaningful way to the nuances of individual patient need, and concepts such as regard generosity and moral imagination appear to underpin this. At an organisational level segregation of services and burdensome diagnostic labelling has been shown to prohibit co-ordinated and stigma-free care. 
Two main factors appear to have most significant effect on staff and patients in ED, including, but not limited to, those who self-harm. These are: 
1. the harsh circumstances created by overcrowding and the resultant privacy and dignity issues that arise for patients. Similarly ‘harsh circumstances’ in  ED pose a number of serious challenges to staff both professionally and personally. 

2. the dominance of discourses, medical and most particularly psychiatric  are shown to be limiting and ineffective. Psychiatric discourse diminishes the social and socio-economic circumstances of patients negating therefore the effect these circumstances have on patients’ lives, their health and their behaviours. 

What contribution does this study make to the field?

The contribution this study makes to the field lies in the provision of a vicarious experience which may resonate for others who recognise elements in their own practice or for whom the discussion and propositions are evocative and or provocative. This study provides an encounter from which I and others may learn.  Several propositions about ED practice and the care of people who self harm have been developed which provide a ‘programme for more work’ (p.216). Developing an action plan from these propositions  is about setting theory to work with the aim of producing desired realities. 
The originality of this study is viewed in the way an emic perspective has been taken to a topic most usually explored from an etic perspective. By this I mean that self-harm, even in A&E, is usually explored form the perspective of those within a psychiatric context as opposed to someone from an ED perspective. The study is original in the way it has adopted, unusually, case study design for research in ED. The benefits of this design have been shown to include the way in which the context of ED practice becomes a major feature of the design, the ways by which it is possible to incorporate data from a diverse range of data sources, and the way propositions about practice can be formed from which a comprehensive and integrated programme of work can be developed. 

This study’s originality also derives from the way in which concepts such as regard, generosity, imagination and empathy are made visible in ED practice. 
Finally this study adds to a growing body of case study research demonstrating the value case study design has to the health care arena. Misunderstandings about case study design have been shown above to be vigorously refutable through the performance of rigorous procedures of a design very well suited to the complex  field of contemporary healthcare.
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Appendix A 
Title

Attitudes of staff in Accident and Emergency towards people who self-harm – a qualitative synthesis of the literature.
Abstract

Objectives: This paper provides a review of the literature which measures the attitudes of Accident and Emergency (A&E) staff towards people who self-harm. Complexities associated with the concepts of self-harm and attitude are also briefly examined.

Design: A systematic review process was adapted and modified in order to provide a comprehensive assessment of the relevant literature. The guidelines from the Centre for Reviews and Dissemination (CRD, 2001) were utilised in structuring the review and a descriptive synthesis was undertaken.
Data Sources: Citations and full text databases were explored including MEDLINE, CINAHL, PsychInfo, Health Source Nursing – Academic edition, Index to Theses database.  Book chapter and article reference lists were hand searched. Subject specific websites e.g. Irish Association of Suicidology (IAS), the American Association of Suicidology(AAS), and the National Self-harm Network, UK and conference proceedings were also searched for relevant papers.  
Review methods: Articles were reviewed and evaluated for sample, design, quality and results. Reviewed studies included qualitative, quantitative and mixed method design.
Results: Of the reviewed studies (n=17) the findings were categorised as follows, positive attitudes (n=5), negative attitudes (n=4), mixed attitude (n=4) and some studies were deemed to be inconclusive (n=4).  Thus the prevailing rhetoric of negative staff attitudes in A&E towards people who self-harm was not substantiated.

Conclusions: Issues associated with the term self-harm and problems associated with the measurement of attitude as either positive or negative are shown to undermine the complexity and multidimensionality of the topic. The need to recognise cultural influences and particularities associated with and between different settings is shown as they relate to research which is comparative in nature. The need for better operational definitions and mixed method approaches to a complex area of practice is highlighted.  

Key Words: Attitudes, self-harm, A&E, systematic review.

What is already known about this topic?

· International evidence suggests that self-harm is an increasing problem, posing a significant challenge for the health system and society as a whole.
· The notion of suicidal intention associated with definitions of self-harm broadens the issue of self-harm from a significant health care and economic problem in its own right to an even greater problem as an associated feature of suicide.
· As A&E is frequently the first point of contact , the attitudes to, assessment of, and interventions provided in A&E, to people who have self- harmed represents a significant part of the client experience, and hence a considerable opportunity to effect the outcome.

· What this paper adds.

· Reviews international research into the attitudes of A&E staff to people who self –harm and highlights the dearth of evidence exploring the impact of these attitudes in terms of professional and caring behaviours.
· Highlights the diversity of terminology adopted throughout the literature underlining  not just the complexity which underpins research in this area but also the potential for confusion both in terms of the findings of the various studies, but more importantly in terms of the inferences made about practice and the issues requiring practice development. 

· Systematic review methodology has been applied and found to be particularly beneficial in clarifying the salient issues from each study. 
1. Background

The World Health Organisation (1992, 2004) refers to self- harm using the term parasuicide and defines the behaviour as

an act with a nonfatal outcome, in which an individual deliberately initiates a …behaviour that will cause self-harm, or deliberately ingests a substance in excess of the prescribed or generally realized therapeutic dosage……  (P.5)

The National Parasuicide Registry of Ireland (NPRI, 2004) defines self-harm as, 

acts involving varying levels of suicide intent including definite suicide attempts and acts where the individual had little or no intention of dying   (P. 4)

In Ireland, there were in excess of 11,000 self-harm presentations to hospital involving 8,600 individuals recorded for 2007 (NPRI)). In the United Kingdom (UK), it is estimated that there are in excess of 150,000 attendances to A&E each year where self-harm accounts for one of the top five acute medical admissions, with similar figures evident in the western world (WHO 2004).  One of the most significant figures in the Irish context is that which shows that the Accident and Emergency department (A&E) is the only treatment setting for 45% of all patients who self-harm (NPRI 2007). 

These figures highlight the urgent need for staff in A&E, and the context of A&E as a treatment setting, to feature significantly in the research and development activity underpinning advances in care for this client group. Variables in age, sex, location and substance misuse influence the  Irish  and international profiles  of this client group, however, the evidence overall suggests that self-harm is an increasing problem, posing a significant challenge for health systems and society as a whole. 

Multiple meanings of self-harm are shown to exist (McAllister 2003).  However, the notion of suicidal intention highlighted in the NPRI definition above broadens the issue of self-harm from a significant health care and economic problem in its own right to an even greater problem as an associated feature of suicide. Of known risk factors for completed suicide, self- harm has the strongest association.  

The impact of the attendance rates on the workload within A&E departments is considerable. Hemmings (1999) suggests that the care of people who self-harm has the potential to influence profoundly whether they accept follow up care, and that the uptake of follow up care directly impacts on the risk of further episodes of self-harm or suicide. The attitudes to, assessment of, and interventions provided in A&E, to people who self-harm represents a significant part of the client experience, and hence a considerable opportunity to effect the outcome.

Negative attitudes have been shown by Barr (2004) to have a significant impact on the rate of self discharge from A&E. Terms such as  ‘bad or rubbish’ (Jeffrey 1979),  ‘inappropriate’ (Sbaih 1993), ‘trivial, time-consuming and unrewarding’ (Sanders 2000) are terms applied to clients who are not viewed by staff to be ‘emergencies’. It is suggested (Crouch 1994, Dale 1995 and Barr 2004) that nurses demonstrate more negative feelings, in the form of less sympathy, more irritation and less motivation to help toward the mentally ill, inclusive of those who self-harm.  Although contested, self-harm is likely to be viewed as a ‘psych’ ‘condition’ and (unless immediately life threatening) assessed as non- urgent in the context of A&E.  The implications of this are, that patient care may be inadequate and the patient experience compromised.  
The literature is replete with the notion of staff attitudes as a determinant of the care given to clients who self-harm.  Therefore an analysis of this literature was considered necessary prior to conducting further study in this area.  However, some conceptual clarity with regard to ‘attitude’ and ‘self-harm’ was needed in order to proceed with the systematic location of relevant literature.      

1.1 Attitude

In viewing the person as a processor of social information, attitude is suggested as being influential in mediating various biological and environmental influences. Azjen and Fishbein (1975) and Azjen (1991) describe a complex interaction between attitude, perceived behavioural control and subjective norms in influencing intention/behaviour.  However, the degree to which attitude has more influence over subjective norms or perceived control is not clear (Finlay 2001, Moore 2004, Giles 2005, Zanten 2005).  Factors such as habit and frequency of exposure to the object of interest have also been shown to influence behaviour (Connor 2000). So too, factors such as genetics and transient physiological conditions are suggested  to have  potential impact on  behaviour (McGuire 1985).  

That attitude involves a process of evaluation is clear, although competing versions of the nature of this evaluation are evident  (McGuire 1985, Petty 1997, Wiggins 2003, Potter & Wetherell 2004). However, the impact of additional factors such as moral obligation (Edwards 2001), specifically the notion of personal choice (Frankl, 1946, 1959), the impact of mood (Heidegger 1927, Petty 1997),  emotion (Scott 2000, Benner 2000, Bolton 2001)  and personally held worldviews (Conway 1996)  show a multidimensionality and a depth of complexity difficult to unravel. 
1.2 Self-harm

The concept of self-harm, like the concept of attitude lends itself to some degree of ambiguity in terms of its definition. McAllister (2003) suggests that to understand the concept of self-harm, the literature, which is prolific, must be analysed not just for its content but also for the position taken by commentators within and across discourses.  Some of the terms found in the literature include, self-injury, attempted suicide, para-suicide, and deliberate self- harm. It is argued that use of the terms which have an explicit suicide reference, e.g. attempted suicide or para-suicide implies a level of intention to die that may or may not exist. The issue associated with this lies in the subsequent interaction between these clients and health care workers who may direct the interaction around an assumption of the person’s intention to die. Moss (1998) shows the potentially detrimental impact that diagnostic labels (e.g. suicidal/ self-harmer), may have for client experience from staff who may hold distorted and sometimes dysfunctional beliefs derived from such a diagnostic grouping.

With regard to other terms used, it would appear that many could be classed as subsets of self-harm or a collective category of self injury, as they refer to specific methods of self- harming, e.g cutting, poisoning, burning.

The idea of  suicidality seems to be one of the more complex factors in trying to establish parameters of what constitutes self-harm. McAllister refers to the association between self-harm and suicide as  “self-harm’s coexistence with suicidality (p. 178), whilst O’Connor (2000) refers to the relationship as a continuum. Hawton (2003) concluded that there is a significant and persistent risk of suicide after self-harm which varies markedly between gender and age groups. This is supported also by Owens (2002) who concluded that the suicide risk among self-harm patients is  “ hundreds of times” higher than in the general population. However,  this is contested by De Leo (2002), who suggests that the implied hypotheses of a continuum between non-fatal and fatal suicidal behaviour is as a result of research bias, inherent in the repeated use of self-harmers as research participants. Owens (2002) shows that the calculation of the number of self-harmers who actually go on to suicide is difficult because of 1. the number of patients treated at primary care level who are not accessed for studies and 2. because  power calculations are not population based. Ultimately, the extent to which the notion of self-harm can be isolated from suicide appears to be more complex than a difference in an individual’s intention to die. Whether or not the distinction can or should be made, or whether it is in any way helpful, is also controversial. 

Various perspectives exist with regard to the interpretation of self –harm, for example, self-harm as a feature of suicide (discussed above), as a psychiatric or mental illness (McAllister 2003, Townsend 2000 and Soloff 1994),  as a coping/communicative function, (Allen 1995) and as  a contravention of basic survival instinct (Fliege 2002).  However, the dominant viewpoint of self-harm as strongly linked to mental illness and something therefore which requires treatment as opposed to understanding and support would appear to prevail.  

2.0 Method

Systematic reviews are mostly used to evaluate the effectiveness of interventions in healthcare.  It is evident that this particular review is not exploring interventions for the client group. However, a systematic approach described by the Centre for Reviews and Dissemination (CRD 2001) was considered useful in structuring a review of literature which is frequently cited and from which, inferences about practice in A&E are made. 

           2.1 Research question(s)
Reviews can be thought of as analyses of existing data in a given set of populations (P), interventions (I) and outcomes (O).  Adapting the PIO approach (Fig.1) helped to identify the main ‘objects of research interest’ through the use of a Venn diagram (see Fig.1). 

Figure 1: Venn Diagram – Key research constructs for review. 


[image: image3]
This approach assisted the refinement of the research questions for systematic review. The following research questions were constructed, from which a comprehensive search strategy could be developed:

Primary question:


· What are the prevailing attitudes of A&E staff towards clients who deliberately self-harm?


        Secondary questions:

· What methods have previously been utilised in the measurement of A&E staff attitudes towards clients who self-harm?

· What are the strengths and weaknesses associated with the measurement of A&E staff attitudes towards self-harmers? 

2.2 Search strategy 

Figure 2 summarises the search strategy adopted and illustrates the effort made to achieve a balance between sensitivity i.e. the ability of the search to identify all relevant articles, and, specificity i.e. the ability of the search to exclude irrelevant articles.

Figure 2: Search strategy

1. Attitude

2. Deliberate self-harm

3. Self-harm

4. Self-injury

5. Self-poisoning

6. Self-mutilation

7. Overdose

8. 2 or 3 or 4 or 5 or 6 or 7

9. 1 and 8

10. Accident and emergency

11. Emergency department/service

12. A&E

13. 10 or 11 or 12

14. 9 and 13

Having defined the search strategy, the following electronic databases were searched, MEDLINE, CinAHL, PsychInfo, Health Source Nursing – Academic edition and Index to Theses. Book chapter and article reference lists were hand searched. Subject specific websites e.g. Irish Association of Suicidology (IAS), the American Association of Suicidology(AAS), the National Self-harm Network, UK, the Bristol Crisis Service for Women and conference proceedings, both hard copy and electronic were also searched.  The comprehensive search ensured that the relevant nursing, medical and psychological literature was explored for its relevance to this study. Search alerts were put in place to ensure any new literature was highlighted beyond the date of the original search. 

2.3 Selection of studies

Inclusion and exclusion criteria  followed  logically from the review questions. The nature of the research questions meant that there were no limitations applied restricting the search to quantitative or qualitative research methodologies or indeed to specific designs, e.g. survey.  English language references only were selected because of the time factor and the lack of available resources to access interpreters.   The search strategy did not limit the time period within which the literature was searched. The most recent article reviewed was published in 2006 and the oldest article included was published in 1971. The relevance of data more than 30 years old will be discussed later.
The literature search identified studies which measured A&E staff as a single group and as a comparison group. It was considered pertinent to include both types of study as they each provided data with regard to A&E staff attitudes. Although other surveys measuring attitudes towards this particular client group were found, they were excluded on the basis that they referred to a different staff group and or different healthcare settings beyond the focus of this review.  Similarly, studies were located which highlighted A&E staff attitudes towards a range of clients outside the focus of interest. Studies which   provided data on interventions for this client group in the context of A&E,  were also excluded, unless they had attempted to provide some data on attitudinal measurement as part of the overall design.  Only studies which incorporated self-harm, where self-harm was deemed to be non-accidental were included. Any terminology referring to the concept of self- harm e.g. overdose, attempted suicide and those made explicit in the search strategy (Fig. 2) were included as were all studies considered to be primary or secondary research.  Figure 3 summarises   the inclusion and exclusion criteria utilised.  After rigorous application of the inclusion and exclusion criteria 17 studies were selected for the review. These studies are listed in Table 1. 

Figure 3: Selection Criteria
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Exclusion Criteria

· All other staff groups

· All other settings

· Intervention/evaluation studies
1.4 Data extraction format

The data extraction and quality assessment format recommended by the CRD (2001) was utilized. The aims of the quality assessment were to 

  1. Guide the interpretation of the findings,

  2. Aid in determining the strength of inferences, and 

  3. Guide recommendations for future research. 

In light of the diversity of studies meeting the inclusion criteria for this review, it would have been difficult to assign numerical scores against items which were not a component of all studies. It was considered inappropriate therefore, to utilise quality scales. Quality checklists were developed however, to enable the assessment of study quality irrespective of study design, sample and outcomes. Several extraction sheets were designed for this review in an attempt to provide a comprehensive structure for the extraction of relevant data and quality assessment. The checklist/ criteria for extraction and evaluation are outlined in Tables 2, 3 and 4   and Appendix 1 contains the complete set of data extractions sheets.  

2.5 Data Synthesis

The aim of data synthesis in a systematic review is to collate and summarise the results of included studies.  This can be achieved through a descriptive or non-quantitative synthesis of 1. the results and 2. the level of consistency, if any, across the studies. This enables a qualitative assessment of variation in study characteristics, quality and results. The CRD (2001) suggest that the process of carrying out the descriptive part of the data synthesis should be explicit and rigorous and that decisions about how data are to be grouped and tabulated should be based on the questions that the review is addressing. 

It is important to note at this point that all of the studies reviewed in this study were retained for data synthesis.  The reason for this was that all studies are cited repeatedly in the literature and are contributing to inferences being made about practice, thus they were retained in order to highlight the weaknesses / limitations associated with some of the studies.     

The diversity between the various studies reviewed,   meant that a ‘neat’ meta –analysis or meta-synthesis, as per the recommendations of the CRD (2001), could not be achieved. However a descriptive synthesis was undertaken providing a detailed analysis of the findings. 
3. Results

Table 5 provides a summary and collates the findings according to terminology, methodology, methods, and results. The tabulation of the results provides immediate answers to the research questions posed previously. The rhetoric which prevails with regard to the negative attitudes of A&E staff towards people who self-harm was not substantiated. Whilst the majority of studies, n=5, found positive attitudes overall, it is acknowledged that this result must be viewed within the context of 17 reviewed studies. A large number of studies, n= 8, were deemed to be inconclusive ( n=4), or illustrative of mixed attitudes (n=4), that is,  finding both positive and negative attitudes. 

3.1 Inconclusive findings

Dressler (1975), Ghodse, (1978 & 1986) and Samuelsson  (1997) were deemed to be inconclusive. Dressler’s study (1975) was  deemed inconclusive as he aimed to analyse attitudes in relation to a complex set of variables such as attractiveness, social class, time of admission. Therefore, the findings were more or less favourable only in relation to the variables rather than as an overall score. Ghodse (1978, 1986) measured healthcare workers attitudes towards three types of overdose and drew his conclusions only in a comparative format. In other words, Ghodse described attitudes in relation to each type of overdose and compared occupational groups but failed to report total scores, thus making it difficult to elicit the detail. His findings concluded that sympathetic attitudes are directly related to the intention to overdose, with more favourable attitudes being attributed to the accidental overdose and least favourable to those who overdose in the context of addictions. Thus the findings do not enable the extrapolation of conclusive evidence with regard to A&E staff attitudes to self-harm. A similar explanation applies to Samuelsson’s (1997) study.  In most of the comparative studies the findings were presented for each group in relation to the other groups, rather than total scores for each group. Thus whilst A&E staff may have, for example, been ‘less’ sympathetic (Samuelsson 1997), it is impossible to determine whether they were in fact unsympathetic. 

3.2 Sample and settings

Six of the seventeen studies reviewed drew samples from a diverse group in various staff combinations of 1. A&E,  medical, ITU and mental health nurses, 2. doctors – physicians, psychiatrists, interns and  medical students,  and,  3. ambulance staff, porters, social workers and the lay public. All of the remaining studies drew samples representing either, doctors only, nurses only or a combination of doctors and nurses. One study  incorporated service users directly and two studies incorporated case note analysis. Variation in sample size was significant ranging from n = 20 to n = 1248 (quantitative studies) and n = 9 to n = 22 (qualitative studies). Of the larger samples, n = 1248 (Ghodse 1986), and n = 1008 (McAllister 2002), the response rate was 92% and 42% respectively. With the exception of the more obvious convenience samples – single sites and or whole staff establishments, very little detail was provided in the majority of the studies with regard to sampling techniques and sampling frames. To some extent the age of some of the studies had a significant impact on the reporting style. 

3.3 Data collection tools and data analysis

There was little consistency between the various tools utilised for data collection in the quantitative studies. They ranged in length and focus and were invariably adapted or modified for use in the particular studies. McAllister (2002) devised with A&E staff, a completely new tool deigned for use with A&E staff focusing on self-harm. By contrast, others utilised adaptations of Domino’s Suicide Opinion Questionnaire (SOQ)(McLaughlin 1994, Anderson 1997), Samuelsson (1997)  adapted a questionnaire of Suokas (1989) and developed the Understanding of Suicide Attempt Patients Scale (USP) and Herron (2001) utilised a modified version of the Attitudes to Suicide Prevention (ASP) scale originally designed to elicit attitudinal data from mental health nurses. Four  studies incorporated case studies or vignettes and Platt (1987)  utilised a Repertory Grid Instrument (RGI). 

All quantitative studies were analysed using an appropriate statistical package and incorporated a range of statistical tests according to the research questions, sample size and relevance to the study. More detail of the statistical analysis was evident in the more recent studies and some attention was paid in the more recent studies to validity and reliability. Detailed analysis can be found in the Data Extraction Tables (Appendix 1).  

The qualitative studies (n=3) were analysed utilizing various approaches to thematic content analysis.  Pallikathyil  refers to Giorgi (1975) in a brief reference to analysis where the sentence is the unit of analysis. Pallikathyil refers to 100% intra-rater reliability with blind recoding of unmarked segments. McElroy refers to DePoy and Gitlin (1994) in describing the approach to analysis and makes reference to validation. However, Hemmings does not provide any detail as to the analysis or the credibility of the data. 

4.0 Discussion

The main themes arising from the systematic review are discussed below and can be categorised as follows:

1. Complexities associated with the definition of self-harm

2. Complexities associated with the measurement of attitude

3. Issues associated with the nature of the care setting / patient population.

4.1 Complexities associated with the concept of self-harm
Self –harm terminology utilised within the reviewed studies required particular attention. Terms such as attempted suicide, overdose/self-poisoning, suicidal behaviour, suicide prevention and self-harm were utilised throughout the various studies reviewed. Whilst some of the terms utilised in the studies might be attributed to the time period in which they were written, specific differences between the patient population were noted.  

Ansell (1971) referred to ‘attempted suicide’ and further classified the patient population according to suicidal intention – high intention, ambivalent, and low intention. The question that might be asked here is about the relationship between a low intention to die and the classification as a suicide attempter. Dressler (1975) also referred to ‘suicide attempters’ and stipulated that the client group in question must have ‘acted’ as opposed to expressing suicidal ‘ideation’. Dressler (1975) also introduces the term ‘suicide gesture’ as distinct from the ‘attempted suicide’. Suokas (1989) uses the term attempted suicide but refers especially to those who ‘self poison’. Samuellson (1997) and Pallikathyil(1988)  use the term ‘attempted suicide’ but do not provide any interpretation or definition. 

Ghodse (1978, 1984) refers specifically to people who overdose,  but is broader in his approach in that he specifically compares the attitudes of staff towards three types of overdose; 1, accidental, 2. suicide attempt/gesture, and 3, as a component of drug/alcohol addiction. Category 2 was of particular interest to this study and whilst Ghodse makes a distinction between suicidal attempt and suicidal gesture, he treats them within the one category for the purpose of his research.  McKinlay (2001)  refers to self poisoning and uses the term in a similar way to Ghodse’s (1984) category 2 group. 

Platt (1987) and Suokas (1989) refer to ‘parasuicide’ and define this as non fatal self-harm. Platt (1987) criticises previous studies for one word stimuli e.g. attempted suicide and overdose, and uses this critique to justify the use of case vignettes in trying to provide contextual detail. Bailey also uses the term parasuicide as  a non fatal act of self injury or ingestion of substance a definition attributed to Kreitman 1969. Hemmings (1999), McAllister(2002) and McElroy(1999) refer to self-harm or deliberate self-harm, described as ‘without a conscious intent to die’ (McAllister) and ‘distinct from suicidal behaviours, but nonetheless a high risk group’ (McElroy).

Anderson (1997) chooses the term ‘suicidal behaviour’ because of the complexities associated with definition and interpretation. He suggests that this term will enable the measurement of attitudes to suicide and self-harm, thereby denoting a distinction between the two. 

Herron (2001) takes a completely different approach and refers to the term ‘suicide prevention’ and suggests that this is a term not about attitudes to suicide/self-harm in itself, but rather about a client group under the care of the various professionals identified in the study. In other words the measurement of attitudes is about caring for this client group rather than about the constructs of suicide or self-harm in themselves.

A feature of the comparative studies was associated with the interpretation of single word stimuli utilised to elicit the data on attitudes. This was of particular concern where the patient population was significantly diverse despite the singular description adopted for data collection purposes. For example, Suokas (1989) uses the term attempted suicide and collects data from A&E and ITU for the purpose of comparison. However, whilst Suokas (1989)  recognized  that less than 10% of attempted suicide patients are admitted to ITU there is a failure to acknowledge the distinct differences in the salient patient population. By virtue of being admitted to ITU, it can be assumed that the attempt was significantly life threatening, as admission to ITU invariably requires significant life support measures. By contrast, it can equally be assumed that a significant proportion of those attending A&E categorised as attempted suicide had in fact no intention to die and might have in a different study been considered a self-harmer or having enacted a suicidal gesture.  There is no suggestion here that patients with a lower intention to die are any less important, however, what is clear, is that disparate patient populations grouped under terms such as ‘attempted suicide’ results in a comparative analysis of attitude towards different patients and towards different constructs.  

The diversity of terminology adopted throughout the studies underlines not just the complexity which underpins research in this area but also the potential for confusion both in terms of the findings of the various studies, but more importantly in terms of the inferences made about practice and the issues requiring practice development. Differences in the interpretation between constructs are confusing and have the potential at least to be further confused by the tools with which attitudes to the various constructs are then measured. For example, utilising tools such as the Suicide Opinion Questionnaire (SOQ) or modified SOQ is very specific to suicide, that is, completed suicide as a construct. It’s usefulness in determining attitudes to other categories of client with varying levels of intent or no intent to die is therefore questionable. A similar argument can be applied to the other tools noted throughout the review and highlighted above (3.3).  

4.2 Issues associated with the measurement of attitude

All studies regardless of design relied on ‘self  reporting’ by the research participants. One of the risks identified with regard to the use of   self- report as a measurement of staff attitudes is the impact that social desirability or perceptions about social desirability may have on participant responses.  McLaughlin (1994), who found that A&E nurses have positive attitudes, considers a fake positive response. He suggests that because this was the first time this research was undertaken in Northern Ireland, the notion of social desirability may have had a direct bearing on the positive responses elicited. Hemmings (1999) draws attention to the notion of social approbation error as a potential risk where data collection instruments were not rigorously tested and had high face validity.


4.2.1 Linking attitude and behaviour

Implicitly and explicitly throughout the studies reviewed, is the notion of a relationship between attitude and behaviour, e.g. attitude and the effect on patient management (Ghodse 1978, 1986), impact of attitude on the content and effectiveness of care (Suokas 1989), determining the enthusiasm for the provision of care (Anderson 1997).  Several studies acknowledged as a limitation, the lack of verification of behaviour as it related to expressed attitude. However, only one study (Hemmings 1999) actually provided data from the questionnaire of healthcare workers behaviours. The reported behaviours supported service user accounts in a different stage of the same study. Despite the extensive, though contrasting evidence of staff attitudes with respect to this client group – little evidence exists which shows the impact of these  attitudes in terms of professional behaviour. 

        4.2.2  Complexities associated with the concept of attitude

Given the complexities noted previously with regard to the concept of ‘attitude’, only 3 studies provided a definition or explanation of the term. Platt and Salter (1987) criticize the lack of conceptual clarity in previous studies, but fail to provide either a definition or a conceptual interpretation themselves.  Pallikathyil (1988) does not refer at all to the term attitude but refers instead to staff ‘opinions’. Dressler (1975) does not provide a definition for attitude but does provide a ‘mood adjective checklist’ from which attitude, he suggests, can be rated. 

 All studies reviewed   appeared  to assume that attitude is an ‘enduring, homogenous’ concept as none of the studies make explicit the notion of attitude as a fluctuating entity. Neither do they allude to the potential re-positioning  of ‘objects of interest on dimensions of judgement’ (McGuire 1985) according to context and / or personal attributes

McKinlay (2001) in his study, utilises the Theory of Reasoned Action (TRA) (Fishbein & Azjen 1975)  in an attempt to look at the links between attitude and behaviour.  McKinaly’s (2001) is the only study to allude to the complexities associated with the concept of attitude outlined previously (1.1). 

4.2.3 Measuring attitudes 

Ghodse (1978 and 1986) focused on the comparison between occupational groups and towards the different classifications of overdose highlighted above. Platt and Salter (1987) expanded on this approach to comparative study and attempted to compare between and within staff groups, namely a conventional and specialist centre, but also to contrast health workers attitudes with those of the lay public.  Bailey (1984), Anderson (1997), Samuelsson (1997), Suokas (1989) and Herron(2001) also compared different staff groups and different settings. The findings overall from these comparative studies were diverse, conflicting and at times contradictory. Samuelsson (1997) in comparing staff groups claims a lack of surprise with the findings that psychiatric staff appeared more sympathetic than A&E staff. This difference in attitude is attributed to variations in training, qualifications and experience.  However, Anderson (1997) found generally homogenous results between A&E staff and mental health staff and goes so far as to challenge the assumptions about specialist knowledge and speciality approaches. 

One factor that seemed to be recurrent in the comparative studies centred on the reporting of attitudes for the various sub-groups. In most of the comparative studies the findings were presented for each group in relation to the other groups, rather than total scores for each group. Thus whilst A&E staff may have for example been ‘less’ sympathetic (Samuelsson 1997), it is impossible to determine whether they were in fact unsympathetic. In other words, attitudes may have been positive overall, just less positive than another group. Not only is this an issue for the reporting of the studies and for the inferences made about A&E practice,  it also features as an issue in how these studies are cited by others and contribute to the rhetoric. An example of this was found during the review when McLaughlin (1994) cites Platt (1987) as reporting negative attitudes. In fact Platt and Salter (1987)(reviewed article) showed overall that hospital staff were positive and sympathetic. However, they did report less positive results among physicians and nurses than amongst psychiatrists.  Thus, it does not follow that to be less positive is to be negative. 

Statistical analysis of attitude data has been shown to  provide evidence of more favourable or less favourable attitudes. However, Anderson (1997) urges caution with regard to analysing data in terms of positive or negative attitudes. Anderson’s study highlights, through the categorisation process of qualitative analysis, the necessity of contextual detail necessary to inform practice. For example,   contextual differences evident from the qualitative analysis include seeing suicidal behaviour as a ‘mental activity’ or a form of psychological distress but not as a clear form of mental illness. It would seem that suicide as ‘ an impulsive act’ and or ‘attention seeking’ is considered particular to suicidal behaviour in the young. Staff  appear to be more tolerant of suicide if associated with a terminal illness. The right to chose to die in these cases is acceptable.  This type of contextual detail is much harder to elicit from questionnaire approaches to attitudinal data and from statistical analysis only.

The notion of ‘neutral’ attitudes was noted in at least two studies and is a reflection of the difficulty in trying to provide a numerical score to the concept of attitude.  Equally, some questions have arisen as to the influence over behaviour that a marginally statistical significance would make. 

4.3 A&E and the context of care

Whilst previous discussion concluded that the dominant discourse associated with self-harm is that of mental illness, the significance of this client group for the work of A&E departments was demonstrated by the figures presented in the introduction.  It is essential therefore, to consider the implications for the development of practice in this area for A&E staff and how the interests of the patient can be best served by staff working within the A&E speciality. The relationship between A&E staff responsibilities and the responsibilities of the staff in the mental health services is also worth considering.  

It could be argued that A&E and Mental Health Services are diametrically opposed in terms of approaches and in terms of its perceived client group. For example, mental health services work with clients who have enduring (chronic) mental illness and work to develop therapeutic relationships over long periods of time. Service users, their families and their backgrounds are frequently well known to the mental health team. In contrast the A&E setting exists to provide immediate and emergency care to patients with acute presentations across a broad spectrum of specialities in a time bound relationship, and frequently without any or limited knowledge of the patient, their family or their background. This does not detract from the need for staff to engage in a therapeutic relationship with the patient, as is sometimes assumed. However, a different type of relationship is required, a relationship which needs to be formed rapidly, given the acute context. Whilst avoiding a ‘them’ and ‘us’ approach to discussion, some of the inaccuracies/misperceptions about the A&E context, arising from the review, will be highlighted. 

Ghodse (1978) cites a previous BMJ 1969 reference to the  ‘model’ patient as being ‘physically ill, passive, appreciative and grateful’ (p.345). McLaughlin as recently as 1994 continues with this theme. He, by way of explanation of the perceived difference in attitude towards those with mental illness or self-harmers and those with physical illnesses, suggests (citing Patel, 1975) that the physically ill carry less social and psychological bias.   Three issues arise here.

Firstly, at the time of writing about the ‘model’ patient, that is 1969 and cited again in 1978, the ‘passive, appreciative and grateful patient’ may well have been prevalent. This is not to suggest that patients are not currently any of these things, but it could be argued that ‘passivity’ is not part of the current culture within health services or within society. Heath service reforms and the internal market, customer care focus, informed consent, patients’ charter and the internet have encouraged   the notion of a more ‘active’ patient, at least with more potential opportunity for involvement in decisions about their care. Within the Irish context currently , to suggest that the physically ill in A&E departments are passive, appreciative and grateful is almost disingenuous, given the high profile and political agenda encapsulating the current A&E ‘crisis’. Rising numbers of patient complaints, the number of patient liaison staff specifically appointed to A&E,   and the recent trend for patient and relative protest marches are testament to the increasing activity by the ‘consumer’. 

Secondly, to suggest that the physically ill carry less social and psychological bias than those with mental illness, fails to recognise the impact that factors such as social deprivation, poverty, homelessness and loneliness, to name but a few, have on physical illness and the manifestations this has in terms of A&E practice. 

Thirdly, McLaughlin (1994) refers to a study by Patel (1975) which in fact refers to caring for the various patient groups in an inpatient setting only. Conclusions are drawn about A&E practice from inferences elicited from inpatient settings without recognition of some of the fundamental differences between the two, e.g. the nature of the workload, the volumes of patients and relatives, the multidisciplinary team structure, the physical environment. This may not be necessarily obvious to those external to the environment, as there seems to be a tendency  to ‘lump’ together the ‘general hospital’ , and the ‘medical staff’,  as distinctly different to the ‘mental health’ setting and staff ,  but not distinct from each other within the general hospital setting. 

McLaughlin (1994) as part of his study asked his subjects to carry out a case prioritisation exercise, which resulted in a patient with ‘severe chest pain’ being categorised as more urgent than a patient following an ‘overdose’. McLaughlin refers to the physiological orientation of staff   in this instance but fails to acknowledge the clinical appropriateness of this decision, given the differing immediacy of the potential fatality between the two cases.  

There would seem to be a case for a more detailed understanding of the context if the current practice is to be researched and the practice development required is to be identified and introduced. It is suggested that recent developments and trends in the care of people  who self-harm , that is, the introduction of psychiatric liaison staff, whilst valuable  may be viewed as a  ‘from without’ approach. A supplementary ‘from within’ approach may be more likely to challenge the dominant ‘mental illness’ discourse in A&E at least, and the potential  dis-ownership of a client group perceived to ‘belong’ to another service.

McElroy (1999) introduced the problems associated with the lack of feedback to A&E departments regarding the outcomes of particular clients and this is put forward as a contributory factor in the negativity of staff attitudes. This may have particular relevance for the experience of those clients who are re-attenders, as feedback would ensure that A&E staff do not approach each episode in isolation. 

The issue of the environment was reflected through several of the studies reviewed, focusing on the environment in which the assessment and interventions for this client group should be initiated. The notion of conventional and specialist centres are mentioned, the issue of specialised knowledge and speciality approaches, and the perceptions about the care provided by psychiatric facilities have all been alluded to. However the findings, which show little difference in the approaches and provision of care between mental health and A&E staff, have also been highlighted and need to be further explored. Whether or not the environment may have more impact on the interaction than the speciality background of the practitioner, at least in the A&E context, is a question which merits some scrutiny. Accepting the case for ‘human to human connection’ (Cutcliffe 2002) and ‘ordinary warmth and understanding’ (Duffy 2003), it may be that these characteristics are the key to a meaningful interaction with the patient irrespective of specialist knowledge or setting. 

       4.4 Date of publication

Some comment has been made previously with regard to the different reporting styles found across the date parameters under review. However, other factors need to be considered. Webb (2002) in her systematic review of self-harm in adolescence,  restricted studies to within the previous ten years for “cultural relevance” (p.237). Watts et al (2001) limited their review also to a ten year period, except where publications were recommended by experts or where inclusion was strongly indicated by the number of citations. Both of these approaches are relevant to the current review for the following reasons. 

Firstly, cultural relevance is a particular issue when comparing the nature of the workplace in A&E over a period of 40 years. Forty  years ago the concept of ‘A&E’ was unknown. ‘Casualty’ existed but was not recognised as a speciality in its own right, and provided services primarily for the ‘walking wounded’. Changes in the nature of the speciality, the development of A&E medicine and nursing,  changes in primary care provision, closure of district hospitals, significant changes to the ambulance services,  developments in medicine, nursing and technology   have all had a significant impact.  The nature of the A&E setting has changed dramatically and beyond recognition in that period. Thus, the variation in cultural influences within the A&E setting  impacting on research findings are significant. Cultural changes in society have also had a significant impact on the population group attending healthcare settings.  To follow Webb’s (2002) recommendation of a 10 year restriction would have resulted in the inclusion of 8 studies. However, the issue of interest lies in the frequency with which the other 9 studies are cited, despite the changes outlined above. It is noted that the prevailing rhetoric appears to focus on those studies finding negative attitudes from which there are then frequent citations.

5.0 Conclusion

This   analysis has attempted to clarify the complexities associated with not just the measurement of attitudes but the measurement of attitudes in relation to a construct as complex and multi-faceted as self-harm. The issues and complexities associated with comparative approaches within and between disparate groups of health care workers and disparate categories of patient have also been highlighted. 
The diversity and complexity across the studies reviewed necessitated a descriptive synthesis of the data from the seventeen studies. Systematic review methodology has been applied and found to be particularly beneficial in clarifying the salient issues from each study. The systematic approach has resulted in minimising the risk of bias in both selection of studies, and in how the findings are seen to contribute to the rhetoric. However, the application of this methodology to studies in both research paradigms, with disparate population groups and disparate approaches to measurement has also been demonstrated as being complex and multi-dimensional. 

The measurement of attitude is dependent on clarification of the ‘object of thought’  and the extent to which multidimensional factors across a range of situations can be reflected in a measurement tool. The degree to which these attitudes determine behaviour in complex situations (such as A&E) can only be verified if the behaviours are also measured / observed. Examining attitudes in isolation is therefore insufficient in attempting to explain or predict behaviour and for practice development purposes is said therefore, to have questionable utility.  Ultimately, despite many studies reviewed which analyse staff attitudes in A&E, there continues to be a dearth of empirical evidence examining the actual behaviours of A&E staff.  
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Table 2:  Data Extraction Table – Scope
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Table 3: Data Extraction Table – Quality
	Study
	Definition of attitude
	Definition of self-harm
	Measurement tool
	Statistical analysis
	Reporting
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Table 4: Data Extraction Table – Results
	Study
	Results

	1
	

	2
	


Table 5 Summary of findings

	
	Design


	Methods

	
	Qualitative


	Quantitative
	Questionnaire/survey  
	Vignette
	Interview

	No. of studies
	3
	14
	13
	1
	3

	Definition of Attitude 
	Self harm terminology



	3 studies
	6  attempted suicide

3  overdose self poisoning

2 parasuicide

1 suicidal behaviour

1 suicide prevention

4 Deliberate Self harm//Self-harm

	Attitudes



	Positive


	Negative
	Mixed 
	Inconclusive

	5


	4
	4
	4


APPENDIX 4: Data Extraction Tables

Table 1:  Data Extraction Table – Scope
	Study
	Design
	Objectives/Hypotheses
	Setting
	Participants
	Sample
	Note

	1. Ansell

    1971
	Questionnaire containing 12 case histories

6 male 6 fem

3 degrees of ‘intention to die’ NI, A,HI
	To study negative attitudes*

Hypotheses:

1 Grp dominance - attitude

2.Grp orientation

3. –ve att – to females

    +ve att – to males

4. att & intention 2 die (I2D)

5. expert ratings v grps (I2D)
	Florida, USA –no other detail
	Psy Drs & nurses,

ER staff,

Volunteers(crisis)

Police

Lay public
	12  & 16

8

22

8

38
	Average90% resp rate but only 50% from ER*. Author suggests –ve bias of ER staff non -resp – no grounds for ‘conjecture’ – small sample.

	2. Dressler
	Clinical, sociodemographic, and dispositional characteristics studied in patient population.  Mood adjective checklist to assess Drs responses.
	‘Theoretically irrelevant’ factors such as patient attractiveness, therapist values &socio-economic class influence interaction and decision-making and subsequent treatment experience
	ER and affiliate Mental Health Centre

(USA)
	20 ‘residents’ in ER (? Psych interns or a psych ER)
	248 patients

20 Drs
	Setting is unclear 

	3. Ghodse 78
	Survey , questionnaire
	To evaluate attitudes to drug overdoses and compare attitudes of different occupational groups to categories of drug overdose
	62/66 Casualtys, London
	Casualty staff and ambulance staff inc porters, receptionists
	N = 1350

Response 92% - 1248
	Specific to drug overdoses

% of respondents who scored ‘neutral’ in each category 33%, 32% and 21%! 

	4. Ghodse 86
	A/A replication of above study , some changes to participants and questionnaire
	A/A and to compare with findings of London study
	Malta
	Med – GPs, A&E and Psych. Nursing  – A&E and Psych. Health visitors and med studs in Psych training year


	350

323 returned – 92% response
	Distinction between suicidal attempt and gesture – introduced OD in the context of alcoholism - ? reflective of the time!

	5. Platt
	Case vignette and repertory grid technique
	To develop a sound methodology for the measurement of subjective reactions to parasuicidal behaviour.

To compare staff attitudes in specialist and conventional treatment centres. To explore attitudes between and within staff groups. To contrast health workers’ attitudes with the those of the lay public
	Edinburgh

RPTC

(Poisons centre) and A&E ,, short stay and medical wards.
	Medical and nursing staff at both institutions. 

Staff deployment list used as sampling frame.

Stratified random sample of lay public


	84 staff in total 100 % response.

(Not presented well, had to be extrapolated and calculated)
	Good critique of previous research and methodology in the topic area.

Is the specialist poisons centre not more likely to see OD patients in the majority!

	7. Suokas
	Questionnaire
	To explain the attitudes of emergency staff towards patients who attempt suicide in different stages of Rx in a general setting.
	A&E

A&E ward

ITU

Finland
	Drs and Nurses
	184 drs and nurses ,64 ER, 47 EW and 73 ITU.  Response was 98%, 90% and 83% respectively
	


	8. Bailey
	Descriptive Survey -Questionnaire
	To investigate the attitudes of critical nurses and doctors to parasuicide pts
	Emergency departments

& ICUs

Australia


	Drs and Nurses
	Convenience

Sample targeted 313 nurses and 87 (400) Drs from 9 hospitals. 380 returned 95% response rate.
	41% of staff reported personal experience!

	9McLaughlin
	Exploratory

Questionnaire
	To explore casualty nurses’ attitudes to attempted suicide and the variables that may contribute to the development of attitudes, age length of experience


	A&E – N Ireland – 11 departments
	Nurses only
	142 

response rate 95 – 66.9%
	96% female:4%male

	10. Anderson
	Exploratory
	To explore and compare the attitudes towards suicidal behaviour of Comm Mental Health Nurses and A&E nurses
	A&E same NHS Trust

UK 
	CMHNs

A&E nurses
	40 & 40

66 returned – 33 in each group! Response – 82.5%
	Cites Mclaughlin as –ve for nurses which is inaccurate. Cites Platt and Salter as nurses & ‘attention seeking’ behaviour - -ve slant – despite positive results and the potential ‘truism’ associated with terms such as ‘manipulative/attention seeking’

	11Samuelson
	Questionnaire and clinical vignettes
	To investigate the attitudes towards caring for suicidal patients among registered nurses involved in somatic care and to compare then with those of psychiatric patients
	ITU

ER and the internal medical wards at 2 hospitals – 

Psych nurses from 2 psych wards

Sweden
	General nurses

Psych nurses
	102

58

Response rate 129 (80.6%)

Four incomplete - & discarded, 1 no sex given but included
	Cites Ramon – Suokas study ( not included here and with different findings or the same study reported inaccurately. and a previous Samuelson study (in Swedish)

17 men ( 3 in general)

107 women (72 in general)

	12.Crawford
	Non-randomised intervention study comparing quality of psych assessment before and after training programme. (Case note analysis)!!!!
	Staff attitude in A&E measured as part of specific training on the psychological assessment of DSH patients
	A&E  - Kings college hospital
	Medical and nursing staff

Case notes13% before and 46% after.
	45 of 52 nurses and all 15 medics attended training session. ? all completed questionnaire
	Only study reported in the journal of A&E medicine

Quotes the unfavourable attitudes of staff from studies which do not investigate A&E staff and does not refer to any of the studies which find favourable attitudes!




	15. Herron
	Questionnaire assessing atttiudes
	1. To develop a reliable questionnaire for the assessment of attitudes to suicide prevention 

2. To investigate the range of  attitudes in four groups of health professional in regular contact with suicidal patients
	Manchester, UK
	GPs

A&E nurses

Psychiatrists in training, & 

CPNs
	218 total

GPs n = 50(1:6  CPNs n=58(all

A&E nurses 63 in 4 hospitals

All psychiatrists n=47 attending post grad ( Liverpool) Manchester psychs used in pilot) resp rate = 77%
	Questions previous  research in terms of the use of non-standardised questionnaires. Suggests that the SOQ is the only established validity – but recognises the length (100 items) and the fact that it addresses attitudes to suicide itself rather than suicide prevention!

	16.McKinlay
	Questionnaire approach incorporating 2 specially designed vignettes.

Theory or reasoned Action analysis
	To separate out the distinctive roles played by nurses’ own attitudes and the social pressures represented by others’ attitudes in determining the types of caring behaviours intended when dealing with self poisoning pts.
	Edinburgh, UK.
	male and female nurses in A&E and MAU. of one hospital. 
	118 questionnaires distributed – 74 completed – resp rate = 63%
	Justifies the TRA (att, sub norm) as opposed to TPB (att, sub norm, PBC) on the basis that nursing is volitional as opposed to behaviour which is addictive e.g smoking. 

? flawed assumption given the control issues in practice- hierarchy, authority, resources etc!!!!

McKinlay refers to the ‘org issues’ but situates them as part of the discussion on social identity and therefore in  subjective norms component.



	17McAllister
	Questionnaire (ADSHQ)
	To develop and test a valid and reliable scale to identify relevant components of nurses’ attitudes to clients who present with self injury and the perceived effectiveness of the nurses role
	Queensland Australia
	Nurses in public and private EDs
	n=1008

352 returned

35-42% response rate??
	Refers to (p. 581) ‘the hospital setting’ and compares experience between this and A&E

Only study to specify self harm without a conscious intent to die!

	6Pallikathyil
	Semi structured interviews
	What are the thought and feeling responses of ED nurses toward suicide attempters? How do the nurses deal with their thoughts and feelings? What factors are identified as most stressful? What factors decrease stress? What are the nurses opinions to this client group?
	USA
	 ED nurses in two settings - 
	N=35 – 20 agreed to participate 9 from setting 1 and 11 from setting 2
	Subjects asked to describe a situation that they remembered - ? similar to critical incident analysis?


	13Hemmings
	Interviews ( following repertory grid technique not reported)
	Second stage of three stage research: Stage 1 postal survey, (policies, training and staff support)Stage 2 interviews with practitioners and users, Stage 3 Case Studies of service users
	SE England
	Practitioners and service users-local A&E department
	19 people from A&E approached

4 did not reply

6 refused

9 agreed (1 A&E Consultant, 2 A&E nurses, 3 A&E social workers, 1 SHO, 1 liaison CPN, 1 Psych Consultant)

5 service users
	Small sample and very mixed. Unsure as to how consultant Psychiatrist is “from A&E”.

	14 McElroy
	Action research project 
	To determine the current status of knowledge and attitudes of A&E o identify and develop dept. policies and procedures for managing cases of SH
	UK
	22 medical and nursing staff representing 90% of the establishment.  
	
	Using the same vignettes  enabled some consistency to be established in terms of management procedures and assessment criteria elicited.


Table 2: Data Extraction Table – Quality   (Stats analysis and Reporting – Adequate, Partial, Inadequate)

	Study
	Authorship
	Definition of attitude
	Definition of self-harm
	Measurement tool
	Statistical analysis
	Reporting/

Weaknesses (W)/strengths (S)

	1. Ansell
	Clinical Psychology Suicide/crisis Intervention services
	Absent
	“attempted suicide” but refers to 3 degrees of intention – HI, A and NI. (High intention, Ambivalent, No Intention) Note* NIs still referred to as attempted suicide,  ?reflective of date 
	Semantic differential ratings and case histories (male & female, equal – HIs, As and NIs)

7 point bipolar adjectives

? pilot  implicit – “ final version”
	Adequate


	Adequate/ questionnaire not provided.

W: Sample size and diversity dilution of effect for group analysis, suggested bias/conjecture

 S: Degrees of intention vs ‘amorphous mass’, comparisons with lay population

	2. Dressler
	Chief of Psychiatry and other Psych Institute -Yale
	No definition of attitude but ‘mood adjectives’ (23) used to rate attitude positively or negatively – eg warmth, anger hopeful, frustrated
	Refers to suicide attempters and suicide gestures to reflect level of intent. Subjects must have ‘acted’ rather than express ideation.
	Patients – screening – 101 items.

Drs. 23 mood adjectives rated on a four point likert scale

? pilot used an amended existing tool
	Adequate

Factor analysis – 3 affect factors from adjective checklist –52% variance


	Adequate

W: Sample size (20) particularly in relation to factor analysis

S: Highlights as in above the potential threat and anxiety for medics

	3. Ghodse
	? MD/ Psych
	No definition of attitude but reference to effect on pt. management
	categories of overdose – accidental, attempted suicide/gesture, and drug addiction. Distinction made for definition between suicide attempt and suicide gesture – however treated as one category for 

measurement tool 


	Pilot in 3 hosps

9 identical attitude statements for each category of OD. 4 +ve, 5-ve. 5 point Likert scale, favourable thru’neutral! to unfavourable
	Adequate
	Adequate

S – compared all front line staff. Distinctions made in the same ‘condition’ highlighting different attitudes’( ?accidental OD still triaged (Manchester) as OD.)

W; only looked at OD



	4. Ghodse
	A/A
	A/A
	5 categories – accidental, suicidal attempt, suicidal gesture, alcoholism, drug dependence
	Similar Likert A/A
	Partial – not as detailed as above
	Partial – not as detailed as London study. Reported as favourable, neutral or unfavourable – in study above reported other Likert points – moderately fav/unfav

	5. Platt
	Psychiatry and Sociologists
	Criticises the lack of conceptual detail in previous studies and refers to conceptual interpretation but does not offer a definition either!
	Refers to ‘parasuicide’ and defines in brackets non fatal self harm. Also criticises previous studies for one word stimuli e.g. attempted suicide, overdose which justifies the case vignette approach in trying to provide contextual detail.
	RGI (Repertory Grid Instrument) and CVI – case vignette instrument

Construction of the above well described.
	Adequate – detailed description of tests and results
	Adequate

S – challenges assumptions about specialist centres vs general hosp.


	7. Suokas
	MD Psychiatry
	No definition of attitude but refers to their willingness to help impacting on the  content and effectiveness of the care – no evidence to support this statement
	Refers to ‘attempted suicide’ and ‘especially self poisoning’ (accounting for 90%)
	41 statements attitude questionnaire with a 5 point Likert scale

Very little detail provided
	Partial

BMDP statistical software, percentages, chi-square and correlation matrix were employed
	Partial

No detail provided re construction of questionnaire or pilot. No discussion re validity /reliability. No detail provided on total scores. Only 8 out of 41 attitude statements are provided

	8. Bailey
	Critical care nurse
	No definition
	Uses the term parasuicide – defined as …a nonfatal act in which the Individual deliberately causes self injury or ingests a substance in excess of any prescribed or generally recognised therapeutic dose’(Kreitman 69)
	2 part questionnaire – 1.demographics – including personal experience, strong religious beliefs and question re benefit of further education, and 2 29 statements- attitudes, feelings and responses to parasuicide pts. 5 point Likert scale
	Partial

Total scores not provided
	Partial

W; convenience sample and a questionnaire not tested for construct validity or reliability

	9McLaughlin
	RMN RGN RNT BSc Psychol dissertation
	Quotes Azjen suggesting attitudes is a disposition to respond favourably or unfavourably

Also quotes Kaplan – first impressions, behaviour and encounter – impact of similar attitudes but different experiences

Quotes Moss and dysfunctional labelling.
	Attempted suicide – provides brief historical view of criminality etc – suggests that the attempted suicide presents a unique situation in the context of A&E in that it contravenes a dominant ‘struggle to survive’ culture.
	A selection of variables from the SOQ ( selection which yielded high significant effects DeRose &Page) formed  14 attitudinal item statements. 5 Likert scale. Nurses were asked to prioritise the urgency of interventions for 4 hypothetical patients. One item statement asked for the number of times a derogatory comment was made about the pt group. 
	Adequate

Chi sq cross tabulation with independent variables and ANOVA significance values reported.

Acceptable alpha reliability.
	Adequate

Good reporting – statistical analysis, questionnaire and construction of questionnaire.

Refers to 90% never attended counselling course for pt group – probably never attended a counselling course for any group!

	10. Anderson
	RN (MH)
	 Stengel (1970)and Kreitman (1977)  Fairburn’s criticism of terminology** get book decides to use ‘suicidal behaviour’ which he suggests incorporates att  suicide and self harm.
	 Hawton and the extent to which attitude may determine the enthusiasm for providing care Oppenheim 1992 –  a tendency to react, Azjen a disposition to react favourably o r not,issue re meeting for 1st time
	Questionnaire designed from the SOQ, and new statements from lit review. Pilot study. 4 attitudinal categories (3 from SOQ factor analysis) and 1 new.

16 statements +ve & -ve.

Six –option forced choice scale. Total scores 16 – 96.
	Adequate

Total scores,

 t-tests, Categorised scores

Significance values reported – transparent analysis. Appropriate interpretation
	Adequate questionnaire provided. Transparent analysis. W small sample (66) one organisation

limitations – 1 org, questionnaire only and complexity of terminology – attitude and suicidal behaviour .S.

	11. Samuelsson
	Nursing and medical staff, psychiatry and ‘faculty of health science’
	No definition
	Title – attempted suicide – USP scale – Understanding of Suicide Attempt Patients Scale –  – aim is about attitudes to suicidal patients
	2 instruments – a 17 item questionnaire based on Suokas 41 item questionnaire. 11 items form the USP  scale with +ve and –ve statements, e.g.  understanding, willingness, and sympathy the other 6 items relate to the need for further education and the need for psych care. 2nd instrument – vignettes with the same 3 questions for each using a visual analogue scale (VAS)
	Adequate

Item analysis for USP and Cronbach alpha .77.

Mean differences between the two groups – unpaired t-tests.

Pearson correlation coefficient – analysing relationships between variables.
	Partial

Little information re USP scale – reported in previous study (Psych nurses only)

No information for selection of 11 from 41 items – designed for use with Psych staff ?

Compares two groups and then states a lack of surprise re training, qualifications and experience! My own thoughts exactly!!

	12.Crawford
	Dept of epidemiology and and GP, Ins of Psych
	No definition – main report about the intervention
	DSH – no definition
	Questionnaire for attitudes components, 12 statements specifically designed for the study ( similar to previous statement questionnaires) 
	Adequate

Descriptive stats for attitude component. Total scores and confidence intervals provided.

Psychometric properties of questionnaire mot tested
	Adequate

W; 1 a&e department..

Main body of report about intervention (justifiably)

S; analysis of attitudes +ve with the suggestion that  changes in time since the earlier studies have had an +ve impact

	15. Herron
	Psychiatry and psychology
	No definition
	Refers to suicide prevention and develops tool ASP – Attitudes to suicide prevention SP. Highlights this difference to SOQ in that it is not about attitudes to suicide itself – thus suicide prevention is a collective term for anyone who has self harmed and is under the care of any of the aforementioned health professionals. “SP depends in part on the assessment and management by professional”


	Individual and group interviews with each of the groups of professionals base on previous questionnaire and literature produced a pool of 60 attitudes! Items not relevant to SP removed remaining 28 items arranged as series of statements in 6 themes. 5 point Likert scale +ve and –ve statements to avoid response set.
	Adequate – appropriate and transparent.

Factor analysis, PCA and Varimax rotation., Cronbachs alpha 0.77. Test retest reliability correlation coefficient 0.85

ANOVA
	Adequate

Stats provided, questionnaire provided, construction of questionnaire provided

	16.McKinlay
	Psychologist and 2 nurses, RGN – Psych post grad and RMN,
	Suggests that this study utilises a more sophisticated model of attitude and behaviour – TRA Fishbein and Azjen 1975), provides more detailed  exploration of attitude than all the other studies, also explores social identity theory in relation to subjective norms.
	Self poisoning ..ingestion of substance…..
	2 vignettes designed describing different (displayed)behavioural style orientations.

 Intention to behave, attitudes subjective norms, behavioural and normative beliefs all measured. All detail provided. Questionnaire construction and elicitation sample provided
	Adequate

Excellent detail provided, justification tables – results and detailed lists of tests provided with rationale. 
	Adequate

S; only study to look at components of intention to behave and beliefs. Only 2 statements measured each component??

W; assumption re volitional aspect of nursing practice, might have been interesting to establish PBC measurements, one hospital therefore not necessarily generalisable.

	17McAllister
	3 nurses, ?spec /background 1 psychologist
	No definition of attitude – detailed lit review
	DSH – any intentional damage to one’s own body without a conscious intent to die**
	3 phases of questionnaire development – extensive lit review, focus group interview 10 post grad A&E nurses leading to development of survey tool items – pilot.

33 items on a four point Likert scale
	Adequate

Good detail provided, ADSHQ items provided and cronbach alpha, factor analysis.

Missing data screened out

9 univariate outliers – 249 total


	Adequate

S designed for use in A&E, specific DSH definition as opposed to suicide, att suic etc.

W

	6Pallikathyil
	Nursing background
	Uses the term opinion instead of attitude!
	Suicide attempter – no definition provided
	Initial screening interview for eligibility. Interview  guide based on situation, responses, reflections, and prevailing opinions. Pilot. Demographic sheet recorded and field notes written after each interview. Specific ’attempter’ of choice – taped and transcribed.
	Partial  Giorgi (1975 method of analysis applied. Unit of analysis =sentence – “data allowed to speak for themselves”! Meanings transposed into each of the research questions.Unmarked segments recoded (blind) =100% intrarater reliability and recoded 3rd person and 90% reliability.
	Adequate

Responses offered by at least 25% of the subjects (5 or more) were accepted as the main findings for the research questions.

Given the approach being synonymous with critical incident technique – are we likely to consider the case which affected us most – is this more likely to be negative – how would the findings have differed if the nurses were asked to consider  pos and negative. 



	13Hemmings
	Psychologist
	No definition
	DSH – no definition
	People asked about their attitudes and behaviours towards people who DSH and encouraged to elaborate on certain themes.

Suggests similar demographics to non responders and despite small sample highlights ‘remarkable consistency’ between participants – acknowledges – the risk of self  for personal reasons.  


	Inadequate

Transcribed and themes identified and cross checked by researchers – no detail given.
	Inadequate

W no detail on analysis.

Sample size 9


	14 McElroy
	RMN lecturer and CPN.
	
	Self harm described as distinct from suicidal behaviours but nonetheless a high risk group and requiring particular interventions in terms of suicide prevention
	 All 22 participated in individual interviews structured around four case studies (vignettes) deemed to be representative of those who commonly present.
	Partial

45 min interviews transcribed – Thematic and content analysis (DePoy and Gitlin 1994). Themes and categories related to assessment and management identified by focusing on key words and patterns and trends noted. Data validated by reference to original transcript and draft report to all participants for accuracy
	Partial

Vignettes provided


Table 3: Data Extraction Table – Results
	Study
	Results

	1 Ansell
	Generally negative attitudes overall. Hypothesis 1 described as ‘essentially’ confirmed – ? statistical significance of such a small sample. Hypothesis 2 not confirmed – orientation of group, i.e.  mental health workers not more favourable. Hypothesis 3 not confirmed ( attitude to male/female debate, ?the salience of this differentiation in the data collection tool), Hypothesis 4 confirmed - -ve/+ve att according to intention to die – statistically significant in 3 largest samples. In all groups the NI cases received the most negative score except Psych Drs.! (suggestion the HI if complete suicide impact negatively on the perceptions about professional competence therefore Nis less threatening!)

	2 Dressler
	Factor analysis – 3 affect factors – ‘warmth and understanding  (WU)– reflected a +ve attitude. Drs felt greater W&U for patients with the fewest number of previous suicide attempts, the lowest suicide risk, and the least amount of psychopathology. More likely to be angry and anxious (A&A) when suicide attempt more lethal and risk high. No appreciable association between affect and socio-contextual variables. Time of arrival – late night early morning resulted in more A&A ( ? disturbed sleep – probably same for any patient). Generally warmer and less anxious to younger women and generally less anxious with women than men. Relationship between W&U and length of consultation – longer than 30 minutes. >A&A with consultation times less than 30 minutes. > W&A to voluntary admissions and private admissions, > A&A to involuntary admissions and state admissions. Accounting for the source of feelings is a more complex task – may be related to levels /perceived competence & the unpredictable emotionally charged nature of ER. Cites other links between emotions and decision-making – refers to the ‘emotional attitude’. Findings report strengths - emotional decision-making = superbly sensitive clinical instrument

and weaknesses  - this sensitivity renders him subject to distortions, faulty assessments and personal idiosyncratic judgements which may be projected.

	3 Ghodse 78
	Accidental overdoses regarded more favourably than  pts – deliberate suicide attempt, more favourable than overdoes in the context of substance misuse. Only looking at the results for suicide attempt/gesture – nurses more favourable and more sympathetic than other occupational groups in total score but no statistically significant difference between occ. groups in suicide/gesture category. Ambulance personnel more polarised in their views! Overall no differences between gender and age in attitude scores although males significantly “very unfavourable2 towards suicide and addiction categories. Attitudes become less favourable as experience of overdose pts increases 

Differences in attitude despite the same ‘problem – OD and requiring the same treatment. Cites the physically ill, passive appreciative pt ( see Columba) “the extent to which attitudes put into practice is not known”.  Considerable experience of front line staff

	4. Ghodse86
	Similar findings to London study in terms of  most sympathetic attitudes to accidental overdose, then to suicide attempt/gesture and least favourable to OD context of alcohol/drug addiction.  Conversely ( to London) medical staff more favourable than nurses to suicidal attempts/gestures – however significantly lower proportion of females to males in this study - ? a possible explanation.  Result -  it appears that the intention of the patient taking the OD is an important factor influencing attitude of professionals. ? professional background education and a tendency to generalise accounting for the similarities between Malta and London.

	5. Platt
	Overall reaction of hospital staff to parasuicide was positive and sympathetic. Data shows no difference in attitudes between staff working in a specialist centre and staff working in a conventional medical environment. Psychiatrists have more positive attitudes than physicians. Physicians and nurses less willing than psychiatrists to impute a suicidal motivation to parasuicide. Nurses more likely to perceive parasuicide as attention seeking. Gender has no direct impact on attitudes. Suggests that feelings about being unable to help is “ pessimistic realism” rather than any underlying antagonism to the patient or his/her behaviour!! Platt – most surprising result was the failure to discover more positive and sympathetic reactions in the specialist centre. Reassures with rationale the sensitivity of the tools and reliability ® and validity (V) (the first study so far to make R & V explicit) However points out that attitudes may be similar but that behaviours may be different!



	7. Suokas
	72% ITU, 58% EW and 25% ER claimed that they were as cooperative and sympathetic towards attempted suicide pts as towards other pts. Suokas reports the individual differences between the various settings as %s e.g like above but suggests (p.476) that the majority of the respondents in all units had a positive attitude towards treating patients who attempt suicide– How this conclusion is reached is not clear. , it follows in the conclusion then about the negative attitudes in ER The reporting (presumable because it’s aim is to compare the differences) shows that the number of staff who disagreed with making the pt comfortable and secure was much higher (20%) than EW 5% and ITU 2%, which appears to signify a particular slant – however, closer inspection of the tables shows that in the same statement ‘comfort and security’ that there were only marginal differences at the other (+ve) end of the scale and indeed 24 % of staff in EW reported a ‘don’t know’ on this In fact across the majority of tables presented the EW and ITU scored higher than ER on the ‘don’t know’ category suggesting a degree of ambivalence or failure to commit. Thus the simplicity with which the ER staff are reported as more negative is questionable. Suokas refers to differences in settings e.g the 1:1 nature of ITU work, the fact that ITU see only 10% of serious Ods and the dissatisfaction with workload ER 85%, EW 61% & ITU 43% which would account for some of the differences – thus the extent to which comparing the settings is useful is questioned. 

	8.Bailey
	Nurses’ and doctors’ attitudes not influenced by independent variables –  gender, occupation, years of experience, personal experience, religious beliefs. Attitudes to parasuicide patients were generally negative and that most respondents do not enjoy caring for them. Differences between Er and ITU staff not supported. Nurses self reported poorer attitudes than Doctors did for nurses may have something to do with different expectations. Nurses more likely to self report a lack of understanding and fear of ‘saying the wrong thing’. With regard to further education – the answer to this would rarely be no – it will always be of benefit regardless of the patient category????! Snould not be surprised at a ‘yes’ answer.

	McLaughlin
	Reports that Platt & Salter report negative attitudes – actually they report overall generally positive and sympathetic attitudes! Nurses are reported as more negative than other groups but that is not the same thing! Check Ramon and Patel again.  McLaughlin found results surprising – casualty nurses seem to have a positive attitude to the attempted suicide variables but that older nurses have slightly more positive attitudes than younger nurse (<> 30years).  More sympathetic towards depressive tendencies rather than ‘manipulative’ or ‘attention seeking’ motivations. Compares the results of the prioritisation exercise – severe chest pain categorised as more urgent than the overdose – this is entirely appropriate clinically given the immediacy of the potential fatality! McLaughlin assumes a physiological orientation. Confirms a high % 68 – 80 have heard derogatory comment – frequency not given. Considers a fake positive response for the first time this research in N Ireland. Refers to the ‘model patient as one with physical illness - ???? see description of model.

	Anderson
	Generally homogenous results between the 2 groups and generally positive – attitudes do not change significantly with speciality. More experienced A&E nurses more positive – exact reverse true for CMHN. Both groups appeared not to view suicide attempters as mentally ill. Suicidal behaviour as acceptable with incurable illness and in the elderly. Morality and Mental illness ‘ category – nurses agree to right to choice, contradicts O brien and Stoll findings re Ods – difficult pts and irritation – not sure that Anderson can say he is measuring the same thing. (Check for items on O Brien  questionnaire – 1st statement on this instrument refers to suicide and terminal illness – may result in an attitude set/ perceptual set different to questions re ods. See para on communication/ manipulation – cry for help. – useful to challenge assumptions re specialist knowledge& speciality approaches

	Samuelsson
	USP scores ranged between 11 and 35. General hosp (mean 21.9) Psych staff (mean 17.1) signifying a more empathic response from the psych staff. However, as the maximum and minimum possible scores were not reported it is difficult to note if the General staff scores are generally positive or negative irrespective of the comparative analysis. The correlation between age  and USP remained significant when controlling for years of experience. No differences between all men and all women. No differences when analysing the 2 subgroups separately (interesting re ITU and medical wards & A&E). The vignettes provided analysis similar to the above in that the psych nurses had greater understanding and willingness to nurse. Both groups of nurses however were similar in assessing suicide risk of 2 of the three patients and in supporting the discharge decision of the psychiatrist. The suicide risk of the 3rd patient was estimated by both groups to be low ( he did in fact complete suicide) suggesting (Nordstrom quote) that young male suicide risk is underestimated in the clinical setting. Majority of nurses feel the need for psych contact after a suicide attempt while only half think that admission is necessary. Compares two groups and then states a lack of surprise re training, qualifications and experience! My own thoughts exactly!!

	Crawford
	Results of attitude component of study only – relevant to systematic review. Other findings particularly useful to case note analysis component of overall study!. The responses of staff to attitude statements before the intervention did not reveal the negative attitudes which have been “expressed in previous studies”. Improvement in assessment does not necessarily lead to more effective treatment!!

	Herron
	More positive attitudes were associated with being a mental health professional and working in the community. Despite significant differences, the asp scale scores suggests neither strongly positive or strongly negative attitudes in general. No satisfactory way to test the validity of the ASP scale though there is overlap with AOQ. Some difference in scores would probably be insignificant clinically!! Some attitudes are not necessarily incorrect – e.g.  A&E nurses most likely to believe that people who are serious about committing suicide will not tell anyone – however if the attitude influences clinical behaviour they may adversely affects the management of the patient. Queries whether mental health staff have more positive attitudes because of the nature and location of their work or whether because of the attitude they choose such work.

	McKinlay
	Strong relationship among intention, attitude and subjective norm, although attitude is a stronger predictor than subjective norm. There are significant correlations between behavioural beliefs and attitude and between normative beliefs and subjective norm component. Nurses prone to adopt a positive attitude value emotional involvement with patient, empathy and the provision of high attention, they also value more highly the challenging nature of the work – they report a lower level of skill. Whilst it is clear that both +ve and –ve attitudes exist – no details of the prevailing attitude was given. McKinlay criticises the recent trend to add to the model – habit, moral norms, and priority of the behavioural outcome  as compromising the preservation of the theory and suggests that were theoretical components are not seen to be significantly correlated that  a principled reason be found within the theory e.g. as in this case subjective norms and social identity theory was seen to provide a ‘within’ theoretical explanation.  Highlights the fact that the study makes no attempt to  determine the extent to which nurses’ differential behavioural intentions are translated into actual caring behaviour of one sort or another.

	McAllister
	Generally, negative attitudes found – mean total score 65.16 on a scale range of 33-132. Four factors extracted – perceived confidence, dealing effectively with DSH clients, empathic approach, ability to cope with legal and org regulations, demonstrating the complex and multi-dimensional aspects of attitude. Nurses scoring high on the four dimensions of ADSHQ are more likely to feel positive towards people who self harm – implication of these factors for education, organisational policy etc. If staff  feel skilled they are ore likely to think that working with this clients is worthwhile – to discuss in light of the ‘waiting for the psych’ approach to nursing! No significant associations found between attitudes and respondent characteristics. Once again the relationship between attitude and actual care given not explored.



	Pallikkathayil
	Encounters described by nurses had occurred from one week to 15 years prior to the interview. Describes a diverse range of patients  - in all cases life-saving measures were initiated regardless of the attempter’s apparent desire to die. Thoughts and Feelings: anger reported as the only feeling by 5 subjects and as the predominant feeling by 11. Feeling sorry by 8. 2 subjects reported mixed feelings. “Many thoughts recalled were specific to the case”!(Surely this was the intention when the subject was asked to consider a particular case)(See also Potter cross reference)Prevailing notion was that for young people, suicide attempts were unacceptable? ? the act unacceptable or the system which allows young people to get to this point unacceptable – no clarity given. Reported difficulties with evaluating the intention to die. – see it directly related to method. 16 nurses reported psychosocial interventions – case specific communication. Also reported that 16 subjects engaged in conditional intervention which were rarely positive – seem contradictory to the previous point. Significant stressors appear to be focused on time and staffing. – beyond the control of the ED nurse(PBC). Perceived the care provided by psychiatric facilities as weak and ineffective. Value conflicts around the legalities the forced treatment of those with high intent to die. In relation to opinions – several conflicting answers supported the notion of suicide as complex multi-faceted phenomenon. Responses that might be expected to be mutually exclusive were not e.g. suicide is rational and suicide attempters are mentally ill. ? not sure these are mutually exclusive???? The study did confirm the need for nurses to be helped to process their feelings in relation to suicide intervention, supporting Hamel-Bissel’s notion that without an avenue to vent feelings (e.g. anger, fear) that the nurse would be at risk of burnout stress distancing and leaving the workplace altogether. Highlights some feedback ascertained from the subjects after the interviews and concludes with findings similar  to Cutliffe (Access paper). The issue of resolution and release is acknowledged and a reference made to recall – one account was 15 years old? 



	Hemmings
	Almost all the staff interviewed expressed ambivalence towards patients who self harm, which was sometimes expressed in explicit punitive behaviour. All the service users described punitive incidents (examples given). “In well over half” the interviews, practitioners drew a clear distinction between people  who were seen as not overtly responsible for their injuries and those who were and the category seemed to apply to the suitability to care for the types of illness. One subject referred to not only the attitudes of atff to this group but also the attitudes of other patients!  Staff offered practical reasons by way of explanation – staff shortages, lack of training chaotic environment, 1 mental health professional suggests it is because ‘it is a taboo – and it resonates with our own destructiveness’ ( ? good mental health speak)! Same respondent suggests that self harm conflicts with the notion of medicine and nursing as caring professions!!? Suggests that whilst the attitudinal findings are ot new – however, the suggestion that these attitudes are reportedly acted out by some as punitive, potentially unprofessional behaviour is significant. 

	McElroy
	Attitudes of the staff interviewed were mixed and appeared to be the result of personal history rather than professional background.. In most cases there were expressions of sympathy, but typically staff did not see this group of patients as rewarding nor as making an appropriate use of the department. Several staff commented on the lack of follow up information received regarding these patients and that this lack of feedback negatively affected attitudes ( ‘Cues of context’ McAllister) Psych services as the only resource available to A&E was seen as problematic – given the often social and alcohol related factors contributing to self harm – requires a multidisciplinary approach required and intra-agency co-operation.


Appendix B: Description of the case

Much of the detail below is provide in an anonymised and somewhat abstracted version in order to maintain the requested anonymity of the unit/hospital. Consequently data is provided, as far as possible, without direct reference to names or identifying statistics. 
 
The Department of Emergency Medicine is open 24 hours a day, 7 days a week and provides an open access for all adult emergencies i.e. patients over 14 years of age. The department is situated in a relatively new ‘purpose built’ unit in a multi- million capital development building.  The hospital in which the department is situated provides county based healthcare across two county borders to more than 25,000 new patients annually. The county is one of the most rapidly growing in Ireland and is one of the most affluent in the country with correspondingly low numbers of areas deemed disadvantaged.

The staff profile includes specialist emergency consultants and nursing staff and takes an active role in professional development activities and research. A dedicated social worker, GP liaison nurse and alcohol liaison nurse are associated with the department. 

The unit is a recognized teaching facility hosting both doctors and nurses at various stages of education. 

The hospital specialist services include those necessary for the efficient running of the ED, with the exception of paediatrics. However no tertiary services are provided here. Thus the hospital provides comprehensive secondary care. The regional psychiatric unit is co-located on the sight in close proximity to the ED.

The hospital features regularly in the top eight hospitals in the country with significant overcrowding in the ED. By comparison with other regional hospitals, the number of beds available per head of population is almost half that in other regions. Concerted pressure from the local media and local public representatives regarding the chronic overcrowding in the ED has brought about the decision by the HSE to recruit additional full time nurses for the department. 
The national profile indicates that self-harm attendances at this particular ED is not significant statistically (NRDSH 2009). However, the figures are based on percentages of the total regional population only, thus, when it is further explored, the actual incidence of attendances to the ED in this study become significant. In summarising the available figures it seems that there are three conclusions, 1. the actual number of people attending or re-attending this department is significantly higher than other comparable hospitals, 2.  this is not reflected in national rankings because of the overall percentages of population and 3. that the admission rates from this ED are lower than other comparable institutions. 
Functions of the department 

The department functions are typical of other EDs in the assessment of unscheduled attendances by the public, the provision of interventions and the appropriate discharge or referral according to patient need. Access to services is also typical, e.g. 


By Ambulance as a result of a 999 emergency call



Referral by a GP 



By direct access (self-referral)  

On arrival, patients are registered by clerical staff onto a computer system. Essential details are collated and a set of medical records is prepared. Patients are assessed by the Triage Nurse and given a priority rating which will determine the urgency with which they are seen.  The Triage Categories are outlined below.

   

· Category 1 - Needs to be seen immediately

· Category 2 - Needs to be seen within 15 minutes

· Category 3 - To be seen within 1 hour

· Category 4 - To be seen within 2 hours

· Category 5 - More appropriate to attend GP
Despite the relatively recent design of the department, there is no area designed for ‘minor’ injuries. The layout is similar to a ‘racetrack’ design where a number of curtained  cubicles are situated peripherally around a central workstation and auxillary rooms. There is a dedicated ‘resus’ room, relatives room, and office space for the varied use of nurses, doctors and others. Most office space doubles as treatemtn space when required. A six bedded unit is annexed currently housing the Medical Assessment Unit (MAU) previously the A&E ward.

In light of the chronic overcrowding experienced by this unit, several ‘spaces’ lining the corridors and alcoves are designated ‘cubicles’ and labeled accordingly. The ambulance entrance and point of entry for all patients is via one door centrally located on a corridor leading to the main workstation. Thus all entrance and exit activity with the exception of resus patients and admissions occurs in the one place.

Entrance, exit and navigation around the department invariably requires close contact with the patients lining the corridor walls. The central workstation area is potentially overwhelming in terms of activity, noise, paperwork and notices. It is also relatively restricted in terms of available space for the volume of activity. The kitchen area opens directly on to this central area and necessitates that the tray trolleys, preparation and distribution are a regular feature of the location.   

Appendix C 

1. Patient Interview schedule

2. Recruitment protocol – patient group.

3. Patient Information and Expression of Interest Form 

4. Information to staff and Consent form 

5. Patient Consent Form



Interview Schedule – Patient group

Question

1. Tell me a little bit about yourself and your experience of self-harm

2. Why did you attend the A&E department?

3. What happened to you when you attended the A&E department?

4. What expectations did you have from your visit to A&E?

5. Where these expectations met? – How so?

6. If not, why do you think this was the case?

7. What could be done to help the A&E department and staff meet your expectations? 

8. What do you remember most about your visit to A&E?

9. Why is this most memorable?

10. What is the best thing that happened to you either during or as a result of your visit to A&E?

11. What is the worst thing that happened to you either during or as a result of your visit to A&E?

12. Are there any other comments you wish to make?

These questions are indicative of the questions which will be asked of the patient group. Depending on the variation between patients and their responses further questions will be asked when deeper probing is required. 

Recruitment Protocol – Patient Group

	Patient attends A&E following an episode of self-harm.





	A    Triage Nurse introduces study to patients using the Information /Expression of Interest Form

or

B. If the patient is acutely ill and admitted, the Bed Manager would be asked to undertake this step when the patient is stable and prior to discharge





	Patient signs to confirm Expression of Interest and is contacted (post-discharge) by the researcher.


	OR
	Patient does not express interest and is not contacted by the researcher



	The patient is interviewed at a location of the patient’s choice and a follow up date is confirmed for validation of interview content.



	Patient may be referred to post interview counselling/GP/CPN or key worker.




All staff involved in the recruitment process will be provided with full information on the background of the study. The Chief Investigator will be available some of the time in the A&E department and available at all times by mobile telephone.
Patient Information   and Expression of Interest Form

Thank you for taking the time to hear about this proposed study.

I am a Lecturer in the School of Nursing at Dublin City University and formerly an Accident and Emergency nurse. I am undertaking a study entitled – ‘Self-harm in the context of A&E – a case study’. This work aims to provide a better understanding of the needs of people who self- harm when they attend the A&E department. The study is also concerned with the structures and processes in A&E which make a persons hospital experience better or worse. 

To complete this study I need to speak with people who harm themselves and who have recently visited the A&E department. This requires a meeting, either in your home or somewhere which is convenient for you, for a discussion (research interview) which provides you with an opportunity to tell your story. Your participation is this study is entirely your own choice. All information will be maintained in the strictest confidence and will only be used for the research. Your name and personal details will be kept private at all times.

Your comments will be treated sympathetically and without judgement and it is hoped that the findings of the study will improve patient care in A&E. 

Should you wish to hear more about the project please complete the Personal Details section below and I will contact you at your convenience. This does not assume your consent to participate. A consent form will be provided for you should you wish to continue.
………………………………………………………………………………………………

Name:_________________________________________________________________

Age: ___________________________________________________________________

Telephone number:_______________________________________________________

Convenient times for contact:______________________________________________

Signature: ______________________________________________________________

Letter to staff incorporating Consent Form

Thank you for taking the time to read about this study. 

I am a Lecturer in the School of Nursing at Dublin City University and formerly an Accident and Emergency nurse. I am undertaking a study entitled – ‘Self-harm in the context of A&E – a case study’. 

Self- harm is a major source of suffering for patients and their families and requires a targeted cohesive and appropriate response from health care agencies. The current incidence of self-harm in Ireland ensures that this client group forms a considerable component of the work of Accident and Emergency (A&E) departments. This case study will describe the care, experience and outcomes for people who self-harm and those who care for them. Bounded in time and place, the embedded case design will enable processes in A&E and events to be explored for their impact on individual experiences.
I would be grateful for the opportunity to interview a number of A&E staff in the form of a focus group. This would take about one to one and a half hours and would be audio taped with your permission. The focus group provides you with an opportunity to give your perspective as an A&E professional. Your participation in this study is entirely your own choice. All information will be maintained in the strictest confidence and will be used for the purpose of the stated research intention only. The hospital, department and individual views will be anonymised for the research report and remain confidential at all times. Your comments will be treated sympathetically and without judgement and it is hoped that the findings of the study will have a direct influence on the policies in A&E, and nationally, and have a positive impact on the care experience for both the patients and A&E staff. 

Should you wish to know more about the study, I can be contacted by mobile 087 644 2043 or email Raphaela.M.Kane@dcu.ie. If you would like to participate in the focus group, please complete the consent form overleaf and place it in the box provided in the A&E department. Thank you for your time.

Raphaela Kane

Staff Consent Form
Title of Research Project:


Self-harm in the context of A&E – a case study.
I confirm that I have read and understood the Information Leaflet about this study. I have had the opportunity to ask questions about the study and all my questions have been answered to my satisfaction. I believe I understand what will happen if I agree to be part of this study.

I have read this Consent form. I have had the opportunity to ask questions about the Consent form and all my questions have been answered to my satisfaction.

I freely and voluntarily agree to be part of this research study, which respects my legal and ethical rights. I am aware that I may withdraw at any time, without giving reason, and without this decision affecting my future in any way. I have received an Information Sheet and am aware that I will be given a copy of this Consent form. 

Participant’s name:

Participant’s signature:

Date:

Date on which the participant was first given this form:

Statement of Investigator’s responsibility:

I have explained the nature, purpose, procedures, benefits, risks of, or alternatives to, this research study. I have offered to answer any questions and fully answered such questions. I believe that the participant understands my explanation and has freely given informed consent.

Investigator’s signature:

Date:
                              Patient Consent Form

Title of Research Project:


Self-harm in the context of A&E – a case study.
I confirm that I have read and understood the Information Leaflet about this study. I have had the opportunity to ask questions about the study and all my questions have been answered to my satisfaction. I believe I understand what will happen if I agree to be part of this study.

I have read, or had read to me, this Consent form. I have had the opportunity to ask questions about the Consent form and all my questions have been answered to my satisfaction.

I freely and voluntarily agree to be part of this research study, which respects my legal and ethical rights. I am aware that I may withdraw at any time, without giving reason, and without this decision affecting my future treatment or medical care. I have received an Information Sheet and am aware that I will be given a copy of this Consent form. 

Participant’s name:

Participant’s signature:

Date:

Statement of Investigator’s responsibility:

I have explained the nature, purpose, procedures, benefits, risks of, or alternatives to, this research study. I have offered to answer any questions and fully answered such questions. I believe that the participant understands my explanation and has freely given informed consent.

Investigator’s signature:

Date:
Appendix D: Case notes analysis tools  - demographics and critical events
(adapted from the NDSHRI)
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Legend:

ID:

Identification number

M/F:

Gender

Age:
Ep:

Episode

MC:

Medical card

Tran:

Transport

Method:
NPRI (NDSHRI) codes 

RA:

Risk assessment

Triage:

triage category and discriminator

S/B:

Seen by

Time series:
Admission time, treatment times and discharge time

Outcome:
Discharge or referral route
Alcohol:

Intention;
Refers to the whether or not the intention of the patient was recorded
Case notes analysis tool – critical issues/ events

	ID number
	Critical issue/event
	Researcher comment
	Action required

	
	
	
	

	
	
	
	

	
	
	
	




Appendix E:  Examples of analytic process

Stage 1 -  Developing properties from transcript

	Transcript (excerpts)

Self harm to me would be someone who cuts themselves  I never considered taking an overdose as self harm – believe it or not – it might sound strange….

Well at the time I wanted to die so I didn’t think I would be here talking to be honest.

Yea when I moved here things went terribly wrong in my life,… I moved here to the middle of  nowhere… , my marriage broke up three months later,  I had given up a full time job, I was here with three small children – I didn’t know a single being,,, …my family were all in Dublin. afterwards it was like a downward spiral from then on,…..… so there was just one incident after another and I just felt I couldn’t cope with everything

I  had been low for a while – In hindsight I probably should have contacted somebody……………..

It might sound weird – I  kinda think I am kind of bothering people 

I always think there is somebody worse there….

So I was here on my own……… and I  took a a lot of tablets, I drank a couple of glasses of wine…… I wouldn’t ordinarily drink

And when I woke up……eh…… I felt really ill and I had ….. sort of tingling down my arm and that scared me,,,, and I cam  in here (kitchen) and I was really sick………… and the more – I was in here for probably an hour and the tingling sort of got worse in my arm…. And I did get a bit scared…… and I knew I was still  here …. And I knew that something was wrong……..

….. and I didn’t want an ambulance coming in here, because it is a really gossipy place and I didn’t want a n ambulance coming in here more for the kids sake and mine
The other people – they hear what you are saying – you don’t like anyone one…. – I suppose guilt sets in then and…. You are ashamed… you feel sort of guilty and you feel…… you are wasting people’s time……….. it’s probably people needing that bed and I am here after doing that to myself – taking it away from them
	Initial Properties

Definitions/labels/differentiation

Beliefs

Intent

Intent to die

Isolation

Social factors

Integration

Cumulative factors

Marital breakdown
Family demands

Family support
Coping

Saturation

Feeling low

Seeking/not seeking help/services

Bothering people

Always somebody worse

Isolation

Medication

Alcohol

Physical symptoms

Fear

Still here

Gossip

Stigma
Others (patients) overhearing

Guilt

Shame

Wasting people’s time

Taking abed away from others

Doing it to myself
Taking away from others




Stage 2 – Aggregation of properties – by source
	Policy documents
	Properties

	
	Dominant mental health discourse

Public health vs socio-economic focus

Suicide/self-harm link and subsumed

Nomenclature/labels

National standardization

Specialist knowledge/education

Specialist intervention – PLN

Access to means

Alcohol

Stigma


	Case Note analysis
	Properties

	
	Triage – nomenclature

Patterns and trends in self-harming behaviours

Alternative referrals

Refusal of admission

Alcohol

Overcrowding

Risk management

Socio-economics

Access to means

Social circumstances

National strategy

Risk assessment

Perspectives on self-harm  


	Nurses focus group 
	Properties

	
	Types of self-harm – intention, link with suicide 

Risk management

Interventions – origins of problem

Embarrassment/stigma/sensitive

Physiological license – access

Mental illness discourse – tradition, policy

Knowledge vs time

Time

Overcrowding/Privacy - noise

Reattendance – personal responsibility

Interventions – preliminary needs of patients – follow up 


	A&E Consultant 
	Properties

	
	Role and function of A&E/medical staff

Overcrowding/Privacy

Failure/inadequacy of health systems – reattendance

Self-harm as psychiatric/not psychiatric

Interventions – aspects of care

Labeling

Personal responsibility for care

Alternatives – solution focused

Environment

Leadership

Community

Family

National strategy


	Patient - Rachel
	Properties

	
	Alcohol dependence – influence

Motivation for A&E visit – expectations of A&E

Intention

Safety – risk management

Good nursing

Overcrowding – rationing, comfort, basic needs

Self-worth

Refusal of admission


	Patient - Christine
	Properties

	
	Perceptions about self- behaviours, esteem, worth, insight, self-determination, intention

Labels,  nomenclature

Rationale for A&E visit – physiological motivation

Privacy, disclosure

Good nursing – touch, discretion

Overcrowding, noise

Expectations of health services – A&E, efficacy of MH services,  - refusal of admission

Desirable interventions - solutions


	Senior Nurse Manager
	Properties

	
	Pt self-determination

Leadership

Stigma

Psychiatric/not psychiatric

Social influences – Social worker

Risk management

Interventions – psych liaison, basic needs, stages of care

Contemporary influences - SWO

Overcrowding, levels of care, rationing, time, environment

Access to means

Community

Staff retention – staff profile




	Medical staff focus group
	Properties

	
	· Role and function of A&E/medical staff

· Overcrowding/Privacy/Stigma

· Failure/inadequacy of health systems – re-attendance

· Self-harm as psychiatric/not psychiatric

· Interventions ( Psychiatric Liaison)


Stage 3 – Mapping properties and developing categories (example)

	Property
	Medical FG
	Nurse FG
	Patient 1
	Patient 2
	Consultant
	Possible category

	Role& function ED
	*
	*
	
	
	*
	Discourse

	Physiological factors
	*
	*
	*
	*
	*
	Physiological dominance/motivation

	Psychiatric/not psychiatric
	*
	*
	
	
	*
	Discourse or 

Psychiatric dominance

	Failure of other health systems
	*
	*
	
	
	*
	Health system failure

	Social factors

	*
	*
	*
	*
	*
	Social factors/ life

	Stigma

	*
	*
	*
	*
	*
	Experience/encounters

	Privacy
	*
	*
	*
	*
	*
	Experience/encounters/human rights


Stage 4 – Category development  

	Category           
	Properties

	Dominant discourses 
	Mental health

Tradition

Public health

Role and function of A&E

Suicide

‘Pembroke’ perspectives

Nomenclature

Standardization approaches

Specialist knowledge/education/skills

Risk assessment/risk management

	Social/socio-economic 
	Social worker

Social histories/assessment

Social narratives

	Interventions   
	Psychiatric Liaison Nurse

Staged care

Physical/psychological dichotomy

Engagement

Alternative referrals

Intention

Psych/non-psych dichotomy

Physiological license

Levels of care

Contemporary influences - SWO

	Access to means 
	Medication

Alcohol

Medical card

	Overcrowding  / environment 
Environmental character
	Privacy

Disclosure

Embarrassment

Stigma

Time

Noise

Personal responsibility/re-attendance

Environment

	Persons/community   
	Self-perceptions

Self-esteem,

Self-worth

Self-determination

Intention

Leadership

Community

Staff retention/profile
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Figure 4 The essence of the case -schematic
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