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Abstract
Mental health professionals are known to work in challenging and often stressful
environments. Prior to the added complication of Covid-19 to service provision, burnout had
been identified as an emergent critical issue in this context. This thesis sought to address a gap
in the literature by clarifying the conceptual underpinnings of resilience in mental health
service provision by investigating mental health professionals’ experience of resilience in their
practice, and exploring the role of social identity processes therein. To address the aims of this
thesis, a two-study approach was taken. Study 1 is a systematic review of qualitative empirical
literature on mental health professionals’” experiences of resilience in their practice. Twenty-
six papers were included in the final review. Resilience was conceptualised as a dynamic,
interactive phenomenon that is heavily influenced by social connection. Study 2 is a qualitative
study exploring the influence of social identity processes on staff working in Irish regional
approved centres during the Covid-19 crisis. Seventeen participants were interviewed in this
study. Findings support conceptualisations of resilience as flexible and multidimensional in the
context of mental health service provision, contingent on the dynamic interplay between
multiple interconnected factors. Practitioners describe resilience as a shared process that
occurs in relationship within a social ecological context. This thesis proposes that social identity
can offer a useful theoretical framework for understanding the group dimension of resilience
processes in mental health settings, wherein the application of social identity theory can
provide an underlying explanation of how group identification can both strengthen and
undermine collective resilience in a crisis. This thesis highlights the conceptual compatibility of
resilience and social identity theory as both may represent complementary pathways to
practitioner wellbeing that can help foster positive outcomes for staff, service users, and

mental healthcare systems.



Chapter One

Introduction to the Thesis



1.1 Thesis Outline

This chapter outlines some of the longstanding challenges associated with mental
health service provision globally and nationally. Following an overview of the theoretical
underpinnings of resilience and social identity, social identity theory is proposed as a useful
theoretical framework for conceptualising resilience as a dynamic process that occurs within a
context. It further examines the resilience and social identity literature in the context of mental
health, while exploring the immediate and residual impact of Covid-19 on global and national
mental health services. This chapter concludes with an overview of thesis objectives and

proposed research questions.

1.2 Background

Mental Health (MH) is considered by many an inherently challenging area in which to
work (Rossler, 2012; Zarea et al.,, 2013). Historically, global MH systems have not been
adequately funded, organised, or implemented given the extensive burden of MH issues
worldwide (WHO, 2018). The impact of burnout on global healthcare systems has been
identified as an emergent critical issue with no area more adversely impacted than MH as
indicated by reported burnout prevalence rates ranging from 21-67% among service providers
(Morse et al., 2012). Moreover, research examining burnout prevalence rates suggests that
over 50% of MH professionals (MHPs) endure high levels of burnout early on in their careers
(Volpe et al.,, 2014).

These findings are perhaps unsurprising when one considers the dynamic nature of the
work environments inhabited by MHPs, who contend with a unique array of emotional and
systemic demands (Maslach & Leiter, 2016). Among the stressors frequently encountered in

mental healthcare provision include the intense emotional involvement of MHPs with service



users (SUs) over a prolonged period of time (Edwards & Burnard, 2003; Mann & Cowburn,
2005), stigma associated with working in MH (Rossler, 2012), an increased risk of experiencing
physical assault and aggression in the workplace (Jovanovi¢ et al., 2016; NHS, 2010; Renwick
etal., 2016; Shiao et al., 2010), the management of complex risk and suicidality (Rossler, 2012),
exposure to secondary traumatic stress (Sjglie et al., 2017), and working long hours (Imai et al,,
2004; Rupert & Morgan, 2005). Not only are MHPs at an increased risk of experiencing
burnout, vicarious traumatisation, and compassion fatigue from the cumulative effect of
bearing witness to trauma, suffering, and loss over time (Edward et al., 2017; Rabu et al., 2016),
they must concurrently withstand the filter down effects of the well documented systemic
shortcomings associated with mental healthcare provision. These shortcomings can include
pervasive organisational uncertainty, inadequate resourcing and funding, chronic staff
shortages, excessive workload pressures, and the lack of opportunities for professional
development (Aiken et al., 2002; Bressi et al., 2009; Bride & Figley, 2007; Cleary et al., 2010;
Graber et al., 2008; Honberg et al., 2011; Huxley et al., 2005; Kindy et al., 2005; McGeorge et
al., 2000; Pinikahana & Happell, 2004; Sgrgaard et al., 2007; Willard-Grace et al., 2014; Yadav
& Fealy, 2012). Additional factors that can add to the burden of responsibility on MHPs include
long waiting lists and high levels of chronicity in the context of SU presentations, the latter
limiting responsiveness to short-term therapeutic interventions and thereby restricting
capacity to manage the former (Knekt et al., 2016; Leichsenring et al., 2013; Leichsenring &
Rabung, 2011).

Not only do these factors jeopardise MHP wellbeing (Braun, Schonfeldt-Lecuona et al.,
2010; Rossler, 2012), they also risk compromising the quality of care provided to SUs (Barnett
et al., 2007; Hall, Johnson, Watt, et al., 2016; Happell & Koehn, 2011; Laschinger & Leiter,

2006). Burnout, for example, has been implicated in a plethora of adverse outcomes for MHPs,



SUs, and organisations alike (Morse et al., 2012; Salyers et al., 2015). MHPs who report high
levels of burnout can experience challenges to their physical and MH (Acker, 2010; Peterson
et al., 2008), lower levels of role engagement, poor morale, significant reductions in job
satisfaction (Maslach et al., 2001; Paris & Hoge, 2010), and higher rates of absenteeism (Borritz
et al., 2006). Consequently, burnout risks compromising quality of care (Barnett & Hillard,
2001; Happell & Koehn, 2011; Laschinger & Leiter, 2006; Maslach, 2003; Morse et al., 2012),
where a correlation exists between high levels of burnout and lower self-reported quality of
care among MHPs (Salyers et al., 2015; Shanafelt et al., 2002; Van Bogaert, Kowalski et al.,
2013). At an organisational level, the resulting staff absenteeism and retention difficulties can
have financial repercussions (Smoot & Gonzales, 1995; Waldman et al., 2010), further straining

the finite financial resources at the disposal of this sector (Druss, 2006; Honberg et al., 2011).

1.3 Resilience
1.3.1 Theoretical Review of Resilience

Originating from the Latin verb, resilire, meaning to rebound or “leap back,” the
construct of resilience has been studied empirically since the early 1970s (Fletcher & Sarkar,
2013). Although there is no agreed conceptualisation of resilience at present (Vella & Pai,
2019), existing definitions appear to centre around the pairing of positive outcomes with some
form of adversity or risk (Fletcher & Sarkar, 2013; Rutter, 2006). That said, resilience has been
subjected to numerous conceptual iterations over the years, such that the concept of resilience
can be characterised nowadays as “reduced vulnerability to environmental risk experiences, the
overcoming of a stress or adversity, or a relatively good outcome despite risk experiences”

(Rutter, 2012, p. 336).



Some have conceptualised resilience as an inherent personal characteristic or quality
that promotes adaptive coping and adjustment in the face of adversity (e.g., Ahern et al., 2008;
Connor & Davidson, 2003; Hu et al.,, 2015). Others have extended the focus beyond an
apparent overreliance on individual attributes in recognition of resilience as a dynamic process
that unfolds within a context, thus having the capacity to operate and interact across multiple
levels (e.g., Curtis & Cicchetti, 2007; Hill et al., 2018; Luthar et al., 2000). The conceptual
evolution of process-based theories present resilience as an interactive construct that involves
the interplay between the following four factors: person, adversity, outcome, and environment
(Rutter, 2006). In doing so, there is an acknowledgement that resilience cannot exist in
isolation and is best viewed in terms of occurring on a continuum rather than in binary terms
(Southwick et al., 2014).

The three waves of resilience research completed to date (see Vella & Pai, 2019) give
some insight into the journey of its conceptual evolution. The first wave of research
commenced in the seventies and was primarily concerned with the attributes of the individual
and their environment, generating detailed descriptors of resilience phenomena following
exposure to adversity (Luthar & Cicchetti, 2000; Mizuno et al., 2016; Wright et al., 2013). Next,
the second wave sought to ascertain how to promote resilience through the application of
knowledge acquired during the previous wave (Mizuno et al.,, 2016; Wright et al., 2013),
facilitating the emergence of research models. One prominent metatheory of resilience
proposed at this time by Richardson and colleagues suggests that individuals endeavour to
achieve biopsychospiritual homeostasis in three distinct movements: the first involves the
successful implementation of protective factors that allow for a positive reaction to adversity;
the second refers to adaptive coping when confronted with change; and the third requires a

motivation to achieve self-actualisation (Richardson, 2002; Richardson et al., 1990). As



resilience research entered its third wave, the aim was to determine how resilience could be
fostered in instances where it did not occur naturally (Wright et al., 2013), again building upon
the findings of previous waves to develop preventative strategies and sophisticated
interventions for the purpose of bolstering resilience (Masten, 2007; Wright et al., 2013).
Resilience research is currently undergoing its fourth wave; many predict that the pace of
technological advancement will enable researchers to develop a more comprehensive
understanding of resilience as a multidimensional phenomenon; one that is contingent upon
the dynamic interaction between multiple complex systems of interconnectivity (Masten,

2007; Masten & Obradovi¢, 2006).

1.3.2 Resilience in the context of mental health service provision

In recent years, there has been renewed interest in the concept of resilience with
attempts to better understand its applicability in various areas (Bonanno et al., 2015; Everly &
Lating, 2013; Pipe et al., 2012; Thomas et al., 2016; Wagnild & Young, 1993). This has coincided
with a shift in the focus of MH research, moving from a traditional deficits model to a more
strengths-based approach (Kleinman, 2012; Lapsley et al., 2002; Priebe et al., 2014; Rashid &
Ostermann, 2009); a shift that is reflected in global MH policy and practice (Priebe et al., 2014).
The resultant proliferation of resilience in MH literature has brought with it similar reservations
to those that dominate the wider resilience literature; namely concerns pertaining to its
conceptual clarity (Luthar et al.,, 2000; Windle, 2011). As a result, resilience has lacked
conceptual consistency in its application to MH research (Friborg et al., 2009; Hoge et al., 2007;
Larm et al.,, 2010; Lawn et al., 2011; Zamirinejad et al.,, 2014), where some empirical
investigations utilise process-based conceptualisations of resilience (Crowe et al., 2016;

Geanellos, 2005) and others advocate for its use as a trait (Kalathil et al., 2011).



Resilience and its promotion in SUs represent a core feature of national and global MH
policy documents (Mental Health Commission, 2005; Mental Health Commission of Canada,
2015). With regards to MHPs, McCann et al. (2013) posit that resilience relates to their capacity
to maintain personal and professional wellbeing in highly demanding work environments; a
complex process that involves dynamic interactions between personal and external resources
(King & Rothstein, 2010). It has previously been suggested that prior exposure to manageable
stressors, meaningful social relationships, experiential learning, and an individual’s capacity for
self-reflection and planning all play a role in fostering resilience when working in this area
(Rutter, 2013). The majority of existent research on resilience and MHPs consults staff working
in psychiatric services and trauma counsellors, and burnout, secondary traumatic stress, and
compassion fatigue are often the primary focus (Bride & Figley, 2007). Over time, there has
been an increased acknowledgement of MHP resilience as a relational, interactive
phenomenon that is influenced to a large extent by support systems and relationships (e.g.,
Adamson et al., 2014); a process that has also benefited from the development of a more
comprehensive understanding of newer concepts like vicarious resilience and compassion
satisfaction through qualitative empirical endeavour (Alvarez & Hurley, 2010; Hernéndez et al.,
2010; Radey & Figley, 2007). Although there is growing empirical interest in the efficacy of
resilience training programmes in healthcare settings generally —a trend facilitated by the third
wave of resilience research - relatively little attention has historically been afforded to the
promotion of health and wellbeing among MHPs (Morse et al.,, 2012). Recently, several
systematic reviews have been published examining existent literature on resilience among
specific professional cohorts in MH (e.g., Foster et al., 2019; Howard et al., 2019). However,
none thus far have sought to systematically synthesise MHP experiences of resilience, either

with respect to distinct staff cohorts or among MH workers generally.



Rossler (2012) notes that as the incidence of MH difficulties increase in the community,
so too does the pressure on those providing the care; an observation of resonance considering
the emergence of burnout as a critical global phenomenon among those working in MH (Morse
et al., 2012). This, coupled with the conceptual inconsistencies that dominate the resilience
and MH literature, suggest the merits of reconsolidating empirical efforts to better understand
resilience in this context. The welcome expansion of the recovery model worldwide has
brought with it an increased recognition of the lived SU experience of mentalillness and service
provision, with an emphasis on ideals of empowerment and self-determination (Farkas et al,,
2005; Slade et al., 2014). The move towards the prioritisation of SU perspectives, particularly
in the formation of MH policy and practice guidelines, is a key avenue through which the
responsiveness of global MH systems can be enhanced. Perhaps the similar application of
recovery model ideals to those at the frontline of service provision would prove equally
beneficial, allowing for a more comprehensive understanding of how MHPs experience
resilience processes. Moreover, with the fourth wave of resilience research currently
unfolding, itis perhaps timely to broaden our understanding of resilience as a multidimensional
construct in the context of MH service provision, where practitioner resilience is similarly
contingent on the dynamic interaction between a complex array of interwoven multisystemic

phenomena; a qualitative perspective would help move us closer to this outcome.

1.4 Social Identity Theory
Tajfel et al.’s social identity theory (1979) provides a new lens through which modern
conceptualisations of resilience can be understood; social identity theory (SIT) proposes a rich

theoretical framework that integrates group psychology with the psychology of the individual



and centres upon identity processes that involve intergroup and intragroup dynamics (Abrams

& Hogg, 2004, 2006; Hogg, 2018; Hogg & Ridgeway, 2003; Turner et al., 1987).

1.4.1 Theoretical Review of Social Identity Theory

SIT asserts that a person's self-concept is closely intertwined with the type of group
they identify with, and the perceived value of this in-group compared to the affiliated out-
group. Thus, a person’s social identity represents “that part of an individual's self-concept
which derives from knowledge of membership in a social group (or groups) together with the
value or emotional significance attached to that membership” (Tajfel, 1978, p. 63). SIT is based
upon the minimal group paradigm (Tajfel et al., 1979), which posits that the categorisation of
people into basic groups at a “purely cognitive” level (Tajfel et al., 1979, p. 39) can facilitate the
emergence of in-group favouritism (Tajfel, 1970). These findings conflicted with the dominant
perspective on intergroup relations of that era, Realistic Conflict Theory (Sherif & Sherif, 1969),
which espouses the position that conflict over scarce material resources represents a
fundamental pre-requisite to intergroup conflict. In interpreting this phenomenon, Tajfel
suggested that not only do individuals aim to achieve a positive personal identity or relative
“uniqueness” as individuals, so too do they covet a positive social identity (Scheepers &
Ellemers, 2019). Thus, since participants in the minimal group experiments lacked additional
information pertaining to the group’s value, in-group favouritism was the only strategy through
which they could positively differentiate “us” from “them.”

At its core, SIT presupposes that social categorisation is of fundamental relevance to
the individual. It posits that the tendency for individuals to engage in self-categorisation
alongside the aforementioned desire for a positive social identity encourages a process of

social comparison, whereby the individual seeks to positively differentiate the in-group from



associated out-groups (Tajfel et al., 1979). When this process is successful, it can benefit one’s
self-esteem while also facilitating a meaningful sense of purpose and belonging (Abrams &
Hogg, 1988; Scheepers et al., 2006). So while cognitive processes play a formative role in SIT,
alongside the motivation to attain a positive social identity, SIT also elicits important affective
processes. As SIT has developed as a concept, so too have researchers begun to acknowledge
its multidimensional nature that incorporates the following components: the cognitive (self-
categorisation), the affective (self-esteem or satisfaction) and the behavioural (solidarity or
group commitment) (Leach et al., 2007; Ouwerkerk et al., 1999).

SIT can also be viewed from a socio-structural perspective in describing how people
respond when they come to possess a negative social identity (Scheepers & Ellemers, 2019).
Given that natural groups differ to minimal groups in terms of having evaluative connotations
in the social world, a clear demarcation emerges between high status and low status groups.
The human desire for positive social identity indicates that whereas low status group members
should harbour a motivation to advance their group’s social standing, those who occupy the
ranks of high status groups are more likely to prioritise defending theirs (Scheepers, 2009;
Turner & Brown, 1978). So, while a positive social identity brings with it considerable benefits
to self-esteem, its negative counterpart tends to encourage one of the following options:
individual mobility, collective action to achieve higher status, or the use of cognitive strategies
or social creativity to enhance the image of the out-group (Scheepers & Ellemers, 2019; Trepte
& Loy, 2017). Moreover, factors that determine which strategy is likely to be employed include
the permeability of group differences as well as the legitimacy and stability of status divergence
(Ellemers, 1993; Tajfel et al., 1979), where permeability is necessary for individual mobility.

Status discrepancies that are considered illegitimate and unstable are more likely to encourage

10



collective action, while those seen as legitimate and stable may require more social creativity
in one’s response.

This illustrates how social identity threat plays a key role in determining whether an
individual opts to flee from the marginalised group or instead favours taking on the status quo
as a collective (Ellemers, 1993; Tajfel et al., 1979). Similarly, different framings of threat can
elicit different consequences. While intergroup threat tends to foster collective level solidarity
and cooperation, often by strengthening people's commitment to their in-group (e.g., Castano
et al., 2002; Ellemers et al.,, 1997), intragroup threat tends to undermine group ties
(Greenaway & Cruwys, 2019). Importantly, however, the strengthening of people’s
commitment to their in-group in the face of intergroup threat can result in more intolerance
and prejudice towards out-group members (McCann, 2008). Recently, social identity has been
implicated in catastrophe compassion (Zaki, 2020); a term referring to the positive social
behaviours that can occur following complex disasters. Although an emergent concept, its
historic prevalence is notable as are its pro-social and beneficial effects on helpers by way of
increasing happiness and reducing stress and loneliness (Jordan et al., 2021). Similarly, studies
suggest that positive collective outcomes such as solidarity, social connection, and shared
resilience can be elicited by mutual aid programmes established in the wake of disasters (Drury
et al., 2019; Steffen & Fothergill, 2009). Interestingly, this concept bears some similarity to
Williams and Drury’s (2009) collective psychosocial resilience; a term proposed to describe the
resilience processes of groups in emergency situations, the assumption being that “collective
reactions to emergencies and disasters are more typically resilient” (p. 294) and involve

cohesion, solidarity, and social support (Drury et al., 2019).
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1.4.2 Social Identity and Mental Health

Given that social identities exert considerable influence on an individual’s psychology
and behaviour, SIT has profound implications for health and wellbeing (Haslam et al., 2009,
2018). Research has shown social identity to demonstrate a range of large and robust effects
on health. Positive social identities have been found to represent a reliable predictor of better
recovery from depression (Cruwys et al., 2013). Moreover, a study conducted by Greenaway
et al. (2016) found a link between increases in social identification over time and lower levels
of depression, to the point where the psychological needs of the individual were satisfied,
resulting in an increased sense of meaning, control, and self-esteem. Positive social identities
have been found to predict better quality of life for individuals post-brain injury (Jones et al.,,
2011), while social isolation has been implicated in more frequent visits to primary care centres
(Cruwys et al.,, 2018). A lack of social connection has also been shown to have negative
implications on MH outcomes (McKenzie et al., 2002) and quality of life (Yanos et al., 2001).
Meta-analyses indicate that interventions that succeed in increasing social identification
engender physical and MH benefits (Steffens et al., 2021), indicating that social relationships
may provide more protection against dying prematurely than exercise or smoking cessation
(Holt-Lunstad et al., 2010). Current evidence suggests that these powerful health benefits are
attributable to the psychological resources that social identities provide; namely, resources in
the form of meaning, a sense of purpose, and support, which have a protective effect on the
health of the individual (Greenaway et al., 2016; Jetten et al., 2015; Junker et al., 2019). The
capacity for psychological resources to benefit health and wellbeing has been referred to as
“the social cure” (Jetten, Haslam, & Alexander, 2012); a product of establishing a shared social

identity with like-minded others.

12



A recent study by Cruwys, Stewart, et al. (2020) suggests that, as a theoretical
framework, SIT is of particular relevance when it comes to the recovery model, given that
identity and social inclusion represent central tenets of recovery. In recent years, the majority
of Anglophone countries have placed a growing emphasis on rehabilitation and recovery
orientation in MH policy formation (Leamy et al., 2011). Tew et al. (2012) have posited that a
primary mechanism through which the recovery model elicits positive outcomes pertains to its
capacity to encourage individuals to band together in collectively challenging stigma and other
societal barriers to wellbeing. Previous research has also highlighted the capacity for group
identification to fill an important need in counteracting the negative outcomes associated with
stigma; the social support experienced safeguarding against prejudice or discriminatory
behaviours (Crabtree et al., 2010; Turner et al., 1994). Moreover, a large body of social activism
literature indicates that collective efficacy is a fundamental precursor to the collective action
required to achieve positive social change (McNamara et al., 2013; Muldoon et al., 2017). It
makes sense then to propose collective efficacy as an important mediator when it comes to
MH, as outlined by Van Zomeren et al. (2008). Recently, Cruwys, Stewart, et al. (2020) added
credence to this proposal; they found that identification with community-based recovery-
oriented support groups elicits positive MH outcomes by fostering that same sense of
collective efficacy among group members — a sense that by working together, they have the
capacity to accomplish shared goals.

Research exploring SIT processes in MH settings is reasonably sparse and few studies
have adopted a SIT approach to explore relational functioning in inpatient MH facilities.
Previous studies have tended to focus exclusively on SU experiences in this context (e.g.,
Jackson et al., 2009; Kessing, 2020), examining patterns of interaction on the ward (Dunn et

al., 1990; Harries et al., 1984) to better understand SU experiences of supporting one another
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(Bouchard et al.,, 2010; Galloway & Pistrang, 2019; Wood et al., 2013). A study conducted by
Jackson et al. (2009) examined social identity processes among inpatient SUs and found that
while salient in-groups and out-groups were largely context specific, they were to some degree
influenced by factors external to inpatient MH group membership. Recent research by Kessing
(2020) set forth to further elucidate the nature of the social relations that occur between
inpatient psychiatric SUs. They describe how inpatients can construct a collective illness
identity through shared experience and use shared experiential knowledge as a means of
supporting one another and challenging the status quo.

Alongside the proposed expansion of recovery model ideals to incorporate those at the
frontlines of service provision, broadening the focus of SIT in MH research to encompass MHP
perspectives may also be worthwhile. Although at present there is a dearth of research
exploring social identity processes among MHPs, previous research has illustrated the
applicability of SIT in better understanding interdisciplinary teamwork in the context of
healthcare provision (Burford, 2012). A recent study demonstrated, for example, that
paediatric residents and nurses are more likely to value professional feedback given by
members of their own profession more than interdisciplinary feedback (van Schaik et al.,,
2016). Moreover, a meta-analysis conducted by Kreindler et al. (2012) concludes that social
identity exerts considerable influence over how healthcare systems function, proposing SIT as
a useful framework for understanding the group dimension of organisational issues; one that
can assist in identifying mechanisms for positive systemic change. The need for authentic
integration and interdisciplinary collaboration between disparate healthcare providers has
long been regarded as a key challenge, where overcoming professional, sectoral, and
institutional “silos” represents a common theme in healthcare service provision research (e.g.,

Clancy, 2006; McDonald et al., 2007).
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1.5 Integration of Resilience and Social Identity Theory

Since its emergence as construct, resilience has been excessively individualised in its
framing as an inherent property or trait of the individual. As the current fourth wave of
resilience research unfolds, however, there is a growing recognition of resilience as a dynamic,
multidimensional phenomenon that is reliant upon the interaction between multiple
interrelated systems. In the last decade alone, researchers have increasingly acknowledged
that focusing solely on resilience at the individual level ignores the processes and factors
implicated in group resilience following exposure to adversity, thus pre-empting a move
towards the prioritisation of collective levels of resilience in the resilience literature (see Drury
et al., 2009; Lyons et al., 2016; Norris et al., 2008). Whilst social identity has not yet been
thoroughly corroborated as a collective resilience factor, social identification has been shown
to benefit the physical and psychological wellbeing of the in-group and its individual members
(Detrie & Lease, 2007; Haslam et al., 2018; Jetten, Haslam, & Haslam, 2012; Verkuyten & Lay,
1998), and has been associated with mechanisms involved in group maintenance (Molenaar et
al., 2022). Moreover, research has identified the collective resilience factors of social support
and collective efficacy as important mechanisms through which social identification can foster
positive health outcomes (Avanzi et al., 2015, 2018a, 2018b; Junker et al., 2019). Research
similarly has demonstrated that supportive relationships can increase a person’s capacity to
demonstrate resilience in the face of adversity, thus serving as a protective factor against the
subsequent development of adverse MH outcomes (Ozbay et al., 2007).

Social identity research offers an underpinning explanation of community or collective
resilience and public responder behaviours. It has previously been proposed that SIT can act as

a merger in resilience processes through its capacity to shape collective cognition and action
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(Turner, 2010), and recent research has sought to explore social identity as a collective
resilience factor and the role it plays in counteracting the ill-effects of environmental stress on
individuals and groups (e.g., Erfurth et al., 2021). Van Dick et al. (2017) highlight the need to
regard resilience and social identity as complementary pathways or two sides of the same coin
in their ability to facilitate positive health outcomes; they note that while the former reduces
the negative effects of stress through promoting positive coping, the latter can be actively
drawn upon to foster positive outcomes through the capacity for social identification to
enhance wellbeing. Indeed a core premise of the social identity approach is that shared
identity can equip individuals with strengths and abilities that they alone are unable to access.
Since resilience cannot exist in isolation from the social environment, and the relationships
that unfold therein, social identity can thus serve as a helpful theoretical framework for

conceptualising resilience as a dynamic process that occurs within a context.

1.6 Current State of MH Services in Ireland

At present, Irish MH services are chronically under-resourced across the board; the
staffing and funding recommendations previously laid out in A Vision for Change (O’ Connor,
2006) - a national policy that outlines a framework for the provision of accessible, community-
based, specialist MH services for SUs - have not materialised, with many suggesting that urgent
action is needed to bring Irish MH services back from the brink of an all-out collapse (O’ Connor
et al., 2021). Staffing data provided by Ireland’s Health Service Executive in December 2019
confirmed that staffing levels in CAMHS, Psychiatry of Old Age, and Psychiatry for People with
Intellectual Disability were substantially less than the recommendations outlined in A Vision
for Change, with staffing levels coming in at 57%, 61%, and 33% lower respectively (see O’

Connor et al., 2021). Funding for MH services in Ireland has remained consistently low at
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approximately 6% of the country’s total budgetary healthcare allocation in comparison to 10-
13% in the UK, France, Germany, the Netherlands, Sweden, and New Zealand (College of
Psychiatrists of Ireland, 2018; Cullen et al., 2017). This funding shortfall persists despite the
recommendation outlined in A Vision for Change for government spending on MH in Ireland to
represent 8% of overall healthcare expenditure by 2016; with the recently published
Sldintecare Implementation and Action Plan 2021 to 2023 (Department of Health, 2021) setting
a target of 10% to be reached by 2025. Mental Health Reform have expressed concerns
regarding this recently established 10% target, suggesting that it does not go far enough and
is reflective of the low priority given to MH in the overall Sldintecare strategy (2021).

Ireland’s resource-scarce MH service has recently been described as an outlier in the
context of psychiatric care when compared to other European countries; chronic service
inefficiencies mean that there are 22 adult acute MH beds per 100,000 population in contrast
to the EU mean of 70 per 100,000 (Irish Hospital Consultants Association, 2021). These figures
mean that Ireland currently has the third lowest number of psychiatric beds in all of Europe
(Eurostat, 2017). Moreover, nearly 2000 children and young people currently populate waiting
lists for CAMHS and, as of January 2020, there were more than 10,000 people on Primary Care
Psychology waiting lists, with a third already waiting for over a year (Mental Health Reform,
2021). Today, there are fewer staff working in MH services in Ireland than in 2008, with only
78% of MHPs required in post as per A Vision for Change recommendations (Mental Health

Reform, 2021).

1.7 Implications of Covid-19 on Mental Health Systems
As societies the world over contend with the unprecedented collective challenge posed

by the Covid-19 pandemic, it has been suggested that its psychosocial repercussions will outlive
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the acute medical crisis by a considerable margin (Kumar & Nayar, 2021; Wang et al., 2020).
Some posit that the secondary effects of the pandemic such as increased unemployment,
poverty, and social inequality will extend outward into the future (Banks et al., 2021).

Although the evidence concerning the impact of Covid-19 on MH is in its infancy and
ever evolving, preliminary research suggests that the acute MH burden of Covid-19 is
substantial, irrespective of whether people had been exposed to the pathogen or not.
Following infection with Covid-19, some have cited a prevalence of depression, anxiety,
psychosis, delirium, cognitive impairment, insomnia, and post-traumatic stress disorder (Kotfis
et al., 2020; Romano, 2020; Salins et al., 2020; Zambrelli et al., 2020). A recent review of high-
quality MH studies commissioned by the Lancet’s Covid-19 Commission Mental Health Task
Force confirms that average levels of anxiety and depression, as well as a broader sense of
psychological distress increased dramatically during the early stages of the pandemic, as did
the number of clinically significant presentations of these conditions (Aknin et al., 2021). The
review illustrates that reported rates of depression in the US and Norway during March and
April of 2020 saw three-fold increases compared to averages from previous years (Ebrahimi et
al., 2021; Ettman et al., 2020). Moreover, a longitudinal probability survey by Pierce et al.
(2020) consulted more than 50,000 individuals across the UK and found that 27% exhibited
clinically significant levels of psychological distress during the early stages of the pandemic in
comparison to 19% prior to the onset of Covid-19.

Alongside the general public, the pandemic also poses psychosocial risks to those at
the frontlines of service provision at a time of unprecedented upheaval. When one considers
the strain placed on global healthcare systems as a consequence of Covid-19, it is unsurprising
that healthcare workers as a societal grouping have been disproportionately impacted by the

virus when it comes to rate of infection and mortality (Bandyopadhyay et al., 2020; Erdem &
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Lucey, 2021). The Covid-19 pandemic placed a unigue challenge on the health and social care
workforce that disrupted both their usual workplace duties and their social context (Markwell
et al., 2020), leaving them more vulnerable to experiencing significant psychological distress
as a direct consequence of the public health crisis (De Kock et al., 2021). MH service provision
has been similarly disrupted due to Covid-19, and increased levels of stress and burnout have
been reported among an already vulnerable professional cohort; a process informed to a large
extent by abrupt work-related changes, fear of contagion, and problems maintaining
acceptable standards of care when caring for people with severe or enduring MH issues
(Johnson et al., 2021).

Whilst the more long-term MH consequences of the pandemic remain to a large extent
unknown, research in this area continues to evolve at a rapid pace. The previously mentioned
Lancet Covid-19 review does offer a glimmer of hope, however, in its observation that with the
onset of summer in 2020, levels of depression, anxiety, and psychological distress began to
stabilise (Robinson et al., 2021), with some figures suggestive of overall distress returning to
pre-Covid-19 levels (Daly & Robinson, 2021). Aknin et al.’s (2021) review indicates that many
individuals demonstrated a capacity to withstand the psychological challenges that
accompanied the early stages of the pandemic, paying tribute to humanity’s apparently
durable psychological immune system. While the Lancet review suggests the negative MH
implications might be less than previously expected, the authors strike a cautious tone in their
acknowledgement of a global picture that continues to unfold. Moreover, they also make the
point that most of the evidence reviewed was collected early in the pandemic (Aknin et al,,
2021).

Certainly, for some, the MH consequences of Covid-19 are likely to be significant and

long-lasting (Jeong et al., 2016; Liu et al., 2012). Thus, it is vital that MH service provision is not
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ignored; a temptation may exist from a governance standpoint to do so given the extent to
which public health expenditure has been redirected towards tackling the acute medical crisis
arising from Covid-19. From an Irish standpoint, Burke et al. (2020) posit that the Irish public
require increased access to localised MH services to meet an increase in levels of psychological
distress associated with the pandemic, suggestive of a need for increased investment in MH
systems. Mental Health Reform (2021) report that the pandemic has had a significant impact
on Irish people’s MH and demand for services and supports has increased significantly, noting
that this has only served to highlight the longstanding deficits that permeate Ireland’s MH
service. The IHCA (2021) similarly confirm that Covid-19 has impacted the timely delivery of
psychiatric care; an outcome that is likely to pre-empt longer hospital stays for SUs with severe
mental illnesses. They also cite the potential for longer waiting lists for diagnostics and
treatment in other areas of medicine to have a cascading effect on psychiatric care due to the
increased likelihood for SUs to develop secondary MH symptoms. Given that knowledge of the
psychosocial consequences of Covid-19 continues to evolve, notwithstanding the longstanding
challenges endemic to MH service provision, MHP resilience represents a timely area of
investigation; one that may help in the amelioration of occupational stress, and its negative

consequences, among this professional cohort as the post Covid-19 era comes into view.

1.8 Thesis Objectives and Research Questions

This thesis is composed of two studies that contribute to an overall understanding of
the factors that influence MHP resilience processes. This introductory chapter highlights the
many challenges encountered by this professional cohort in fulfilling their professional
obligations, while also exploring the application of resilience and social identity processes in

MH. Furthermore, the implications of Covid-19 for MH service provision are explored in depth.
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This thesis therefore considers factors of relevance across all these levels, to develop a
comprehensive understanding of the experience of MHPs working in approved centres in
Ireland during the Covid-19 pandemic. Furthermore, it recognises that there is a need to
broaden our understanding of resilience as a dynamic and multidimensional construct in the
context of MH service provision through a systematic investigation of qualitative empirical
literature exploring MHP experiences of resilience in their work. A qualitative perspective
would help shift the focus away from an overreliance on preconceived variables that
conceptualise resilience in terms of an innate psychological construct; the use of which are of
guestionable merit given the ongoing conceptual evolution of resilience as a construct. Instead,
an in-depth exploration of how MHPs come to understand and experience resilience in the
fulfilment of their professional obligations may help further elucidate the conceptual
underpinnings of resilience when applied to MH.

It also identifies social identity as an important consideration as societies band together
to overcome the collective threat posed by Covid-19; social identity theory represents an
overlooked area of research in the context of approved centres to date and a MHP perspective
has been lacking. Moreover, this thesis recognises the importance of exploring the experiences
of frontline MHPs working in Irish approved centres during Covid-19 to better understanding
how an unprecedented, novel public health crisis of this scale impacts on service providers. In
doing so, this thesis explores whether Covid-19 has inadvertently stimulated intra or
intergroup social identity processes in these settings.

The two studies included are as follows: (1) A systematic review of qualitative research
exploring MHP experiences of resilience in their delivery of MH services; (2) A qualitative study
exploring the experiences of MHPs working in regional approved centres during Covid-19 using

a SIT approach. Chapters Two and Three of this thesis details each of these two studies. In
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Chapter Four, overall findings from the two studies are discussed in the context of an

integration of theories relating to resilience and social identity.

1.9 Positioning of the Thesis

It is important that | acknowledge some unexpected developments that informed my
doctoral journey and the trajectory of my thesis. Initially, | had hoped to base my thesis on the
recovery model, a subject of particular interest to me as | had previously undertaken research
on Open Dialogue, a recovery-oriented model of mental healthcare originating in Western
Lapland. Thus, my proposed research project was to be a qualitative empirical study entitled,
An exploration of perceptions of the core principles of the recovery model, and their
implementation, in regional Irish inpatient psychiatric hospitals, and my signed research
feasibility statement was duly submitted to the course team in January of 2020.

In the months that followed, | set about drafting a comprehensive systematic review
protocol entitled, Perspectives on Mental Health Recovery: A systematic Review of Qualitative
Research, confident that | now had the skeleton for what would become Chapters 2 and 3 of
my doctoral thesis. My confidence would have been well founded were it not for the onset of
a novel coronavirus pandemic; an unprecedented global event that understandably rendered
my proposed research topic untenable, as was communicated to me by onsite collaborators.
Although disappointing on a personal level, this development paled in comparison to the
macro level existential threat posed by Covid-19 and its societal implications. And so it was
back to the drawing board to draft a revised research proposal or thesis version 2.0; a process
that required much soul searching if truth be told. As Theodore Roosevelt once posited,
“nothing worth having comes easy,;” an astute observation that perfectly sums up this process.

A new research proposal was indeed drafted soon thereafter in July of 2020, and its feasibility
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subsequently confirmed. | owe a debt of gratitude to my primary academic supervisor, COC,
for being a steadying influence at this time.

As | set about working on the lengthy National Research Ethics Committee for Covid-
19-related Research (NREC Covid-19) application form, | was buoyed by the new exciting
direction that my thesis had taken. Prior to completing the application, however, | was
unexpectedly requested to complete a full Data Protection Impact Assessment (see Appendix
G), which delayed my ethics submission to the NREC Covid-19. As this was a temporary Covid-
19 related ethics pathway that was to be dismantled soon thereafter in early September, |
accepted that this ship had sailed. Nevertheless, after DPIA approval was granted in October,
2020, ethical approval was then sourced via a conventional Research Ethics Committee and
granted in November, 2020. While this was a most welcome development, the celebration was
short-lived as structural developments at a local organisational level had implications on site
access. The future of my thesis was once again draped in a fog of uncertainty. As more delays
followed, | began to question whether this revised enterprise too was destined not to take
flight. To my eternal relief, data collection commenced in earnest in May of 2021. As chance
would have it, my first interview coincided almost to the day with the now infamous HSE
ransomware attack, the most significant cybercrime attack on an Irish state agency to date.
Granted that this temporarily impeded my recruitment of a sample entirely made up of HSE
professionals, my increased tolerance for the unexpected stood me in good stead; an outcome

perhaps reflective of a valuable meta-skill acquired from living during a global pandemic.
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Chapter Two

Resilience and mental health professionals: A systematic review of qualitative empirical

literature on practitioner experiences of resilience in their work
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Abstract
Mental health professionals work in challenging settings that can elicit high levels of stress.
Burnout has been identified as an emergent critical issue that is said to affect this professional
cohort more than most. Recently, there has been a growing acknowledgement of resilience as
a multidimensional phenomenon; one that involves the dynamic interaction between multiple
complex systems in promoting positive adaptation to hardship. This systematic review collates,
evaluates and synthesises the qualitative research that has explored mental health
professionals’ experiences of resilience in their work. Thematic synthesis of their findings
outline the multifaceted ways that a diverse sample of mental health professionals experience
resilience in the context of their practice, identifying the following themes: resilience in
relationship, resilience in equilibrium, resilience in bloom, and resilience in meaning. Resilience
is described in terms of an interactive process that is heavily influenced by interpersonal
relationships, personal meaning-making processes, and experiential learning; the latter
facilitated to a large extent by reflective practice. Commonalities between interdisciplinary
experiences of resilience are discussed, as are the implications on mental healthcare service
delivery. In systematically illustrating the multiple systems that positively interact with
practitioner resilience from the perspective of those at the frontlines of service provision, this
review provides an accessible roadmap for researchers, practitioners, and mental healthcare
service providers interested in how to promote and sustain resilient practice among frontline

mental health workers.

KEY WORDS: mental health, mental health practitioner, resilience, wellbeing, qualitative,

systematic review, mental health systems
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2.1 Introduction

In recent years, there has been renewed interest in the concept of resilience and its
applicability across a range of settings (Everly & Lating, 2013; Fullagar & Kelloway, 2009; Pipe
et al., 2012; Wagnild & Young, 1993). Although definitions of resilience can vary, most can be
placed in either of the following two categories: those conceptualising resilience as an innate
personal characteristic that promotes adaptive copingin the face or hardship or adversity (e.g.,
Ahern et al., 2008; Connor & Davidson, 2003; Hu et al., 2015) and those that recognise
resilience as a dynamic process that involves positive adaptation to adversity (Luthar et al.,,
2000), operating interactively across multiple dimensions (e.g., Curtis & Cicchetti, 2007; Hill et
al., 2018).

Mental health (MH) has long been considered an inherently challenging area in which
towork (Rossler, 2012; Zarea et al., 2013). Recently, the impact of burnout on global healthcare
systems has been identified as an emergent critical issue, with no area more adversely
impacted than MH (Morse et al., 2012). Alongside burnout, issues like secondary traumatic
stress, compassion fatigue, organisation uncertainties, resource shortages, excessive
workloads, and prolonged exposure to workplace stressors are routinely associated with the
MH workplace (Aiken et al., 2002; Braun et al., 2010; Bride & Figley, 2007; Cleary et al., 2010;
Huxley et al., 2005; Kindy et al., 2005; McGeorge et al., 2000; Rossler, 2012; Yadav & Fealy,
2012) and risk compromising the provision of high standards of care (Barnett et al., 2007; Hall
et al., 2016).

McCann et al. (2013) posit that resilience relates to a mental health professional’s
(MHP) capacity to maintain personal and professional wellbeing in highly demanding work
environments; a process that involves dynamic interactions between personal and external

resources (King & Rothstein, 2010). Rossler (2012) notes that as the incidence of MH difficulties
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increases in the community, so too does the pressure on those providing the care; an
important observation today as societies the world over contend with the psychosocial
repercussions of the Covid-19 pandemic. Some have suggested that ramifications of this nature
will outlive the acute medical crisis by a considerable margin (Kumar & Nayar, 2021; Wang et
al., 2020). On this basis, improving our understanding of resilience factors in MHPs represents
a crucial and timely area of empirical investigation; one that can help counteract stress, and its
negative consequences, among this cohort as the post Covid-19 era comes into view.

Although there is growing empirical interest in the efficacy of resilience training
programmes in healthcare settings generally, relatively little attention has historically been
given to the promotion of health and wellbeing among MHPs (Morse et al., 2012). Recently,
systematic reviews have been published on resilience in specific MH professions such as MH
nursing (e.g., Foster et al., 2019) and psychiatry (e.g., Howard et al., 2019). The former review
describes resilience as a developing concept in MH nursing; the authors note that existing
literature has primarily focused on MH nurse resilience as an individual trait or attribute rather
than exploring environmental factors that influence their resilience. Howard et al.’s (2019)
review illustrates that a combination of workplace, personal, and non-workplace factors
influence psychiatrists’ resilience, implying that resilience-building interventions solely
targeting the individual would likely fall short of the mark without concurrently taking into
consideration contextual factors.

To date there is no review that focuses exclusively on qualitative research in
systematically synthesising perspectives on resilience among MHPs as a single cohort. A
qualitative perspective is important as it facilitates an in-depth exploration of how MHPs come
to understand resilience in the context of their day-to-day professional obligations. Research

examining first-hand practitioner experiences of resilience offers insight into how resilience is
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promoted among staff working in MH settings. Understanding MHP accounts of factors that
impact on their experience of resilience is relevant to the successful future implementation of
resilience-building programmes and strategies targeted at this cohort, given their potential to
misfire without acknowledging the experiences of those at the coalface of service provision.
Moreover, understanding factors that influence MHP resilience in the workplace, and the
contexts that are most likely to build and sustain resilient practice, is relevant for a number of
interest groups: frontline MHPs, MH service-users (SU) and their families, MH researchers, MH
service providers seeking to uphold high standards of care through promoting staff wellbeing
and career longevity, and policymakers invested in maximising positive outcomes for MHPs

and SUs alike.

2.1.1 Current Research
The current review aims to collate, evaluate, and synthesise published research that
utilises qualitative designs to explore MHP accounts of resilience in their work and to develop
a comprehensive understanding of factors that influence practitioner resilience according to
those on the frontlines of service provision. In doing so, it is anticipated that the review will
shed further light on the conceptual underpinnings of resilience. This review sets out to explore
the following questions:
1) What is the experience and understanding of resilience among frontline mental health
professionals in the context of their daily work?
2) What does current qualitative empirical research tell us about mental health worker
resilience processes?

3) What are the commonalities and differences among subjective accounts of resilience?
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2.2 Method

Relevant literature was located via a systematic search process that involved searching four
key databases utilising a predetermined search strategy (see table 2.1). Previously utilised
search terms in published systematic reviews (ex: Foster et al., 2019; Howard et al., 2019) were
incorporated into this search strategy where applicable. In searching databases, sensitivity was
prioritised over specificity; a decision was made not to restrict searches to Title/Abstract across
databases in an effort to broaden the search scope in a manner consistent with previous
reviews of qualitative empirical studies (e.g., O' Connor et al., 2018).

A narrative evidence synthesis method was employed by this review to address the
aims of this study as per the guidelines established by Briner and Denyer (2012). In doing so,
the following five steps were strictly adhered to: 1) planning; 2) structured searching; 3)
evaluating the relevance of material against established eligibility criteria; 4) analysis involving
thematic coding; and 5) reporting on findings. Narrative synthesis was employed as it is
regarded as an effective way to identify the story that underpins a distinct body of evidence; it
achieves this by affording reviewers sufficient flexibility to identify and develop themes that

bring coherence to qualitative data (Briner & Denyer, 2012; Popay et al., 2006).

2.2.1 Data sources

MEDLINE Complete, CINAHL Complete, PsycINFO, and Academic Search Complete
databases were searched for titles and abstracts using the search strategy outlined in table 2.1.
The following database parameters were incorporated into the search: English Language, Peer
Reviewed. While the majority of titles and abstracts were identified through electronic
database searching, an additional 77 articles were located by hand-searching the reference

lists of included articles, including relevant review articles, and by conducting informal Google
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Scholar searches. Data relevant to the study aims were extracted and subjected to rigorous

analysis and synthesis.

Table 2.1
Search Strategy
Resilien* Psychiatr* Nurs* Qualitativ* Knowledge
Psycholog* Worker* Focus group* Attitude*
Mental health  Staff Interview* Understanding*
Clinician* Expectation*
Team* Impression™

Care coordinator*

Perception*

Personnel* Perspective*
Employee* Experience*
Leader* Thought*
Manager* Belief*
Occupational therap* View*
Speech and language Account*
therap* Conceptuali*
Social work* Opinion*
Psycholog* Viewpoint*
Psychiatr* Insight™*
Discourse™
rhetoric

2.2.2 Study characteristics

The below table (Table 2.2) utilises the SPIDER (Sample, Phenomenon of Interest, Design,
Evaluation, Research type) search strategy tool for qualitative and mixed methods research as
outlined by Cooke et al. (2012) to summarise key aspects of the research question. Importantly,
for the purpose of this review, ‘Mental Health Professional’ was defined by setting
(conventional vs. specialist) rather than by discipline. See exclusion criteria in 2.2.3 for

additional details.
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Table 2.2

SPIDER search string strategy

Sample Previous and current mental health professionals
(working in primary, secondary, or tertiary care, students
in professional training)

Phenomenon of Interest Descriptive conceptualizations of resilience in the context
of their work

Design Interviews, focus groups, diary studies, analysis of
consultation or meeting transcripts

Evaluation Expressed knowledge, attitudes, beliefs, perceptions, or
self-reported experiences of resilience

Research Type Qualitative

2.2.3 Inclusion and Exclusion Criteria

Inclusion criteria for studies were determined in advance and included the following:
Peer reviewed original empirical qualitative research, including mixed method studies,
published in the English language that explored MHP’s descriptive conceptualisations of
resilience in the context of carrying out their work. Empirical qualitative research that
consulted MHPs as part of a wider sample population, for example, where SU perspectives
were concurrently investigated, were eligible for inclusion. Student only studies that consulted

students in professional training were included.

Articles not in English, non-peer-reviewed articles, literature reviews, dissertations,
book chapters, conference proceedings, and other grey literature were excluded. Other
exclusion criteria included the following: studies where MHPs did not make up a portion of the

participant sample; studies that included MHPs and other healthcare workers, but didn’t
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discriminate between them in their findings; studies that assessed the effectiveness of
workplace resilience training programmes, apps, or interventions from the perspective of
MHPs; studies that explored MHP perspectives on factors that influence SU resilience; studies
where the participant sample consisted of MHPs working in specialist settings or for specialist
services (for example, psycho-oncology, palliative care, forensic or correctional facilities,
specialist services for asylum seekers and/or refugees, trauma settings, domestic violence,
aged care settings, Intellectual Disability services, war veteran support); studies where the
participant sample was made up of a broad category of emotional workers (for example, school
counsellors, call-centre workers, first responders, guidance counsellors) that did not work
within a MH service framework; systematic review studies; studies that performed a synthesis

of existing systematic reviews; doctoral theses; and commentary or opinion pieces.

2.2.4 Screening

The initial screening of abstracts and titles was conducted using Covidence, an
electronic application for systematic reviews and meta-analyses that facilitates the
independent review of articles for inclusion (Covidence, n.d.). A total of 7160 studies identified
via electronic searches were initially imported into Covidence and 1780 duplicates were
subsequently removed. 77 additional records were identified through other sources. Titles and
abstracts of 5457 papers were independently inspected by one researcher, CH, to establish
relevance to the research question. This involved identifying articles that satisfied the inclusion
criteria and excluding clearly irrelevant articles. A second researcher, COC, independently
crosschecked a random subsample (15%) of identified titles and abstracts to ensure reliability.
Similarly, a third researcher, EH, independently crosschecked a further random subsample

(10%) of identified titles and abstracts; this meant that 25% of identified titles and abstracts
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were independently crosschecked by additional researchers. Reviewers agreed on 99% of
articles (Cohen’s k = 0.9). Any articles on which there was disagreement were automatically
included for full-text screening. The full text of all retained articles was subsequently obtained
and inspected for eligibility, according to the inclusion and exclusion criteria. All 168 full-text
articles were independently inspected by one researcher, CH, and any ambiguous cases were
reviewed by COC for a second opinion. Reasons for exclusion were noted on a customised

eligibility checklist and a total of 26 articles were included for review.

2.2.5 Analysis and quality appraisal

Data were extracted from each article and included the following: study characteristics
(year of publication; country of data collection; setting of data collection; availability of data;
ethical considerations); methods (study design); participant information (participant
professions; sample size); outcome of interest (self-reported experiences of resilience); and
study findings relevant to the review questions (i.e. results and author interpretations).

Since the review focused exclusively on qualitative empirical research, studies were
evaluated using the Joanna Briggs Institute (JBI) Critical Appraisal Checklist for Qualitative
Research (Lockwood et al., 2015) prior to inclusion in the review. This quality framework
considers the various stages and processes that inform qualitative empirical enquiry to
determine the contribution, rigour, and credibility of individual studies.

Narrative synthesis was used to analyse extracted data (Popay et al., 2006). Tabulation
was employed to present study characteristics including country, healthcare setting,
participant group, design, sample size, and bibliographic information. The complete set of
results across studies and relevant segments of text from the discussion sections pertaining to

participant self-reported descriptions of resilience were extracted and subjected to an
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inductive thematic analysis (Frith & Gleeson, 2004) in accordance with the procedure outlined
by Braun and Clarke (2006). This process involved identifying meaningful text segments
relevant to the research questions, subsequent systematic code generation and grouping of
related text segments into analytic categories or themes with provisional definitions. Themes
were coded at a descriptive level with little attempt to infer meaning. Given the researcher’s
background in the area of clinical psychology, any pre-existing biases regarding resilience
processes in MHPs were considered via a reflective process. A critical realist epistemological
stance was taken by the researcher in the interpretation of extracted data. In doing so, the
possibility of alternate accounts of phenomena was accepted (Maxwell, 2012) and the
influence of the social context over how individuals meaningfully interpret their lived

experience acknowledged (Braun and Clarke, 2006).

The second researcher (COC) provided credibility checks through regular independent
examination of the coding and thematic mapping generated by the principal analyst (CH). This
was supplemented with the regular comparison of individual analysis of pre-selected
fragments of text throughout the data analytic phase to promote consensus and resolve
discrepancies through in-depth discussion. Analysis was undertaken using NVivo QSR

qualitative analysis software, Version 12.
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2.3 Results
2.3.1 Results of Literature Search
Following screening, a total of 26 articles were included in this review. Figure 2.1's

PRISMA Flow Diagram (Moher et al., 2009) presents the number of articles excluded at each

stage. Table

Figure 2.1

Results of the systematic search and screening of citations based on PRISMA guidelines (Moher

etal., 2009)

2.3 lists the studies included.
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Table 2.3

Summary of papers included in the review

Paper  Authors Region Sample Make-Up Sample Size Clinical Experience Data Source Analysis  JBI Quality
No. Rating
1 McMahon (2018) Ireland Clinical Psychologists N=4 5 - 10 years post- Interpretat 20 (High
qualification clinical Unstructured and ive Quality)
experience exploratory in-person Phenomen
interviews ological
Analysis
(IPA)
2 Carmichael et al. UK Clinical Psychologists N=7 28.6% =5 —10 years Demographics IPA 18 (High
(2020) since qualified questionnaire; reflective Quality)
28.6% =2 —5yearssince  diary on specific clinical
qualified events over a three-week
42.8% <2 years period; semi-structured
interviews
3 Adamson et al. New Zealand Social Workers; health social N =21; MHSW (N  Practitioners with >3 Semi-structured interviews ~ Thematic 16 (Moderate
(2014) workers, mental health social >9) years’ experience; Student Analysis Quality)
workers & social work student Supervisors = qualified (TA)
supervisors social workers with 5 — 30
years of post-qualification
practice experience (note:
only mental health social
worker data was included
in this review)
4 Wampole and Pennsylvania, Registered nurses employed at the N=5 Mean = 13 years; Range written survey of open- Content 11 (Low
Bressi (2020) USA inpatient psychiatric unit working in of 5 - 30 years ended questions Analysis Quality)
direct care, non-managerial roles
5 Foster et al. (2018)  Australia Registered nurses working in mental N =29 <5 - >20 years in current Semi-structured telephone TA 18 (High
health subdivided into two role/years in a mental interviews, focus groups, Quality)

participant groups: 1) those who
participated in a mental health
service-initiated resilience
programme (Promoting Adult
Resilience) & 2) those who
delivered the programme
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Paper  Authors Region Sample Make-Up Sample Size Clinical Experience Data Source Analysis  JBI Quality
No. Rating
6 Gevaux and Petty UK Focus group N = 7 (not otherwise Focus group (N = N/A not disclosed Preliminary focus group Content 18 (High
(2018) specified, clinical team members 7); Card-sorting (supplemented by brief Analysis Quality)
who later participated in card sorting  tasks (N = 25) scoping review of current
tasks); card sorting tasks N = 25 - 14 literature), two card sorting
support workers, 6 mental health tasks
nurses, 2 clinical managers,
1 assistant psychologist, 1
occupational therapist and 1
activities coordinator
7 Wharne (2020) UK 1 X social Worker employed in N=4 N/A not disclosed Semi-structured interviews ~ An 18 (High
community mental health services; 1 interpretiv. Quality)
X senior counselor in a primary e
mental health service; 1 X counselor hermeneut
employed in primary ic analysis
care counseling services/completing &a
a doctorate in counseling descriptiv
psychology; 1 X team leader for a e
community mental health phenomen
team/registered mental health nurse ological
account
8 Brolese et al. Brazil psychiatric hospital staff sample: Quant (N = 40); Mean/SD = not disclosed;  Quantitative (cross- Grounded 16 (Moderate
(2017) Qualitative = 27 X nurse technicians, Qual (N = 26) < 1year (40%), 1 - 5years  sectional design); Theory Quality)
5 X physicians, 4 X nurses, 1 X (10%), 6 - 10 years (20%), Qualitative interviews
pharmacist, 1 X social worker, 1 X > 10 years (30%).
psychologist, 1 X physical educator;
Quantitative = 3 X nurse, 14 x Nurse
technicians, 5 X physicians, 1 X
pharmacist, 1 X social worker, 1 X
psychologist, 1 X physical educator.
9 Hurley and O' Canada front-line Assertive Community N=10 Mean = 12 years, range 3 - Interviews IPA 17 (Moderate
Reilly (2017) Treatment (ACT) clinicians that 30 years (working in Quality)
included 4 X social workers (SW), 3 mental health); Mean = 8
X registered nurses (RN), and 3 X years, range 1 - 16 years
occupational therapists (OT) (working onan ACT
team)
10 De Lange and South Africa psychotherapists: clinical (four), N=7 13 - 20 years full-time Interviews Narrative 14 (Moderate
Chigeza (2015) counselling (two) or educational private practice Analysis Quality)

psychologists (one participant)
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Paper  Authors Region Sample Make-Up Sample Size Clinical Experience Data Source Analysis  JBI Quality
No. Rating
11 Barton (2020) UK female counsellors who were N=5 at least 8 years’ Exploratory, semi- IPA 14 (Moderate
qualified to at least BA Level experience in practice structured interviews Quality)
currently participating in an MA
Counselling training programme
12 Bowden et al. UK Mental health link-workers from a N=9 N/A not disclosed Interviews, focus groups Grounded 18 (High
(2015) variety of professional backgrounds Theory Quality)
- They were ‘front line’ staff in that
they were usually the first point of
contact for people with mental
health difficulties. They also worked
at the interface between primary care
and secondary mental health services
providing mental health assessments
and brief interventions for
individuals and signposting to other
services when indicated. Link-
workers also offered specialist
guidance to primary care staff on
how to manage mental health
difficulties in primary care. They
were frequently the only mental
health professional in a
primary care setting.
13 Lamb and Cogan UK focus group 1 = Samaritans N = 17; focus Focus group 1: work Focus groups x 2 IPA 17 (Moderate
(2016) volunteers; focus group 2 = four group 1 (N =8), related experience range = Quality)
clinical psychologists, two trainee focus group2 (N= 6 months - 25 years (Mean
clinical psychologists, one 9) = 8.88 years); Focus group
counsellor, and two clinical 2: work-related experience
associates in applied psychology. range of 3-17 years (mean
=7.11 years)
14 Ashby et al. (2013)  Australia Occupational therapists with more N=9 mean number of years Interviews Narrative 14 (Moderate
than two years’ experience in mental worked in mental health Thematic  Quality)
health and who had worked in more practice = 14.3 years; Analysis

than one workplace
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Paper  Authors Region Sample Make-Up Sample Size Clinical Experience Data Source Analysis  JBI Quality
No. Rating
15 Hou and Skovholt ~ USA practicing therapists: 7 x licensed N =10 Mean/SD = not disclosed;  Semi-structured interviews;  Grounded  20/20 (High
(2020) psychologists (PhD/PsyD), 2 x 6 participants > 20 years demographics questionnaire  Theory Quality)
licensed post degree clinical
marriage and family therapists experience; 4 participants
(MS/MSE), and 1 x licensed > 10 years’ experience.
social worker (MSW)
16 Fischer et al. New Zealand practicing psychiatrists in New N =12 N/A not disclosed Semi-structured interviews ~ Grounded  17/20
(2007) Zealand Theory (Moderate
Quality)
17 Huxley et al. UK mental health social workers N = 237 Mean = 11.9 years’ Postal questionnaire (free TA 14/20
(2005) experience; SD = 8.7 text responses); diary (Moderate
years’ experience relating to the working Quality)
(since social work week; Questionnaire and
qualification); Age Range  Diary content informed by 2
= not disclosed focus groups involving
MHSWs from a South
London mental health trust
18 Deborah et al. Ghana registered psychiatric nurses N=24 Mean = not disclosed, SD  Semi-structured interviews IPA 16/20
(2020) = not disclosed; Range of (Moderate
experience = 5/10 Quality)
participants had 6 - 8
years' working experience
19 Davison et al. New Zealand psychiatry registrars focusgroup 1 (N= Mean/SD = not disclosed;  Three data sources: 1) Grounded  19/20 (High
(2019) 5); focus group 2 all participants psychiatric ~ ‘stress’ vignettes written by ~ Theory Quality)
(N =4); Meeting registrars Stage 3 trainees; 2) minutes  (abbreviat
minutes = 12 sets of regular registrar ed)

of minutes between
2014 and 2016;
independently
produced
researcher vignettes
(N=5)
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Paper  Authors Region Sample Make-Up Sample Size Clinical Experience Data Source Analysis  JBI Quality
No. Rating
20 Prosser et al. Canada acute psychiatric nurses N=4 M/SD = not disclosed; Semi-structured interviews IPA 19/20 (High
(2017) range of experience in an Quality)
acute psychiatric hospital
setting = 2 - 16 years,
while practice as a
registered nurse ranged
from 2 - 21 years
21 Edward, 2005 Australia All participants were mental health N=6 N/A not disclosed Interviews IPA 17/20
clinicians currently working in the (Moderate
area of mental health crisis care; Quality)
participants were recruited from
the disciplines of nursing [4Ps],
allied health [1P] and medicine [1P]
22 Roebuck and Reid, UK trainees in the latter halves of N=4 M/SD = not disclosed; all ~ Semi-structured interviews IPA 20/20 (High
2020 psychotherapy, counselling and participants had been Quality)
counselling psychology postgraduate client facing for at least 6
degrees and had been seeing clients months
for at least 6 months
23 Marie etal. (2017)  Palestine nurses working in community N =15 N/A not disclosed 32 hours of observationsin ~ TA 18/20 (High
mental health centers in Palestine two community mental Quality)
health centers. Multiple
local workplace and
operational documents;
Interviews
24 Ragusa and Australia mental health nurses from N =32 N/A not disclosed Focus Groups Grounded  14/20
Crowther (2012) geographical areas classified as rural Theory (Moderate
and remote using the ARIA index Quality)
25 Hurley and Kirwan  Ireland and practicing social workers on Irish CMH social N/A not disclosed Semi-structured interviews IPA 20/20 (High
(2020) Canada community mental health (CMH) workers (N = 10); Quality)
teams Canadian social
workers on
Assertive
Community
Treatment teams (N
=10)
26 Ramalisa et al. South Africa professional nurses working in a N=24 working in a psychiatric Demographic info; written TA 16/20
(2018) psychiatric ward for a period longer ward for a period longer narratives to (deductive  (Moderate
than three months than three months open-ended questions ) Quality)
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2.3.2 Quality assessment scores

Total IBI Critical Appraisal Checklist scores for each article were averaged; scores of 12
or below were interpreted as low-quality, scores of 13-17 were interpreted as moderate-
quality, and scores of 18-20 were interpreted as high-quality. Table 2.4 illustrates the
aggregate assessment scores across relevant domains of the JBI Critical Appraisal Checklist
rather than study level assessment. Twelve articles (46%; n = 12) were evaluated as high-
quality, thirteen articles moderate-quality (50%; n = 13) and one low-quality (4%; n = 1). None
met the predetermined threshold for unacceptably low quality meriting exclusion from the

review (total score < 10).

Table 2.4
Quality Appraisal using the JBI Critical Appraisal Checklist
Quality Appraisal criterion Yes No Unclear
1. Is there congruity between the stated philosophical perspective
and the research methodology? 24 (92%) 2 (8%)

2. Is there congruity between the research methodology and the
research question or objectives? 25 (96%) 1 (4%)

3. Is there congruity between the research methodology and the
methods used to collect data? 22 (84%) 2 (8%) 2 (8%)

4. Is there congruity between the research methodology and the
representation and analysis of data? 22 (84%) 4 (16%)

5. Is there congruity between the research methodology and the
interpretation of results? 25 (96%) 1 (4%)

6. Is there a statement locating the researcher culturally or
theoretically? 11 (42%) 13 (50%) 2 (8%)

7. Is the influence of the researcher on the research, and vice- versa,
addressed? 12 (46%) 10 (38%) 4 (16%)

8. Are participants, and their voices, adequately represented? 22 (84%) 2 (8%) 2 (8%)
9. Is the research ethical according to current criteria or, for recent

studies, and is there evidence of ethical approval by an appropriate 18 (68%) 4 (16%) 4 (16%)
body?

10. Do the conclusions drawn in the research report flow from the
analysis, or interpretation, of the data? 25 (96%) 1 (4%)
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2.3.3 Thematic synthesis

Thematic synthesis identified 12 analytic themes. These were organised into four
overarching ‘super-themes’: resilience in relationship, resilience in equilibrium, resilience in
bloom, and resilience in meaning. It should be noted that these thematic categories are
deployed for parsimonious presentation of the results and do not imply that the data
presented therein represent mutually exclusive phenomena. Themes are visually represented
in Figure 2.2 and are described below along with illustrative quotes from participants.

Figure 2.2
Themes and sub-themes representing mental health professional experiences of resilience
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2.3.4 Resilience in Relationship

This theme relates to the notion of resilience as a relational construct; a shared process
that emerges from the interplay between self and other. It emphasises the strong connection
between relationship and resilience as perceived by MHPs, where colleagues, SUs, family,

friends, and the wider community all feature in this process.
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2.3.4.1 Professional Relationships

The capacity for a positive team culture characterised by supportive professional
relationships to strengthen practitioner resilience was identified by MHPs in 17 articles
(Adamson et al., 2014; Ashby et al., 2013; Bowden et al., 2015; Brolese et al., 2017; Davison et
al., 2019; Edward, 2005; Fischer et al., 2007; Gevaux & Petty, 2018; Hou & Skovholt, 2020;
Hurley & Kirwan, 2020; Hurley & O’ Reilly, 2017; Huxley et al., 2005; Lamb & Cogan, 2016;
Marie et al., 2017; Ragusa & Crowther, 2012; Ramalisa et al., 2018; Roebuck & Reid, 2020).
Numerous MHPs describe how a positive team culture can facilitate a sense of shared
experience among colleagues where no one practitioner shoulders the responsibility alone

(Bowden et al., 2015; Hurley & Kirwan, 2020; Hurley & O’ Reilly, 2017):

“Sharing the responsibility is the key thing for me, I’'m not alone in working with this

person.” (Hurley & Kirwan, 2020, p. 6)

Many MHPs attest to the sense of social cohesion engendered by shared experience among
colleagues (Marie, et al., 2017; Ragusa & Crowther, 2012; Roebuck & Reid, 2020). Through
having to overcome workplace challenges together as a team, a strong sense of kinship,

camaraderie, and solidarity is forged among colleagues:

“Nobody understands this job except your colleagues. You can’t share it with somebody

who doesn’t know what it’s about.” (Ragusa & Crowther, 2012, p. 49)

MHPs also highlight the role of shared values among colleagues in promoting resilient practice
(Fischer et al., 2007; Lamb & Cogan, 2016) and the collective sense of pride that can manifest

when practitioners feel personally invested in a team and the service it provides:
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“... on a personal level there’s some ownership as well, there’s some ownership of the
service we’re very proud of it, we’ve worked very hard, amazingly hard and we’ve
worked within our team, whatever we’ve achieved we’ve achieved within our team.”

(Bowden et al., 2015, p. 495)

MHPs highlight the importance of being open to the support of colleagues in safeguarding
resilience (Adamson et al., 2014; Brolese et al., 2017; Hou & Skovholt, 2020; Roebuck & Reid,

2020):

“... To stay oriented in this field, | guess it’s not a good idea to be a lone wolf. It’s a hard
job and it’s isolating enough as it is. It's important to stay connected.” (Hou & Skovholt,

2020, p. 391-392)

A number of MHPs intimate that the collective resilience demonstrated by a cohesive and
supportive MH team can directly influence the resilience of individual practitioners. Numerous
MHPs report having learned to become more resilient by observing their colleagues’ modelling
resilient practice (Hou & Skovholt, 2020; Hurley & Kirwan, 2020; Ragusa & Crowther, 2012).
Conversely, the collective resilience exuded by a positive team culture can also serve to
strengthen resilient practice among individual practitioners (Hou & Skovholt, 2020; Hurley &
Kirwan, 2020; Ragusa & Crowther, 2012); a process seemingly demonstrative of an

interdependence:

“Having a strong working relationship with colleagues allows ... you to feed off their
resilience, ... from a professional stand point ... . kind of collective resilience.” (Hurley &

Kirwan, 2020, p. 6)
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Many MHPs suggest that a positive team culture that nurtures practitioner resilience has a dual
purpose in safeguarding the welfare of both the clinician and SU, thus ensuring that quality of
care is not compromised (Hurley & Kirwan, 2020; Hurley & O’ Reilly, 2017; Ramalisa et al,,

2018):

“You have to have a team that nurtures you and helps you to heal so at the end of the
day you don’t go home hating every day, so tomorrow you can go forth and bring

something healthy to your clients.” (Hurley & O' Reilly, 2017, p. 12)

Alongside the potential to benefit from the support of team members, many MHPs also
identify a supportive managerial structure as having the potential to strengthen practitioner
resilience (Gevaux & Petty, 2018; Marie et al., 2017; Ramalisa et al., 2018). Others highlight the
value of peer support in promoting adaptive coping, where developing formal and informal
professional support networks can help maintain professional resilience through regular
professional socialisation (Ashby et al., 2013; Bowden et al., 2015; Fischer et al., 2007; Hou &

Skovholt, 2020; Hurley & Kirwan, 2020; Ramalisa et al., 2018; Roebuck & Reid, 2020):

“I'm allowed to actually meet up on a Monday and go with all my colleagues and have
a moan and then a laugh. It sort of sets you up for the week really, yeah that’s a real

strength of the team | think ...” (Bowden et al., 2015, p. 494)

2.3.4.2 Service User Relationships
SU relationships were identified by MHPs as a valuable source of practitioner resilience
in 11 articles (Deborah et al., 2020; De Lange & Chigeza, 2015; Hou & Skovholt, 2020; Hurley

& Kirwan, 2020; Hurley & O' Reilly, 2017; Huxley, Evans et al., 2005; Lamb & Cogan, 2016;
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Ragusa & Crowther, 2012; Ramalisa et al., 2018; Roebuck & Reid, 2020; Wampole & Bressi,

2020):

“So it’s sort of like for me my resilience is my relationship with these people, and the
enjoyment that | get from the time that | get to spend with them and that they’re all
unique.” (Hurley & O' Reilly, 2017, p. 13)

Numerous MHPs allude to the bidirectional nature of resilience in MH work, describing
resilience in terms of a shared process that can facilitate mutually beneficial outcomes for both
SUs and MHPs (Deborah et al., 2020; De Lange & Chigeza, 2015; Hurley & Kirwan, 2020; Hurley
& O’ Reilly, 2017; Huxley et al., 2005; Lamb & Cogan, 2016; Ragusa & Crowther, 2012; Ramalisa

et al., 2018; Wampole & Bressi, 2020):

“if that person can get through that, that people bounce back from diversity or hardships
you know, then what’s to say | can’t get through something that I’m going through? |

think it definitely has that knock-on effect.” (Hurley & Kirwan, 2020, p. 9)

Many MHPs attribute the vicarious resilience experienced in their therapeutic work to the
strong sense of compassion satisfaction that often comes with helping SUs meet their recovery
needs (Deborah et al., 2020; De Lange & Chigeza, 2015; Hurley & Kirwan, 2020; Hurley & O’

Reilly, 2017; Lamb & Cogan, 2016; Ragusa & Crowther, 2012):

“I love to see people starting to live their life again and knowing that my support has

helped.” (Hurley & Kirwan, 2020, p. 8)
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Numerous practitioners attest to experiencing high levels of personal accomplishment and
satisfaction in facilitating positive SU outcomes and bearing witness to the recovery process
(Hurley & Kirwan, 2020; Hurley & O' Reilly, 2017; Huxley et al., 2005; Ragusa & Crowther, 2012;

Wampole & Bressi, 2020):

“I just love watching people make that recovery, achieving a level of self-awareness
feeling ‘I can cope with this’ it’s a lovely feeling to see this, the fact that I’'ve been able
to do my job with a level of wellness that impacts on them, even on the bad days |

couldn’t imagine myself doing anything else.” (Hurley & Kirwan, 2020, p. 9)

A number of MHPs indicate that their regular therapeutic work with SUs enables them to
develop greater insight into the mechanisms governing their own wellbeing, which can

strengthen resilience (Hurley & Kirwan, 2020; Hurley & O’ Reilly, 2017):

“Every day | learn something new about life from working with my clients, | feel | have a
much deeper understanding of my own mental health which makes me more resilient.”

(Hurley & Kirwan, 2020, p. 9)

Although some MHPs suggest that it may be safer for practitioners to engage with SUs at a
“head” level to bypass the messiness that often comes with “the heart stuff” (Foster et al.,
2018; McMahon, 2018, p. 222; Wharne, 2020), most report that upholding a sense of
emotional authenticity in SU interactions can help sustain resilience (Deborah et al., 2020; Hou
& Skovholt, 2020; Huxley et al., 2005; Ragusa & Crowther, 2012; Roebuck & Reid, 2020;
Wampole & Bressi, 2020). Many note that such an orientation can strengthen the therapeutic

connection by evoking a sense of shared humanity (Hou & Skovholt, 2020; Ragusa & Crowther,
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2012; Roebuck & Reid, 2020; Wampole & Bressi, 2020), leading to a greater sense of efficacy

as a practitioner, thus promoting resilient practice:

“we’re all humans with emotions and everyone at one time or another has had that
moment of being out of control . . . they just want to feel better somehow.” (Wampole

& Bressi, 2020, p. 624)

Some note that adopting a compassionate stance in their work with SUs enables them to
remain fully present when working therapeutically and maintain a capacity for empathic

engagement over time (Deborah et al., 2020; Hou & Skovholt, 2020):

“I think | am really touched and moved when people make progress, and usually | let

that show. | think people know | care” (Hou & Skovholt, 2020, p. 392)

2.3.4.3 Personal Relationships

Numerous MHPs describe how supportive personal relationships outside of work can
positively influence their resilience, as identified in 9 articles (Adamson et al., 2014; Barton,
2020; Fischer et al., 2007; Hou & Skovholt, 2020; Hurley & Kirwan, 2020; Lamb & Cogan, 2016;
Marie et al., 2017; Ramalisa et al., 2018; Wharne, 2020). Numerous MHPs discuss the
importance of weaving a “web of connectedness” (Hou & Skovholt, 2020, p. 395) with close
family and friends to counteract work-related stresses (Hou & Skovholt, 2020; Hurley & Kirwan,

2020; Marie et al., 2017; Wharne, 2020):

“If I ever feel that | need to self-care around client work | will make sure | can go and
have a hug from my youngest grandchild. There's something about just holding him—

or just being with a five year old—that can really be grounding.” (Barton, 2020, p. 5-6)
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MHPs report that close personal relationships can have a replenishing effect on their resilience,
representing an important juxtaposition to the inherent complexities often characteristic of
relationships cultivated in their professional roles (Barton, 2020; Fischer et al., 2007; Hou &
Skovholt, 2020; Hurley & Kirwan, 2020; Lamb & Cogan, 2016; Ramalisa et al., 2018). This allows
practitioners to access “a different thing” (Hou & Skovholt, 2020, p. 391); it is as though
connecting to “ordinary people with ordinary lives” (Barton, 2020, p. 6) can support MHPs in
maintaining a healthy work-life balance, thereby promoting resilient practice and reducing the

risk of boundaries blurring:

“I live a [professional] life where | really leave that in large part at the door and come
home and be a different person. | connect with my family and get a different thing

through that connection.” (Hou & Skovholt, 2020, p. 391)

Several MHPs highlight the protective role of local community support in safeguarding
practitioner resilience (Fischer et al., 2007; Marie et al., 2017). As one psychiatrist notes,
“Ipsychiatrists] who don’t have a lot of people in the community are ... more likely to find

themselves burnt out.” (Fischer et al., 2007, p. 419)

2.3.5 Resilience in Equilibrium

This theme reflects the importance of achieving balance, equilibrium, or homeostasis
in the context of MH work, allowing clinicians to better maintain resilient practice over time.
In doing so, it outlines different areas that MHPs believe can help counteract the many
stressors associated with their work; areas that should co-exist in harmony with their

professional obligations as a means of prioritising wellbeing and avoiding burnout.
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2.3.5.1 Work-Life Balance

MHPs emphasised the need for balance between their personal and professional lives
in upholding resilient practice in 15 articles (Adamson et al., 2014; Barton, 2020; Bowden et
al., 2015; Brolese et al., 2017; Carmichael et al., 2020; Deborah et al., 2020; Edward, 2005;
Fischer et al., 2007; Hou & Skovholt, 2020; Hurley & Kirwan, 2020; Hurley & O' Reilly, 2017;
Lamb & Cogan, 2016; McMahon, 2018; Prosser et al., 2017; Ragusa & Crowther, 2012).
Maintaining a healthy work-life balance is strongly associated with resilience as perceived by
MHPs, where engagement with personal interests, hobbies, and relationships can protect

against MHP burnout:

“I have my own life. | have my own friends. | have lots of things outside of work. It's not
the be-all end-all. | come here for those eight hours and it ends there, even if | come

back or | stay for a double... then it does.” (Prosser et al., 2017, p. 3)

Many MHPs articulate the importance of being assertive in maintaining a healthy work-life
balance, emphasising the need for intentionality in this regard (Barton, 2020; Deborah et al.,
2020; Edward, 2005; Hou & Skovholt, 2020; Hurley & Kirwan, 2020; Prosser et al., 2017).
Knowing when to disengage from the professional sphere is identified as a crucial component
of this process (Hou & Skovholt, 2020; Lamb & Cogan, 2016) alongside the need for proactivity
in creating the space required to accommodate role transitions from the professional to the

personal (Barton, 2020; Edward, 2005; Hurley & Kirwan, 2020):

“When | get home in the evening the first thing | do is change my clothes, it’s sort of a

boundary I've created between work and home.” (Hurley & Kirwan, 2020, p. 5)
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The importance of separating personal from professional is highlighted in numerous studies as
a means of preventing unwanted spill-over of difficult emotions (Adamson et al., 2014; Barton,
2020; Brolese et al., 2017; Hurley & O' Reilly, 2017; Ragusa & Crowther, 2012), with some
suggesting that success in accomplishing this demarcation can vary according to work context
(Barton, 2020; Ragusa & Crowther, 2012). For example, MHPs living and working rural areas

and those working from home appear to face additional challenges in this regard:

“I always have access to my work ... never ending admin is always on my desk. I've got
my study separate from my counselling room, I'm very lucky, but nevertheless it’s so
easy to have stuff in my living room and all of that, you know, and | think it’s challenging
to keep personal life separate particularly when you work from your own home.”

(Barton, 2020, p. 3)

In 10 articles, MHPs identify self-care as central to the maintenance of a healthy work-life
balance (Adamson et al., 2014; Barton, 2020; Bowden et al., 2015; Edward, 2005; Fischer et
al., 2007; Hou & Skovholt, 2020; Hurley & Kirwan, 2020; Lamb & Cogan, 2016; Prosser et al.,
2017; Ramalisa et al.,, 2018). Numerous MHPs emphasise the importance of self-care or
“conservation mode” (Hou & Skovholt, 2020, p. 393) in safeguarding resilience and facilitating
ongoing engagement with practice (Adamson et al., 2014; Edward, 2005; Lamb & Cogan, 2016;
Prosser et al., 2017; Ramalisa et al., 2018). In order for the caregivers to be in a position to
provide high quality care to SUs, they must first ensure that their own self-care needs have

been met:

“I'm taking care of my own mental health before I'm going to take care of someone
else's mental health. So, ensuring that I'm eating right, sleeping right, that if | have any

concerns, that | express them at work.” (Prosser et al., 2017, p. 3)
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MHPs similarly emphasise the need for proactivity when it comes to enacting self-care
strategies (Barton, 2020; Hou & Skovholt, 2020; Lamb & Cogan, 2016) and allowing themselves
permission to do so, in moving beyond preconceived notions of self-care as selfish or self-

indulgent:

“Being kind to yourself ... giving yourself permission to put in the time you know every
now and then. | think, now I'm allowed to do this. I'm allowed to take an hour out in the
garden centre, or you know spend a few hours in the garden, or giving myself permission

to do that.” (Barton, 2020, p. 5)

Some MHPs highlight a tendency for management to pay mere lip-service to self-care (Hurley
& Kirwan, 2020; Lamb & Cogan, 2016), while others raise concerns about having to develop an
understanding of self-care through first-hand experience in the absence of any formalised
guidance on the subject (Barton, 2020); a process fraught with hard-earned wisdom following

experiences of stress-induced ill-health:

“Just the type of people we are as counsellors means that there should be more teaching
around self-care. An elastic band can get stretched and stretched and if it gets stretched

too much it breaks eventually.” (Barton, 2020, p. 4)

2.3.5.2 Professional Boundaries
MHPs in 12 articles described a boundaried approach to service provision as critical to
building and sustaining resilience over time. (Adamson et al., 2014; Barton, 2020; Bowden et

al., 2015; Brolese et al.,, 2017; Gevaux & Petty, 2018; Hou & Skovholt, 2020; Hurley & Kirwan,
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2020; Huxley et al., 2005; Lamb & Cogan, 2016; Prosser et al., 2017; Ragusa & Crowther, 2012;

Wharne, 2020):

“I do have clear boundaries about professional work, about what | do at work, about
who | talk about it with and the relationships | have with clients. You must keep those

boundaries clear and delineated.” (Adamson et al., 2014, p. 535)

For many, this involves setting reasonable limits and drawing upon internalised strategies to
manage high demands (Adamson et al., 2014; Bowden et al., 2015; Hou & Skovholt, 2020;

Hurley & Kirwan, 2020; Huxley et al., 2005; Prosser et al., 2017):

“You regulate yourself and | say sometimes I’m not answering the phone, I'll take a
message (...) | just need some time and you can’t really control if five people want to

speak to you.” (Bowden et al., 2015, p. 495)

Numerous MHPs discuss the importance of respecting boundaries when working
therapeutically with SUs (Barton, 2020; Gevaux & Petty, 2018; Prosser et al., 2017; Wharne,
2020). When MHPs “haven’t dealt with [their] own stuff” (Adamson et al., 2014, p. 535), it can
pre-empt the unwelcome intrusion of unresolved personal issues into the clinical realm
(Adamson et al., 2014; Brolese et al., 2017; Prosser et al., 2017). Others describe having to
strike a balance in cultivating a therapeutic orientation characterised by a sense of boundaried
generosity; one that embodies authentic and empathic SU engagement while avoiding
enmeshment or overattachment (Hou & Skovholt, 2020). Moreover, setting reasonable

boundaries from the outset can help manage expectations about SU agency and recovery:
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“.. people expect someone to fix up all their problems for them whether it’s ...
relationship, drugs and alcohol, whatever. So, rather than having to depend on their
own resources, they can go here, there or everywhere because someone is going to help

them out.” (Ragusa & Crowther, 2012, p. 52)

In this way, appropriate boundary setting can allow MHPs to avoid the pitfalls of adherence to
unrealistic standards of care and facilitate the recognition that it is not always possible or
preferable to go above and beyond these boundaries — be they organisational or discipline-

specific (Bowden et al., 2015; Prosser et al., 2017):

“I think recognizing your limitations is one because that’s quite difficult you know it’s
really quite hard to say to someone there’s absolutely nothing | can offer you.” (Bowden

et al,, 2015, p. 496)

Some MHPs describe the process of having to reconcile their ethos of inclusivity when it comes
to alleviating human suffering with the necessity for boundary setting in MH work as

challenging:

“Whether it’s a case of being a bit stricter with our boundaries. Which | think we are
going to have to, | mean | think the boundaries to make it manageable is going to have
to happen but that’s a shame because then | think that’s going to lose the ethos of what
we do which is to see, | see it as seeing anyone with distress.” (Bowden et al., 2015, p.

497)

2.3.5.3 Flexibility vs Structure
The importance of achieving an optimal balance between flexibility and structure was

identified by numerous MHPs as a core contributor to resilient practice, where flexibility
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affords practitioners a sense of choice and autonomy in their work (Adamson et al., 2014,
Bowden et al., 2015; Davison et al., 2019; Fischer et al., 2007; Hurley & Kirwan, 2020; Huxley
et al., 2005; Lamb & Cogan, 2016; Ragusa & Crowther, 2012; Wharne, 2020). Many MHPs
describe how choice and autonomy in their roles can have an empowering effect (Adamson et

al., 2014; Bowden et al., 2015; Hurley & Kirwan, 2020; Huxley et al., 2005; Wharne, 2020):

“It is interesting and varied. | spend most of my time working with clients directly. | like
my colleagues. | have a great deal of autonomy and responsibility and am appreciated
by my social services team manager and my colleagues. It seems less involved with

bureaucracy than many jobs in social services.” (Huxley et al., 2005, p. 1072)

MHPs assert that the perceived lack of control and autonomy that can surface in the absence
of flexibility can jeopardise resilience (Davison et al., 2019; Fischer et al., 2007; Lamb & Cogan,
2016; Ragusa & Crowther, 2012). Psychiatrists and psychiatry registrars describe an underlying
sense of powerlessness that can emerge when responsibility is retained in the absence of
control, which can drain resilience (Davison et al., 2019; Fischer et al., 2007). Several MHPs
also highlight the need for flexibility in managing expectations when it comes to SU outcomes

to sustain resilient practice (Bowden et al., 2015; Hurley & Kirwan, 2020):

“You need to change your mindset of what success is, success could be that they got out
of bed or they took out their own garbage, that’s a huge success, be happy and grateful

and celebrate that.” (Hurley & Kirwan, 2020, p. 6)

Many MHPs identify career mobility as potential means of sustaining resilience and promoting
career longevity (Adamson et al., 2014; Ashby et al., 2013; Hou & Skovholt, 2020), where a

willingness to remove oneself from sub-optimal working arrangements that jeopardise
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resilience can preserve practitioner wellbeing and promote goodness-of-fit between

practitioner and role:

“If I'm working at systems that do not feel good to me, or if I’'m working with people
that do not feel good to me, and I’'m not able to have some equanimity around that, I’'m

willing to move.” (Hou & Skovholt, 2020, p. 393)

Importantly, MHPs allude to the need for adequate levels of organisational support to co-exist
with flexibility in their roles, where the structure and containment provided at an organisation
level can positively contribute to practitioner resilience (Adamson et al., 2014; Davison et al.,

2019; Huxley et al., 2005; Marie et al., 2017; Ragusa & Crowther, 2012):

“To feel valued by your employers. For them to recognise our job is extremely stressful
and that we need protective factors put in place to enable us to work effectively...”

(Huxley et al., 2005, p. 1075)

Moreover, many MHPs allude to the dangers of absolute autonomy in the absence of adequate
organisational support, which in their view only serves to drain clinician resilience, leaving
individual practitioners feeling as though they bear the sole responsibility for all aspects of care
provision. This can instil in MHPs a sense that they are fully accountable in the event of a

negative SU outcome (Bowden et al., 2015; Ragusa & Crowther, 2012):

“I think that’s hard, sometimes you think oh god have | made the right decision,
particularly sometimes when you’re positive risk taking when you’re thinking gosh if this

goes horribly wrong then it’s on my shoulders.” (Bowden et al., 2015, p. 493)
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On the other hand, when the structure imposed on practitioners from an organisational
standpoint is perceived as oppressive and overbearing, practitioners are likely to feel
disempowered (Bowden et al., 2015; Huxley et al., 2005); this renders them more vulnerable

to experiencing feelings of apathy and an overarching sense of futility in their individual roles:

“I’'m increasingly wondering what the point of my role is—less enthusiastic overall. | feel
I’'m becoming hardened to clients” needs. Not as empathic as | once was which worries

me.” (Huxley et al., 2005, p. 1072-1073)

2.3.6 Resilience in Bloom

This theme describes resilience as a flexible, dynamic process highlighting the enduring
role of experiential learning, professional development, and growth in promoting resilient
practice, job satisfaction, and career longevity as perceived by MHPs.
2.3.6.1 Clinical Supervision

Clinical Supervision may represent a critical contributor to sustaining resilient practice
over time for MHPs. In eight articles, MHPs describe the protective impact of effective clinical
supervision on their resilience (Adamson et al., 2014; Ashby et al., 2013; Bowden et al., 2015;
Davison et al., 2019; Hurley & Kirwan, 2020; Hurley & O' Reilly, 2017; Huxley et al., 2005;
McMahon, 2018). Interestingly, this viewpoint is predominantly articulated by participants
representing disciplines other than MH nursing. Numerous MHPs describe the availability of
effective supervisory support as playing a critical role in preserving their resilience and
facilitating career longevity (Davison et al., 2019; Hurley & O’ Reilly, 2017; Huxley et al., 2005;

McMahon, 2018):
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“I couldn’t survive without good supervision ... I'd say the quality of the therapeutic work
I’d be doing would slowly start deteriorating ... | can’t really see how you would do the

work we do without having that somewhere.” (McMahon, 2018, p. 223)

For many MHPs, effective clinical supervision provides a secure base and represents a key
source of emotional containment (Adamson et al., 2014; Bowden et al., 2015; McMahon,
2018), while concurrently facilitating ongoing professional development throughout one’s
career (Ashby et al., 2013; Davison et al., 2019; McMahon, 2018). Many MHPs highlight the
capacity for clinical supervision to facilitate reflective practice in MH work, an outcome that
can positively impact personal and collective resilience (Ashby et al., 2013; Hurley & Kirwan,
2020; McMahon, 2018). While some benefit from an opportunity to formally reflect on clinical
decision-making, others report that clinical supervision facilitates an increased awareness of

idiosyncratic personal processes that can manifest in clinical work (McMahon, 2018):

“Clinical supervision ... has been good at [looking] at what’s going on inside of you ...”

(McMahon, 2018, p. 221)

Numerous MHPs describe the importance of parallel processes in supervision, where the
nature of the supervisory relationship is mirrored to a large extent in their relationships with
SUs (Bowden et al., 2015; Hurley & Kirwan, 2020; Hurley & O’ Reilly, 2017; McMahon, 2018).
In this way, the benefits of effective clinical supervision can extend beyond the practitioner
and vicariously encourage the emergence of resilience processes in MHP interactions with SUs.
An awareness of this process is reflected in this MH social worker’s frustration at the lack of
adequate supervisory support: “How can you support the resilience of the client if your

supervisor is not supporting the resilience of the worker?” (Hurley & O’ Reilly, 2017, p. 12). This
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MHP similarly explains how the validation they experience in supervision increases their ability

to reflect these attributes outwards in their work with SUs (Bowden et al., 2015):

“Il really feel so valued and | feel that sort of nurtured feeling that you get when you feel
that people actually understand and listen and | often feel that the job that | do outside
is reflected by what | feel when | get supervision, that sort of supervision and that
attentiveness that people give me that | can then give to other people ...” (Bowden et

al., 2015, p. 495)

Several MHPs allude to the capacity for clinical supervision to promote a positive team culture
within an organisation, suggesting that this occurs through actively nurturing MHP resilience
by conveying a sense that their professional expertise is of value (Hurley & O’ Reilly, 2017;
Huxley et al.,, 2005). On the other hand, ineffective supervision can result in a swathe of
negative outcomes that jeopardise MHP resilience (Davison et al., 2019; Hurley & Kirwan,
2020; McMahon, 2018), which can lead to ambivalence towards using clinical supervision as a

vehicle for support; an approach that is also not without its risks (McMahon, 2018):

“.. I think that that’s a dangerous way to work because it’s easy to lose sight of whether
you’re managing yourself or not ... that’s where the external supervision provides a

safety net in doing that ...” (McMahon, 2018, p. 223)

2.3.6.2 Reflective Practice
MHPs identified reflective practice as a contributor to resilience in seven articles
(Carmichael et al., 2020; De Lange & Chigeza; Hou & Skovholt, 2020; Hurley & Kirwan, 2020;

Lamb & Cogan, 2016; Prosser et al., 2017; Wharne, 2020):
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“Mly resilience is reflecting on my own practice with my team.” (Hurley & Kirwan, 2020,

p. 6)

MHPs describe how reflective practice can facilitate emotional containment and encourage
meaning-making when confronted with difficult and painful emotions in their work
(Carmichael et al.,, 2020; Prosser et al.,, 2017). This supports MHPs to maintain clear
professional boundaries when working with SUs and reduces the likelihood that raw and

unprocessed emotions will contaminate their personal lives:

“I self-reflect to know what | can handle and not handle. | think that's a big thing. | could
be going through something and | might start bawling talking to somebody about their

problems. If we're both crying... it's not good.” (Prosser et al., 2017, p. 3)

Several articles allude to the importance of MHPs engaging in meaningful reflective practice
in-between therapeutic sessions with SUs (Lamb & Cogan, 2016; Wharne, 2020). Without this
opportunity to reflect on emotions elicited in-session, it can be challenging for MHPs to achieve

a healthy separation of their own feelings from those of SUs:

“Just sort of go from one to the next and the next without kind of really reflecting and
feeling able to, um, put one to bed and then move on to the next one, you know that
sense of you just kind of, processing straight away, without actually thinking, is that

healthy?” (Wharne, 2020, p. 11)

Some psychotherapists allude to a higher level of understanding that can be attained via
continuous self-reflection, which encourages them to often consider their position as

therapists in relation to SUs. These MHPs describe how this can foster a sense of appreciation
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and a cumulative recognition of the SUs they have assisted in their careers (De Lange &

Chigeza, 2015):

“Throughout my past experience as a psychotherapist when | reflect back | always
believe that, everything that you are, everything that you have forms part of what you

have to offer.” (De Lange & Chigeza, 2015, p. 58)

This idea that reflective practice can enable practitioner growth and a more expansive
perspective is echoed in other articles (Carmichael et al., 2020; Hou & Skovholt, 2020; Hurley
& Kirwan, 2020). Some MHPs describe how the growth attained through engaging in deliberate
reflective practice can facilitate a process whereby MHPs can experience resilience vicariously

through reflecting on SU resilience (Hurley & Kirwan, 2020):

“These clients are still moving forward despite everything and it really humbles me!
Feeding off resiliency gives me the energy to continue to do my work and also provides
opportunities to reflect on what is and what is not important in life!” (Hurley & Kirwan,

2020, p. 9)

The capacity for reflective practice to sustain role satisfaction in MH work is identified by
several MHPs (Carmichael et al., 2020; De Lange & Chigeza, 2015), an outcome that is achieved

by promoting practitioner competence and increased confidence in one’s own abilities:

“I think being able to reflect on when things are going positively and recognizing that . .
. and appreciating that makes it more sustainable . . . | think whether it’s positive or
negative. So, like, when —in this case, when it was positive, it’s good for self-care for my
ability to carry on doing the work, erm have confidence in myself.” (Carmichael et al,,

2020, p. 9)
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2.3.6.3 Professional Development

In thirteen articles, MHPs identify continued professional development (CPD) as an
important mechanism through which MHP resilience can be strengthened (Adamson et al.,
2014; Barton, 2020; Brolese et al., 2017; Edward, 2005; Fischer et al., 2007; Hou & Skovholt,
2020; Hurley & Kirwan, 2020; Huxley et al., 2005; Lamb & Cogan, 2016; Marie et al., 2017;
Ragusa & Crowther, 2012; Ramalisa et al., 2018; Roebuck & Reid, 2020). MHPs describe an
apparent correlation between resilience and professional competence, where the continued
development of clinical knowledge and skillsets via accessing in-service training and
educational opportunities can pre-empt gains in practitioner resilience through facilitating

better coping with professional challenges:

“Skills and experience that | have acquired make me cope easily ...” (Ramalisa et al.,

2018, p. 4)

As well as extolling the benefits of formalised training and educational opportunities, many
MHPs suggest that practitioner resilience can strengthen over time due to an accumulation of
clinical expertise or practice wisdom acquired via experiential learning on the job (Adamson et

al., 2014; Barton, 2020; Marie et al., 2017; Ragusa & Crowther, 2012; Roebuck & Reid, 2020):

“I think a lot of that just comes from experience just you know hundreds of client hours
on you see more and you learn how to work. | think training, whether it's doing more
sort of formal training or just CPD days, increases your capability, and that increases
your sense of confidence, and that builds inner strength. So yeah I'm definitely more

resilient ten years on than when | first started.” (Barton, 2020, p. 5)
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Many MHPs indicate that an important element of this practice wisdom involves moving from
a position of self-sacrifice to one of self-preservation, which can encourage more self-advocacy
in their professional roles (Barton, 2020; Hurley & Kirwan, 2020; Roebuck & Reid, 2020).

Several MHPs attest to how this shift can likewise empower SUs:

“I think I've moved again from being more self-sacrificial when | started but | think part
of that's to do with wanting to do your best - you're quite concerned about getting things
right - you'll put yourself out there for clients and now I'm more, | don't know, I'm more
self-preserving than sacrificial. That sounds a bit selfish, but | don't believe it is. | think
looking after ourselves - that actually equals better therapy for our clients.” (Barton,

2020, p. 4)

Other MHPs describe benefiting from their application of personal resilience strategies that
draw from their own professional expertise to promote adaptive coping (Lamb & Cogan, 2016;

Ramalisa et al., 2018):

“I'do probably intuitively try and use ideas, cognitive behavioural skills or sometimes just
being able to tolerate the stress and be ok to feel these emotions and the kind of
mindfulness in particular I've found a really useful personal strategy to manage some of

the stresses of the job.” (Lamb & Cogan, 2016, p. 8)

A number of MHPs suggest that remaining committed to CPD keeps them enthusiastic in their
work, which some suggest may be protective against burnout (Hou & Skovholt, 2020). One
psychiatrist suggests that dedication to their profession can be nurtured through experiencing
new and interesting challenges: “Doing new things keeps you interested, keeps you stimulated”

(Fischer et al., 2007, p. 419). Some MHPs suggest that CPD should be viewed in terms of an
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ethical responsibility rather than a choice (Hurley & Kirwan, 2020), as the potential for growth

never disappears:

“I think that | have a tenacious desire to learn, and that is a core force for me to stay
vibrant and connected; it’s a feeling that is humbling because you can never know

enough. You’re never quite enough.” (Hou & Skovholt, 2020, p. 394)

A number of MHPs suggest that the benefits of CPD are not solely confined to the workplace
(Barton, 2020; Brolese et al., 2017), alluding to the transformative effect that working in MH
has had on their personal lives. MHPs report extensive personal growth as a consequence of
their professional development, experiencing considerable gains in maturity, perspective-

taking, and self-assuredness:

“I think I've grown quite a lot as a person through doing the training. I'm more
comfortable in my own skin and probably more assured in who | am as a person ... | am

quite different—more confident and more assured ...” (Barton, 2020, p. 4)

2.3.6.4 Personal Growth

Ten articles allude to the role of personal growth in promoting resilient practice among
MHPs (Adamson et al., 2014; Barton, 2020; Carmichael et al., 2020; Fischer et al., 2007; Foster
et al., 2018; Hou & Skovholt, 2020; Hurley & Kirwan, 2020; McMahon, 2018; Roebuck & Reid,
2020; Wharne, 2020). Many MHPs describe how overcoming adversity in their own lives can
facilitate significant personal growth (Foster et al., 2018; Hurley & Kirwan, 2020; Roebuck &

Reid, 2020):
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“It’s kinda like you know your body building up resistance to antibiotics or whatever it
might be? | think that people that are constantly exposed to hardship will build up
resilience to combat that or to lessen the impact it has on them.” (Hurley & Kirwan,

2020, p. 10)

Numerous MHPs describe how personal growth from overcoming adverse experiences has also
facilitated considerable professional development (Adamson et al., 2014; Foster et al., 2018;
Hou & Skovholt, 2020; Roebuck & Reid, 2020; Wharne, 2020). As this MHP notes, “... through
these kinds of adverse events; [we have] the opportunity to learn more skills” (Adamson et al.,

2014, p. 534):

“..you grow and you learn and excel through hardship. That doesn’t mean that you can’t
be affected by something but that in time you use that positively, or to improve yourself,

or improve your practice in some way as you go on.” (Foster et al., 2018, p. 5)

Several MHPs, for example, describe how their own personal journeys have contributed to the
development of a more compassionate, expansive therapeutic presence; one that cultivates a
deeper recognition of the hardships of the other, thus facilitating a higher level of empathic

understanding when engaging SUs therapeutically (Hou & Skovholt, 2020; Wharne, 2020):

“You could call it insider knowledge of things, but you know [I've actually experienced
some things that actually gives me a bit of empathy that | can think actually that | do
sort of understand how powerless this person may feel or how difficult it is for this

person to actually move on.” (Wharne, 2020, p. 12)

A number of MHPs attest to the value of personal therapy as a means of facilitating personal

growth (Carmichael et al., 2020; Fischer et al., 2007; Hou & Skovholt, 2020; McMahon, 2018).
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MHPs describe how personal therapy can encourage a deeper understanding of internal

processes that can facilitate personal growth and protect against burnout (Fischer et al., 2007):

“I think that the ongoing process of understanding and knowing, seeing, understanding
yourself, your reactions to things, how you are changing over time, your own process of
change and growth... that commitment, | feel really strongly that therapists would

benefit from being in therapy to some degree.” (Hou & Skovholt, 2020, p. 394)

Personal therapy can help instil confidence in therapeutically-oriented MHPs, resulting in a
sense of heightened credibility in the context of their therapeutic practice (McMahon, 2018).
As one clinical psychologist notes, “.. how could you work that through with other people if you
haven’t done it for yourself?” (McMahon, 2018, p. 221). That said, other MHPs in the same
article describe having misgivings about attending personal therapy, with one psychologist
expressing concerns around the potential messiness of the process, equating it to opening a
“Pandora’s Box” (McMahon, 2018, p. 223). Others cite stigma as a barrier to attending personal

therapy when working in MH:

“I just think there’s probably a bit of a prejudice and I’d say there’s probably a stigma ...
| think that people think that maybe if you’re doing your own personal work, maybe
you’re not a good therapist ... Something wrong with you, maybe you’re not coping.”

(McMahon, 2018, p. 224)

2.3.7 Resilience in Meaning
This theme refers to the strong connection between personal meaning-making

processes and resilience, as outlined by MHPs. It describes how self-knowledge, professional
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identity, values, and overarching systems of belief can help engender a deep sense of purpose
that promotes and safeguards resilient practice among those working in MH.
2.3.7.1 A Deep Knowledge of Self

Nine articles allude to the importance of self-knowledge as a means of promoting
resilient practice in MH work (Adamson et al.,, 2014; Barton, 2020; Bowden et al., 2015;
Edward, 2005; Hou & Skovholt, 2020; Huxley et al., 2005; Prosser et al., 2017; Roebuck & Reid,
2020; Wharne, 2020). An authentic sense of self is described by some MHPs as a prerequisite
to resilient practice (Hou & Skovholt, 2020; Prosser et al., 2017; Wharne, 2020). As one acute

psychiatric nurse explains:

“Be clear about what your life is about and what you see yourself as being about and

what you hold in the highest values.” (Prosser et al., 2017, p. 4)

Numerous MHPs assert that cultivating a deep connectedness with the self allows for “a vast
vision of who you are and what you are and where you’re going” (Prosser et al., 2017, p. 3),
even if this sometimes requires one to accept “painful realities” (Hou & Skovholt, 2020, p. 393).
Some discuss how a high degree of self-understanding can promote more effective practice,

particularly in instances of high emotionality:

“I'think it’s more about understanding yourself and how you manage yourself really and
I think if you can understand your own emotions, and how things will make you feel, and
you’re able to express that. It’s potentially, is quite a valuable thing to, to have isn’t it,
to be able to sort of read your emotions, being able to, you know try and say the right

thing at the right time.” (Wharne, 2020, p. 10)
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The process of developing self-attunement is conceptualised as dynamic and interactive; one
that promotes a clear understanding of own’s own strengths and limitations (Adamson et al.,
2014; Hou & Skovholt, 2020; Prosser et al., 2017; Roebuck & Reid, 2020). Some MHPs posit
that in order to fully benefit from this knowledge, an ongoing commitment to its application is

crucial, even when one’s underlying motivations may be misconstrued by others:

“Being quite firm about what | know | can do and what | can't do has got increasingly
important to me. | don't really mind if somebody thinks I'm slacking. | know - ten years

on—I know what my limits are and that's fine.” (Barton, 2020, p. 4)

Several articles highlight the potential for increased knowledge of one’s own limitations to
follow exposure to adversity in the form of personal ill-health, family bereavement, or
challenging therapeutic work (Adamson et al., 2014; Barton, 2020). Developing more
attunement to one’s personal needs through experiencing hardship can foster a deeper
understanding of personal resilience among MHPs, resulting in an increased vigilance in their

application of this self-knowledge going forward:

“I've become quite conscious that if my client stuff is becoming quite heavy or there's a
lot of stuff going on personally, then | try to increase my self-care a little bit, and | think

for me it is about being intentional as far as self-care is concerned.” (Barton, 2020, p. 4)

To know ‘thyself” in this way is described by some MHPs in terms of a journey without a final
destination, where flexibility is necessary when interacting with dynamic work environments

characterised by uncertainty and variability in terms of SU outcomes. Numerous MHPs
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emphasise the importance of self-compassion in enabling them to remain steadfast in the

pursuit of self-knowledge against this backdrop (Barton, 2020; Hou & Skovholt, 2020):

“I think that | have worked personally on being more compassionate with myself, and |
think that has reaped a lot of good things in terms of ebb and flow. Things go well and
they do not go well.... It’s just being able to be solid even when it doesn’t feel solid, to

just be flexible with okay.” (Hou & Skovholt, 2020, p. 393)

In numerous articles, a strong professional identity or commitment to the vocational self is
described by MHPs as an important contributor to coping (Adamson et al., 2014; Ashby et al.,
2013; Hou & Skovholt, 2020; Hurley & Kirwan, 2020; Huxley et al., 2005; Marie et al., 2017;
Ragusa & Crowther, 2012). MHPs in several studies express the view that a commitment to the
goals and values of their profession is key to maintaining resilience over time (Adamson et al,,

2014; Huxley et al., 2005; Marie et al., 2017):

“I am motivated to remain in my current job because | have the opportunity within the
CMHT to work in some depth with people who have a variety of mental health problems.
This can be challenging and enables me to increase my knowledge & skills, e.qg. working
with women who have been sexually abused in their childhood.” (Huxley et al., 2005, p.

1073)

While some MHPs report that the application of discipline-based theories or concepts to their
work enriches their sense of professional identity, which, in turn, promotes resilience practice
(Adamson et al., 2014; Ashby et al., 2013; Hou & Skovholt, 2020), others allude to the benefits
of developing a shared professional identity among colleagues of the same discipline (Hurley

& Kirwan, 2020; Ragusa & Crowther, 2012); a process that can engender a sense of
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camaraderie even when “we don’t work together on a daily basis ...” (Ragusa & Crowther, 2012,

p. 49).

2.3.7.2 Values, Philosophy of Life & Spirituality

Numerous articles describe how a deep connectedness with something that transcends
the self can help promote personal resilience among MHPs through encouraging a “vast”
perspective. More specifically, MHPs discuss how overarching values-based systems of belief
that influence personal meaning-making processes can promote resilient practice in 20 articles
(Adamson et al., 2014; Barton, 2020; Bowden et al., 2015; Brolese et al., 2017; Deborah et al.,
2020; De Lange & Chigeza, 2015; Edward, 2005; Fischer et al., 2007; Gevaux & Petty, 2018;
Hou & Skovholt, 2020; Hurley & Kirwan, 2020; Hurley & O' Reilly, 2017; Huxley et al., 2005;
Lamb & Cogan, 2016; Marie et al., 2017; Prosser et al.,, 2017; Ragusa & Crowther, 2012;
Ramalisa et al., 2018; Roebuck & Reid, 2020; Wampole & Bressi, 2020).

Numerous articles describe how experiencing passion, enthusiasm, and appreciation
for MH work can foster meaning, commitment, and a sense of purpose among MHPs; an
outcome viewed by many as instrumental to promoting sustained resilient practice and career
longevity (Deborah et al., 2020; De Lange & Chigeza, 2015; Fischer et al., 2007; Hou & Skovholt,
2020; Hurley & O’ Reilly, 2017; Huxley et al., 2005; Lamb & Cogan, 2016; Marie et al., 2017,

Ragusa & Crowther, 2012; Roebuck & Reid, 2020):

“I have a passion for this... | often say to people, | am really fortunate that | can do a job
that | love like a hobby | enjoy being able to assist my clients.” (De Lange & Chigeza,
2015, p. 57)
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Described in one article as “a complete feeling that | am in the right place” (Roebuck & Reid,
2020, p. 7), the job satisfaction achieved when personal values align with professional
obligations can lead to MHPs deriving maximal meaning from their work. The feeling that one
is making a valuable contribution can strengthen practitioner resolve to overcome professional
challenges as they arise (Deborah et al., 2020; Edward, 2005; Fischer et al., 2007; Huxley et al.,
2005; Marie et al., 2017; Ragusa & Crowther, 2012; Roebuck & Reid, 2020). As this psychiatrist
notes, “If | am driven and have a passion for what | am doing | can tolerate a lot” (Fischer et

al., 2007, p. 419).

“Am lucky | have a career am passionate about. When you wake up every day doing
something you love, it boosts your morale. That passion fuels me, and | am able to
streamline my thoughts towards the task at hand. | find a reason and strength to

complete a task, even when it's challenging.” (Deborah et al., 2020, p. 5)

In seven articles, participants suggest that acceptance of the limits of what is achievable in
their professional role can act as a buffer against occupational stress and help alleviate fears
around SU outcomes, thus representing an important characteristic of a resilient practitioner
(Deborah et al., 2020; De Lange & Chigeza, 2015; Hou & Skovholt, 2020; Hurley & Kirwan, 2020;
Lamb & Cogan, 2016; Prosser et al., 2017; Roebuck & Reid, 2020). This enables MHPs to better
recognise “what things here are beyond [their] control” (Lamb & Cogan, 2016, p. 8), which can

help counteract occupational stress:

“Letting things go is very important ... you’re not in control, they’re in control of their
lives ... you can only do what you can do and you just try and put your best foot forward
and you know that sometimes you can’t change certain things, you can just change how

you chose to react.” (Hurley & Kirwan, 2020, p. 6)

71



This can have a liberating effect as MHPs are less burdened by unrealistic demands and are
more at ease in their roles, thus allowing them to focus their energies on the provision of high

quality care to SUs:

“Accepting that | am a therapist who may not be the best therapist for some clients, and
that is okay....I think one of the keys to how | can be a resilient therapist is be okay with
that fact that I’'m probably not the best therapist for everybody. Just accepting that is
really pretty freeing and puts me at ease. | do not have to be the best therapist for

absolutely everybody.” (Hou & Skovholt, 2020, p. 393)

Other articles suggest that acceptance of the present moment can aid in the development of
resilience in MHPs (Hou & Skovholt, 2020; Prosser et al., 2017; Roebuck & Reid, 2020), both in
terms of anchoring oneself in the here and now and mindful engagement with sensory

experience:

“When you're at work, you're focusing on your work. When you leave work, you're in the
present moment again. You're focusing on what's happening right now. You're not

bringing the past.” (Prosser et al., 2017, p. 4)

MHPs also reference other features of what they consider to make-up a resilient mindset or
philosophy of life. Many articles discuss the importance of holding on to the positives as a
means of cultivating an enduring sense of hope in MH work (Adamson et al., 2014; Edward,

2005; Hurley & Kirwan, 2020; Huxley et al., 2005; Lamb & Cogan, 2016):
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“You need a mindset that is eternally optimistic, sort of never losing hope for what our

clients are capable of...” (Hurley & Kirwan, 2020, p. 6)

Numerous articles suggest that incorporating elements of an overarching values structure or
philosophy of life into their work can enable MHPs to grow spiritually whilst meeting role
obligations (De Lange & Chigeza, 2015; Edward, 2005; Hou & Skovholt, 2020; Hurley & Kirwan,
2020; Marie et al.,, 2017; Prosser et al., 2017; Roebuck & Reid, 2020). Connecting with
something deeper that transcends the self offers access to “a much wider field of resilience, of

inherent wellness, that is not just [their] own” (Roebuck & Reid, 2020, p. 6):

“It is just reconnecting to what’s much bigger. It’s what’s much bigger than myself. I'm
not religious, but | borrow from many traditions.... gardening helps me see attachment
or nonattachment... whatever is going on in life comes up on your yoga mat. It’s a way
I can actually connect with myself in a renewing way.... Reconnected to the nature cycle

of life and that helps you to reconnect to yourself.” (Hou & Skovholt, 2020, p. 395)

Moreover, the experience of spiritual growth encourages an expanded perspective that can
have a grounding effect on MHPs (De Lange & Chigeza, 2015; Hou & Skovholt, 2020; Marie et

al., 2017; Prosser et al., 2017; Roebuck & Reid, 2020):

“This is the most humbling job that you can ever have and | think the more you look at
the universe and grow spiritually, in actual fact you become more humble...There is
something positive happening and we must look into it. Don’t go for the negative.” (De

Lange & Chigeza, 2015, p. 58)

Religiosity, spiritual belief, and associated systems of morality are also identified by numerous

MHPs as a vital source of resilience in their work (Adamson et al., 2014; Barton, 2020; De Lange
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& Chigeza, 2015; Edward, 2005; Hou & Skovholt, 2020; Marie et al., 2017; Prosser et al., 2017,

Ramalisa et al., 2018):

“[T]his is my belief, and it comes from Buddhism. If we can open to our own pain fully,
our heart is open, and we can connect very deeply with the pain and suffering in other

people.” (Hou & Skovholt, 2020, p. 394)
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2. 4 Discussion

This systematic review has revealed the existence of a significant body of qualitative
research that illuminates MHPs’ experience of resilience in their delivery of MH; its systematic
literature search identified twenty-six peer reviewed empirical articles, the majority of which
represent good quality research. This literature notably consults a diverse sample of MHPs,
exploring their understanding of resilience in the context of their practice. These MHPs
represent the following disciplines: MH nursing, psychiatry, psychology, social work,
occupational therapy, counselling, psychotherapy, and MH support workers. For a more
comprehensive breakdown of the participant samples of studies included in this review, see
Table 2.3. One key contribution of this review is to collate and synthesise multidisciplinary MHP
understandings of factors that promote resilient practice. In doing so, this review provides an
accessible roadmap for researchers, practitioners, and MH service providers interested in how

to promote and sustain resilient practice among frontline MH workers.

What is the experience and understanding of resilience among frontline MHPs in their daily
work?

The thematic synthesis illuminated the multifaceted nature of resilience as experienced
by MHPs and is in line with evolving conceptualisations of resilience as a flexible, interactive
process (Aburn et al., 2016; Masten, 2007). Contrary to trait-based conceptualisations that
describe resilience as something innate to the individual that exists in isolation from others
(e.g., Ahern et al., 2008; Connor & Davidson, 2003; Hu et al., 2015), existent qualitative
empirical research indicates that MHPs view resilience as a shared process that exists in
relationship; one that emerges from the dynamic interaction between multiple complex

systems of interconnectivity (e.g., Aburn et al., 2016; Curtis & Cicchetti, 2007; Hill et al., 2018;
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Luthar et al., 2000; Masten, 2007; Masten & Obradovi¢, 2006). These findings also support the
application of a social-ecological model of resilience (e.g., Panter-Brick, 2014, p. 441) in MH
settings, where MHP resilience may more accurately be interpreted through the lens of the
environment within which they operate. Importantly, the findings of this review align with the
notion of resilience as something that can be nurtured and developed through intervention in

the environment rather than in the individual.

What does existent qualitative empirical research tell us about MHP resilience processes?
Existent qualitative empirical research indicates that MHP resilience processes occur
across three different levels: relationship with self, others, and something greater. Findings
suggest that MHPs consider a willingness to connect deeply with the self as an important
means of promoting resilience in their work. This recognition among MHP cohorts of the value
of personal meaning-making processes in promoting resilience fits neatly into the resilient
reintegration stage of Richardson’s (2002) meta-theory of resilience, which posits that
individuals can acquire meaning from adverse events, thus enabling growth and the
strengthening of resilience. MHPs describe a positive association between the attainment of
self-knowledge and resilience, where the former is described as a journey without a final
destination — one that is heavily influenced by experiential learning through overcoming
personal and professional challenges. Practitioners highlight a considerable overlap between
personal growth and professional development, whereby one has the potential to encourage
the other. For MHPs, the process of self-attunement is dynamic and interactive, requiring
authenticity, flexibility, self-compassion, and an understanding of one’s strengths and
limitations. This supports recent hypotheses describing MHP resilience as the preservation of

wellbeing in the context of a highly demanding professional environment, which is facilitated
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via myriad dynamic interactions that occur between internal and external resources (King &
Rothstein, 2010; McCann et al., 2013).

Reflective practice is highlighted by practitioners as an important mechanism through
which professional growth can occur; with clinical supervision often serving as the conduit
through which reflective practice takes place. Findings indicate that engaging in reflective
practice can help MHPs maintain clear professional boundaries and can facilitate recovery
following challenging SU interactions. These findings are in line with Rutter’s (2013) assertion
that resilience may be encouraged through exposure to manageable adversity, experiential
learning, and a capacity for self-reflection and planning. Reflective practice has been
formalised to a considerable degree in allied MH disciplines like clinical psychology, counselling
psychology, and social work to facilitate professional inquiry, problem-solving, and ongoing
training (Anderson et al., 2004; Fisher et al., 2015; Lavender, 2003). Alongside its scientist-
practitioner identity, clinical psychology also incorporates the idea of the reflective practitioner
into its core ethos (Schon, 1987), the latter accepting the need for some interplay between
personal and professional knowledge bases in the development of practitioner competence.
While reflective practice, or the capacity to “think critically, reflectively and evaluatively”
(Stedmon et al.,, 2003, p. 30), is regarded as a laudable aspiration for MHPs generally,
academics in nursing and medicine have raised some concerns around its conceptual validity
and evidence-base (Mackintosh, 1998; Newell, 1992; Ng et al., 2015).

Findings also highlight the need for MHPs to move from a position of self-sacrifice to
one of self-preservation to promote resilient practice, which involves the prioritisation of self-
care and a healthy work-life balance. This finding is consistent with Foster et al.’s (2019) recent
review of resilience and MH nursing, and the wider literature. This observation is important

since MHPs may be more vulnerable to experiencing negative outcomes like stress, burnout,
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and professional impairment than other professional cohorts (EI-Ghoroury et al., 2012;
Harrison & Westwood, 2009; Wityk, 2003). Moreover, some suggest that this cohort can often
neglect their own needs in the fulfilment of their role obligations (Barnett et al., 2007). It has
been suggested that MHPs occupy a “powerful but vulnerable” position (Sansé et al., 2015, p.
204); this implies that self-directed care and nurturance is a prerequisite to preventing
negative consequences among MHPs (Butler et al., 2017) and those in receipt of their care
(Stebnicki, 2007). In this light, practitioner self-care can be more accurately framed as an
ethical imperative rather than a dispositional preference (Norcross & Guy, 2007). While the
lack of self-care is associated with a plethora of negative outcomes for MHPs, engagement in
self-care is synonymous with greater wellbeing (Colman et al., 2016), compassion satisfaction
(Butler et al., 2017), improved clinical performance (Zahniser et al., 2017), and a higher quality
of life (Goncher et al., 2013). Self-care has also been associated with a greater sense of personal
accomplishment among MHPs and a reduced likelihood to depersonalise SUs (Rupert & Kent,
2007). Similarly, the ability to maintain a healthy work-life balance has been identified as an
effective resilience building strategy among MHPs (Skovholt & Trotter-Mathison, 2014) and
nursing and midwifery cohorts (Hart et al., 2014), whereas its counterpart has been implicated
in occupational stress, compassion fatigue, and exhaustion among MHPs (Killian, 2008; Scanlan

etal, 2013).

Alongside establishing a healthy boundary between the personal and the professional,
MHPs also describe the need to remain professionally boundaried to sustain resilience; a
finding consistent with previous research involving psychotherapists (Harrison & Westwood,
2009). Many discuss the need to set reasonable limits in managing workload and SU

expectations, while others highlight the importance of respecting SU autonomy through
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positioning them as co-collaborators in their recovery. Findings support continued efforts to
transition from a paternalistic model of care to the application of recovery model ideals across

MH settings, given the likelihood for such a shift to jointly empower MHPs and SUs.

Making meaningful connections with others is highlighted as an integral component of
MHP resilience processes in this review. In the context of professional relationships with
colleagues, for example, there is cross-disciplinary consensus regarding the capacity of a
positive team culture to strengthen practitioner resilience, wherein practitioners feel
supported and valued by one another. These findings are consistent with existent MH nursing
resilience literature (Cleary et al., 2014; Edward, 2005) and a growing body of nursing literature
(Benadé et al., 2017; Cameron & Brownie, 2010; Gillespie et al., 2007; McDonald et al., 2013;
Zander et al., 2010) demonstrating how cohesive and collaborative working teams that
engender a sense of camaraderie can build resilience. MHPs similarly attest to the resilience-
related benefits associated with cultivating a deep sense of connectedness to one’s own
professional identity; a process that is influenced by myriad relational factors not least of which
pertain to inter and intradisciplinary social dynamics in the workplace. These findings are in
line with existing Social Identity Theory (SIT; Tajfel et al., 1979) research and a related
phenomenon known as “the social cure,” the latter referring to the capacity for shared social
identities to engender considerable psychological rewards that can pre-empt a plethora of
individual health and wellbeing benefits (Haslam et al., 2009, 2018). This review’s findings
indicate that SIT and related concepts like the social cure may play an important role in
facilitating MHP resilience processes, as MHPs identify social relationships, both personal and

professional, as an important source of resilience that promotes longevity in their roles.
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This review supports the bidirectional nature of resilience in the context of MH work.
In doing so, it builds upon previous research in describing an interactive process of synergic
interdependence that can unfold between the individual practitioner and collective
practitioner groupings, where the resilience of one has the capacity to positively influence that
of the other. Importantly, findings suggest that this process appears to transcend disciplines;
an important consideration given the longstanding challenges associated with overcoming

|II

professional “silos” in the pursuit of authentic interdisciplinary collaboration in healthcare
settings (e.g., Clancy, 2006; McDonald et al., 2007). MHPs describe how individual resilience
can complement that of the collective and vice versa, where the sum is greater than its
individual parts. Findings attest to the bidirectional benefits of formal and informal peer
support on practitioner resilience, where effective clinical supervision is identified by MHPs as
a key contributor to sustaining resilient practice over time, due to its capacity to facilitate
emotional containment, reflective practice, and CPD. Moreover, participants describe how
clinical supervision can contribute to a positive team culture, bolster collective resilience, and
encourage positive outcomes in the context of SU interactions.

Despite working within what has been described as a unidirectional culture of caring
(Guy, 2000), MHPs attest to the bidirectional quality of resilience in their interactions with SUs;
resilience is similarly depicted as a shared process that can facilitate mutually beneficial
outcomes. This is in line with an extensive body of qualitative empirical studies documenting
vicarious resilience (Hernandez et al., 2007) in MHPs working with trauma survivors and
families of political violence (Acevedo & Hernandez -Wolfe, 2014; Edelkott et al., 2016;
Engstrom et al., 2008; Hernandez et al., 2007; Silveira & Boyer, 2015). In reference to the

capacity for SUs to influence practitioners in ways that promote practitioner growth, vicarious

resilience denotes a profound reciprocity that can occur in the context of the therapeutic
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alliance that allows for the mutual construction of meaning that can pre-empt positive change
(Anderson, 2007). This sits well with the findings of this review, which denotes the capacity for
therapeutic engagement with SUs to increase practitioner insight and self-awareness. A
number of MHPs reference the importance of authenticity in their relationship with SUs,
enabling them to maintain a capacity for empathic engagement over time. MHPs also describe
how an abundance of compassion satisfaction and personal accomplishment can manifest in
accompanying SUs on their recovery journeys, which can promote resilient practice and a
renewed commitment to their roles. The concept of compassion satisfaction is difficult to
disentangle from resilience in the context of MH service delivery, especially when one
considers its role in enabling practitioners to better cope with adversity, which some suggest
is achieved through eliciting feelings of hope, optimism, and a sense of commitment to one’s
caregiving role (Radey & Figley, 2007). Interestingly, recent research on compassion
satisfaction is consistent with the findings of this review in suggesting that healthcare workers
are more likely to experience compassion satisfaction when they are performing well in their
role, when they see their work as having social value, or when they are satisfied with the nature
of their relationships with colleagues (Roney & Acri, 2018).

MHPs describe how connecting with something greater than the self in the form of
systems of belief, values, and/or morality that transcend the individual can function as an
effective resilience resource; one that can positively influence personal meaning-making
processes, allowing for a more expansive perspective. This process can enable MHPs to expand
their window of tolerance, enabling access to a wider field of resilience; findings indicate that
this may have a grounding effect in the context of adverse occupational situations, thereby
facilitating sense-making and a meaningful reframing of adversity. MHPs describe how an

acceptance of the present moment and the limits of what is achievable in their roles can
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strengthen resilience; a philosophy reflective of the Buddhist underpinnings of mindfulness,
defined by Kabat-Zinn (2003, p. 145) as “the awareness that arises through paying attention
on purpose, in the present moment, and nonjudgmentally to the unfolding of experience
moment by moment.” Shapiro et al. (2006) posit that a mindfulness-based philosophy of life
can facilitate a “fundamental shift in perspective” (p. 377) through a process of reperceiving or
decentering (Baer, 2003; Brown et al., 2007), which encourages positive adaptation to
adversity. Moreover, the practical application of these values derived primarily from Eastern
philosophical traditions into the development of programmes (e.g., Mindfulness-Based Stress
Reduction) has been shown to consistently engender positive mental and physical health
outcomes in various SU and healthcare professional populations (Gockel, 2010; Krasner et al.,
2009; Shapiro et al., 2005), alongside lower levels of burnout among MHPs (Crowder & Sears,
2017; Irving et al., 2009). Although previous research has found the relationship between
religion and spirituality to be complex and dynamic (Tuck & Anderson, 2014), spirituality can
provide a framework that supports individuals to overcome life challenges (Ardelt et al., 2008).
Previous qualitative research has described spirituality as a pathway to resilience, suggesting
that both constructs were “instrumentally linked” to individual wellbeing (Manning, 2013, p.
6). Moreover, research has shown that spirituality can reinforce resilience through promoting
meaning in life and supporting the reframing of loss narratives (Ramsey & Blieszner, 2016).
Other studies have found that religiousness, systems of belief, and spirituality are associated
with increased happiness, wellbeing, and overall life satisfaction (Faigin & Pargament, 2011;

Pargament & Cummings, 2010; Pickard & King, 2011).
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What are the commonalities and differences among subjective accounts of resilience?

While there is a high degree of commonality among subjective accounts of resilience
across the various MH professions, there are some instances where perspectives may
represent a discipline-specific divergence. One such example centres around clinical
supervision and its capacity to positively influence MHP resilience; a perspective that was
primarily articulated by non-mental health nursing cohorts (e.g., Adamson et al., 2014; Ashby
et al.,, 2013; Bowden et al., 2015; Davison et al., 2019; Hurley & Kirwan, 2020; Hurley & O'
Reilly, 2017; Huxley et al., 2005; McMahon, 2018). This finding supports those of previous
studies demonstrating that organisational context can have a considerable impact on both the
implementation and sustainability of clinical supervision (Lynch & Happell, 2008; Sloan &
Grant, 2012). In contrast to other disciplines, clinical supervision is not compulsory for nursing
cohorts, including MH nurses. This is in part due to the resource implications that come with
allocating one hour of weekly supervision to every nurse on the roster (Gray, 2001).
Furthermore, practitioners working in medical and allied health professions often exhibit
higher levels of autonomy in their work, whereas nursing culture tends to place a strong
emphasis on intra-professional support and guidance; some suggest that this minimises the
need for formalised clinical supervision arrangements among nursing cohorts (Cleary &
Freeman, 2005). It has been noted that clinical supervision in MH nursing is still to a large
extent aspirational (Faugier, 1994; Grant, 2001; Townend, 2005), and high levels of confusion
and suspicion persist around its function, both from a clinical and managerial standpoint (Kelly
et al., 2001; Sloan, 1999; Walsh et al., 2003). That said, clinical supervision in this context is
often perceived in a positive light (Mullarkey et al., 2001), in spite of the limited empirical

evidence in support of its efficacy (Buus & Gonge, 2009).
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While findings highlight the need for models of service delivery to achieve an optimal
balance between flexibility and structure in imbuing MHPs with a sense of control and
autonomy in their work alongside the provision of adequate levels of organisational support,
psychiatrists and psychiatric registrars in particular attest to strong feelings of powerlessness
that can emerge when one is required to shoulder a high degree of responsibility in the
absence of control. This is in line with previous research illustrating a correlation between
increased job control and increased job satisfaction among psychiatrists (Heponiemi et al.,
2014). Given that psychiatry has traditionally carried much of the responsibility when it comes
to risk in MH, it is perhaps unsurprising that psychiatrists have been shown to report higher
levels of SU-related stress than physicians belonging to other medical specialities (Martini et
al., 2004). The findings of this review support previous research illustrating that the
considerable meaning and purpose derived by psychiatrists in their work plays a significant role
in counteracting the significant occupational stresses associated with their role (Fothergill et
al., 2004; Howard et al., 2019; Kumar et al., 2006). Moreover, the importance of a flexible yet
structured work environment has been echoed in MH nursing literature highlighting the
accountability of management and organisations in providing this balance as a means of
promoting practitioner resilience (Cleary et al., 2014).

This review’s findings suggest that MH social workers (e.g., Hurley & Kirwan, 2020;
Huxley et al., 2005) are especially attuned to the importance of healthy relationships within an
MDT for promoting resilience, where practitioner input is valued by fellow colleagues. This is
perhaps reflective of a previously identified legacy issue stemming from the relatively recent
integration of health and social services in the establishment of community MH teams.
Research suggests that social workers have had longstanding concerns about their role with

CMHTs (Onyett et al.,, 1997, Peck & Norman, 1999), with some attributing this to the
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discrepancy between medical and social models of care (Barnes et al., 2000). Reid et al. (1999)
found that MH social workers demonstrated a higher degree of role conflict and role ambiguity
in comparison to other professions. Moreover, the heterogenous nature of social work is often
misunderstood by other disciplines, which can significantly restrict the capacity for social

workers to practice dynamically on integrated healthcare teams (Zerden et al., 2019).

2.4.1 Strengths and Limitations

This review has several methodological limitations that should be acknowledged in the
interpretation of its results. Firstly, resource restrictions meant that the search did not
incorporate any grey literature or content published in books. Given that the publication of
qualitative research is not exclusive to peer-reviewed journals (Grant, 2004), some relevant
studies may not have been included. Moreover, the scope of this review was limited to English-
language publications and formalised searches relied on a predetermined, purposively-
selected search string of keywords (see Table 2.2) due to a lack of standardised terms for the
purpose of indexing qualitative research via electronic databases. Another limitation centres
upon the inclusion of exclusively qualitative studies, alongside qualitative components of
mixed methods studies where appropriate. In light of the previous discussion (see Chapter
One) around the conceptual evolution of resilience and the implications of this on its
application to MH service provision, the prioritisation of a qualitative perspective allows for a
departure from a traditional overreliance on preconceived variables that conceptualise
resilience in terms of an innate psychological construct. Thus, a systematic exploration of MHP
experiences of resilience can further develop our understanding of resilience and its

application in the delivery of MH services. Additionally, practitioners featured in this review for
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the most part worked with general population service users across a diverse range of practice
settings, whilst those working exclusively in specialist settings were excluded.

These limitations notwithstanding, this review is the first to systematically collate,
evaluate, and synthesise qualitative empirical studies exploring MHP experiences of resilience
in their practice and has important implications for governance in the context of MH service
provision. It systemically presents qualitative empirical evidence from a diverse range of
countries and provides data from numerous studies. Moreover, this review contributes to an
ongoing debate in the resilience literature regarding its conceptual underpinnings. The findings
of this review contribute to the unfolding fourth wave of resilience research through further
developing our understanding of resilience as a dynamic and multidimensional construct in the
context of MH service provision. Resilience in the delivery of MH services is not something that
occurs in a vacuum, whether or not one conceptualises it as a personal characteristic or an
outcome-based process. On the contrary, those at the frontline of service delivery describe
resilience in terms of a process that occurs in relationship; one that involves complex
multisystem interactions. In promoting and safeguarding MHP resilience, it is incumbent upon
those who preside over clinical governance and determine MH policy to acknowledge

resilience as a dynamic, relational process.

2.4.2 Clinical Implications and Future Directions

This review’s findings add cross-discipline validity to the notion that resilience-based
interventions exclusively targeting individual MHPs are likely to prove insufficient and cost
ineffective, building upon the findings of Howard et al.’s (2019) recent discipline-specific
review. The findings of this review support the multi-layered, holistic application of resilience

in MH settings; although conceptualisations of resilience have undergone considerable
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evolution in recent years, there is limited evidence of the application of these theoretical
developments on the frontlines of service delivery.

This review’s findings support the meaningful expansion of the recovery model
framework to facilitate the dual application of its most fundamental ideals so that practitioner
perspectives are given equal standing to the experiences of SUs in order to maximise
occupational wellbeing, career longevity, and the quality of care provided. In the same way
that prioritising SU perspectives in the formation of MH policy and best practice guidelines
enhances the overall responsiveness and efficacy of global healthcare systems, the joint
prioritisation of practitioner perspectives on how organisational structures can encourage
resilient practice is likely to yield similar gains. Crucially, the bidirectional nature of resilience
as outlined in this review suggests that SUs stand to benefit enormously from an extension of
the recovery model ethos to those providing the care, particularly when one considers the
secondary wellbeing benefits (e.g., compassion satisfaction, vicarious resilience etc.) reported
by practitioners in their adoption of a recovery orientation when interacting with SUs as the
majority of Anglophone countries continue to move towards the implementation of recovery
model ideals in MH delivery. Overall, the findings of this review suggest that an organisational
ethos that values and actively promotes practitioner self-care practices and other pro-
resilience strategies can be viewed in terms of an ethical imperative, given the stark
implications of neglecting to do so, not least of which when it comes to quality of care. From
an empirical perspective, findings indicate that future research involving MHPs would likely
benefit from incorporating process-based rather than trait-based measures of resilience into
its empirical design; scales like the Workplace Resilience Inventory (MclLarnon & Rothstein,
2013) acknowledge that resilience processes are heavily influenced by the interaction between

individual and environmental factors. Finally, a key conceptual advance of this review relates
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to the integration of SIT and resilience, whereby social identity may provide a novel lens
through which to better understand MHP resilience processes. This warrants further

investigation in future empirical research.

2.4.3 Conclusion

MHPs are known to work in challenging settings that are often underpinned by high
levels of stress. The aim of this systematic review was to synthesise existent qualitative
research exploring MHPs” experiences of resilience in the context of service provision to better
understand how to promote resilient practice in their work. The thematic synthesis illuminated
the multifaceted nature of resilience as experienced by MHPs in the context of their practice
and is in line with evolving conceptualisations of resilience as a flexible, interactive process;
one that is largely contingent upon the dynamic interplay between multiple interconnected
factors that co-exist in relationship (Aburn et al., 2016; Masten, 2007). Existent qualitative
empirical research indicates that practitioners view resilience as a shared, relational process
that emerges from the dynamic interaction between multiple complex systems of
interconnectivity. Importantly, the findings of this review align with the notion of resilience as
something that does not exclusively reside within individuals but instead is open to the
influence of culture and context. Findings imply that resilience can be nurtured and developed;
MHPs identify a willingness to develop meaningful connections with others, the self, and
something greater than the self as integral components of MHP resilience processes. This
review describes resilience in terms of a bidirectional construct in the context of MH work,
where MHP resilience processes can influence or be influenced by the wider team and SUs.

It is hoped that this review can contribute to the unfolding fourth wave of resilience

research through further developing our understanding of resilience as a dynamic and
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multidimensional construct in the context of MH service provision. This review has important
implications for governance in the context of MH service provision and supports the multi-level
and holistic application of resilience in MH settings, where the application of resilience-based
interventions that exclusively target individual MHPs are likely to prove insufficient and cost
ineffective. These findings also support the application of a social-ecological model of resilience
in MH settings, where practitioner resilience may more accurately be interpreted through the

lens of the work environment rather than an innate capacity to overcome adversity.
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Chapter Three

Exploring staff experiences of social identity processes in Irish regional approved centres

during Covid-19 — A qualitative study
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Abstract
Social Identity Theory is an important consideration during Covid-19 since group identification
can increase in times of crisis and instability. Inpatient mental health settings are regarded as
challenging environments wherein complex group dynamics can manifest. However, minimal
research has examined how social identity processes are subjectively experienced by staff in
these settings. The current study explores the experiences of staff working in Irish regional
approved centres during Covid-19 to examine the role of social identity processes. Seventeen
practitioners from diverse disciplines working in three identified regional approved centres
during Covid-19 opted into this qualitative study, where sites included acute psychiatry,
rehabilitation and recovery, and psychiatry of later life units. Semi-structured interview
transcripts were analysed using inductive thematic analysis to generate an in-depth
understanding. Findings indicate that the pandemic influenced intergroup and intragroup
social dynamics in these settings, which could both strengthen and undermine group ties.
While results illustrate the emergence of positive collective outcomes like solidarity and social
cohesion, they also suggest that the crisis exacerbated intergroup divisions early on. It was
found that differences in Covid-19 threat appraisal and vaccination status could undermine
intragroup ties and facilitate the establishment of pronounced self-other dichotomies. Findings
illustrate the protective role of informal channels of intradisciplinary peer support in approved
centres and suggest an association between social identity and resilience processes, where
group-level identification may influence health outcomes and help to mitigate against
occupational stress and burnout. This study contributes to the development of robust Covid-
19 mental healthcare research and supports the application of social identity theory to
inpatient mental health settings to better understand group processes and to promote positive

systemic change.
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3.1 Introduction

Officially declared a global pandemic on March 11th, 2020, by the World Health
Organisation (Cookson, 2020), the outbreak of the novel coronavirus disease, Covid-19, and its
implications, have impacted the healthcare systems the world over on an unprecedent scale
(Sachs et al., 2020). Global healthcare systems quickly became the frontline in the battle
against the virus, and healthcare workers as a cohort are considered to have been
disproportionately affected by Covid-19, both in terms infection and mortality rates
(Bandyopadhyay et al., 2020; Erdem & Lucey, 2021). Mental health service provision has
similarly experienced considerable upheaval because of the pandemic, and increased stress
and burnout has been reported among mental health professionals (MHPs), where abrupt
work-related changes, fear of contagion, and problems ensuring that acceptable standards of
care are maintained in caring for people with severe or enduring mental health difficulties were
implicated in this process (Johnson et al., 2021).

The challenges faced by MHPs working in regional approved centres, defined as
hospitals or other inpatient facilities "for the care and treatment of persons suffering from
mental illness or mental disorder" (Mental Health Act, 2001), were significant. In these settings,
adherence to public health measures like social distancing poses challenges given their
normative layout, the vulnerabilities of the populations being cared for, and highly publicised
issues with overcrowding. Generally, MHPs working in inpatient settings must also contend
with organizational uncertainties and accompanying resource shortages, regular exposure to
acute psychological distress, disproportionately high rates of staff burnout, complexintergroup
dynamics, and difficulties embedding change in these settings (Aiken et al., 2002; Cleary et al.,
2010; Kindy et al., 2005; Laker et al., 2019; McGeorge et al., 2000; Thompson et al., 2008;

Yadav & Fealy, 2012). Covid-19 risks exacerbating these issues as it mounts myriad additional
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demands on staff in the context of service provision. Moreover, the threat posed by the virus
is significant in many of these settings due to the inordinate degree of risk should an outbreak
occur on-site.

Social identity is an important consideration in the context of Covid-19 as societies call
for unity in their efforts to overcome the crisis. Tajfel et al.’s (1979) social identity theory (SIT)
notes that a person's self-concept is closely intertwined with the type of group they identify
with, and the perceived value of this in-group compared to the associated out-group. Although
people tend to exhibit more pro-sociality towards members of their own groups (Levine et al.,
2005), social identity is malleable; its potency variable and dependent on contextual factors
(Balliet et al., 2014; Tajfel, 1974; Tajfel et al., 1971). One thing that can influence our sense of
connection to groups relates to how we respond to threat. Specifically, different framings of
threat can elicit different consequences. Intergroup threat tends to foster collective level
solidarity and cooperation, often by strengthening people's commitment to their in-group
(e.g., Castano et al., 2002; Ellemers et al., 1997). However, this process can result in more
intolerance and prejudice towards out-group members (McCann, 2008; Skitka et al., 2006).
Intragroup threat tends to undermine group ties (Greenaway & Cruwys, 2019). Recently, social
identity has been implicated in catastrophe compassion (Zaki, 2020) - a term referring to the
positive social behaviours that can occur following complex disasters. Although an emergent
concept, its historic prevalence is notable as are its pro-social benefits on helpers by way of
increasing happiness and reducing stress and loneliness (Jordan et al., 2021). Similarly, studies
have shown that positive collective outcomes such as solidarity, social connection, and shared
resilience can be elicited by mutual aid programmes established in the wake of complex

disasters (Drury et al., 2019; Steffen & Fothergill, 2009).
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Developing a better understanding of how SIT manifests in inpatient mental health
settings would be beneficial, particularly since a clear demarcation exists in these
environments between MHPs and service users (SUs) in terms of their respective roles and
associated status. Furthermore, the clinician-SU dynamic is often complex in inpatient mental
health settings, where the onus on rapid stabilisation and symptom control can be at odds with
the perceived recovery needs of SUs (Aston & Coffey, 2012; Compton et al., 2014). To date,
qualitative research exploring staff perspectives of social identity processes in inpatient mental
health settings is limited, with most studies focusing exclusively on SU experiences (e.g.,
Jackson et al., 2009). The Covid-19 pandemic presents a unique opportunity to consult with
frontline MHPs to explore their experience of working in inpatient settings during a global
public health crisis and to explore whether intragroup or intergroup social identity processes
were inadvertently stimulated from the perspective of frontline staff working in these services.

This study adopts a social identity perspective to explore the subjective experience of
a sample of MHPs working in regional approved centres in Ireland during an unprecedented
public health crisis. It is hoped that this study can contribute to the development of robust
mental healthcare research in the context of Covid-19 and serve as a useful resource for
policymakers should a crisis of this magnitude re-occur. More specifically, this study’s aims are

as follows:

e To examine the experiences of frontline MHPs working in approved centres during
Covid-19

e To explore whether the Covid-19 crisis inadvertently stimulated intra or intergroup
social identity processes from the perspective of frontline staff working in these

services
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3.2 Method

3.2.1.Research Design and Epistemology

To gain a deeper insight into the experience of MHPs working in approved centres
during Covid-19 and the emergence of social identity processes therein, a qualitative research
design was employed. This methodological approach is considered appropriate for research
that aims to develop a comprehensive understanding of the lived experience of individuals
operating within a given context (Elliott et al., 1999; Stake, 1995). In doing so, the participant
is positioned as the expert to facilitate depth of understanding (Auerbach & Silverstein, 2003).

This study adopted a critical realist approach; a philosophical orientation that draws
tenets from both positivism and interpretivism in providing a useful framework for critical and
exploratory social science (Fletcher, 2020). Critical realism is known to have clearly defined
ontological and epistemological underpinnings (Brown et al.,, 2003). Ontologically, critical
realism aligns with positivism in its assertion that reality is fundamentally knowable. However,
it deviates from the positivistic perspective in its acknowledgement that reality extends beyond
the parameters of what is immediately observable or identifiable through data (Fletcher,
2020). In drawing upon interpretivism at an epistemological level, critical realism posits that
this deep reality cannot be wholly disentangled from human knowledge, language, and
experience (Bhaskar, 2014; Sayer, 1992). The critical realist perspective therefore claims to
identify the driving force behind social phenomena at the deepest possible level. Critical
realism aligns well with a qualitative research design in its acceptance that there are multiple
and at times conflicting explanations of reality (Hu, 2018). Moreover, critical realism
acknowledges that social science concerns itself with the social world and the complex
multifactorial interplay of factors that can occur therein to the extent that statistical data alone

may lack the depth required to facilitate causal explanations of social phenomena (Lennox &
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Jurdi-Hage, 2017). Finally, the fact that this study adopts a social identity perspective in its
analysis sits well with the critical realist emphasis on explicit and intentional engagement with

existent theory in setting out to explain structural causes.

3.2.2 Participants

Participants (n = 17, 76.47% female) were comprised of MHPs including mental health
nurses, psychologists, and occupational therapists, working in three identified regional
approved centres in Ireland during the Covid-19 pandemic. These sites included an acute
psychiatric inpatient setting (n = 9), a rehabilitation and recovery unit (n = 4), and a psychiatry
of later life facility (n = 4). A relatively even sample distribution across participating sites was
sought and multi-discipline participation was encouraged to the greatest extent possible. See
Table 3.1 for additional information on the demographic characteristics of participants. for
Participants were eligible for inclusion if they worked at any of the three identified approved
centres on a full-time or part-time basis during the Covid-19 pandemic in Ireland. Participants

were excluded from the study if they had less than six months clinical experience as a MHP.

3.2.3 Procedure

Ethical approval was obtained from Health Service Executive (HSE) Research Ethics
Committee (see Appendix H). Once gatekeepers had granted approval for the researcher to
approach participants, information leaflets and poster adverts were circulated at identified
sites (see Appendix F). Of note, issues pertaining to access, availability, and interest inevitably
influenced the selection process; the ongoing Covid-19 pandemic and the HSE ransomware
attack in May 2021 represented two salient factors in this regard. Prospective participants

were asked to contact the researcher by email or phone if they were interested in taking part.
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The study was explained in detail to individuals who expressed an interest in partaking.
Following verbal or informal written consent, interviews were scheduled. Formalised written
consent was obtained at the point of interview. Interviews were conducted in-person either
on-site or at a neutral venue at an agreed time as per the preference of the interviewee. Prior
to commencement of the interview, a brief demographics questionnaire was completed by
each participant. All interviews were conducted by CH and ranged between 30 and 75 minutes
in duration. Participants were advised that they could withdraw from the research at any point
until the transcript had been generated and anonymised. Data collection took place between
May 2021 and August 2021.

Table 3.1

Demographic characteristics of participants

Participant Gender  Mental Health Profession Approved Centre Setting Clinical Experience

1 m Allied Health Psychiatry of Later Life 3 —-5years
2 f Nursing Psychiatry of Later Life > 20 years
3 f Allied Health Acute Psychiatry 5—-10vyears
4 m Nursing Rehab and Recovery > 20 years
5 f Nursing Psychiatry of Later Life 10 — 20 years
6 f Nursing Rehab and Recovery 5—-10vyears
7 f Nursing Rehab and Recovery 10— 20 years
8 m Nursing Acute Psychiatry < 1year

9 f Nursing Acute Psychiatry 10 — 20 years
10 f Allied Health Psychiatry of Later Life 1 -3 years
11 f Nursing Rehab and Recovery < 1lyear
12 m Nursing Acute Psychiatry > 20 years
13 f Allied Health Acute Psychiatry 3 —-5years
14 f Nursing Acute Psychiatry > 20 years
15 f Allied Health Acute Psychiatry 5—10years
16 f Nursing Acute Psychiatry > 20 years
17 f Nursing Acute Psychiatry 3 —-5years
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3.2.4 Semi-structured interviews

Semi-structured interviews were selected to facilitate in-depth discussions between
the researcher (CH) and interviewees through constructing a non-intrusive, interactive
environment within which active participation can occur. Widely used in flexible designs, a
semi-structured approach to interviewing involves the use of selection of predetermined
questions, at the same time allowing for a degree of improvisation or modification on the part
of the interviewer depending on how the interview progresses (Robson, 2002). So, while semi-
structured interviews have an overall purpose prompted by the research agenda, they are
strongly guided by the individual interviewee’s thoughts, perceptions, and experiences
(Jarvinen & Mik-Meyer, 2020). The interviewer adopted an inductive approach so as not to
rigidly adhere to an interview schedule. The interview schedule was developed by CH in
consultation with the second researcher and following a comprehensive review of the SIT
literature. Previous qualitative SIT interview templates were used as a guide. All participants
were asked the same key questions; the interview process providing flexibility to follow up on
points raised where appropriate. The interview schedule was piloted with one Senior Clinical
Psychologist and one Healthcare Assistant, which indicated revisions based on suggestions
made prior to commencing data collection. The interview schedule is provided in Appendix B.

All semi-structured interviews were conducted in person in strict adherence to
government public health guidelines and commenced with brief demographic questions
considered relevant to the proposed research aims/objectives. Participants were given the
option to participate in interviews remotely via a secure platform approved by the HSE (e.g.,
Microsoft Teams). The questionnaire requested information on participant subjective health
status (i.e., if they viewed themselves as having an underlying condition rendering them more

vulnerable to Covid-19), participant profession and occupational status, gender, age range, and
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breadth of professional experience. All in-person interviews were recorded on a Dictaphone,
which was both encrypted and password protected. Interviews were transferred to a password

protected HSE laptop assigned to CH and subsequently transcribed verbatim.

3.2.5 Data Analysis

Following transcription of recorded interviews, collected data were analysed using
inductive thematic analysis (TA), as outlined by Braun and Clarke (2006). TA was chosen
primarily due to its theoretical flexibility and its empirical utility; the core strength of TA relates
to its capacity to generate a rich and detailed understanding of the lived experience of various
participant groupings (Nowell et al., 2017). TA has also been used extensively in previous SIT
studies (e.g., Cooper et al., 2021).

TA involves “systematically identifying, organising and offering insight into patterns of
meaning and experiences across a data set” (Braun & Clarke, 2006, p. 57). In doing so, TA
attempts to differentiate between common themes versus meaningful themes by facilitating
the identification of themes that best answer the specific research questions asked. Data
analysis was conducted by CH, who had completed each interview, transcribing and reading
each interview transcript carefully in advance. The six-phase process outlined by Braun and
Clarke (2006) was adhered to in completing the analysis as follows: 1) Familiarising yourself
with the data; 2) Generating initial codes; 3) Searching for themes; 4) Reviewing potential
themes; 5) Defining and naming themes; 6) Producing the report.

The analytic process commences with the researcher getting to know the collected
data by listening to interviews, transcribing interviews, reading interview transcripts, and
taking notes. Next, the researcher engages in a process of identifying meaningful text segments

from transcribed interviews relevant to the research question and objectives; these are
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provisionally labelled with a brief synopsis and grouped for future analysis. Following the
generation of systematic codes, phase three involves the grouping together of codes based on
their pattern; patterns are subsequently examined to identify an overarching theme. Phase
four facilitates the performance of quality checks to assess whether identified codes and
extrapolated themes represent a good fit for the data set as a whole, where themes are
assessed in terms of usefulness and coherence. In phase five, themes are defined and named.
According to Braun and Clarke (2006), good themes are singular in their focus, related but do
not overlap to avoid repetition, and directly address the research question. The final phase
involves organising the research into a cohesive report. Data saturation is considered met
when additional interviews no longer result in the emergence of new themes (Francis et al.,
2010).

The concept of data saturation refers to the point during data collection at which no
new information or additional depth to the overall data set can be achieved (Braun and Clarke,
2021), thus representing an important consideration in the context of time-limited qualitative
empirical endeavour. For this study, a level of thematic cohesion was established as data
collection progressed in late July of 2021, at which point it was felt that the research aims could
be sufficiently addressed. A further two semi-structured interviews were subsequently
conducted following expressions of interest, which confirmed that saturation had been
reached from the standpoint of the researcher.

While many researchers have criticised TA as a method of data analysis that is prone to
interpretive bias (Nowell et al., 2017), this study has aimed to deliver a clear and transparent
outline of the analytic procedure undertaken and the results subsequently generated to
support the trustworthiness of the analysis. To this end, a coding frame was inductively

developed by the primary researcher to capture recurring thematic features and was
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subsequently applied systematically to transcripts (see Appendix A). The principal supervisor
of this work (COC) provided credibility checks through regular independent examination of the
coding generated by the principal analyst (CH). This was supplemented by the comparison of
individual analysis of pre-selected fragments of interview transcript during the data analytic
phase to promote consensus and resolve discrepancies through in-depth discussion. This
involved a second coder (CS) independently crosschecking 10% of transcribed interview data;
a process that yielded a moderate level of inter-coder agreement (Cohen’s k = 0.7) that is

considered acceptable (McHugh, 2012).

3.2.6 Materials
Interviews were audio recorded, transcribed using Microsoft Word, and inputted into

version 12 of NVivo (2015) (QSR International Pty Ltd.) to aid data coding and analysis.

3.2.7 Reflexive Statement on behalf of the researcher

| am a 37-year-old Irish male who is currently completing his Doctorate in Clinical
Psychology. As a psychologist in clinical training, | work primarily within the public health
service. Itis important to declare from the outset that as part of the requirements of my clinical
training, | have co-facilitated weekly psychological groups in one of the approved centre sites
featured in this study between May and July, 2021. My therapeutic work with service users is
typically integrative in nature and | favour the cultivation of a deep understanding of the
experience of the individual within a context over a reductionist orientation that
conceptualises psychological distress through a medicalised, disorder-focused lens. As a
therapist, | would position myself within a phenomenological epistemological position, as |

prioritise “lived experience” and how people make sense of their personal and social worlds. |
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am thus inclined to pay close attention to the complex meanings that particular experiences,
events, and states hold for people; my approach to clinical work is to a large extent reflective
of a core aim of phenomenological empirical enquiry in seeking to capture “the richness,
poignancy, resonance and ambiguity of lived experience, allowing readers to see the worlds of
others in new and deeper ways” (Finlay, 2009, p. 474). In this sense, | believe that my
professional identity and my approach to my clinical work are important considerations in the
positioning of this research.

Whilst endeavouring to navigate this research in a manner that minimises bias through
the explicit prioritisation of developing an accurate sense of participants’ experiences, it is
important that | acknowledge that my ability as a researcher to suspend my inner world entirely
is compromised. Consequently, it was important that | reflect regularly on my own role within
this research to carefully monitor my own biases. Furthermore, since this study involved
interviewing an array of practitioners from disparate backgrounds and disciplines, | was acutely
aware of the need to reflect on my own position throughout to minimise my careless
imposition of these assumptions on the data.

As such, | am aware that | bring my own experiences and beliefs around group
organisational dynamics to this piece of research. Whilst | believe this to be largely beneficial,
having played an important role in guiding the development of this research, this will inevitably
be reflected in my approach to data collection, analysis, and interpretation. This, of course,
represents an intrinsic element of all qualitative empirical endeavour and although it facilitates
the development of depth and meaning, it also increases the potential for bias. A personal
reflective journal was therefore necessary to manage this process. | also sought insight from
my academic supervisor, COC, who does not have a clinical background and was therefore

uniquely poised to counteract possible sources of personal bias when necessary.
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3.3 Results
Thematic analysis identified 30 systematic codes. These were organised into fourteen
analytic categories or ‘sub-themes,” which were then organised into four ‘super-themes:” A
New Normal, Group Divisions, The Covid Barrier, and Solidarity. See Figure 3.1 for a visual
representation of the results and the coding frame in Appendix A for a detailed description of
the relationship between themes, sub-themes, and analytic categories. Themes are described

below with illustrative quotes from participants.

Figure 3.1
Themes and sub-themes representing staff experiences during Covid-19
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3.3.1 A New Normal

As the world was thrust into the unknown with the initial onset of the Covid-19
pandemic, staff working in Irish approved centres had to adjust to a new normal almost

overnight. This involved learning to work alongside the significant threat posed by the virus,
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taking on additional role demands, and making unprecedented adaptations to their clinical
practice. This extensive adjustment informed staff attitudes and influenced the nature of
workplace interactions.
3.3.1.1 An Invisible Spray

With the onset of the pandemic, staff in approved centres became hyper-alert to the
threat posed by a virus that infiltrated the air like “aninvisible cloud that is a killer” (P14, Mental

Health Nurse):

“I mean, it was weighing, you know, you're suddenly dealing with something, but it's

not tangible you can't see it.” (P2, MHN)

Confronted by a growing sense of unease, many MHPs felt like “sitting ducks” (P14, MHN) as

they grappled with the various scenarios that might unfold were an outbreak to occur onsite:

“What if? What if you get an outbreak? What if we lose all our staff? How are we going
to staff the place? Have we going to manage our patients? How are we going to risk

assess? All those things coming through ... all the ‘what ifs’” (P9, MHN)

Participants describe having to reconcile their professional obligations with the safety of their

families, where the fear of inadvertently carrying the virus home was considerable:

“Funnily enough, | was balancing my work commitments, the safety, of the service users
and colleagues, with my home situation and young children, and whether | was going
to be carrying Covid on clothing on you know on surfaces or whatever | was breathing
in eh this aerosol and carrying that home, so | suppose | was trying to strike the balance

between my home life and my work life, and what that entails, you know?” (P12, MHN)
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MHPs became hyper-alert to the threat posed by SUs in the context of Covid-19 risk. As one
practitioner notes, “/ saw them as a threat” (P14, MHN). Initially, the fact that staff “didn't
know who was coming through the door, whether they had Covid or not ...” (P16, MHN) could

negatively impact on the staff-SU dynamic:

“I think it caused almost a bit of tension because service users with mental health
challenges don't really take into account on occasions social distancing and ... once you
kind of come within that distance, you're more alert to the fact that there's aerosol being
produced because the bulk of people here don't wear masks or face coverings, you
know? So that was on your mind that you were ... getting a kind of an invisible spray.”

(P12, MHN)

In certain instances, the positioning of SUs as a threat facilitated the emergence of
discriminatory and prejudicial attitudes. Many MHPs found themselves becoming increasingly

judgemental towards SUs, questioning their capacity to adhere to public health guidance:

“So, | suppose from that perspective, we were a little bit nervous of oh, my god, you
know, from some of the clientele that would come in, | suppose some of the service
users, you know, they could be outside socializing with everyone and anyone and

wouldn’t realise the risk they would be bringing onto ourselves here ...” (P17, MHN)

Participants allude to a prevailing sense of distrust and cynicism towards SUs for a period in

the acute unit, where MHPs became increasingly dismissive of voluntary admissions:

“Em, | think there was a bit of distrust there. Em | could see it sometimes. I'd think does
this person actually need to be here? Do they not realize the threat they are to us as
staff? Because they may have Covid. So, a bit of distrust em (.) which kind of, | think was

a little bit (.) led to staff being a bit cynical of patients, dare | say.” (P14, MHN)
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Conversely, others were acutely aware of the threat that they posed to SUs to extent that they
felt a strong sense of responsibility for SU welfare. This was especially evident, albeit not

exclusively, in care of older adults:

“I suppose the sheer responsibility you feel for your residents and ... you know, at the
end of the day, we were coming into work to protect those and keep them safe and well
and do our best for them, and that was constantly in the back of your mind, you know,
and every decision you made throughout was always you were thinking of work and the

knock-on effects for work really, especially initially ....” (P5, MHN)

Participants describe an overarching fear that they would be solely responsible for carrying the
virus onto the unit and exposing vulnerable SU cohorts to it, which was a source of considerable

stress:

“God I ... I don't know, it definitely was stressful worrying about, are you going to bring
something on to the ward yourself and are you going to pass anything you know, like,
would you be the cause of something like, that was definitely stressful.” (P10, Allied

Health Professional)

For many, this heightened sense of responsibility had significant personal ramifications:

“So, our activities of daily living and our family life changed from that day to this day
still, that has changed that had a huge strain on our own marital homes and private

lives as well, because the stress of being in here.” (P6, MHN)

This MHN perfectly captures this personal toll in describing how strong feelings of paranoia,

guilt, and shame could surface when performing basic activities of daily living:
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“But then | had this fear as well that oh if anybody knew that | met up and went with
my sister for a walk now like outdoors, if anyone says anything, you know, | don't know,
I just had this paranoid (laughs), like, if anyone rats me out, and I'm supposed to be a

nurse, | shouldn't be here.” (P5, MHN)

3.3.1.2 No Clear Roadmap

Participants describe how an absence of clear guidance on infection control due to the
rapidly evolving situation contributed to an atmosphere of uncertainty in approved centres
early on. Feelings of confusion and bewilderment were common among staff as they set forth

into the unknown without any clear roadmap. For some, this process resembled “mad panic”

as “everyone was giving different answers” (P14, MHN):

“There was a pan pandemonium, perhaps a bit strong, you know, but definitely a sense
of confusion leading to bewilderment, you know what | mean, amongst the people
because, it was like eh ... the blind leading the blind, nobody knew exactly what they
were doing.” (P1, AHP)

During this initial phase of the pandemic, participants describe a growing sense of exasperation

due to guidelines constantly changing, with the demands placed on staff increasing daily:

“.. you were unclear, the guidance was unclear, because it was all evolving so quickly,
em that the initial measures we were taking seemed to be changing and the what, what

was expected of you seemed to be growing each day.” (P12, MHN)

Participants outline their frustration at being inundated with a high volume of policy

documents in a short space of time due to rapidly evolving infection control guidance in the
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absence of clear, tangible guidelines that could be applied to their own clinical practice or

setting:

“... 1 can get quite annoyed with not having good clear guidelines ... and guidelines were
coming in hard and fast, you know, emails twice a day or whatever, but none of them
were tangible and none of them applied to where we were, like, you know, it was really

hard to get any kind of actual factual, like direction out of them.” (P15, AHP)

The resulting information overload exacerbated the prevailing sense of uncertainty, further

overwhelming staff to the point where requests were made to scale things back:

“.. we were just being bombarded then with guidance and procedure and, you know, it
was very overwhelming to the point where | had to actually email one of the ADONs and
say, can we ask whoever’s sending these emails to please stop because we're being
bombarded daily with all of these emails about Covid regulations, Covid protocols,

Covid, you know what | mean, it was just an information overload.” (P16, MHN)

Those in frontline managerial positions describe the challenge of having to hold this
uncertainty in front of staff, while continuing to appear competent in fulfilling their role
obligations. Not having the answers was a difficult space to inhabit and could pre-empt a

degree of self-doubt, role inadequacy, and a sense of ill-preparedness:

“I suppose | felt | wasn't doing enough because em like ... | felt like | didn't have the
information to give because | wasn't provided with information. It was practical things

like em gloves, masks ...” (P14, MHN)
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For some, it was important to model a veneer of calm and certainty to younger, less
experienced staff members; a process that involves close monitoring of their own reactions

and behaviour:

“And it's so hard and even my job ... you feel like you have to role model in some way of
how you're reacting and how you behave and that so you're seeing your junior
colleagues looking up to you, so you don't want to let yourself down either, you know,
saying it will it be okay, but you don't know if it will be okay or not, you know?” (P9,

MHN)

3.3.1.3 Another Layer to the Role

MHPs working in approved centres had to rapidly adjust their clinical practice and
assume additional role demands. Participants describe how having to adopt a more flexible
approach in supporting SUs and their families was juxtaposed with the rigid oversight of SU
adherence to public health guidance; a process that could influence the nature of staff
interactions with SUs and their families.

For many practitioners, it felt as though their professional roles had suddenly become
less defined, as “[their] actual role or function in the workplace could be different on any given
day” (P12, MHN). Practitioners highlight how the added layer of risk assessment in the context
of infection prevention and control brought with it an entirely new professional lexicon. It is as

though they had to embody multiple professional identities at once when supporting SUs:

“..it'sadded another layer on to what | do in the workplace like okay, my responsibilities
and the rest, | think ... vocabulary has had to change you know, how you dance around
explaining things, you find yourself almost em ... you could be almost like a security

officer one day where you're explaining that someone can't enter a space because xy z
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or, or you know, you're eh almost doing a hand hygiene audit. Have you washed your

hands? have you checked in?” (P12, MHN)

With Covid-19 restrictions an obstacle to therapeutic engagement, MHPs had to come up with
novel and innovative ways of supporting SUs. This AHP gives an account of this process in the

context of dementia care:

“I had to devise strategies and ways by which | could engage with individuals so ... | kind
of | set up a production line, em in one of the rooms that we use for therapeutic
interventions, and | took fish nets ... and | got, you know, we got our needles and threads,
you know, for repairing the nets and things like that. And | I'd wake him up and tell them
we're gonna (sic) go off, we're gonna (sic) head into the factory and he will follow with

me you know what | mean and | said, show me how to repair them nets ...” (P1, AHP)

MHNs also describe making significant adjustments to their practice to compensate for SUs
being sealed to the space and unable to receive visitors. Communication with SU families
quickly became paramount to answer queries, provide reassurance, and relay messages back

and forth between SUs and their families:

“The biggest challenge for the staff ... the staff came in and did their work [and] that
was a challenge in itself. But then they had to support the residents' families. And that
was a huge body of work. There was (sic) daily phone calls to some people constant
keeping in touch, answering the phone, dealing with queries, making sure that family
members were aware of how their loved ones were, and you know, constant

reassurance for families because they couldn't get in to see the relatives.” (P2, MHN)
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The role of the inpatient MHN became more all-encompassing, expanding outwards beyond

the walls of the unit and into the wider community.:

“... we just took on everything from like cutting their hair to buying them new clothes,
when we had to, you know, if they needed something, it was kind of back to us to do
those extra duties again. But again, we just, it was like, oh look they have to they need
haircuts and we've no access to a barber there's nobody coming in, we're going to have

todoit.” (P5, MHN)

Clinicians also moonlighted as entertainment officers now that SUs were solely dependent on
onsite recreational activities since “people couldn't go out anymore, couldn't go for spins in the

van, they'd get frustrated, our activities, therapy was closed off, you know?” (P4, MHN):

“.. you can't go bowling with everyone, that's cancelled, this is cancelled, no you can't
go to the shops because there's no shops open, and here | think ... there was an increased
effort on [the] part of management and em the occupational therapists, to provide

recreational activities here, safely.” (P14, MHN)

This MHP describes how staff working in the rehab unit went the extra mile to safeguard SU

wellbeing when their established routines were dismantled overnight:

“.. we had one or two other residents here and we kind of got them jobs to do around
to kind of keep them occupied. These clients would have been used to coming and going
all day, gone on the bus and going off spinning and doing different things, really
independent, you know, but then to try and entertain them. And then we're trying to

keep them on the on the on on the level playing field.” (P6, MHN)
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Despite the extent to which staff had to be more flexible in how they supported SUs and

families, many attest to an increased rigidity when it came to other aspects their roles:

“So everything is just kind of more extreme | don't know, it's just you've to be a lot more
vigilant em, even when it comes to the clinical side of, you know, taking obs like that's
done twice a day was so extreme that any little sniffle, it's like, take another set of obs,

just to be sure.” (P5, MHN)

Otherslament the added layer of bureaucracy that has accompanied Covid-19, suggesting that
it detracts from the quality of staff-SU interactions and removes any potential for spontaneity
now that “everything has to be so planned and prepped and organized, whereas before we

could kind of change things to suit ... the cohort of people that were here ...” (P12, MHN):

“I think there's more paperwork involved, which takes away from the patient. There's
more checks and policies and stuff that you have to do, which takes away from the

patient. And | think it's got more legal as well.” (P7, MHN)

Many report that the nature of interactions with SUs shifted with the onset of Covid-19 due to

the continuous reassurances that SU’s sought from staff about their safety onsite:

“So there's a lot of reassurance that had to be doled out on a daily basis, often, every
minute you were talking to someone individually and saying that you're safe in this
space. And even though there's an element of doubt in your own head that, yeah, it
could, Covid could come in via whatever pathway into the ward and someone would be

exposed.” (P12, MHN)
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3.3.1.4 Low Morale

Initially, the fear and uncertainty accompanying the pandemic adversely affected the
atmosphere at work, causing a dip in morale. Participants describe how a dull, heavier
atmosphere took hold as they collectively shouldered the pressure of the unknown. MHPs

were quieter; their heads held low as though “there was something missing” (P10, AHP):

“... definitely the atmosphere at work, the morale staff morale had really dipped, you
know, because everyone was carrying that pressure of the unknown, there wasn't the
same what would you call it fun aspect. But there wasn't any any humorous side to work,
it was all quite serious for so, so long, that em ... that people didn't have that kind of eh
a light atmosphere. It was all it was kind of dull, heavy, and morale was dipped and, you

kind of felt, God we were just trudging around, does that make sense?” (P12, MHN)

Alongside the pressure of the unknown, staff had to carry the burden of an increased workload

due high levels of staff turnover and chronic staff shortages:

“.. | think most people barely got through their days to get to their days off, to try and

have a bit of recovery, to kind of set themselves up to come back in again.” (P2, MHN)

Participants allude to a deep sense of loneliness that manifested at the height of the pandemic.
Some felt as though they were “grieving nearly for the loss of the life that [they] had before”
(P7, MHN). Travelling to work bordered on the surreal, where the knowledge that others were

secure in their protective bubbles at home compounded this lonely feeling:

“Like so em, was just driving into work and the roads were completely empty. And |

remember thinking like it was again surreal is the word | would’ve used, but like being
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like a zombie apocalypse, it was just completely empty. And that sort of feeling of em
nearly a bit of a loneliness | suppose, because you were just driving in the road and like

you know everyone else was safely tucked away in their homes.” (P16, MHN)

Participants report that there were less opportunities for social connection with colleagues;
the necessity for staff to have split and staggered breaks to facilitate social distancing limited

positive social interactions, negatively impacting on camaraderie:

“...we'll say, people would previously have tended to go em ... go off-site for their breaks
or sit together in a larger group and have that bit of camaraderie. Now, when you're
limited to a certain number in any room em ... people are split for breaks, things are
staggered, there's not the same meet-up time or check-in time with each other during

the day, we're all focused on the job we're doing.” (P12, MHN)

Avenues for accessing collegial support were closed off as “staff were spread out all over the

place, you know at break times and things like that” (P16, MHN), which had an isolating effect:

“Now you're isolated. You are a little bit more physically isolated. It's when they're the
guidelines that have come in, social distancing, em staff breaks (.) you're a little bit more
isolated, two at a time were in a different tearoom. Initially the tearoom was where
most of the decisions were made, there could be eight in the the tearoom or ten maybe

and put in more chairs (.) whereas now, it's lonelier.” (P14, MHN)

Many attest to how their personal wellbeing suffered as a result:

“Em ... | definitely found myself stressing a little bit more than | would, | would not
consider myself a stress person to to ruminate on really anything ... em kind of it would

kind of wear you down a little bit at night you'd be thinking about things.” (P8, MHN)
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Participants report how this led to a shift in workplace dynamics as “you didn't have that same
kind of cohesiveness” (P16, MHN). Some would find a quiet space to have lunch by themselves,
while others resorted to “sitting in their cars, having their lunch on their own, so they were

missing that interaction and myself included, you know?” (P9, MHN):

“So, a lot of times | think | was on my own having my lunch I'd go to an office space on
my own, or I'd go to my car into my car and have my lunch and that and, you do miss
the connections there. So there has been a lot of ... time missed out on, spending time

with people that just get you through the day ...” (P9, MHN)

Protocol around handovers became more regimented out of necessity, leaving less scope for

informally debriefing or unwinding with colleagues, further straining morale:

“Yeah, it was very ... strange and it would go against the grain of, you know, normally
we at our hand overs, you know, we’d be all together or you know in the tea room, break
time, like you go in and you could just unwind you know with your colleagues and have

a bit of fun, have a laugh, you know, where it was like, again, isolating ...” (P16, MHN)

Numerous MHNs discuss how the curtailment on collegial socialising outside of working hours
further exacerbated feelings of isolation, and many express regret at being unable to mark

significant events on the staff social calendar:

“I just generally think, honestly see, for colleagues as well, we would’ve had Christmas
nights out and summer nights out and all those, so we weren't able to have any of those.
So, em, you know, that that would have been, you know, a big thing that you'd miss out

on as where colleagues would be, you know, socializing outside of work.” (P17, MHN)
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3.3.2 Group Divisions

This theme examines how the Covid-19 pandemic threatened group solidarity among
MHPs working in approved centres. Divergent voices emerged within staff cohorts, where
individual colleagues held different attitudes towards the public health crisis, and how best to
respond at any given time. This led to the formation of new group divisions and an upsurge in
intragroup tension, which left some more vulnerable to marginalisation and intolerance. Staff
also report an escalation of intergroup conflict, where pre-existing interdisciplinary tensions
were magnified, and hierarchical divisions became more entrenched for a period.
3.3.2.1 Intragroup Tension

Participants describe how the pressure of the unknown could create tension in
approved centres early on, as staff “... got to know each other's strengths and weaknesses fairly

fast” (P2, MHN):

“When a person's environment changes and uncertainty is brought to the fore,
especially when you're working in a dangerous or frontline environment, people's
insecurities, and their doubts and their own, you know, their their (sic) own personal
issues, | believe came to the fore. People were more snappy, they were more agitated,

and things like that ...” (P1, AHP)

MHPs responded differently to the threat posed by Covid-19, where some were more threat-
focused than others. This was often a source of tension and could irritate those who did not

share the same level of concern:

“Other people also at the start, some people individual staff members were more ...
hyper alert than others we'll say, for their own personal reasons, you know? And that

irritated some people.” (P4, MHN)
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Some found it more challenging than others to reconcile professional responsibilities with
personal safety concerns, which caused “.. conflict, and you know they were trying ‘should | go
into work at all?”” (P2, MHN). This culminated in staff refusing to come on-site during an

outbreak, which “kind of disgruntled the shift and caused a little divide” (P5, MHN):

“Groups formed. That's what happened, do you know what | mean? There were those
who, well | was one of the ones that came in on a 15-hour shift. Or if asked to stay 18
hours I'd done so when you wouldn't come in, or you took your holidays, you know what
I mean? Things like that. So, and that still exists ... that kind of em | suppose, dislike of
groups.” (P1, AHP)

Diverse attitudes towards the application of Covid-19 protocols could similarly cause conflict
between staff. Several participants recount experiencing stress when others failed to exhibit

what they consider an acceptable level of caution in their work:

“I suppose, so you have your different kind of staff attitudes, which can be quite
stressful, especially as a junior staff member. So, say if people were taking, you know,
what | deem as necessary precautions to deal with this, if they weren't taking them

precautions, that can be quite stressful.” (P11, MHN)

Participants describe how several “us”vs. “them” group divisions formed early on. In the rehab
unit, a division emerged between those who supported the reintroduction of tunic uniforms
for hygiene purposes and those who did not, where the latter cohort were “.. throwing shade
at the people all of a sudden wearing in the tunic” (P8, MHN). On the acute unit, night duty

staff report a temporary split with their daytime counterparts as they felt excluded from the
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decision-making process. Others describe an increase in role envy, where staff would scrutinise

each other’s roles based on risk and the extent that people had to adapt:

“... people look at other people's roles with a little bit of envy, | know that sounds strange
but if someone's work hours are 9 to 5, and people are leaving work at a certain point
in the day, | think there's people who'll do a long shift, like a 13-hour plus shift, and feel
they're here exposed to that extent, within the workplace, a long day, | think that that's
quite taxing for some, so | think, yeah, people view each other's role they scrutinise each

other's roles, and as to what level people have had to adapt.” (P12, MHN)

As the pandemic continued, diverse beliefs developed among staff about Covid-19. This
divergence of experience threatened intragroup cohesiveness, creating disharmony in the
ranks. One participant describes this as “a sad secondary effect of Covid,” adding that “[they]
would have never probably argued with these people or had any form of ... annoyance with

them were it not for Covid” (P8, MHN):

“It was a very difficult environment in regards to differences of opinions. And, again,
from someone who stood back a lot of the time and observed what was going on, |
would be a person who by [their] very nature would be a mediator, do you know what |
mean? But there was no mediating a lot of, | suppose the heightened opinions and

anxiety that people felt ....” (P1, AHP)

Many MHPs report feeling judged more by colleagues during the pandemic. Some describe
experiencing resentment and anger towards colleagues due to a perceived unwillingness on

their part to tolerate divergent voices:
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“I think when it comes to Covid people have such a fear around it, that if you in any way
have a different opinion, they automatically ... dislike you almost, they can't just see it
as an opinion. It's reckless or it's because you're young and you don't understand, the

threat isn't towards you.” (P11, MHN)

When this MHN contracted Covid-19, they felt that “everyone's looking at me they think | didn't
wash my hands enough” (P14). Others describe “being almost judged on how you're reacting

or responding around clients:”

“.. there's like a couple of the residents on the ward and every evening at the same time
they come to look to hold your hand and they just want to go for a walk with you that's
all they want is company and if say someone if they were going for your hand you'd have

other staff members kind of looking going (sic) you can't do it, you know?” (P10, AHP)

Some MHPs report losing respect for colleagues because of their response to the crisis:

“I suppose I've lost lost a lot of respect for people for, you know, the way that they've

acted towards patients and relatives and their work, you know what | mean?” (P7, MHN)

3.3.2.2 The Vaccination Question

One of the most divisive topics raised by the Covid-19 pandemic pertains to the issue
of vaccination. This was mirrored in approved centres, where different views on vaccination
could represent a significant source of tension between staff. For many MHPs, vaccination was
like a “..light at the end of the tunnel" (P2, MHN), whereas others were more wary at the

prospect, concerned about potential risks and long-term impacts:
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“I lost a bit of sleep em ... a little bit of sleep around the whole the vaccination. I'd be
very, I've gotten all my vaccines, I've gotten the flu vaccine, but taking an untested
vaccine, | was a bit worried about that. And | still am very worried about that, you know,
potential long-term effects, and being branded like an anti-vaxxer, or when everybody

was blindly taking it.” (P8, MHN)

This MHN expresses concern at the lack of sensitivity around the topic, as vaccination status
became common knowledge without due consideration for people’s privacy. They describe
their unease at having to decline the vaccine in front of colleagues, which led to the formation

of opposing groups based on vaccination status:

“Even how it was integrated, like when were offered the vaccine, we were offered it in
work while we're working as a nurse, in front of all your colleagues, in front of patients.
Em, do you want to come down here now and or it is your time now for your vaccine.
And it's a big thing to have to turn around, like nobody knows what my reasons are for
for not getting the vaccine and to put someone in that position ... is not, it's not right,

you know?” (P11, MHN)

The decision of some MHPs to decline the vaccine was viewed negatively by others who
espoused the view that all staff should be obliged to accept the vaccination to not compromise

the wellbeing of colleagues or SUs:

“I must say | find it irritating that some ... staff didn't get vaccinated ... by choice. I'm
against that big time, you should be obliged to get vaccinated or else move away from

the frontline.” (P4, MHN)
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In some instances, the unvaccinated minority were dismissed as “young people” with “little
experience of life,” who were “too precious” and “full of their own importance” (P4, MHN). This
MHP felt betrayed at what they consider a lack of solidarity shown by their unvaccinated
colleagues to the wider group, noting that “we're in this thing together, we should be all

accepting the vaccine ...” (P4, MHN):

“Like young people are ... full of themselves, and they really think they're great, you
know? They know everything. And that irritates me an awful lot, you know, they've little
experience of life and they kind of second guess you, “no, | don't believe it's true. It's just

a hoax.” It's hard to believe. | find it hard to understand that, you know?” (P4, MHN)

Others struck a more conciliatory tone in highlighting the need “to be mindful that, you know,
we all don't think the same” (P17, MHN), that people have diverse views and are entitled to

make their own decisions as autonomous individuals:

“I suppose different people are individuals, and they have the right to their own view
and their own decision-making skills (.) you know, you just have to as | said, continue to
look after yourself ... the majority of the world is compliant with the vaccine and stuff so

look, you know, personally, | don't get upset over things like that.” (P17, MHN)

Unvaccinated MHPs describe having to withstand considerable pressure from colleagues to
reconsider their decision, to the extent that they felt as though they were being coerced, albeit

subtly, into taking the vaccination:

“And you're only being peer pressured and bullied into taking something like that from

your work colleagues. | found that to be probably the most stressful part of it all to be
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honest. It really would stick in your head. Am | gonna (sic) have to be forced to take this?
And it won't be forced because I'll be pressured, you know, but it's forced, it's coercion

in a way, you know, as indirect as it is.” (P8, MHN)

These participants describe how they were regularly singled out by their colleagues and were
openly discriminated against for their stance on vaccination, where “... people would have said

openly, | refuse to work with anyone here who's not vaccinated” (P11, MHN):

“So em ... there's no real way out, you know, like, to be honest, you're in the minority,
and you're quite singled out by people, you know, for being in that minority. Which is

mad, you know? You'd never think it.” (P8, MHN)

Unvaccinated MHPs describe feeling stigmatised and pejoratively labelled as selfish and
reckless by others. This took a significant emotional toll on this cohort, who felt that they would

be held accountable if an outbreak occurred onsite, which is “a big thing to carry” (P11, MHN):

“I was so anxious, you know, and a part of me said, ‘God you're just gonna (sic) have to
go now and get this, okay?’ You know, this is your role as a nurse and everyone else's
opinions, you know, start to come into your head and you believe that they're your own
then, if that makes sense? So, you begin to think ... like what if I'm putting everyone here

at risk?” (P11, MHN)

For this MHP, the topic of vaccination has caused near irreparable damage to collegial
relationships, limiting the extent to which they can seek support from colleagues going

forward, which could have implications on quality of care and career progression:
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“The hours that you work with them, the stuff that you have to deal with, you need to
be able to talk to your ... colleagues about stuff. And if you can't, if that relationship is
broken | suppose? It would be difficult if something happened in the future, you're not
going to go to them for advice, you're not going to go to them for support, because it's

been damaged, because of something so big, | suppose.” (P11, MHN)

3.3.2.3 Hierarchical Divisions

Participants report that the pandemic exacerbated existing hierarchical divisions in
approved centres. Numerous MHPs allude to an escalation in tensions between frontline staff
and senior management caused by the Covid-19 crisis. Several MHPs describe feeling
undervalued and unsupported in their roles when the pandemic first hit, citing a lack of
recognition from senior management of the increased risk they were required to manage in
their roles. This AHP recalls how it felt as though management had “no appreciation for what
it was like for staff members to come in to work every day” (P3, AHP). Their use of the word
“dehumanised” paints a picture of subjugation and expendability at the hands of an oppressive
hierarchical structure. Their sense of being unjustly treated in this way stirred feelings of

resentment, leading them to contemplate a move elsewhere:

“..in many ways, you're just, you're dehumanized, or something or ... yeah, you don't
matter. It's like, you need to come into work, you need to make sure the patients get the
care ... but | just think if there had been a softer, more appreciative approach, it would
have made all the difference. Because | wouldn't have not come to work. | wouldn't have
not gone to a meeting, | wouldn't have not done my one-to-one and | wouldn't have not
done a group, because | could see the value. So, it just made me consider... if | want to

work for the organization.” (P3, AHP)
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Many attest to a general disregard on the part of senior management for staff wellbeing during

the pandemic, where tokenistic offerings of support were par for the course:

“... like nobody has been ever given the opportunity to de-stress or debrief. Like they'll
come in and they'll say, ‘Oh, we've employee assistance or debriefing if you want
anything,” and then they run out before you can say, ‘yeah actually yeah, let's do this.’
No support at all. Nothing of how can we help you? It's all have you done this? Have you
done that? Why haven't you done it? Then giving out that you haven't done it.” (P7,
MHN)

Several MHPs feel that senior management could do more to support staff burdened by

increased workloads during the pandemic who are now on the cusp of burnout:

“I think we've been slipping a lot of staff have been slipping through the net and
[management] have they've been kind of seeing that things weren't great with them,

but they haven't really done anything.” (P6, MHN)

This AHP’s experience of working in an approved centre during Covid-19 has led them to
conclude they are not truly supported in their work. With an air of resignation, they reflect on

coming to the realisation that in their darkest hour, nobody has their back:

“I would have been sure that this was my job for life, but it has made me see that I'm
not minded in this job and nobody really cares about my wellness, or my mental health
or my, you know, resilience, except me and it has made me have a change of mind going,
‘Is there something else that isn't this job?” because em (.) you're never going to be
minded and really difficult things can happen and there will be absolutely no flexibility.

So, in your darkest hour or your hour of need, nobody has your back.” (P15, AHP)
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Participants describe a growing sense of disconnect between decision-makers and frontline
staff since the onset of Covid-19. Many voice frustration at not having the requisite resources
to meet the needs of SUs during the pandemic: “... we're refused by individuals who have spent

no time with dementia patients or their families and they don't see the requirements” (P1, AHP):

“... the support I've gotten from staff has been phenomenal at the we'll say the ground
level. But | think it was was it Paulo Ferriera who said, ‘the eyes see where the feet
stand.” You know what | mean? And in order to, you know, you have to be on the
battlefield to understand what's going on and if you're shouting orders from the top
without seeing as much as a musket being fired, it's very difficult to talk about the

experience of the battlefield.” (P1, AHP)

Some junior staff report experiencing hierarchical tension when working with senior
colleagues, where the prospect of speaking truth to power could be a source of stress. This
participant expresses their discomfort when faced with the dilemma of whether to reprimand

a senior colleague in breach of public health advice when caring for SUs:

“So I'm going in with my mask on and doing all that's being asked of me. And if you have
a colleague who isn't doing that but you're a junior staff member, that can be quite
stressful. You know, having to bring that up and if you're brave enough to bring it up, or

if it's the right thing to bring it up and you start asking all these questions.” (P11, MHN)

Conversely, managers on the ground report that it could be challenging to deal with
“hysterical” staff, engaging in “dramatics” (P7, MHN). This participant expresses resentment at

having to pander to staff at a time of crisis when workplace demands had increased ten-fold:
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“What was going through my head is how can people not come in, do a day's work and
go home without bringing so much drama in their personal life into work. Now, | know
that sounds really, really callous, but like, we are so busy in mental health, we have so

much to do, that we don't have time to be pandering to people.” (P7, MHN)

Some senior practitioners in frontline managerial roles recount scenarios wherein they felt

there was a mismatch between their role obligations and staff expectations:

“... and the staff, you know, one or two people would say, ‘oh we never see her she's
never around, we never see her she's never around,’ | had that once or twice. So at the
end you just have to say, ‘Look, I'm here like, I'm in my office, I'm across the corridor, or
when I'm in there | wear my PPE, and | do, you know, and I'm very much hands on but

what I'm doing is to support you to be in here looking after the residents ..." (P2, MHN)

Participants suggest that divisions between staff in frontline managerial positions and senior
management also became more pronounced because of the pandemic, where some on the

frontlines felt let down by those in higher positions:

“.. the support we have from the managers here is absolutely shocking. Like then with
Covid we did not see any managers, you know what | mean? They rang us on the phone,
or we didn't see them, that was it, and they were it was ... unbelievable, it was it was

actually disgusting ...” (P7, MHN)

Others were wary of litigation in the event of a Covid-related fatality onsite, concerned that

they would be left shouldering the responsibility:
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“You have to cover your back as well. I'm expecting a lot of cases. We've been ok here
thank God, nobody has died, nobody's got sick even, none of our people here ... If it had
happened, you see what would happen then? Was your practice poor, you didn't adhere
to the visitors’ policy, you weren't donning and doffing PPE properly, they'd find some
link and say, well there you are, you brought it in ... they could easily try and pinpoint

it.” (P4, MHN).

Several participants refer to a local culture that typically favours “a hierarchical way of dealing
with things” rather than actively involving staff in the discussion; an inclination that became

more entrenched during Covid-19:

“(.) like I was never brought into a meeting to say this is the plan on forward, either, if
you know | mean? It seemed to be above, above were making decisions and stuff was
filtering down, em which was kind of people were saying shur (sic) you can't put a door

you can't block off there, and | was saying, where is this coming from?” (P14, MHN)

This MHN reflects on what they view as a double standard in terms of what was expected from

them versus those occupying senior management positions:

“.. there was a lot of people that would not step into the unit because you're afraid, and
like so you're talking about audits weren't done, cleaning audits, em looking after the
students weren't done properly. But yet the people that are on the ground looking after

the patients, they still had to go in to do everything.” (P7, MHN)

3.3.2.4 Intergroup Tension
During the initial phase of the pandemic, existing interdisciplinary tensions between

professions were magnified, deepening the medical-social divide. AHPs working in approved
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centres report experiencing a sharp escalation in tensions between them and their nursing

counterparts, which took a significant toll on their wellbeing:

“.. when you're talking about the social environment and the atmosphere, it was really
heavy back then, like so, and it just exacerbated tensions that were probably underlying

anyway, or almost addressed anyway. But ... it really affected us negatively.” (P15, AHP)

Several participants report that the onset of Covid-19 fanned the flames of historic
interdisciplinary tensions around the sourcing of therapeutic spaces onsite, culminating in “a

big face-off” (P15, AHP) in one centre.

“.. Iin the beginning, there was a territorial thing | felt, and I, | was upset about that.
Because | felt we're in a pandemic, this is a once in a lifetime, | hope. And I really felt all

staff should be supporting each other.” (P3, AHP)

This rise in intergroup tension led to the forging of strong intradisciplinary bonds among AHPs,
where “direct colleagues” became “.. really tight because of it” (P15, AHP). This practitioner

reflects on how advocating for their colleagues helped cement intragroup bonds:

“And it really affected my colleagues ... and | suppose there was a power in that, in that
sometimes you can advocate for others more than yourselves and sometimes it really
helped tighten us as a unit. So, there was only three of us in there at the time and we

really strengthened from it like we still have a really good bond ...” (P15, AHP)

This participant reports that “.. once it nearly got to the bullying stage ... we got some more

backup from other professions,” (P15, AHP), citing this development as a turning point in
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interdisciplinary relations “because up until then | felt like people just saw us as, you know, just
disrespected our profession outwardly, everyone did ...” (P15, AHP), which led to greater

intergroup cooperation:

“... I think relations got a lot better after that, so ... like | do think | feel like the trajectory

of staffing and relations between staffing is probably on the up.” (P15, AHP)

AHPs in other centres also report a rise in interdisciplinary tension. This participant describes
how nursing colleagues cast aspersions on the value of their role during the pandemic, implying

that they were not doing enough to engage SUs therapeutically:

“.. like I'm doing the best | can like and it was like, | suppose that came down to Covid
and the fact people didn't see what you were doing because you were doing kind of less
groups, less kind of obvious stuff, more individual work, it was kind of almost an attitude

that, what are you, you know, we need someone to entertain them ...” (P10, AHP)

This AHP depicts a scenario wherein they felt openly disrespected by a medical colleague when

endeavouring to mitigate against Covid-19 risk during a departmental meeting:

“

.. When | go into the rooms, | would always open a window. Because the meetings
wouldn't last for one hour, they could last two to three hours. And | felt we had to have
the windows open. And one time when the consultant wouldn't allow that. He said, I'd
catch a cold. And | said there's a pandemic on, we have to open the window and he just

closed it. So those types of things were were hurtful, and it felt disrespectful.” (P3, AHP)
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Collectively, AHPs attest to a deepening of the medical and social cultural divide because of
Covid-19, with some arguing that the medical model has reasserted its dominance in the

prioritisation of physical health over psychological wellbeing:

“... I saw a noticeable kind of a ... a disparity arise between the different disciplines, you
know, between different professions. And the medical model automatically took centre

stage, you know?” (P1, AHP)

For some, the escalation in interdisciplinary conflict during the pandemic is a personification
of a deeper disparity between different models of care; an underlying philosophical tension
that causes people to “feel negative about you for nothing to do with you” (P15, AHP). Several
AHPs describe how a culture of disrespect towards the social model of care and its proponents
casts a long shadow, even when strong alliances with individual nursing colleagues exist.
Having their voices silenced by the dominant medical culture can engender within them a deep

sense of powerlessness:

“I can have like really good relationships with individuals in there, really good working
relationships but if there's kind of an atmosphere of undermining you or disrespecting
you, that all goes back when you're not there. So like, you're powerless to change it
really. No matter how good your relationships with people are in there, you still can feel

it.” (P15, AHP)

Participants also allude to an emboldening of the general healthcare vs. mental healthcare
divide because of the pandemic. Many articulate the view that mental health took a backseat
during Covid-19, cementing an attitude among staff that they represent the bottom rung on

the ladder of the healthcare agenda and are “the last to get everything” (P7, MHN):
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“All the rest of the staff in the General Hospital were provided with PPE and everything
very swiftly, scrubs the whole lot and we weren't, you know, so | think that was one thing
that was very noticeable the difference between the General Hospital and with us. It
took a little bit of time for you know PPE and things like that to come on board. And |

suppose yeah because mental health weren't seen as a priority, you know?” (P16, MHN)

3.3.3 The Covid Barrier

This theme refers to how the Covid-19 pandemic created barriers in approved centres.
Social distancing created a spatial barrier between staff and SUs, while PPE could represent a
barrier to effective communication. Covid-19 also placed a barrier between SUs, their families,
and the wider community, and could obstruct SU access to meaningful therapeutic supports.
3.3.3.1 Social Distancing

With the onset of Covid-19, MHPs were forced to take a step back from SUs to maintain
a safe distance. This placed a spatial barrier between MHPs and SUs that influenced the nature

of their social interactions, as staff focused on promoting SU wellbeing from a distance:

“It became less about the intimate connection, and therapeutic engagement to sort of
... enhance their psychological wellbeing, and more about how do we distance ourselves
from that individual, but still, you know what | mean, enhance a sense of wellbeing, and

that was quite difficult, you know?” (P1, AHP)

MHPs in approved centres reflect on having to become “quite conscious of kind of keeping the
space” (P12, MHN) and “not getting too close” (P17, MHN) to SUs, which for many goes against

normal human inclinations:
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“.. it feels really strange still ... having to tell a client, can you move away, we need to
keep the distance, we need to keep two metres between us and explaining to them. But
it just felt a bit invalidating, or it felt a bit for them to be to say, you're too close to me.”

(P3, AHP)

Participants describe experiencing a sense of apprehension when approaching SUs that didn’t

exist previously, as though an invisible barrier now stood between them:

“You would be a little afraid ... kind of say approaching people. There's like a wall that

would have never been there before, you know?” (P8, MHN)

Numerous MHPs attest to what they consider to be the far-reaching consequences of social

distancing on the quality of staff-SU interactions:

“Everything is impeded, your your ability to have a therapeutic relationship with
somebody, sometimes people just em, you know, they want just a shoulder and just say
just a patient that comes in, look, we're here with you, you know, you can't do that.”

(P14, MHN)

Practitioners describe social distancing as a barrier to connecting with SUs on a human level,
restricting their capacity to evoke a sense of shared humanity in SU interactions. As one MHP
notes, “we’re all human, we all want the same things, we all have the same wants and needs”
(P17, MHN). Many participants struggle with being unable to reassure or comfort distressed

SUs or families with physical touch:
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“I'm quite a tactile person, and there's nothing like the human touch, you know, there
isn't em to touch someone's hand or | tend to give hugs out, you know, because the
patients in here have never had that kind of physical ... someone to put their arms
around you to know that we are with you on this one, we're all the same. So you're kind

of stepping back and you're nearly becoming OCD when it comes to things ...” (P6, MHN)

Several MHPs allude to the inherent challenge of socially distancing from familiar SUs, which
can be a source of distress and lead some SUs to believe that they have done something wrong

and are being purposely punished:

“... you know, a lot of patients would know us as well, very well, from previous
admissions, and especially if they're elated they come in and they want they might want
to give you a hug, you know, and you're like, ‘no no, | can't do it,” and why aren't you
giving me a hug and what did | do to you and, the paranoid ideas come out from the
patient, that you're not their friend anymore, or, you know, if they are unwell, and those

things are hard to come by.” (P9, MHN)

In lamenting that the “personal touch is gone” (P14, MHN), some posit that social distancing

serves as an impediment to rapport building and promoting equality in interactions with SUs:

“I think it's something you automatically do, you throw your hand out to someone, and
it would have been received as something comforting before, or drops that barrier of
like, you're a mental health professional, you're a service user, we're all on the same
level here, like, you know but, if you can't do that with someone ... and you're standing
back a pace, and you're trying to build a rapport with someone, it's very difficult, you

know?” (P12, MHN)
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For many MHPs, social distancing is a balancing act; one that requires practitioners to conduct
a cost-benefit analysis and weigh-up the merits versus the risks of breaking the two-meter rule

when supporting SUs in the moment:

“... if someone is unsteady you have to walk beside them you have to do what you have
to like to protect ... you have to weigh up like what's safe for the resident and what they
need and then weigh up the risks of Covid and you passing something on or vice versa
like, you just ... you just do what you have to do | think. Like if someone goes falling and
they or if someone is at a risk of kind of ... wandering or falling like you're going to go

with them, like you're going to hold their hand if you have to, you know?” (P10, AHP)

Staff in approved centres had to cap group numbers to facilitate social distancing, which
represented a barrier to SU recovery as it restricted access to meaningful group-based
therapeutic supports. This was particularly challenging for AHPs, who describe the prospect of

refusing SUs in crisis as “devastating” (P15, AHP) as it runs contrary to their professional values:

“.. limiting group numbers is a huge one as well, because | hate saying 'no' to people, |
don't run closed groups, that's me, you know, but | don't think they work in there anyway
because you'll have someone who's unwell who wants to come in who (.) just saying 'no’
to someone at that point (laughs) is really (.) difficult. So, like, we had to limit group
numbers a good bit and | definitely found that difficult.” (P15, AHP)

AHPs experienced guilt at not being able to meet the needs of SUs, and some allocated time
to work individually with SUs who could not attend groups. This guilt was magnified for AHPs
who were not permitted to run any therapeutic groups and could only engage SUs one-to-one,

as SUs could lack access to therapeutic input for extended periods as a result:
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“.. there was that kind of guilt that like, there are some people who wouldn't have been
seen for weeks, and there was just nothing | could do about it because you'd have people
who were really agitated when you'd come on to the ward and you had to prioritize.
Whereas if you were able to do a group, you could have a large number of people in the

room...” (P10, AHP)

On the acute unit, AHPs describe how denying people in crisis access to previously all-inclusive
therapeutic groups could negatively impact on SU wellbeing and sometimes cause confusion

and upset, leading to challenging staff-SU encounters:

“I feel one of the things that was the hardest ... telling people that they can't come to
the group because of social distancing, and that we don't have enough room ... | think
in mental health that can lead to people becoming more paranoid and delusional as
well. Em and it can have a negative effect on people as well that don't, you know,

understand or they're not well enough to, to understand what's going on.” (P13, AHP)

3.3.3.2 The PPE Barrier

For MHPs working in approved during the Covid-19 pandemic, the wearing of PPE could
represent a significant barrier when interacting with SUs. Practitioners describe how the
wearing of PPE had an unsettling effect on some SU cohorts early on and could compromise

staff efforts to create a therapeutic environment:

124

.. we had would have elderly patients coming in as well, and they weren't used to
seeing people in masks. So, everything was a little bit compromised and contradictory.
We were there to do em the best we could under the therapeutic umbrella, and yet here
we were presenting, and | know | did notice, possibly with some elderly patients or even
say psychotic patients, the masks added to the paranoia because people weren't used

to them.” (P14, MHN)
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Others report that this initial sense of unease among SUs in response to staff wearing PPE was

mirrored in long-stay facilities:

“I'd be thinking like, we're coming in here, we're all wearing masks, we're dressed up to
the nines in all this em PPE, and it's not reassuring, you know, to see. And | remember
thinking, God, they must be so worried because they're not out there seeing what's
going on, you know, they're not listening to the news so, all we say to them is what they
realize, you know, and with people with dementia | don't know how much of that they

would retain.” (P11, MHN)

Many MHPs discuss how approaching SUs while wearing PPE could in some instances encroach

upon a SU’s sense of safety and security, serving as an obstacle to building trust and rapport:

“I suppose as well as that, where when patients were coming in first, and you know you
had to swab them for Covid and you’re wearing your full PPE, it can be a bit nerve racking
for the patient because they can't see you properly em, so they might find it hard to, to

trust you or feel comfortable with you.” (P17, MHN)

These sentiments are echoed by others who highlight that the PPE barrier is especially
pronounced when caring for SUs with dementia, serving as a considerable impediment to

therapeutic engagement:

“You're a representation of comfort to them if you approach them correctly. But when
you come in, you know, you're dressed like Dustin Hoffman, in that film, you know what
I mean outbreak or whatever, you're all gowned up and the whole lot, they're looking at

you like, ‘what's going on here?’” (P1, AHP)
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Others note that the wearing of PPE could be disconcerting for staff too when first introduced,

as their workspace more closely resembled a laboratory than a mental health facility:

“I think then the PPE advice came in and all that and next thing, people were donning
full PPE to bring admissions in. Again, that's frightening. And | suppose the directive was
there at the time to wear PPE, and again, it was probably misconstrued as regards how
far you go, but people were erring on the side of caution because nobody really knew.
Em, again that's like frightening for people. It's like they're coming into a laboratory.”

(P14, MHN)

On a practical level, numerous MHPs describe the wearing of PPE as a significant barrier to

clear communication with SUs, which for them represents a fundamental aspect of their role:

“It's a bit strange now with the mask, | find a lot of people can't understand you, and
you'd find yourself pulling down the mask to say something, to repeat it, it's kind of a
barrier to communication because the whole nursing mental health role is

communication it's kind of a foundation, you know?” (P8, MHN)

Participants depict how the muffled effect of face-coverings can inadvertently trigger negative
interactions with SUs, who can sometimes get frustrated at having to constantly repeat
themselves to staff or vice versa, which some feel has been detrimental to staff-SU relations:

124

.. we have to say everything twice, you know? Em, there's that muffled voice we're
coming out with the whole time, when before we could get our message across quite

clearly, then someone is someone is frustrated by the fact that they have to repeat
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themselves, or we have to repeat ourselves. There's ... so yeah there's like the PPE barrier

we'll call it.” (P12, MHN)

Participants portray how mask-wearing can further complicate the nature of social interactions

with SUs who can no longer pick-up on important non-verbal cues like facial expressions:

“I suppose, | think a huge barrier is wearing a mask, you know, so you can't they can't
kind of gauge your facial expressions and things and that that that is a huge, that's a

kind of a barrier ...” (P6, MHN)

Participants stipulate that this can be a particular hindrance when trying to communicate with
older SUs, or those who are hearing or visually impaired, given their increased reliance on non-
verbal cues, making it harder to arrive at a shared understanding without temporarily forgoing

the face-covering:

“I remember particularly how difficult the mask wearing was because you're dealing
with a lot of elderly clients and you realize how much they rely on your, your verbal cues,
I suppose, and your facial expression, and you know, a lot of them will be hard of hearing
and I don't know what you're saying to me, and really difficult to communicate with that
group of people em not understanding, you know, people with dementia, | remember
that being very, very difficult, sometimes so much so you'd be tempted to have to step
back and take down your mask and give them a simple cue, and how much they relied

on that. And that that barrier was a big thing in care of the elderly.” (P11, MHN)

Some describe making a conscious effort to surmount the PPE barrier by compensating for that
which remains hidden under the face-covering by engaging verbally with SUs more, to reassure

them they are not being ignored:
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“... you know, instead of walking down the corridor, you see someone like ... you're
smiling at them, but they don't know you're smiling at them. So, you're trying to
verbalize to people more. ‘Hello, how are you?’ rather than giving a nod like you might
have done before, like, you know? So, you're just trying to make a conscious effort, with

the mask on to make people know that you're aware that they're there ...” (P9, MHN)

3.3.3.3 Restricted Movements

In approved centres, restrictions on visitations to slow the spread of Covid-19 placed a
spatial barrier between SUs and their families. Covid-19 restrictions placed additional barrier
between SUs and the wider community, limiting opportunities for community inclusion.

Participants report that visiting restrictions represented a significant adjustment for SUs:

“..it'simpacted most on the service users. They're on site here, sealed to a space, with no
visitors, unless there's ... special measures put in place and that's only a brief 15-minute
visit that, you think God that was huge just for people that would expect up to two visits
a day, you know?” (P12, MHN)

SUs “.. suffered hugely because the outside inputs weren't coming in” (P2, MHN). This
“detachment from the community” (P12, MHN) removed access to social outlets and
opportunities for positive community engagement. MHPs were cognisant of this when

engaging SUs therapeutically:

“I think what was really hard for them is before Covid, they'd be able to get visitors,
they'd be able to go upstairs for a coffee, they'd be able to go out for a walk, they'd be
able to go on day release, you know, so | would bring that into the work as well and say,’

I know it's hard at the moment,” which | wouldn't have done before.” (P3, AHP)
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Practitioners describe finding it hard to witness the adverse impact of visiting restrictions on
the wellbeing of SUs, many of whom “were becoming upset because they didn't have loved

ones visiting” (P1, AHP):

“.. that's the thing that's going to impact on people's mental health the most, like,
having no visitors means you have no advocate at the toughest time of your life, it
means you have no support at the toughest time of your life, it means you haven't got,

you know, it's (.) that was very difficult for me to see.” (P15, AHP)

Visiting restrictions were particularly challenging for families early on and participants describe
how at times this distress could spill over into tense exchanges with staff. In these instances,

MHPs had to enforce restrictions whilst simultaneously trying to provide reassurance:

“.. some visitors turned up at the front demanding to be left in. Now they had to be
treated with kid gloves like because they were all very upset and ... so there was a lot of
challenges like that around the visiting that was a big challenge for the for the staff,

because we couldn't have visitors, you know?” (P2, MHN)

This MHP conveys the devastation experienced by a family member when visiting restrictions
were first imposed amidst a flurry of chaos and uncertainty. They depict a glass partition
separating an older adult SU from his distraught wife, preventing them from consoling one

another as their lives were suddenly split in two:

“He was sitting up and he was looking out through the glass, and she was looking up at

him through the glass and she was bawling her eyes out and she put her hand up and it
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was like something from the Midnight Express, do you mean? And she wanted that
contact, she wanted to be able to embrace her husband and touch him and ... that went
on for six or seven months before she could physically sit in the same room with him ...”

(P1, AHP)

Participants describe how staff would make a concerted effort to lift the spirits of SUs who
were separated from their families on special occasions. This showing of solidarity with SUs

fulfilled a very human need that was would otherwise not have been met:

“... we would make more of an effort because they couldn't see anybody else so, you
know, you have to think of the personal factor there as well, not just profess[ionals], you
know, we're all human at the end of the day so we have to ... factor in that they'd like to
have a bit of a deal made out of them at their birthday (sic) and at Christmas. So, we
definitely went above and beyond, in particular, in the last year and a half than maybe
at other times when they would’ve seen friends or family on special occasions.” (P17,

MHN)

It was difficult for MHPs to explain to SUs why they could not see their families, and many
experienced considerable guilt as a result. This MHP describes how staff felt as though they

had to apologise to SUs as if they were personally culpable for imposing these restrictions:

“I don't know will it get back to being the same as it was pre Covid ... and em didn't feel
like we had to apologize to the service users the whole time for the restrictions that we
weren't responsible for imposing, does that make sense? So, the likes of visiting
restrictions and all that we were constantly explaining to people, well it's not our fault,

it's, its guidance that's out there the whole time.” (P12, MHN)
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Others report that restricting SU movements could cause frustration. MHNs outline how
having to constantly promote compliance in this regard could strain the nurse-SU relationship,

citing a tendency for SUs to blame staff when denied access to preferred community pursuits:

‘I suppose, with the relationship between the nurse and a patient is, all of the
information that they get about Covid is through us, so when they come to us and ask,
em ‘nurse, can | | go to the cinema?’ It's me telling them, no, you can't go to the cinema
and it's because of Covid things are closed. Therefore, it's, | suppose at a certain point,
they look and they say, ‘oh it's your fault that | can't go to the cinema.’ So, | think a lot
of them might belief that it's us reinforcing it, and not really the bigger idea that it's out
there, you know, and the more you're reinforcing guidelines, that does damage the
relationship, like every second thing they come and ask us for is no, because of Covid.

Like that has to damage your relationship with people, you know?” (P11, MHN)

One practitioner discusses having to explain to bereaved SUs that they could not attend the
funeral of a fellow resident when limits had been placed on attendees. They describe how this
had a profound effect on the unit and impeded the extent to which SUs could process what

had happened and grieve the loss of their friend:

“..like their funerals as well, they were smaller, so it wouldn't have been a celebration
like it was before. So that had a huge ripple effect across our service, you know, and
then trying to explain to the residents then that they couldn't attend. So that was very,
very difficult then he was there one day and then he wasn't there and then trying to

explain to them as well what was going on?” (P6, MHN)
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3.3.4 Solidarity

A strong sense of solidarity emerged between MHPs working in approved centres
during the Covid-19 pandemic, a process that was mirrored to a large extent in staff-SU
relations. MHPs attest to a strong fellowship developing among colleagues as they shared the
novel experience of working in an approved centre during a public health crisis on a scale
hitherto unseen. A strong sense of collective efficacy developed among colleagues — a sense
that by working together, they had the capacity to accomplished shared goals. Staff to a large
extent became interdependent; they could lean on one another and access mutual support
within their group. Collegial relationships became an invaluable source of social connection for
MHPs, and the resulting camaraderie inspired a higher degree of mutual trust and friendship
among colleagues, a sense that they were in this together. Moreover, MHPs report coming to
view colleagues, and SUs, in a different light because of the pandemic.
3.3.4.1 Collective Efficacy

Participants shared the novel experience of working in an approved centre during the
Covid-19 pandemic with each other. For many, there was solace in the sense that everyone

was in it together, and “... were all kind of trudging blindly into it” as a collective (P12, MHN):

“.. I felt everyone's going through it at the same time, like, it was almost like a collective
herd of staff coming to work experiencing the same thing. And | think that's what kept
people going, knowing that you're not on your own doing it you weren't expected to go

into the coalface solo.” (P12, MHN)

Participants report that a strong sense of collective efficacy developed among colleagues, who
felt as though they could accomplish shared goals by working together as a cohesive unit. Staff

describe how colleagues put their differences aside to work towards overcoming the crisis:
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“I saw a number of colleagues ... there was (sic) areas that had broken down, you know
what | mean, due to the toxicity of working together and have a differences of opinions,
and then all of a sudden, they saw there was a kind of em ... there was a, there was a
kind of a primary focus, a primary goal, that we have to work together to get this thing.
And you know, that was nice to see | saw people formed alliances because of that ...
there were very positive alliances that were formed and friendships that were made,

you know?” (P1, AHP)

Numerous participants depict how staff in approved centres banded together in solidarity and
“... put their shoulders to the wheel” (P4, MHN) to keep Covid-19 out and ensure that vulnerable
populations under their care were protected. As a strong sense of group cohesion came to the
fore, many MHPs were buoyed by a sense that “.. we're all doing it together” (P14, MHN),

despite having their own personal fears and concerns:

“.. we just all worked so well together, and looked out for each other and like we had to
we had to be strong and pull together, otherwise, we wouldn't have gotten through it,
you know? And everybody, like everybody had their own personal lives and their own
background and their own concerns living with elderly parents, you know, small babies
at home, everybody had something going on but to be fair, like, we just we just didn't
bring it to the shift we just came in, we were ready to go and get through the day and

that was it.” (P5, MHN)

Many attest to how duty of care and the shared belief that their work was of value encouraged
adaptive coping in the face of adversity, allowing them to overcome their anxieties and ensure

that the service could still function when staffing challenges arose:
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“Like people are doing this as a group, and everyone just seemed to just manage even
with your own anxiety around it, knowing that people still had to be cared for 24/7 here.
And em and as colleagues got sick or took leave off, people managed and backfill that

cover, you know?” (P12, MHN)

Several participants allude to experiencing a collective sense of pride and satisfaction as a

group at having achieved so much in a short space of time under difficult circumstances:

“I suppose for me, the overwhelming thing was satisfaction, which sounds kind of weird.
But it was the satisfaction in achieving what we achieved within a very short space of
time. And the value of being down here and seeing the staff embracing the whole thing

and just basically gettin' on with it.” (P2, MHN)

Participants report that this “sense of pulling together” (P15, AHP) in the pursuit of shared
objectives could also extend to those in frontline managerial positions, where management

were on hand “if ever there was anything to firefight” (P2, MHN):

“But, generally, you know, like, my line manager was excellent, she was there all the

time. She was in to offer support ... when needed, you know?” (P 5, MHN)

Others attest to how management were supportive towards staff who for different reasons
during the Covid-19 journey felt vulnerable. This helped maintain group cohesion among staff

who might have otherwise felt marginalised or isolated:

“I suppose some of our colleagues that would have had some type of medical conditions
or might have been pregnant and might have been concerned about themselves or ...

other family members who were severely compromised or whatever. The management
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here would have accommodated them, which was which was good to see, you know,

people didn't need to be afraid to come in to work ...” (P17, MHN)

Some describe how this collaborative ethos could strengthen lines of communication between

staff and management, empowering the voice of the practitioner:

“... 1 had more contact with direct management and that was beneficial because, you
have a voice, and I'd never had a voice in that job before. So | definitely had relationships
with management that I'd never had before and | could be involved in decision making

in a way that | hadn't had before.” (P15, AHP)

This sense of collectively efficacy also extended to the Mental Health Commission, who “were
ringing us once a week to see how we were getting on and you know, if we'd any problems,
which | have to say, they were fantastic, and they were so supportive” (P7, MHN). The “constant
communication between the Mental Health Commission and the service” (P2, MHN) ensured

that staff felt as though they weren’t abandoned and that everyone was doing their bit:

“..we had a weekly call from the Mental Health Commission eh usually on Monday can't
remember the lady's name, lovely lady used to ring on Monday to check and see how
we were, had we PPE, what was our staffing like, and, you know, was there anything
they could do to be of assistance, and you know ... so there was, they didn't just forget

about us, you know?” (P2, MHN)

Participants also allude to the emergence of collective efficacy between staff and SUs during
Covid-19, arising from a shared acknowledgement of the need to work together to neutralise

the threat posed by the virus:
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“..there was a little feeling of that, that look it we all have to get through this and we
will get through it together and, like supporting each other and as | say now the older
people like the wisdom that they had do you know about life or ... difficult times that
they've been through before, you know, so there was that kind of a ... sense of

togetherness | suppose and camaraderie, | think.” (P16, MHN)

Despite what some regard as a prevailing undercurrent of “not thinking that clients could be
responsible in that way” (P15, AHP), participants report that most SUs have “taken it in their
stride” and “anything we've asked here in relation to Covid protocols, like the masks and the

sanitizer, people have adhered to” (P13, AHP):

“We never had someone in a group program em not socially distance. And if they did,
we could, you know, if they were very say, you know, energetic or whatever, we could
say, oh, we can't do that in here because of social distancing and they'd happily leave.
Like, we never had problems with that. We never had problems with getting people to
sanitize or explaining why we couldn't do something because of Covid. Even like the
group numbers, whatever, that was really people can take that kind of responsibility,

which it just strengthened that | think.” (P15, AHP)

Participants convey a sense of staff and SUs coming together in solidarity for the greater good,

where the collective welfare of the unit took precedence over that of single individuals:

“.. like even people that were acutely unwell, you know, that if we asked them, you
know, that they needed to stay in the room because of their Covid pathway, they were
very responsive now, even as | said even when they were very very unwell (.) so people
were really, were em very responsive and so respectful of the sort of what needed to

happen like you know what | mean, em and | suppose it’s that greater, the greater good
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isn’t it? Like this has happened for the whole unit it's not just you about one person so,

yeah.” (P16, MHN)

3.3.4.2 Interdependence
Aninterdependence developed between MHPs working in approved centres during the
pandemic, where colleagues depended on one another for support. Participants depict an

environment of mutual support, wherein colleagues looked out for one another:

“We looked out for each other and you know, say if somebody didn't get their lunch
break or like we were all just hyper aware and hyper alert of everybody's you know, how
the day was rolling out and if somebody was extra busy we'd like look, you got no tea
break, go home a half an hour early or you know, if we could if things had quietened
down, we were just able to look out and make sure that ... everybody looked out for

each other and offered support.” (P5, MHN)

As a consequence, MHPs felt as though they could lean on each other for support when it was
necessary to do so. For many participants, this camaraderie helped them to remain steadfast

during a tumultuous time of great personal and professional upheaval:

“And as | said like from day one there's absolutely no way | think that myself included,
would have gotten through this whole 16 months without my work colleagues. No way.
Absolutely no way. They were just outstanding like now, and I’'m getting emotional now
talking about that so ... no they were just brilliant like. | was saying that one the one
colleague in particular was just fab like, and we really helped each other like you know?”

(P16, MHN)
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Staff had each other to confide in when they needed to vent. Being “able to kind of bounce
things off each other” meant that they were “.. not left on [their] own with [their] own thoughts

thinking, you know, I'm isolated here” (P8, MHN):

“I think eh definitely, people checked in with each other, like, you know, people were
conscious that someone might be stressed about it. And in the space, again, where |
work here, people tend to come and have check-in with each other here, you know, this
is an office where a lot of things are discussed. But it's, | suppose, an ancillary tearoom
if that makes sense. So, | think the tea breaks where people shared a bit of space and
chat was that was almost a kind of where the valve would be opened, you could release

the pressure.” (P12, MHN)

Participants depict a prevailing sense of loyalty among colleagues in approved centres during
the Covid-19 crisis, where individual practitioners were deeply cognisant of the extent to which

their colleagues depended on them and vice versa:

“.. I'm relying on those people to keep me alive. They're relying on me to keep them
alive. And thankfully that | have very good structure and support within my colleagues.
And | have to be there as well for those. So | tend to be there for my colleagues.” (P6,

MHN)

As a result, MHPs went to considerable lengths to avoid leaving their colleagues on the lurch:

“.. | just knew that | couldn't take any risk of chances of contracting Covid myself,
because the knock-on effect that would have on my colleagues, if | was out for the two

weeks, you know?” (P5, MHN)
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As well as support, practitioners also depended on one another to “put the bright side out for
everybody” (P17, MHN) during darker days. Participants depict how humour helped keep

spirits high, offering a necessary counterweight to the more sombre aspects of the pandemic:

“... we did have a good laugh as well because if you didn't laugh, you'd cry, you know?
And it’s kind of, you know, we had to make light of the situation by putting on all the
gear and the whole lot, you know, you have to kind of see the humour in some of this
traumatic event, you know, we've very dark humour now in psychiatric nursing, but

that's just part of our job.” (P6, MHN)

Whilst approved centres were dependent on an ongoing commitment from staff to fulfil their
professional obligations during the Covid-19 crisis, staff were equally dependent on their roles,
and the outlet provided therein. For many, coming to work each day had a grounding influence,

bringing with it a sense of normality and structure:

“..ironically then as things moved on, the lockdowns and things like that, the routine of
work actually sort of maintained you because other people weren’t having that. Like say
my sister, for example, was at home all day, every day, you know, working from home
and just no out like, whereas at least, to have that freedom to even come into work and
see other people ... like was very helpful. You know, as time went on it was actually a

sort of saving grace nearly, you know?” (P16, MHN)

Participants felt lucky and privileged to have benefitted from the routine of work and being

able to access an environment beyond their own four walls at a time when others could not:
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“... I think the main saver was having the job to go to and having a routine to your week
and a routine to your day is definitely a positive, when you compare it to a lot of other

people, you know?” (P8, MHN)

Numerous practitioners posit that having work as an outlet better equipped them to maintain

their psychological wellbeing when others struggled to do so:

“I'd say all together throughout the pandemic, | haven't been depressed, | haven't been
overly anxious. It's been okay. It hasn't been a horrendous experience for me. And |
actually think coming to work every day has helped to steady that, you know, cause (sic)

I know that some of my friends that haven't had work, have struggled.” (P3, AHP)

Additionally, numerous MHPs became highly dependent on the social connection provided by

their roles at a time when self-isolation and social distancing were the norm:

“.. your own personal circumstances are changing, because you're not seeing the people
you want to be seeing, you know, you're in your own little bubble at home, you're not
going anywhere bar your two kilometres and that, you know, and it's, it's the social

outlet at times coming to work and that?” (P9, MHN)

“.. like colleagues at work, we've kind of carried each other through and we've had that
social contact with each other, that others haven't had. And | think to see how damaging
that was towards the elderly and towards other people that you'd know ... but I've had
that social contact with people, even at difficult times or if the conversations weren't

too, too uplifting ...” (P12, MHN)
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3.3.4.3 A Different Light
Many MHPs describe viewing their colleagues in a different light as a result of the public
health crisis. Some felt privileged to have witnessed first-hand the heroics of others at the

height of the pandemic:

“I think that em coming into work for me was a privilege and it was something that ...
to be able to witness the colleagues of mine, you know, the nursing staff in particular.
And, you know ... eh what they had put themselves through, | mean, you know, people
put up images of people with masks and, you know, dry faces, and, you know, bloodshot

eyes and things like that but | saw that in real time.” (P1, AHP)

As things settled, “there was a newfound respect for people who wouldn't have typically had
gotten on beforehand” (P1, AHP). Many describe a greater mutual understanding among

colleagues and a strengthening of group ties that “has brought people closer” (P17, MHN):

“I think once it's settled down, you know, and then | suppose | mean, it's been over a
year as well. So, you know, but | would certainly feel I'm more, I've got a better
connection, or I've got more positive relationships with some staff, you know, with, with,
like, nursing staff, you know, with staff members that | wouldn't have had - that wouldn't

have been there before Covid.” (P3, AHP)

Others similarly portray how the resolve and determination shown by colleagues in meeting
the considerable demands that accompanied the pandemic have engendered a strong

sentiment of goodwill among staff working in approved centres:
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“I think they stuck at it really and they are genuine, you know, and they have done it.
And they all they have families at home, and they have mortgages and kids and all that

as well, you know, under pressure. But they kept it going.” (P4, MHN)

Some suggest that the crisis has led to a shift in the group identity of staff, where the collective
experience of working together during Covid-19 has instilled in them a sense that, as a unit,

they are more resilient than they had previously thought:

“I suppose this is something none of us could foresee em happening and | ... | think we've
all learned a lot from it. And | think one of the things we've all learned is how resilient
we are, you know, there's massive resilience amongst the staff em to, to deal with it, to
manage it, to come out the other side of it relatively intact, and be able to smile about

it, you know?” (P2, MHN)

Others reflect on the need for staff to move beyond preconceived notions of invulnerability.
For this practitioner, their experience of working through Covid-19 has reminded them that no
single practitioner is infallible. As a result, they are more cognisant of the importance of a
working environment that prioritises mutual support among colleagues, since “Covid has

taught us that it's connections really are most important and our relationships” (P13, AHP):

“I think it would just make you more aware of looking after each other in this
environment, you know, like whereas | think we have probably taken for granted that us
as professionals that we're resilient and we can deal with anything and, but | think that
em throughout the last 16 months like there's been definitely days and weeks where
somebody has not being managing well, you know, for whatever reason, em be it in
work or out of work. And | think probably practice-wise | think it just makes you even

more aware, to look out for each other.” (P16, MHN)
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Numerous MHPs report that the pandemic has prompted them to see SUs in a different light
— “I'think once it calmed down, | think ... there was a much stronger connection ... between staff
and patients” (P3, AHP). MHPs in approved centres shared this novel experience with SUs as it
unfolded. For many, this commonality of experience enabled them to empathise with SUs on

a more genuine level, thus facilitating a stronger sense of connection between staff and SUs:

“That was the one thing for me, | think, maybe slightly more connected to clients
because we all have a shared experience of the pandemic. So, you know, so it impacts
you, and it impacts me. We're sharing. Am | making sense? So, there's something going
on in the world that affects us both. So, if anything, maybe being a bit closer, yeah,

because ... we're both impacted by the same thing. There's a commonality.” (P3, AHP)

Other participants similarly reflect on having more empathy for SUs following their own
personal experiences of isolation during the pandemic. These personal experiences of
adversity allowed them to walk a mile in the shoes of a SU with enduring mental health issues

and adopt a more compassionate stance:

“.. Covid has actually shown us how it feels to be isolated, you know? Cause (sic) |
suppose myself | would have never been cut off from people before, where | think it's
given us an appreciation of how kind of we need others and how some people can live
their lives totally isolated, you know, em without family or friends normally, you know,
without any Covid. So, | think it's given us a taster of what life could be like living with

enduring mental health issues.” (P13, AHP)

For many MHPs, the extent to which the pandemic adversely affected SUs was “an eye-
opener,” causing them “to be more empathetic towards patients, you know, be more mindful

to their needs, be more mindful how the pandemic has affected [them]” (P17, MHN):
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“I'm definitely very empathetic towards them, as in from the perspective that how much
they rely on certain things to get through their day, how much routine is important to
them, and | suppose ... how much more difficult it is for them to go through something
like Covid compared to someone | suppose like myself or, you know, whoever so that
how easy they can be knocked because they're predisposed, | suppose with a mental

illness em and that that something like this can be really hard on them.” (P11, MHN)

This has prompted some practitioners to modify their practice in favour of a more holistic

approach to caregiving:

“Em ... I would like to think since Covid that I'm more holistic, | suppose, in my approach

to the service user. And | suppose more more empathetic as well, | think?” (P13, AHP)

Some describe returning to the essence of what it means to work in a caring profession,
stepping back from psychiatric diagnosis and clinical theory and instead engaging with SUs on

a human level:

“I think it ... has shown me that generally it's bringing it back to the basics of like being
in a caring profession. It's like, it's just stripped away a lot of, say, this sort of theory that
you've learned, you know, about certain psychiatric illnesses and even, but | think it
definitely has stripped it back, right back to the basics of just has is the person have are
they sleeping well, are they eating well, you know, are they able to brush their teeth,
you know, just just paired it right back to the basics of looking after another human

being I think, you know?” (P16, MHN)
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3.4 Discussion
SIT is an important consideration in the era of Covid-19 as group identification tends to come
to the fore in times of crisis and instability. Social identity theory (SIT) is a widely acknowledged
phenomenon and a range of studies have shown that subjective identification with a particular
group membership impacts on thoughts, perception, attitudes, and behaviour (see Haslam,
2014). However, minimal research has explored how SIT processes are subjectively
experienced by MHPs working in approved centres. The current study represents the first to
examine the experiences of MHPs working in regional approved centres during a global
pandemic to investigate whether the public health crisis inadvertently stimulated intra or
intergroup social identity processes in these contexts. Findings indicate that Covid-19
influenced intergroup and intragroup social dynamics in Irish regional approved centres
according to the subjective experience of MHPs working in these environments, which had the

effect of both strengthening and undermining group ties.

3.4.1 Main Findings
3.4.1.1 Intergroup Social Identity Processes

Findings indicate that the Covid-19 pandemic contributed to the occurrence of positive
collective outcomes and pro-social behaviours among staff and SU cohorts. MHPs describe
carrying a strong collective responsibility for safeguarding the welfare of SUs during the
pandemic, which influenced their behaviour outside of work in their efforts to mitigate against
the risk of acquiring Covid-19. The notion that one might be solely responsible for causing an
outbreak on the unit and exposing SUs to the virus weighed heavily on the shoulders of many
MHPs, particularly albeit not exclusively among those working in long-stay units (e.g.,

rehabilitative and psychiatry of later life). Results illustrate that the pandemic triggered
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numerous examples of collective solidarity between MHPs and SUs. MHPs describe going to
considerable lengths to counteract any potential ill-effects of Covid-19 restrictions on SUs,
whether that be through devising innovative Covid-19 compliant therapeutic strategies, the
provision of onsite recreational activities, making efforts to engage individual SUs unable to
attend therapeutic groups, or coming together to lift SU spirits on special occasions when
visitations were prohibited. Findings similarly suggest that a sense of collective efficacy
developed among MHPs and SUs to neutralise the risk of an outbreak onsite, with both groups
working together to safeguard the collective welfare of the unit. It was found that the shared
experience of Covid-19 prompted many MHPs to alter their perception of SUs, enabling them
to empathise with them on a more genuine level and encouraging a stronger social connection,
with some adjusting the nature of their clinical practice as a result.

These findings are in line with previous research on the collective experience of
adversity, which suggests that when people are confronted with a shared global trauma and
co-ordinated responses are required to neutralise a common threat, this can promote social
cohesion and the perception that everybody is “in it together,” regardless of any pre-existing
intergroup divisions (Drury et al., 2016; Flade et al., 2019; Gilligan et al., 2014; Muldoon, 2020).
There is also evidence to suggest that under these circumstances, groups often demonstrate
more cooperation (Bauer et al., 2016; Bowles & Gintis, 2004; Gneezy & Fessler, 2012). In this
regard, the shared experience of Covid-19 appears to have improved intergroup relations
between staff and SUs in approved centres and facilitated the forging of closer bonds, due to
the necessity of having to put forth a united front when faced with a shared challenge (e.g.,
Gaertner & Dovidio, 2009). The solidarity demonstrated by MHPs towards SUs as described
above adds preliminary support to the validity of Jamil Zaki’'s emergent theory of catastrophe

compassion (Zaki, 2020), and its applicability to the Covid-19 pandemic. Moreover, findings
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echo those of previous studies suggesting that the instability caused by complex disasters may
pre-empt gains in altruistic behaviours, a stronger sense of community (Glynn et al., 2003), and
the broadening of social connections (Testard et al., 2021).

Conversely, findings suggest the prevalence of group-based ‘othering’ of risk in
approved centres at the onset of the pandemic, where a weighted self-other dichotomy
developed resulting in the categorisation of SUs as a threat. Social representations (e.g., Joffe,
1996; Wagner et al.,, 2002) may have been inadvertently employed by MHPs working in
approved centres as a mechanism of symbolic coping with the Covid-19 threat, when fear and
uncertainty reigned supreme. Importantly, this was most evident among MHPs working in the
acute setting where there was a regular flow of new admissions. These findings draw
comparisons to Helen Joffe’s (1999) work on Risk and the ‘Other,” which posits that in times of
potential threat or crisis, the distinction between self and other representations intensifies,
causing a powerful division to emerge between a righteous “us” and a disruptive, transgressive
“them” (Douglas, 2003; Joffe, 2007). Prior research suggests that the self-other dichotomy is
of central importance in the conceptualisation of contemporary risk issues including emergent
infectious diseases, illustrating that a pattern of attribution can emerge that blames
marginalised groups for ‘leaking’ the disease into the rest of the population (Joffe, 1999; Joffe
& Bettega, 2003; Smith et al., 2015). These findings also align with prior research suggesting
that our perception of safety and vulnerability are inextricably linked to shared group
membership and group processes (Blois & Ryan, 2013; Cruwys, Stevens, et al., 2020), where
social identities influence our cognitive and emotional responses to others in shaping our own
self-perception (Cruwys, Stevens, et al., 2020). These findings support the hypothesis that
people tend to more readily recognize the risk posed by out-group members (Cruwys, Stevens,

et al., 2020), leading them to take appropriate precautions or, in certain instances, engage in
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discriminatory behaviours (e.g., Greenaway & Cruwys, 2019; Zhai & Du, 2020). Consequently,
potential threats arising from in-group members, in this case MHPs, with a shared social
identity were perceived in some instances as less risky.

Results also illustrate that the Covid-19 restrictions and the wearing of PPE in approved
centres could present a significant obstacle to building rapport with SUs and promoting social
cohesion in staff-SU interactions. Moreover, promoting Covid-19 compliance among SUs in
approved centres could threaten social cohesion and facilitate the emergence of prejudicial
and discriminatory attitudes towards SUs. This is in line with decades of SIT research illustrating
that human beings are motivated to enhance the relative status of their group (Tajfel, 1981)
and to justify existing social hierarchies (Jost et al., 2004).

It emerged that the onset of the Covid-19 pandemic exacerbated existing
interdisciplinary tensions in approved centres across medical-social lines, where AHPs felt
increasingly disrespected by their medical counterparts. With interdisciplinary ties further
undermined, intradisciplinary ties strengthened between out-group members and closer
bonds were forged. This is in line with prior research indicating that threat tends to ratchet up
in-group identification to maintain a sense of safety and control in the face of uncertainty
(Fritsche et al., 2010, 2013; Hogg, 2007), where the strengthening of people’s commitment to
their in-group can sometimes lead to more intolerance and prejudice being directed towards
out-group members (McCann, 2008). Previous studies have also demonstrated a positive
association between in-group identification and in-group favouritism (Hewstone et al., 2002).
This escalation in interdisciplinary tensions may reflect a dissonance between values espoused
by social and medical models of care in an era when the latter has arguably re-asserted its

dominance in approved centres with the prioritisation of infection prevention and control; the
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ensuing sense of powerlessness experienced by out-group members arising from a perceived
inability to enhance group status in a largely medicalised environment.

Findings also illustrate that hierarchical divisions in approved centres became more
pronounced because of the public health crisis amidst a growing sense of underappreciation
and isolation from upper management. SIT suggests that this may in part be attributable to the
tendency for threat to prompt people to support their in-groups and derogate out-groups
under certain conditions due to the propensity for group membership to serve as a buffer to
threat (Castano & Dechesne, 2005; Giannakakis & Fritsche, 2011). This sense of a growing
disconnect between staff and management echoes recent qualitative research exploring
healthcare worker experiences of caring for Covid-19 patients in the NHS (Bennett et al., 2020).
Importantly, current research on burnout in healthcare worker populations during Covd-19
suggests that perceived support or feeling valued by those in leadership positions is associated
with lower levels of adverse outcomes such as stress, burnout, anxiety, depression, and post-

traumatic stress disorder (Feingold et al., 2021; Linzer et al., 2021; Prasad et al., 2021).

3.4.1.2 Intragroup Social Identity Processes

Results indicate that the Covid-19 pandemic saw MHPs working in approved centres
band together more as a collective in solidarity; this phenomenon was very much evident
among MHNs, who relied heavily on each other for mutual support. The fact that these
processes were most evident in, albeit not exclusive to, an intradisciplinary context echoes
previous SIT research suggesting that people are more likely to offer and receive support from
in-group members rather than out-group members (Haslam et al., 2009; Levine et al., 2005).
A strong sense of collective efficacy came to the fore as MHNs pulled together to accomplish

shared goals. Prior research suggests that gains in solidarity of this nature may arise from

160



identity fusion, which refers to a feeling of “oneness” with the in-group, where the alignment
of the personal and social self (Segal et al., 2018) can increase collective action taken to protect
the community (Paredes et al., 2020), or in this context, the unit. Findings illustrate that MHPs
benefitted from the social outlet provided by their roles at a time of social distancing, offering
a necessary counterweight to the reduction of social contacts in their personal lives. The
increased distance that Covid-19 restrictions placed between MHPs represented a
considerable adjustment for MHNs, threatening morale early on as opportunities for social
support and camaraderie among colleagues were few and far between. That said, results
suggest that collegial relationships helped to promote a sense of shared resilience among
MHPs. Collegial relationships were described as an invaluable source of social connection and
social support, often serving as a necessary pressure release valve for MHPs, thus helping them
preserve a sense of personal wellbeing during a tumultuous time.

This is in line with recent ‘social cure’ research, which illustrates how group-based
processes of social support contribute to a range of positive health outcomes (e.g., Haslam et
al., 2018; Holt-Lunstad et al., 2010; Jetten, Haslam, & Haslam, 2012). Previous studies have
demonstrated an equivalence between social variables and behavioural risk factors in terms of
predicting mortality (Holt-Lunstad et al., 2010; Putnam, 2000; Steffens et al., 2016). A recent
meta-analysis by Steffens et al. (2017) has similarly demonstrated that social identification in
organisational contexts is linked to health outcomes. It also emerged that the shared
experience of Covid-19 strengthened collegial bonds through encouraging a deeper level of
mutual understanding and respect. This draws parallels to prior research indicating that
solidarity and social cohesion within groups can often manifest in the wake of mass tragedies
or natural disasters (e.g., Hawdon & Ryan, 2011). Finally, findings suggest that the collective

experience of working through a global pandemic may have positively altered the group
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identity of MHPs working in approved centres, instilling in them a sense that, as a collective,
they are more resilient than they had previously thought. Findings indicate that while
intragroup hierarchical tensions could manifest among staff based on rank and status, a degree
of collective efficacy was evident between staff and management on the ground.

Conversely, it was found that individual differences among MHPs in the context of
Covid-19 threat appraisal led to novel divisions forming within staff groups, which had the
effect of establishing pronounced “us” vs. “them” dichotomies that undermined group ties, as
one might expect (e.g., Greenaway & Cruwys, 2019). Numerous studies have illustrated how
people can become more prejudiced and intolerant towards others who they perceive as
different when they feel threatened (Burke et al., 2010; Duckitt et al., 2002; Fein et al., 2003;
Greenberg et al.,, 1997). As the pandemic continued, different beliefs about Covid-19,
particularly regarding vaccination, posed a significant threat to intragroup cohesion. Findings
indicate that a weighted self-other dichotomy (e.g., Joffe, 1999) emerged within mental health
nurses between the majority vaccinated group and the minority unvaccinated group, whereby
members of the latter came to possess a negative social identity. They describe being
subjected to considerable pressure to conform to the status quo as they were viewed by many
as a threat to the safety of others. Consequently, seeds of discontent were sown, and the
minority group were more susceptible to discrimination, stigmatisation, and condemnation by
majority group members.

Arecent study by Maher et al. (2022) highlights an association between Covid-19 threat
and authoritarian tendencies, building on previous research in indicating that authoritarianism
is rooted in threat and group-related concerns (e.g., Jugert & Duckitt, 2009; Kreindler, 2005).
Authoritarianism as a psychological construct is said to involve three key elements: a deep

respect for authority, a desire to uphold order, and a fear of outsiders (Altemeyer & Altemeyer,
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1996; Funke, 2005). In this instance, the predetermined apportioning of blame to the
unvaccinated minority for hypothetical future outbreaks in advance of any objective
wrongdoing reinforces the sense that disease is carried by transgressive, feared others, who in
this context are the unvaccinated minority. It could thus be argued that efforts to marginalise
the insubordinate group in this way represent an effort to restore or uphold order in response
to perceived threat, particularly since perceived threat can encourage authoritarian responses
(Jugert & Duckitt, 2009). This is interesting given the association between greater group
identification and increased conformity to group norms (e.g., see Neighbors et al.,, 2010;
Stevens et al., 2019). Results indicate that this conflict has damaged social cohesion; it has led
to a heightened sense of distrust, leaving some hesitant to seek support from colleagues and

more inclined to avoid opportunities for social connection in the workplace.

3.4.2 Strengths, Limitations, and Future Directions

To the best of the researcher’s knowledge, this study is the first to explore MHP
experiences of SIT processes in a diverse selection of inpatient mental health settings; previous
studies have tended to focus exclusively on SU experiences in this context (e.g., Bouchard et
al., 2010; Dunn et al., 1990; Galloway & Pistrang, 2019; Harries et al., 1984, Jackson et al., 2009;
Kessing, 2020; Wood et al., 2013). Moreover, this study is the first to empirically explore social
identity processes among a sample of MHPs working in Irish regional approved centres during
an unprecedented and novel public health crisis. As such, this study contributes to the
development of robust mental healthcare research in the context of both Covid-19 and the
application of SIT in healthcare settings (e.g., Burford, 2012; van Schaik et al., 2016), serving as
a useful resource for policymakers in times of crisis. This study’s findings converge with

previous research in highlighting SIT’s considerable influence over healthcare systems and
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their functionality (e.g., Kreindler et al., 2012). Furthermore, they support SIT as a useful
framework for understanding group processes in inpatient mental health settings with a view
to promoting positive systemic change and further dismantling professional, sectoral, and
institutional “silos.”

This study further elucidates the link between SIT and resilience in organisational
contexts, suggesting that group-level identification may exert an influence on health outcomes
among MHPs, potentially having a mitigating effect against occupational stress and burnout.
Future research might benefit from employing mixed methods to further explore this
possibility where a process-based measure of resilience like the Workplace Resilience Inventory
(McLarnon & Rothstein, 2013) and a trait-based measure of burnout (e.g., MBI: Maslach
Burnout Inventory; Maslach et al.,, 1996) could be used in tandem with a qualitative
examination of MHPs accounts of group processes in approved centres. In line with previous
research exploring human behaviour in the wake of significant crises (e.g., Bauer et al., 2016;
Drury et al., 2016; Hawdon & Ryan, 2011), this study highlights the potential for solidarity and
social cohesion to manifest within and between groups during a global pandemic, which can
inspire higher levels of cooperation. At the same time, it highlights how the strengthening of
in-group commitment in response to threat can further marginalise out-group members, and
the role of threat perception in undermining intra and intergroup ties (e.g., Burke et al., 2010;
Duckitt et al., 2002). Perhaps future research could use a social identity approach to build on
Maher et al.’s (2022) recent research investigating the association between Covid-19 threat
and authoritarian tendencies in exploring pandemic-related societal divisions (e.g.,
vaccination) and the role of government messaging therein.

This study collected in-depth data from a cross-section of MHPs working in diverse

regional approved centres, representing a respectable sample size for a qualitative study
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(Vasileiou et al., 2018). Whilst data saturation was deemed to have been achieved, recruitment
of participants in healthcare settings during a pandemic was not without its challenges and this
likely had the effect of curtailing the sample size. In as much as was possible, diversity in terms
of staff characteristics was encouraged with participants from a variety of nursing and allied
health professional backgrounds taking part. However, due to protection of confidentiality, it
was not possible to make comparisons between single allied health professions or refer directly
to a participant’s profession in this context. A larger sample size or a higher representation of
AHPs in the sample may have allowed for comparisons and references of this nature to be
made. That said, the aim of qualitative research is not to achieve statistical representativeness
(Braun & Clarke, 2019), which is why the inclusion of a diverse a range of MHPs working in a
selection of regional approved centres was prioritised.

Since the sole focus of the present study was to explore the experience of MHPs in
approved centres during Covid-19 with a view to elucidating group processes within this
organisational context, SUs were not consulted. This means, however, that many of these
findings rely solely on MHP accounts of intergroup processes involving SUs and lack a
corresponding SU perspective. Despite deciding to focus exclusively on subjective MHP
accounts due to this being a historically under-represented area of study, the exclusion of SUs
is anathema to recovery model ideals and may represent a missed opportunity to jointly
consult with SUs regarding their experiences in approved centres during a global pandemic.
While this critical realist analysis did not consider the factual accuracy of participants' accounts,
deeming this immaterial to understanding their subjective implications, future research could
also compare MHP narratives with SU perspectives on intergroup social identity processes in
approved centres. For instance, it would have been interesting to know whether SUs in long-

stay facilities share MHP perceptions of solidarity and less pro-social intergroup processes.
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Given that inductive thematic analysis was employed for an exploratory examination of
findings with a view to summarising key features of the data, the study is limited by the overly
descriptive nature of the analysis. However, given the exploratory nature of the study and its
objective to describe the experiences of MHPs working in regional approved centres during a
pandemic, thematic analysis was considered the most appropriate approach to data analysis.
Importantly, the current qualitative analysis sought to map the range of experiences present
in this MHP sample from approved centres in one healthcare region of Ireland rather than
generalizing findings beyond this dataset. Therefore, the experiences of participants are not
fully representative of the experiences of MHPs in other Irish approved centres and should not
be regarded as such. Future quantitative research could systematically investigate whether
diverse inpatient MHP interpretations of group processes reliably correlate with particular
antecedents and consequences.

The lack of respondent validation as a means of exploring credibility of results
represents another limitation of this study. Given that trustworthiness of results is a
cornerstone of qualitative research, employing this well-established validation technique
would have enabled participants to provide feedback on data both during and following
completion of the research process (Slettebg, 2021). Although the utility of respondent
validation is contested by some who note the inherent challenges associated with participants
having to accurately vouch for the interpretations of the researcher (e.g., Hammersley and
Atkinson, 1996), its inclusion in the design of this study may have offered participants an
opportunity to construct new meanings and experience empowerment through a re-
examination of validity in dialogue with the researcher (Stoner et al., 2005).

Finally, the use of Cohen’s Kappa in this study for inter-coder reliability purposes can

be viewed as a limitation considering the ongoing controversy surrounding its applicability to
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qualitative research. Although popular, the use of Cohen’s Kappa among qualitative
researchers has long been controversial (see Friese, 2020). While it has been noted that this
measure was created for a very different purpose without the qualitative researcher in mind
(e.g., Cicchetti & Feinstein, 1990; Feinstein & Cicchetti, 1990), others regard it as a viable
instrument for quality assurance in qualitative analysis (Burla et al., 2008). Importantly, the
critical realist epistemological approach employed by this study acknowledges the subjectivity

of the researcher’s own analysis, and the possibility of alternative accounts (Martin, 2020).

3.4.3 Clinical Implications

Findings raise implications for clinical practice. The results of this study suggest that
MHPs in regional approved centres relied heavily on each other for social support and
connection during the Covid-19 pandemic, highlighting the protective role of informal channels
of intradisciplinary peer support in these settings. As a post-Covid-19 world comes into view,
and exhausted global healthcare systems attempt to regroup and assess the damage incurred,
frontline MHPs in approved centres may benefit from an organisational commitment to the
provision of localised formal peer support to help facilitate this transition and re-build intra-
organisational trust. Proactive strategies of this nature should go further than what could be
perceived by staff as tokenistic offers of support or basic signposting to counteract the
perceived undervaluation of staff working in these settings by senior management and help
reverse the growing sense of disconnect between decision-makers and frontline staff. Results
suggest that bridging this gap is paramount to the wellbeing of MHPs and their ability to
continue providing high quality of care to SUs, particularly when one considers how the current
literature on burnout identifies the lack of perceived support from those in leadership positions

as a significant contributor to adverse outcomes among healthcare worker populations
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(Feingold et al., 2021; Linzer et al., 2021; Prasad et al.,, 2021). Whilst some recent studies
highlight this trend of disconnectedness from senior management among healthcare workers
caring for Covid-19 patients (e.g., Bennett et al., 2020), findings suggest that this sentiment
may be prevalent among other healthcare cohorts, more specifically, those working in
inpatient mental health settings.

Whilst SUs were not consulted in this study, practitioner accounts suggest that the
necessary imposition of Covid-19 restrictions on SUs in approved centres could at times
frustrate SUs and serve as an obstacle to rapport building and equality in the context of MHP-
SU relations. This is understandable when one considers that such restrictions are more aligned
to paternalistic models of care, oftentimes representing the antithesis of the core ideals of the
recovery model, where social inclusion, empowerment, self-determination, and hope
represent central tenets of recovery (HSE, 2018). Findings similarly imply that client-centred
practice that upholds recovery model ideals has been further challenged in approved centre
settings due to the added layer of Covid-19 compliance, where some practitioners highlight a
tendency for the increased bureaucracy associated with overseeing infection prevention and
control to detract from the quality of SU care. With these factors in mind, it is vital that efforts
are made to bridge this gap going forward from a clinical governance standpoint to ensure that
barriers to recovery and vital therapeutic engagement are not upheld when it is no longer
necessary to do so from a public health perspective. There may be a role for an external body
in overseeing this transition (e.g., the Mental Health Commission, HIQA), to promote the
prioritisation of a client-centred approach where applicable.

Results indicate an ongoing medical-allied health cultural division in Irish approved
centres; one that risks becoming more entrenched in times of increased stress and can leave

some practitioners feeling powerless. This highlights a need to reprioritise efforts to dismantle
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professional silos in regional approved centres, where team-building interventions on the
ground could play a key role in facilitating this process through opening lines of dialogue
between professions and promoting understanding. The results also shed light on the capacity
for societal divisions that have emerged because of the pandemic, namely regarding Covid-19
vaccination, to permeate clinical settings and pose a threat to group cohesion. This suggests a
need for increased sensitivity around the provision of vaccination onsite in approved centres
so that the choices of individual colleagues are not inadvertently disclosed to others, as the
sharing of vaccination status may invite peer pressure and marginalisation.

Finally, it isimportant to consider the clinical implications of this study’s findings in light
of an evolving public health crisis that continues to impact on global healthcare services. It is
thus useful to interpret thematic patterns longitudinally as many of the intragroup and
intergroup social identity processes outlined in this study came to prominence at different
timepoints during the Covid-19 journey in approved centre sites. For example, the positive
social identity processes outlined between staff and service users were prominent in non-acute
settings for the entirety of Covid-19 journey documented in this study, whereas a weighted
self-other dichotomy superseded the cultivation of a collective efficacy in the acute setting at
the onset of the pandemic. Moreover, the early phase of the Covid-19 pandemic saw a general
dip in staff morale coincide with a flashpoint in interdisciplinary conflict across settings; an
exacerbation in what many considered to represent pre-existing tensions that for the most
part resolved over time and in some instances led to more cohesive interdisciplinary working
relationships. In line with existent SIT literature, positive intragroup identity processes were
more pronounced at times of heightened instability where intradisciplinary colleagues tended
to rely on each other for mutual support, though these processes were evident throughout

and across settings. Importantly, the evolution of the pandemic saw an added layer of
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complexity emerge with the advent of vaccination and its implications threatened intragroup

cohesion.

3.4.4 Conclusion

SIT is a widely acknowledged phenomenon and is an important consideration in times
of crisis and instability. Considerable research has demonstrated that subjective group
identification can influence a person’s thoughts, perception, attitudes, and behaviour. While
inpatient mental health settings have long been regarded as challenging places to work,
wherein complex intergroup dynamics can manifest (Cleary et al., 2010), minimal research has
explored how SIT processes are subjectively experienced by MHPs working in approved
centres. The Covid-19 pandemic provided a unique opportunity to explore group social identity
processes in Irish regional approved centres, from the perspective of those at the frontlines of
service delivery. Findings indicate that the pandemic influenced intergroup and intragroup
social dynamics at these centres, which both strengthened and undermined group ties.

On the one hand, findings illustrate that the shared experience of Covid-19 led to
positive collective outcomes and pro-social behaviours like solidarity and collective efficacy,
both within staff groupings and between staff and SUs, which encouraged social cohesion and
increased cooperation. It also emerged that the threat posed by the pandemic led to instances
of group-based ‘othering’ in approved centres, where SUs were categorised as a threat. Results
indicated a sharp escalation in interdisciplinary tensions at the onset of the pandemic as
intragroup identification strengthened, which for a period deepened the medical-social divide.
Pre-existing hierarchical divisions similarly grew more pronounced, with staff reporting a
greater sense of disconnect from senior management. Results also indicate that a divergence

within certain MHP cohorts in the context of both Covid-19 threat appraisal and vaccination
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led to novel divisions forming within staff groups, which had the effect of establishing
pronounced “self” versus “other” dichotomies, which could pre-empt out-group
marginalisation and discriminatory attitudes.

This study contributes to the development of robust mental healthcare research in the
context of Covid-19, and the application of SIT to inpatient mental health settings to better
understand group processes therein, with a view to promoting positive systemic change.
Moreover, findings are suggestive of an association between SIT and resilience in
organisational contexts, where group-level identification may influence health outcomes in
this context and help to mitigate against occupational stress and burnout. This represents a
fertile area for future exploratory research. Results highlight the protective role of informal
channels of intradisciplinary peer support in approved centres and the importance of an
organisational commitment to enacting proactive formalised strategies to build organisational
trust going forward. Form a clinical governance perspective, findings illustrate the importance
of ensuring that potential barriers to SU recovery and client-centred care in approved centres
are removed in accordance with public health guidance. Future research should endeavour to
compare the subjective experiences of MHPs and SUs in approved centres of intergroup social

identity processes.
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Discussion
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4.1 Chapter Overview

As the final chapter of the thesis, this chapter aims to place the independent studies of
Chapters 2 and 3 within the broader context of the wider thesis aims. In doing so, this chapter
will revisit the aims and rationale of the thesis that were introduced in Chapter 1, and will
discuss the contribution of the two studies to these wider thesis aims, and existing theory and
knowledge. Since the thesis forms part of a Doctorate in Clinical Psychology, a key element of
this chapter will centre upon the clinical implications of the findings. Following a discussion of
the strengths and limitations of the current research, this chapter will include a commentary
on areas for future research. This chapter seeks to synthesise the findings of the two featured
studies to broaden our understanding of the concept of resilience in mental health service
provision and the role of social identity processes. Finally, itis hoped that this chapter will leave
the reader with an in-depth understanding of the degree to which the goals of this thesis were

met and the implications for clinical practice and future research.

4.2 Revisiting Thesis Aims and Rationale

The aim of this thesis was to address a gap in the literature by examining mental health
practitioner (MHP) experiences of resilience in the context of service delivery and to explore
the application of social identity theory (SIT) to inpatient clinical settings and its role in
facilitating MHP resilience processes therein. Given that evidence points to the relevance of
group identification in times of instability and its robust effects on health and wellbeing, this
thesis posits that group-level processes influence MHP resilience. In doing so, it proposes SIT
as a useful theoretical framework for understanding resilience processes in the context of

inpatient mental health (MH) service provision, particularly in times of crisis.
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To address the aims of this thesis, a two-study approach was taken. These studies
contribute to an overall understanding of the factors that influence MHP resilience outcomes
according to those at the frontlines of service delivery. The two studies include: (1) A
systematic review of qualitative literature on MHP experiences of resilience in their practice,
and (2) A gqualitative study exploring staff experiences of social identity processes in Irish
regional approved centres during Covid-19. The rationale for completing these studies within
this thesis was to facilitate a more comprehensive understanding of the conceptual
underpinnings of resilience in the context of MH service provision in line with the unfolding
fourth wave of resilience research that supports the growing recognition of resilience as a
dynamic, multidimensional construct. This was identified as a timely area of empirical
investigation given the emergence of burnout as a critical issue in global mental healthcare
systems, well documented chronic resourcing issues in Irish MH services, and the impact of
Covid-19 on service provision. Factors of relevance at the level of group identification were
considered, with the aim of establishing an in-depth understanding of the experiences of MHPs
working in Irish regional approved centres during the Covid-19 pandemic to explore whether

group social identity processes were inadvertently stimulated by the crisis.

4.3 Key Findings

Findings support conceptualisations of resilience as flexible and multifaceted in MH
service provision, contingent on the dynamic interplay between multiple interconnected
factors. Rather than an intrinsic quality that exists in isolation, resilience is described by MHPs
as a shared process that exists in relationship. Findings illustrate the key role of meaningful
social connections in facilitating resilience processes among MHPs. Results recognise the

bidirectional nature of resilience in MH work, where the resilience of the collective can
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influence that of the individual practitioner, and vice versa. Findings suggest that resilience and
social identity may represent complementary pathways to MHP wellbeing in inpatient MH
service provision, wherein SIT can provide an underlying explanation of how group-level
identification can both strengthen and undermine collective resilience in times of crisis. This
thesis’ findings suggest that SIT represents a helpful theoretical framework for conceptualising
resilience as a dynamic process that occurs within a social context, and support the integration
of resilience and SIT in efforts to promote staff wellbeing in clinical settings. Results across
studies demonstrate a significant degree of convergence between subjective MHP experiences
of factors that facilitate resilient practice and the considerable influence exerted by social
identity processes over MHPs in regional approved centres during Covid-19. Finally, findings
indicate that SIT may provide a constructive lens through which to better understand inpatient
MHP resilience processes and promote resilient practice by reducing stress and enhancing
wellbeing among staff in inpatient settings. Alongside the applicability of SIT in MH settings,
results more generally support previous assertions that SIT exerts a substantial influence on
how healthcare systems function and thus propose SIT as a useful framework for

understanding the group dimension of organisational issues.

4.4 Contribution to theory

The key conceptual advance of this thesis relates to the integration of SIT and resilience,
whereby social identity can provide a useful theoretical framework for understanding the
group dimension of resilience processes. More specifically, the findings of this thesis suggest
that SIT may represent a crucial interface between personal and collective resilience processes
and support Turner’s (2010) proposal that SIT can act as a merger in resilience processes

through its influence over collective cognition and action. This thesis builds upon Southwick et
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al.s (2014) hypothesis that resilience cannot exist in isolation and should be viewed as
occurring on a continuum rather than in binary terms, where findings suggest that the
theoretical coupling of resilience and social identity may help further elucidate the adjacent
elements that make up this continuum, and the role of group processes therein.

This thesis contributes to an ongoing debate in the resilience literature regarding its
conceptual underpinnings, as reflected in its application to MH research to date (Friborg et al.,
2009; Hoge et al., 2007; Larm et al.,, 2010; Lawn et al., 2011; Zamirinejad et al., 2014). In doing
so, it contributes to the unfolding fourth wave of resilience research and supports
conceptualisations of resilience as a dynamic, interactive process that draws from multiple
complex systems of interconnectivity (e.g., Aburn et al., 2016; Curtis & Cicchetti, 2007; Hill et
al.,, 2018). Results support the growing consensus in the literature that conceptualising
resilience solely at the level of the individual excludes fundamental processes implicated in
group resilience following exposure to adversity and support the ongoing prioritisation of
collective levels of resilience in this context (see Drury et al., 2009; Lyons et al., 2016; Norris et
al., 2008), where social identification may represent one such process.

In highlighting the value of meaning-making processes in promoting resilience, the
findings of this thesis are consistent with the resilient integration stage of Richardson’s meta-
theory of resilience (2002), which posits that the capacity for individuals to derive meaning
from adversity can enable growth and the strengthening of resilience (see Chapter 1). Results
across studies suggest that MHPs can experience gains in resilience as a product of overcoming
personal or professional adversity; a process that can prompt significant professional
development and growth. In Chapter 3, for example, MHPs describe how overcoming adversity
intheir own lives during the pandemic facilitated significant personal growth and enabled them

to empathise with SUs on a more genuine level, with some adopting a more compassionate,
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holistic therapeutic presence due to a deeper recognition of the hardships of the other.
Moreover, there may be further scope for extending Richardson’s meta-theory beyond the
level of the individual to capture collective meaning-making and growth in this context. MHPs
working in approved centres, for example, allude to a shift in their collective identity having
overcome the significant challenges posed by the pandemic, after which they saw themselves
as more resilient as a group, as outlined in Chapter 3.

By further demonstrating the link between SIT and resilience processes, this thesis
contributes to a lengthening chain of theoretical development concerned with conceptualising
collective responses to complex emergencies that are often pro-social by nature. While
findings to a large extent support Williams and Drury’s (2009) theory of collective psychosocial
resilience and Zaki’s (2020) emergent concept of catastrophe compassion, they also shed light
on how group-level processes in this context can also undermine group ties and threaten

resilience; a process for which SIT provides a helpful underlying explanation.

4.5 Synthesis of findings across studies and contribution to knowledge

Findings across studies build upon recent research suggesting that resilience and social
identity can be viewed as complementary pathways to enhancing wellbeing and facilitating
positive health outcomes (e.g., Van Dick et al., 2017), and extend this premise to encompass
inpatient MHPs in an Irish context for the first time. Results suggest that social support and
cohesion among MHPs play a key role in facilitating resilience processes and support the
application of the social cure perspective to MH settings. As discussed in Chapter 1, this
perspective is deeply rooted in SIT and sheds light on the link between social groups and
wellbeing. Moreover, this perspective comes with a substantial evidence base across

healthcare, employment, community life, and sporting domains, where identification with
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meaningful social groups is associated with a vast array of physical and psychological health
outcomes (Haslam et al., 2012, 2018).

Findings across studies suggest that the psychological resources derived through the
cultivation of a shared social identity with colleagues can benefit the wellbeing of MHPs by
facilitating a strong sense of solidarity and social cohesion. As evidenced in Chapter 2, MHPs
conceptualise resilience as a relational construct, describing it in terms of a shared process that
emerges from the interplay between self and other. This study also draws attention to the pro-
resilience benefits that can accompany the cultivation of a shared professional identity with
intradisciplinary colleagues; a process that can engender a strong sense of camaraderie.
Findings from Chapter 3 similarly demonstrate how MHPs in approved centres were highly
dependent on the social connection provided by their roles during the pandemic, which had a
protective effect on their personal resilience when access routes to other sources of
meaningful social connection, as evidenced in Chapter 2, were compromised on the grounds
of public health. Furthermore, while approved centres were dependent on staff to fulfil their
role obligations during the pandemic, staff were also dependent on their roles to achieve
something approximating a healthy work-life balance, at a time when the majority of the public
were confined to their homes (see Chapter 3); the latter having been identified in Chapter 2 as
important protective factor in the context of MHP resilience. Since social identity serves as a
basis for group-based social identification, so too can the lack or loss of social identity bring
forth social disconnection and loneliness (Haslam et al., 2022). This is reflected among the
findings of Chapter 3, when an overarching sense of social disconnection among MHPs lowered
morale for a time, challenging group cohesion and collective resilience. These findings are

consistent with studies that illustrate the adverse impact of a lack of social connection on
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psychological wellbeing (Cruwys et al., 2018; McKenzie et al., 2002; Yanos et al., 2001), and
physical health (Holt-Lunstad et al., 2010).

The findings of this thesis align with contemporary research that proposes social
identity as a collective resilience factor. Recent studies indicate that the cultivation of a shared
social identity can help counteract the adverse impact of environmental stress on individuals
and groups (e.g., Drury, 2018; Erfurth et al., 2021; Ntontis et al., 2018, 2021); a process that
can serve as a basis for collective self-organisation across a range of emergency situations.
Under such circumstances, an ethos of cooperation, social support, and collective efficacy can
develop against a backdrop of shared problems and shared goals. This, in turn, can facilitate
the disintegration of previous group boundaries and positively affect wellbeing (Ntontis et al.,
2018, 2021). Results from Chapter 3 illustrate how a strong sense of collective efficacy
developed among MHPs and SUs in approved centres, where the shared experience of the
pandemic required intergroup cooperation to overcome a shared challenge, allowing for the
dissolving of pre-existing divisions and facilitating the forging of closer intergroup bonds; an
outcome that is consistent with existing research on the collective experience of adversity (e.g.,
Drury et al., 2016; Flade et al., 2019; Gilligan et al., 2014; Muldoon, 2020). Importantly, MHPs
had to recognise SUs as co-collaborators in the process of neutralising the Covid-19 threat for
this collective efficacy to develop, echoing findings outlined in Chapter 2 that highlight the
need for practitioners to respect SU agency to sustain resilience. This required MHPs in
approved centres to move beyond categorising SUs as transgressive saboteurs who represent
an existential threat; in-group divisions can intensify in times of crisis and pre-empt the
manifestation of social representations of this nature as discussed in Chapter 3 (e.g., Joffe,

1999).
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Collective efficacy has previously been proposed as an important mediator when it
comes to MH (Cruwys, Stewart, et al., 2020; Van Zomeren et al., 2008), and it has been
proposed as the core mechanism through which the recovery model inspires positive
outcomes among SUs (Tew et al., 2012). This thesis similarly proposes collective efficacy as an
important mediator when it comes to MHP wellbeing, suggesting that it plays a key role in
facilitating collective resilience in inpatient MH settings. This sits well with a core premise of
SIT which posits that shared identity can produce a synergy whereby individuals are equipped
with strengths and abilities that they would not come to possess in isolation; a process that
was very much evident in Chapter 3, when a collective sense of duty of care and a shared belief
that their roles were of value encouraged adaptive coping in the face of adversity, enabling
individual MHPs to overcome their own personal anxieties and keep approved centres
functional. This mirrors findings outlined in Chapter 2 that identify a strong professional
identity and commitment to the vocational self as important contributors to coping, where the
sense that one is making a valuable contribution can foster meaning, commitment, and a deep
sense of purpose; a place where personal identity merges with that of collective. This brings to
mind the concept of identity fusion (Segal et al., 2018) or a feeling of “oneness” with the in-
group as discussed in Chapter 3, where the convergence of the personal and social self can
encourage collective action to protect the community (Paredes et al., 2020). This alignment of
the personal with the collective is also evidenced in Chapter 2 and is positively implicated in
MHP resilience processes, encouraging a goodness-of-fit between practitioners’ personal and
professional values.

Conversely, a divergence in social identities can threaten wellbeing; a process referred
to by some as the social curse (Kellezi et al., 2019; Kellezi & Reicher, 2012; Muldoon et al,,

2019; Schury et al., 2020; Wakefield et al., 2019). This can give rise to social processes like
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stigma, discrimination, and inequality, which have been implicated in poor health outcomes
(e.g., Major & Q' Brien, 2005). Chapter 3 outlines an escalation in existing interdisciplinary
tensions during the pandemic, where professional identities were split across a medical-social
cultural divide. Allied health professionals report that this conflict took a significant toll on their
personal wellbeing, a process well documented in the SIT literature where the strengthening
of people’s commitment to their in-group can sometimes lead to more intolerance and
prejudice being directed towards outgroup members (see McCann, 2008). The injustice
experienced by the marginalised out-group facilitated an increase in collective self-advocacy,
where practitioners moved from a position of self-sacrifice to one of self-preservation; an
important element of resilient practice as outlined in Chapter 2. This conflict led to a
strengthening of intragroup bonds (e.g., Fritsche et al., 2010, 2013; Hogg, 2007), as allied
health professionals could reflect and make sense of things together whilst supporting each
other emotionally. This similarly converges with results from Chapter 2 that identify reflective
practice as a key contributor to resilience due to its capacity to facilitate emotional
containment and encourage meaning-making in the face of work-related challenges.

When social groups splinter and divide in response to intragroup threat, this darker side
of the social cure again comes to the fore, as is evidenced in Chapter 3 when a range of ‘self-
other’ dichotomies formed within groups, none more pronounced than that originating from
the contentious issue of vaccination. The unvaccinated minority staff off-shoot came to
possess a negative social identity and were more susceptible to discrimination by majority
group members; a process illustrated by a range of studies (see Chapter 3). Given that MHPs
conceptualise resilience as a relational construct on which workplace relationships and culture
exert considerable influence as evidenced in Chapter 2, it is understandable that such a

scenario would threaten the resilience of the unvaccinated minority. Moreover, these MHPs
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were more inclined to distance themselves from their colleagues, limiting their capacity to
access collegial support. Research suggests that not only do former group members lose in-
group support but that support is often actively denied to them (e.g., Kellezi & Reicher, 2012),
where norm-violating in-group members receive harsher treatment than their out-group
equivalents (Marques et al., 1988; see Wakefield et al., 2019). Whilst stigma increases
exclusion, undermining trust and cooperation, as is reflected in the experience of unvaccinated
MHPs in Chapter 3, research suggests that this conflict can be overcome by reinforcing
intergroup commonalities and evoking a sense of shared humanity, thereby paving the way for
social cure processes (Bowe et al., 2019); an outcome perhaps evident in MHPs coming to view
SUs with more empathy as a consequence of the pandemic as evidenced in Chapter 3.

An important area of convergence across both studies relates to the role of
management in encouraging MHP resilience processes. Firstly, the two studies cite a tendency
for management to pay lip service to the notion of self-care in MH work in the absence of
sincere efforts to promote practitioner resilience. Chapter 2 suggests that practitioner
resilience is to a large degree reliant upon adequate levels of organisational support, where
flexibility, autonomy, and feeling valued in their roles can have an empowering effect on MHPs.
This is in stark contrast to the growing sense of disconnect from senior management as
reported by MHPs in Chapter 3, where findings depict a prevailing sense of underappreciation
and MHPs feeling inadequately supported in their work. These findings are consistent with
current research on healthcare populations that demonstrate an association between
perceived support or feeling valued by management and lower levels of burnout and other
adverse outcomes (Feingold et al., 2021; Linzer et al., 2021; Prasad et al., 2021). Moreover,
MHPs in approved centres report an increased rigidness in their roles due to the added layer

of Covid-19 compliance, which can reduce opportunities for spontaneity and inhibit their
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capacity to meaningfully engage with SUs. This converges with findings in Chapter 2 indicating
that having a sense of choice and autonomy in their roles can empower MHPs. Additionally,
the results of the systematic review suggest that when organisations impose structure on
MHPs that is perceived as oppressive or overbearing, this can have a disempowering effect and
leave MHPs more vulnerable to experiencing feelings of apathy and powerlessness. This also
evokes the sentiment of allied health professionals in Chapter 3, who describe how feeling
oppressed by the dominant medical culture in approved centres can give rise to a similar sense

of powerlessness.

4.6 Limitations and Strengths

The thesis was constructed with a funnel-type design whereby the aim was to first
develop a broad understanding of factors that influence practitioner resilience based on the
subjective experience of MHPs in Chapter 2. Considering the findings therein and recent trends
in the resilience literature, it was then decided to move to a more focused examination of
practitioner accounts of social identity processes in regional approved centres during Covid-19
in Chapter 3. This structure was designed to address the overarching aim of developing greater
conceptual clarity of the construct of MHP resilience in the context of service delivery, and to
further elucidate the role of social identification in this process. However, this methodology
also encompassed practical considerations. The preferred thesis structure as defined by the
doctoral programme was that of a systematic review in conjunction with an empirical study,
which meant that certain elements of the design were prescriptive. Furthermore, as a thesis
undertaken within a clinical programme it was important to prioritise clinical applicability. In
implementing this funnel-type design it was possible to address key thesis aims whilst

balancing the prescribed parameters of the doctoral programme. Within these parameters, an
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aim was to work towards developing a greater awareness of MHP experiences of resilience and
factors that impact on same with a view to broadening understandings of resilience and how
it might be promoted among staff working in notoriously challenging clinical environments.

While satisfied that this choice of methods succeeded in contributing to this aim,
particularly since this represents an under-represented area of empirical investigation, it is
important to note that there are relevant clinical experiences that were not captured by this
thesis methodology. With both studies focusing on practitioner experiences, it is likely that the
inclusion of SU experiences in this thesis could have provided a worthwhile alternate
methodology. This is particularly relevant in Chapter 3, where findings relating to intergroup
processes between staff and SUs rely solely on MHP interpretations, lacking a corresponding
SU perspective. Although a decision was made to solely focus on MHP experiences of resilience
and social identity processes, with a view towards encouraging positive outcomes both for
MHPs and SUs alike, excluding SU viewpoints represents a salient limitation of this thesis.
Moreover, the exclusion of SUs from MH research runs contrary to recovery model ideals and
perhaps can be viewed as a missed opportunity to consult the lived experience of SUs in
approved centres during an unprecedented time of crisis and upheaval.

Another limitation to the thesis centres upon the possibility that a sample selection bias
may have occurred during data collection for the empirical study. Approved centre staff who
volunteered to participate in the study outlined in Chapter 3 may have had a greater interest
in the topic or may have felt more compelled than others to use the research project as an
opportunity to express their dissatisfaction with the nature of clinical governance at these
centres, and the workplace culture therein. Despite having achieved data saturation,
participant recruitment in inpatient hospital settings during the Covid-19 pandemic had its

challenges, and consequently, the sample size was likely curtailed. This curtailment of the
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sample size, coupled with the traditional under-representation of allied health professionals in
approved centres, meant that comparisons could not be made between single allied health
professions in this context to protect confidentiality. Comparisons of this nature were,
however, possible in the systematic review.

The fact that this thesis solely employed a qualitative design in its methodology
represents another limitation, where the absence of a quantitative approach may have limited
the breadth and depth of understanding achieved, removing opportunities for corroboration
of findings by employing a mixed method approach, particularly in the systematic review where
studies that employed process-based measures of resilience were excluded. Moreover, an
exclusively qualitative design arguably magnifies the risk of interpretative bias in this thesis.
That said, the lack of a review that systematically collates, evaluates, and synthesises
qualitative empirical studies exploring MHP experiences of the reality of what resilience means
in their practice was problematic, particularly as such a document may have important
implications for governance in the context of MH service provision. Furthermore, my
experiences as a clinician inspired a desire to develop a wider understanding of the construct
of resilience as experienced by MHPs as | felt it merited further attention given its relevance to
practitioner wellbeing and quality of care. The prioritisation of a qualitative perspective also
made sense given the ongoing conceptual evolution of resilience as a dynamic, interactive
construct as outlined in Chapter 1, as it facilitated a departure from a traditional overreliance
in MH literature on preconceived variables conceptualising resilience as an innate
psychological construct, encouraging further development of how resilience is understood in
this context. Moreover, the ongoing issues around the conceptual clarity of resilience and its

application to MH research are reflected in quantitative empirical investigations, with some
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utilising process-based measures of resilience (e.g., Crowe et al., 2016) and the majority relying
on trait-based measures (e.g., Kalathil et al., 2011).

These limitations notwithstanding, this thesis has many strengths. Firstly, an important
conceptual advance of this thesis involves the integration of SIT and resilience in the context
of MH service provision. Therefore, this thesis contributes to an unfolding fourth wave of
resilience research in developing an understanding of resilience as a dynamic and
multidimensional construct in MH service delivery and the role of social identity processes
therein. Secondly, this thesis covers new ground in investigating social identity processes
among a sample of MHPs working in Irish regional approved centres during a global pandemic.
It thus contributes to the development of both a robust body of Covid-19 mental healthcare
research and the application of SIT to healthcare service provision research (e.g., Burford,
2012; van Schaik et al., 2016). As the findings of this thesis can shed further light on the multiple
systems of interconnectivity that influence MHP resilience, and the role of social identity
processes, it is hoped that it may serve as a helpful resource for researchers, practitioners, and

policymakers going forward.

4.7 Implications for Practice and Policy

The findings of this thesis raise implications for clinical practice and policy. Since
resilience and social identity may represent complementary pathways to MHP wellbeing,
findings support a reconsolidation of organisational efforts to promote social cohesion among
staff in Irish regional approved centres as services re-group post-pandemic. Given the central
importance of relationships in influencing practitioner resilience, it is crucial that efforts to
build MHP resilience are sufficiently multifaceted and extend beyond the level of the individual.

Findings support the application of a social ecological model of resilience (e.g., Ungar, 2015) in
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approved centres; one that accepts practitioner resilience as something that cannot exist in
isolation from the organisational culture, and the group dimensions therein.

An organisational commitment to the provision of incentivised group-based peer
support could represent a resource efficient means of simultaneously encouraging personal
reflection, strengthening social identification, and hence collective resilience. There is some
evidence to suggest that group-based trainings can be more effective than individual trainings
(e.g., Mantzios & Giannou, 2014), where collective efficacy has been proposed as an important
mediator. Moreover, some posit that the positive wellbeing outcomes elicited by community-
based, recovery-oriented support groups are similarly mediated by collective efficacy (e.g.,
Cruwys, Stewart, et al., 2020). Consequently, evidence-based resilience workshops, like the
Stress Management and Resiliency Training (SMART; Sood et al.,, 2014) programme, that
incorporate a group format may simultaneously foster resilience and SIT processes among
MHP cohorts. Similarly, group-level interventions like Mindfulness-Based Stress Reduction that
have been shown to reduce burnout among healthcare professional samples (Luken &
Sammons, 2016) may jointly stimulate individual and collective resilience processes in this way,
since opportunities for reflection are incorporated into this model.

An important area of convergence across both studies relates to the relationship
between the hierarchical organisational structure and MHP resilience processes. Indeed
authentic leadership has been shown to increase staff wellbeing in organisational contexts,
with some implicating increased social identification in this outcome (e.g., Hystad et al., 2014).
Moreover, findings from Chapter 2 suggest that practitioner resilience is highly reliant on
perceived organisational support, where flexibility, autonomy, and feeling valued in their role
can have an empowering effect. A growing sense of disconnect between staff and senior

management is highlighted in Chapter 3, and findings illustrate that MHPs in approved centres
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feel increasingly underappreciated and unsupported. Importantly, current research on
healthcare populations demonstrates an association between perceived support or feeling
valued by management and lower levels of burnout and other adverse outcomes (Feingold et
al., 2021; Linzer et al., 2021; Prasad et al., 2021). With burnout identified as a critical issue in
MH service provision prior to the disruption caused by Covid-19, MHPs in approved centres
should be encouraged to abandon preconceived notions of invulnerability at a policy level. An
organisational culture that values practitioner wellbeing and proactively promotes self-care
practices and other pro-resilience strategies should be viewed as an ethical imperative, given
the plethora of adverse outcomes associated with the alternative (see Chapter 1).

Findings are suggestive of the enduring presence of professional silos in Irish regional
approved centres, and imply that relations between disciplines may become more inflamed in
a time of crisis. This risks compromising effective interdisciplinary collaboration and,
consequently, quality of care in these settings. Moreover, it draws attention to the need to
further dismantle professional silos in MH, a longstanding challenge and a common feature of
research on healthcare service provision (e.g., Clancy, 2006; McDonald et al., 2007). Findings
in Chapter 2 attest to how MHPs can feel disempowered when they perceive an organisational
structure to be oppressive or overbearing, limiting their sense of autonomy in their roles. This
can leave practitioners more vulnerable to experiencing feelings of apathy and powerlessness;
a sentiment expressed by allied health professionals in Chapter 3 in response to their perceived
subservience to the dominant medical culture in approved centres. The findings of this thesis
are consistent with previous research in proposing SIT as a useful framework for understanding
the dynamics of interdisciplinary teamwork in healthcare settings (Burford, 2012; van Schaik

et al.,, 2016) and suggest that interdisciplinary team-building interventions could help
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encourage a more egalitarian culture of care. It is only through facilitating an open dialogue
between the disciplines that commonalities can emerge.

Findings have implications for policy and recovery-oriented care in highlighting the
importance of positioning SUs as co-collaborators in the clinical sphere. Results outlined in
Chapter 3 suggest that paternalistic and prejudiced attitudes towards SUs persist in approved
centres, where the added dimension of promoting adherence to public health measures could
run contrary to the core tenets of the recovery model, namely social inclusion, empowerment,
self-determination, and hope (HSE, 2018). Practitioners also suggest that the increased
bureaucracy accompanying Covid-19 compliance in their roles could compromise client-
centred care. This thesis highlights the benefits of adopting a recovery-orientation for both SUs
and practitioners. It is important to note, however, that organisational factors play a key role
in influencing staff receptiveness to making recovery-oriented changes (Gee et al.,, 2017),
whereby an organisational commitment to steer away from a culture of blame towards one
that encourages positive risk-taking can incentivise staff to move beyond traditional role
boundaries. From a clinical governance perspective, it is critical that barriers to SU recovery
are removed in tandem with public health guidance where an impartial external body could
oversee this transition (e.g., the Mental Health Commission, HIQA). This is of particular salience
given the longstanding challenges associated with embedding a recovery-oriented ethos into
inpatient MH settings.

This thesis identifies social inclusion and identity as core contributors to MHP resilience.
This is interesting when one considers that these represent central tenets of recovery and is
further suggestive of a link between social identity processes and the recovery model. From a
service development perspective, a meaningful extension of fundamental recovery model

ideals to MHPs may help promote occupational wellbeing, career longevity, quality of care and
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positive SU outcomes, and a host of organisational benefits. In the same way that prioritising
SU perspectives in the formation of MH policy and best practice guidelines enhances the
overall responsiveness and efficacy of global healthcare systems, an organisational culture of
co-collaboration that empowers practitioner voices is likely to yield similar gains. Furthermore,
findings from Chapter 3 can inform a broader ethical conversation about the processing of
Covid-19 vaccination data in organisational contexts, and the right of individual practitioners
to privacy. Findings suggest that failing to handle the issue of vaccination with due sensitivity
within an healthcare service provision framework may threaten collective resilience, which in
turn risks compromising individual practitioner wellbeing and quality of care. On a national
level, results indicate a widening of the healthcare/mental healthcare schism from the
perspective of MHPs working in Irish approved centres, where staff attitudes on the ground
are reflective of the low priority given to MH in the overall Sldintecare strategy, as critiqued by

Mental Health Reform (2021) and outlined in Chapter 1.

4.8 Implications for Research

This thesis offers significant scope for future research. Since the thesis supports the
application of the social cure perspective to staff in MH settings and an extension of recovery
model ideals to MHPs to promote resilient practice, future research could examine the
potential application of Haslam et al.’s (2016) “groups 4 health” to inpatient MH settings. This
manualised 5-module psychological intervention has already been shown to be an effective
means of developing social group relationships in SU populations (Cruwys et al., 2021; Haslam
et al.,, 2019) and has prompted gains in mental health, wellbeing, and social connectedness.
Moreover, recent Covid-19 related research suggests that this intervention may offer

protection against unanticipated environmental and contextual threats to wellbeing, and may
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be effective as an intervention to ‘inoculate’ people against changes associated with major life
events (Cruwys et al., 2021).

Findings support efforts to move beyond the use of trait-based resilience measures in
resilience research to reflect its current state of conceptual evolution. For example, future
resilience research in healthcare settings may benefit from incorporating process-based
resilience measures like the Workplace Resilience Inventory (MclLarnon & Rothstein, 2013) into
the empirical design. Similarly, this thesis supports the application of psychometric instruments
that acknowledge the group dimension of resilience processes to inpatient mental health
settings. For example, the Fletcher-Lyons Collective Resilience Scale (FLCRS; Lyons et al., 2016)
has shown promise in its capacity to assess the wellbeing benefits associated with belonging
to resilient groups or communities. Results suggest that explorative efforts to validate this
instrument for use among MHP cohorts may represent a fertile avenue for future research.

A key conceptual advance of this thesis relates to the integration of SIT and resilience
in the context of MH service provision, whereby social identity may provide a constructive lens
through which to better understand MHP resilience processes. This warrants further
investigation in future empirical research as efforts to combine the two fields of resilience and
social identity research show promise. Future research should build on the exploratory findings
of this thesis and further examine social identity as a resilience factor in MH service provision
both globally and nationally, to develop an understanding of how it operates in reducing the
adverse impact of environmental stress on individuals and groups in this context. Given that
this thesis sought to address a gap in the literature by establishing a deeper understanding of
MHP experiences of resilience in the context of service delivery, and the role of social identity
processes, SUs were not consulted in this research. In keeping with recovery model ideals and

the social identity approach, it is imperative that future qualitative research in this area
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dissolves this intergroup boundary in prioritising SU inclusion, where future studies could
compare MHP and SU perspectives on how intergroup social identity processes in approved
centres impact on resilience. Future exploratory research could also seek to further develop
the emergent concept of catastrophe compassion (Zaki, 2020) by examining its applicability to
acute inpatient MH settings. Finally, given that SIT and polyvagal theory (Porges, 1997, 2003)
overlap in their concern with human responses to threat and how a perceived lack of safety
can influence social functioning, research combining these disparate fields of research may
represent a timely area of empirical endeavour, both from a theoretical and a clinical

standpoint, as the world recovers from a collective trauma in the form of a global pandemic.

4.9 Conclusion

This thesis sought to explore the concept of resilience in MH service provision to better
understand processes that influence practitioner resilience in this context and investigate the
role of social identification therein. The findings of the thesis as a whole suggest that resilience
represents a flexible, multidimensional construct in the area of MH delivery that is largely
contingent upon the dynamic interplay between multiple factors of interconnectivity; a
process wherein social identification and group-level processes play a key role. This thesis
highlights the conceptual compatibility of resilience and SIT, where both may represent
complementary pathways to MHP wellbeing that can be harnessed to engender positive
outcomes for individual practitioners, SUs, and mental healthcare systemes.

This thesis raises important clinical implications. Findings posit that SIT exerts a
considerable influence over the functionality of inpatient mental healthcare systems and
propose it as a useful framework for understanding the group dimension of organisational

conflicts in this context. This thesis also offers significant scope for future research and
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supports the integration of resilience and social identity in MH research, to further develop an
understanding of how to mitigate against the adverse impact of environmental stress on
individuals and groups in this context. The unfolding fourth wave of resilience research is an
area in which there is a great deal of scope to develop a deeper understanding of dynamic,
relational processes that may yield long lasting benefits for mental healthcare staff populations

and perhaps wider society.
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CODE NAME

Appendix A: Coding Frame

DEFINITION

EXAMPLE

A New Normal

As the world was thrust into the unknown with the onset of the pandemic, staff in approved centres had to adjust to a new normal
almost overnight. This involved taking on additional role demands and making unprecedented adaptations to their practice. An
atmosphere of fear and uncertainty prevailed which lowered morale; a process exacerbated by rapidly evolving infection control

guidance.
An Invisible (code: SU threat) Staff became hyper-alert to the threat Yeah, | think it caused almost a bit of
Spray posed by Service Users (SU) in the tension because ... service users with mental

context of Covid risk.

health challenges don't really take into
account on occasions, social distancing, and
maybe hearing impairments visual
impairments where you have to get close to
someone. And once you kind of come
within that distance, you you're more alert
to the fact that there's aerosol being
produced because the bulk of people here
don't wear masks or face coverings, you
know? So that was on your mind that you
were ... getting a kind of an invisible spray.

(code: staff threat to
SuUs)

Staff became hyper-alert to the threat
they posed to SUs

*Staff paranoia about bringing Covid onto
the unit, felt responsible for their welfare,
influencing their behaviour outside of
work

243

| suppose the sheer responsibility you feel
for your residents and ... you know, at the
end of the day, we were coming into work
to protect those and keep them safe and well
and do our best for them, and that was
constantly in the back of your mind, you
know, and every decision you made



throughout was always you were thinking of
work and the knock-on effects for work
really, especially initially ....

No Clear
Roadmap

(code: Covid threat)

(code: lack of clear
guidance)

(code: info overload)

Staff became hyper-alert to the threat
posed by Covid

*Staff struggled to balance professional
responsibilities vs ensuring the safety of
their families

Sense of uncertainty exacerbated by lack
of clear guidance on infection control due
to rapidly evolving situation

*Also include management perspective
(not knowing if it was going to be ok but
having to present a calm demeanour)

Staff were inundated with updated policy
documents daily due to the rapidly
evolving infection control guidance,
adding to the uncertainty and further
overwhelming staff.
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I mean, it was weighing, you know, you're
suddenly dealing with something, but it's
not tangible you can't see it.

There was a pan pandamonium, perhaps a
bit strong, you know, but definitely a sense
of confusion leading to bewilderment, you
know what I mean, amongst the people
because, it was like eh ... the blind leading
the blind, nobody knew exactly what they
were doing

It was funny, because it was changing so
rapidly, any guidance that was that was
coming in, eh | set up a folder on my
desktop, just lobbing (sic) in the emails that
were coming through, eh regarding infection
prevention and control measures, new
guidance, new changes, every day there
seemed to be a fresh email dumped into
your inbox telling you to do something
different than you had done it the previous
day. So, that was kind of strange, because
you you had, you were unclear, the
guidance was unclear, because it was all
evolving so quickly, em that the initial
measures we were taking seemed to be



Low Morale

(code: low morale)

Initially, the fear and uncertainty around
Covid had an adverse impact on the
atmosphere at work and morale among
staff.

*Includes the following:

- split, staggered breaks reduced
potential for positive interactions between
staff

- staff had to work extra hours (short
staffing etc.)

- limited opportunities to check-in with
colleagues (social connection)

- staff couldn’t go off-site for breaks, they
were welded to the unit and had no
breathing space

- sense of loneliness, isolation among
staff

- the pressure of the unknown

- tenser atmosphere

- heightened staff anxiety levels

- paranoia about bringing Covid into the
unit

- pregnant staff disappearing

- harder to leave work at work

- hard to witness the adverse impact on
SU wellbeing
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changing and the the what, what was
expected of you seemed to be growing each
day.

Now, when you're limited to a certain
number in any room ahm ... people are split
for breaks, things are staggered, there's not
the same meet-up time or check-in time
with each other during the day, we're all
focused on the job we're doing, and I think
eh ... now it's improved as time goes on but
definitely the atmosphere at work, the
morale staff morale had really dipped, you
know, because they were everyone was
carrying that pressure of the unknown, that
there wasn't the same what would you call it
fun aspect. But there wasn't any any
humorous side to work, it was all quite
serious for so, so long, that em ... that
people didn't have that kind of eh a light
atmosphere. It was all it was kind of dull,
heavy, and morale was dipped and, you kind
of felt, God we were just trudging around,
does that make sense? And then as it as
we've adapted more and more that kind of
has lifted a bit.



Another Layer to
the Role

(code: additional role Additional role demands placed on MHPs

demands)

(code: role

adjustment)

to safeguard SUs through encouraging
adherence to public health measures
during Covid caused a shift in staff-
patient dynamics.

(e.g., staff having to constantly explain
and enforce public health measures
could at times strain staff-patient
relations)

Staff had to adjust their clinical practice
overnight and had to come up with novel
and innovative ways of supporting SUs
and their families
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| suppose, with the relationship between the
nurse and a patient is, all of the information
that they get about Covid is through us, so
when they come to us and ask, em nurse,
can | can | go to the cinema? It's me telling
them, no, you can't go to the cinema and it's
because of Covid things are closed.
Therefore, it's, | suppose at a certain point,
they look and they say, oh it's your fault that
| can't go to the cinema. So | think a lot of
them might belief that it's us reinforcing it,
and not really bigger idea that it's out there,
you know, and the more you're reinforcing
guidelines, and suggestions and all that type
of thing, that does damage the relationship,
like every second thing they come and ask
us for is no, because of Covid. Like that has
to damage your relationship with people,
you know? No matter how hard you try or
give an alternative, like it does, you know?

| had to devise strategies and ways by which
I could engage with individuals so ... I kind
of I set up a production line, em in one of
the rooms that we use for therapeutic
interventions, and I took fish nets ... and I
got, you know, we got our needles and
threads, you know, for repairing the nets
and things like that. And I I'd wake him up
and tell them we're gonna (sic) go off, we're



gonna (sic) head into the factory and he will
follow with me you know what | mean and |
said, show me how to repair them nets ...

Group Divisions

Refers to how collegial relationships were challenged because of Covid. Divergent voices emerged within staff cohorts, where
individual colleagues held different attitudes towards the public health crisis, and how best to respond at any given time. This led
to the formation of new group divisions between colleagues and an upsurge in intra-group tension, which left some more vulnerable
to marginalisation and intolerance. Staff also report an escalation of inter-group conflict, where pre-existing interdisciplinary tensions
were magnified and hierarchical divisions at these centres became more entrenched for a period.

Intra-group (code: intra-group Individual colleagues had different It's very hard to. | suppose you just have to

tension tension) attitudes towards Covid which caused look at, you know, like I said, they are
them to respond in different ways at people's beliefs. And I have to respect that
different stages. This could often be a that's what they think, that's what they're
source of tension, in some instances afraid of, and that's their perspective on it.
leading to intra-group off- And | just kind of allowed that but then it's
shoots/divisions. hard when they don't afford you that same

courtesy. And that's where the kind of the
resentment comes, or the anger, | suppose,

*Includes the following: towards your colleagues is that they don't

- staff annoyances with covid dominating  afford you the same respect. So | suppose
workplace conversations you wouldn't, I'm not fully at piece we'll say
- different opinions/attitudes to Covid and  with it like, or | haven't fully dealt with it, |
Covid risk, safety protocols, patient suppose. My way has been to come away
welfare/safeguarding among staff from them colleagues, which I don't know is
- strong, fixed beliefs about Covid the right ... solution, because you have to
damaged collegial relationships work with them and then, like, you say, like,
- people critical towards dissenting voices if if we were in environment together, you

- discriminatory attitudes towards have to put their opinions aside and
colleagues sometimes that's not an easy thing to do.
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Hierarchical
Divisions

(code: hierarchical
tension)

- tendency to gravitate towards those with

similar beliefs/opinions and step back
from others

- inconsistencies in staff adherence to
Covid safety protocol a source of stress,
tension, frustration

- fear and uncertainty made staff more
agitated, judgemental towards one
another

- role envy (e.g., Shift staff vs. 9-5 staff),
resentment towards other colleagues

- some staff had to work additional hours
due to others refusing to work

- familiar staff vs unfamiliar staff

- feeling judged by other staff for
contracting Covid

- night staff vs. day staff

- pro-tunic staff vs. no-tunic staff

Covid exacerbated hierarchical divisions
among staff.

*e.g., between staff and management,

between management on the ground and

upper management, between low- and
high-ranking staff (e.g., Jnr and snr staff,
student nurses)

*Feeling unsupported at an
organisational level
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ahm when a person's environment changes
and uncertainty's brought to the fore, |
believe, you know what | mean, especially
when you're working in a dangerous or
frontline environment, people's insecurities,
and their doubts and our their own, you
know, their or their own personal issues, |
believe came to the fore people were more
snappy, they were more agitated, and things
like that.

I would have been sure that this was my job
for life, but it has made me see that I'm not
minded in this job and nobody really cares
about my wellness, or my mental health or
my, you know, resilience, except me and it
has made me have a change of mind going
Is there something else that isn't this job
because em (.) you're never going to be
minded and really difficult things can
happen and there will be absolutely no
flexibility. So in your darkest hour or your
hour of need you you're nobody has your
back. Like I don't feel supported or minded
or whatever.



Inter-disciplinary
Relations

(code: inter-group
tension)

Covid inflamed existing interdisciplinary
tensions between professions early on.
The Medical-Social Divide.

*Includes the following:

- medical vs. social model disparity

- tensions between medical/allied health
staff

- physical health vs. psychological
wellbeing/wellness

- developed strong bond with intra-group

colleagues in context of inter-group threat

- jnr colleagues bullied by staff from other
disciplines

- better support structures within certain
disciplines

- management inaction in context of inter-
disciplinary conflict

- escalation in inter-disciplinary conflict
led to more inter-group cooperation,
forging of strong intra-disciplinary bonds
- difficult social environment to work
in/personal toll of inter-group conflict

- fighting for space

- power struggle between disciplines

- disrespect, discrimination, judgement,

- powerlessness: powerless to change a
culture of disrespect

- voice of allied health professionals
silenced by the dominant medical culture
- things settled over time
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| think that other professions have so little
say in how they're working or where they're
working or flexibility of work that small
things become like really important. And we
had our own therapy kitchen that was
basically stolen from us at the start of the
pandemic as a as a nursing staff room. And
that was huge there was huge tension
around that, we still haven't gotten it back, it
was our only space in the department and
now, we still don't have it. It's the space
adjoining group programs as well and, it
meant that there was no privacy even for
group programs, because there's like eh, you
know, so it was like, when you're talking
about the social environment and the
atmosphere, it was really heavy back then,
like so, and it just exacerbated tensions that
were probably underlying anyway, or
almost addressed anyway. But eh it made it
really affected us negatively.



The Vaccination

(code: conflict re

- general healthcare vs. mental health
division

- healthcare workers vs. other
professions in wider society

Divisions emerged between staff due to

Em people saying that they would refuse to

Question vaccination) vaccination. work with people that weren't vaccinated.
Ahm that, you know, it was reckless that it
was selfish. Ahm and that has continued

*Includes the following: through the whole year, even post other
people that | suppose are at risk and who did

- vaccination a stressful topic for some want the vaccine who got it, it's still a

- felt pressured, coerced into getting subject of conflict now, that there's still half

vaccinated by majority group around the place that haven't got the

- felt disrespected, judged discriminated  vaccine. So that is one of the biggest, |

on basis of vaccination status suppose times that has been stressful around

- issue of vaccination handled it. Because there is pressure there, no matter

insensitively how hard you do kind of question, will I just

- fears re future implications of broken get it just to stop this talk and stop this

trust among colleagues and damaged conflict, you know, and that's not a right

collegial relationships reason to consent to a vaccine. It's through

- personal toll pressure or other people's beliefs, you

- student nurses forced to get vaccine know?

before going on placement

-staff fearful of the threat posed by

unvaccinated staff

Solidarity

A strong sense of solidarity emerged between colleagues in the context of a shared experience - a sense that by working
together, they have the capacity to accomplish shared goals. Staff became interdependent whereby they relied on each other for
mutual support. Staff also describe a sense of shared experience with SUs, with some viewing SU’s more positively as a result.
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Collective
Efficacy

(code: collective
efficacy staff)

A sense of collective efficacy developed
among colleagues — a sense that by
working together, they have the capacity
to accomplish shared goals.

I saw a number of colleagues ... there was
(sic) areas that had broken down, you know
what | mean, due to the toxicity of working
together and have a differences of opinions,
and then all of a sudden, they saw there was
a kind of em ... there was a, there was a kind
of a primary focus, a primary goal, that we
have to work together to get this thing. And
you know, that was nice to see | saw people
formed alliances because of that ... there
were very positive alliances that were
formed and friendships that were made, you
know?

(code: collective
efficacy staff/mgmt)

between staff and management

... | feel like maybe there was a sense of
pulling together but I think that a lot of that
had to do with man- em that approved
center and the way it was being run, and it's
highlighting of the eh value of having
people who actually work on the on the
ground being in management meetings, that
was very positive.

(code: collective
efficacy SUs)

A sense of collective efficacy developed
between staff and Sus
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... we never had someone in a group
program ahm not socially distance. And if
they did, we could, you know, if they were
very say, you know, energetic or whatever,
we could say, oh, we can't do that in here
because of social distancing and they'd
happily leave. Like, we never had problems
with that. We never had problems with
getting people to sanitize or explaining why



Interdependence

A Shared
Experience

(code:
interdependence)

(code: shared
experience with
colleagues)

An interdependence developed between
colleagues whereby they could lean on
each other and access mutual support
within their group.

*Includes the following:

- Colleagues were kind and supportive
to one another, loyal

- Interactions with other colleagues
provided a social outlet — social
connection

- Colleagues could lean on one another

- Colleagues didn’t want to let each
other down
- Could confide in one another and talk
things through/vent
- Support via supervision and reflective
practice
- Spent more time with colleagues than
family
- Camaraderie with colleagues
- Interdependence between colleagues
and their roles
Sense of shared experience with
colleagues.
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we couldn't do something because of Covid.
Even like the group numbers, whatever, that
was really people can take that kind of
responsibility, which it just strengthened
that | think.

Yeah, | think, and | think, eh definitely em
people checked in with each other, like, you
know, people were conscious that someone
might be stressed about it. And in the space,
again, where 1 work here, people tend to
come and have check in with each other
here, you know, this is a this is an office
where a lot of things are discussed. But it's,
| suppose, an ancillaryTea Room, if that
makes sense. So | think the tea breaks where
people shared a bit of space and chat was a
that was almost a kind of where the valve
would be opened, you could release the
pressure.

| felt I felt everyone's going through it at the
same time like, it was almost like a
collective herd of staff coming to work



A Different Light

*Integrated into
Collective efficacy
sub-theme

(code: shared
humour)

*Integrated into
interdependence sub-
theme

(code: shared
experience with SUs)

*Integrated into
Collective efficacy
sub-theme

(code: SUs in new
light)

- Bond different to that between
community-based counterparts

- Went through it together

- Sense of collective pride

Colleagues shared humour with each
other

*Also include shared humour between
SUs and staff

Sense of shared experience between
colleagues and service users.

MHPs viewing SUs in a different light due
to Covid - e.g., more empathy, more
respect (reflections)
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experiencing the same thing. And | think
that's what kept people going, knowing that
you're not on your own doing it you weren't
expected to go into the coalface solo.

I think a lot of it positivity because we kind
of we did have a good laugh as well because
if you didn't laugh, you'd cry, you know,
and it kind of, you know, we had to make
light of the situation by putting on all the
gear and the whole lot, you know, and you
know, to see the you have to kind of see the
humor in some of this traumatic event, you
know, we've very dark humor now in
psychiatric nursing, but that's just part of
our job.

| suppose ... the support that like us being
there, we were the only people that they
were seeing and how important it was for us
to be ahm a reassuring face or, you know, to
be there for them, ahm definitely my
attitude towards them is that, how much
more difficult it is for them to go through
something like Covid

Ahm I'm definitely very empathetic towards
them ahm, as in from the perspective that
how much they rely on certain things to get
through their day, how much routine is



(code: colleagues in
new light)

MHPs viewing colleagues in a different
light due to covid — e.g., more
understanding, more respect
(reflections), more appreciation,
strengthening group ties
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important to them, and | suppose ... the
support that like us being there, we were the
only people that they were seeing and how
important it was for us to be ahm a
reassuring face or, you know, to be there for
them, ahm definitely my attitude towards
them is that, how much more difficult it is
for them to go through something like
Covid compared to someone | suppose, like
myself or, you know, whoever so that how
easy they can be knocked because they're
predisposed, | suppose with a mental illness
ahm and that that something like this can be
really hard on them. | suppose I'm very
empathetic towards them for that reason.

There are people who embrace that, that
level of we're here now, you know, we're
here to do a job and we're here to be
respecting everybody else and that's grand
but you know, you don't need to be ... given
that praise and thumbs up and likes and
everything, | don't anyway, you know what
I mean? | just | had a newfound respect for
those who stayed on the front-line, you
know what | mean?

I'm doing this because | have autonomy to
do so. Because it was part of my - if it's part
of my personality to want to walk towards
danger, it might be somebody else's



personality to wish to step back because
they have children also and they have the
autonomy to make choices about what they
want to, you know, focus on themselves
primarily and their wellbeing, you know
what | mean, and maybe it was selfish of
myself to think that, "Yeah | can come in
here without vaccinations or without you
know just whatever PPE we were told to
wear at the time,” you know?

The Covid Barrier

Covid created a communication barrier between staff and patients (and a barrier to equality in staff/SU interactions), a spatial
barrier between staff, patients and their families, and a barrier to meaningful therapeutic engagement in the form of individual and
group-based supports.

Social Distancing (code: social Staff forced to step back from SUs due to  Yeah, | ... | don't know, | grew up shaking
distancing) Covid in order to keep a safe distance —  hands and to kind of meet and greet you
this placed a spatial barrier between staff = know so | kinda (sic) think It's something
and SU. you automatically do, you throw your hand

out to someone, and it would have been
received as something something
comforting before, or drops that barrier of
like, you're a mental health professional,
you're a service user, we're all on the same

*Includes the following: level here, like, you know but, if you can't
- Covid safety protocols a barrier to do that with someone, you're ... and you're
building rapport with SUs, social standing back a pace, and you're trying to
distancing creating a spatial barrier build a rapport with someone, it's very
between staff and SUs difficult, you know? | find that challenging,
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- a barrier to equality in staff/patient
interactions

- barrier to meaningful therapeutic
engagement

- mismatch between needs of dementia
patients and Covid protocols

- had to step back from SUs

- had to step back from each other,
become more cognisant of personal
space of colleagues

- social distancing particularly impacting
on more vulnerable, elderly clients who
can’t use tech, SUs not able to use tech
likely to miss out going forward

I still find it challenging. And | sometimes
even forget myself, you know? Where I'll
maybe take my hand to raise it and then
realize like I'll kind of just lick my fingers
and just nod and talk, you know (laughs)?

(code: human touch)

Public Health Measures were an obstacle
to connecting with service users on a
human level.

E.g., Unable to comfort SUs and their
families with touch.

- no longer able to comfort SUs in
distress

- would sit down and provide reassurce
with SUs pre-Covid

- especially challenging in palliative care
- family members not able to comfort SUs
- staff not able to comfort each other

(hugging)

I'm quite a tactile person, and there's
nothing like the human touch, you know,
there isn't ahm to touch someone's hand or |
tend to give hugs out, you know, because
the patients in here have never had that kind
of physical ... someone to put their arms
around you to know that we are with you on
this one, we're all the same. So you're kind
of stepping back and you're nearly
becoming nearly OCD when it comes to
things, do you know?

(code: group limits)

Staff were forced to limit group numbers
due to Covid, representing a barrier to
SU recovery in the form of their ability to
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. what happens is that, I could get people
in for a group activation, and | can sit down
with them and | could do behavioural



The PPE Barrier

(code: PPE Barrier)

access meaningful group-based
therapeutic supports.

Includes:

- Staff frustration at not being able to
fully engage SUs therapeutically as a
result of this

- Hard to say no to people in crisis
beginning their recovery journey

Things done to compensate for this

PPE a barrier to staff/SU communication

*Includes the following:

- impact of facemasks, PPE gear etc.
staff/SU communication, particularly with
elderly SUs

- impact of PPE on SU wellbeing
(confusion, distress), particularly in
context of supporting dementia patients
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activation, | created me own form of
therapeutic intervention as well which
would be eh like reminiscence and
behavioural activation as well, so it would
be a case of reminiscence with tools and
things like that. And, and you couldn't do
that anymore like, you know the HSE have
announced that, you know, you can't have
any more groups, and you can't have any
more than eight people in the one room at
the one time and if you do you have to keep
them two meters apart. And it's, it's just not
feasible. It's baloney. Do you know what |
mean?

I remember having to go back and tell
people that the group was full and (.) I
actually I can remember that it happened a
few times, and that (.) it's a devastating
thing to do to someone when they're in (.)
inpatient ...

I remember particularly in that setting how
difficult the mask wearing was? Because
you're dealing with a lot of elderly clients
and you realize how much they rely on
your, your verbal cues, | suppose, and your
facial expression, and you know, a lot of
them will be hard of hearing and | don't
know what you're saying to me, and really
difficult to communicate with that group of
people ahm not understanding, you know,
people with dementia, | remember that



Restricted
Movements

(code: visiting
restrictions)

(code:
SU/community
barrier)

Restrictions on visitations a barrier
between patients and their families.
Could also be a source of tension in the
context of staff interactions with patients
and their families

SU’s were sealed to the space — this
placed an additional barrier between
them and the wider community, and their
reintegration into same.

*Includes the following:

- detachment from wider community a
concern

- lack of opportunities for community
inclusion

- lack of outside input/supports coming in
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being very, very difficult, sometimes so
much so you'd be tempted to have to step
back and take down your mask and give
them a simple cue, and how much they
relied on that. And that that barrier was a
big thing in care of the elderly.

.... I could use the word I could use the
word pandemonium to that then with that
individual because there was like she was in
a s- she was like a headless chicken running
around she was looking out through the
glass and knocking on the door, and | would
say no through the glass, you know what |
mean? It was like, without exaggeration, it
something like Chernobyl that's what it
reminded me of, you know, | was thinking, I
never thought I'd be in this position to tell a
woman she can't visit her husband. A
woman | was eh who I'm very fond of, you
know?

Yeah, | ... I think we were heading to such a
good place where I'm working and like part
of my role was going to be actually ... ahm
for service users to be going off-site for ...
making trips or just just exercising or
getting getting off the footprint. And I think
the fact that we're sealed to the space now
that's kind of really kinda (sic) | suppose
that's kind of got me down in one sense, |
think ahm ... it's that kind of detachment
from the community and to feel that ... your
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your workplace now, it's not ... it's quite
rigid, it's not movable. Our exit doors are
pretty much sealed and that's a big thing that
kind of gets in on you over some time
because you feel you're in a capsule or or a
bubble here and not, not the space where
you thought you could actually leave with
little notice, does that make sense?



Appendix B: Interview Schedule

Question: Take me back to the beginning. Can you tell me about your experience of working
at the centre in the initial stages of the Covid-19 pandemic? What was this like for you?
Prompt: Going through your head at the time? Atmosphere like?
Prompt: Looking back, what stands out the most?

Question: While most of the country were in lockdown during the early stages of the pandemic,
you had to keep showing up for work as an essential frontline healthcare worker. Can you talk
me through what this experience was like for you?

Prompt: What was helpful in managing this for you?

Prompt: Did you feel safe and supported in your role at an organisational level?

Prompt: Has this experience changed over time as things have developed?

Question: Covid-19 has profoundly changed all of our lives, particularly in terms of how we
behave and interact with each other. How has this adjustment been for you in the context of
your work at the centre?

Prompt: Biggest challenge for you personally? Specific examples?

Prompt: Impact on personal resilience, health, and wellbeing?

Prompt: Helpful in managing this for you?

Question: As someone with first-hand experience of working in an approved centre during a
global pandemic, would you say your attitudes towards patients have changed compared to
how they were pre-Covid and if so, how?
Prompt: How would you compare staff/patient relations now to how they were pre-
Covid-19? Examples? Biggest change in terms of how you interact with patients?

Prompt: How, in your opinion, have patients responded to the new normal?

Question: What’s been your experience of working with colleagues since Covid-19?
Prompt: positives/challenges — examples?
Prompt: How does this differ compared to working as a team pre-Covid-19?
Prompt: Has this been your experience throughout Covid or are there times when this

wasn’t the case?

260



Question: We’ve spoken at length about the immediate impacts of Covid on your work at the
centre. How would you describe the longer term, more far reaching implications of the

pandemic on your practice?

Question: Do you think that your experience of working at the centre during Covid has

changed you at all, as a person? Your outlook on life? How you view yourself as a person?

Prompt: examples?

Prompt: What about how you view yourself as a mental health practitioner?
Prompt: What helps you to keep going, 15 months into this?

Prompt: What has been the biggest personal cost of this whole experience for you?

Question: Is there anything we have not discussed about your experiences?
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Appendix C: Participant Information Sheet

‘An exploration of the lived experience of mental health practitioners
working in regional approved centres during a global pandemic’

Principal investigator’s name: Mr Colm Hayes

Principal investigator’s title: Psychologist in Clinical Training
Telephone number of principal investigator: +353 86 1455427

Consultant co-investigator’s name: Dr Cliédhna O’ Connor
Consultant co-investigator’s title: Assistant Professor

Data Protection Officer’s Identity: Ms Mary Deasy

Data Protection Officer’s Contact Details: mary.deasyl@hse.ie

You are being invited to take part in a research study to be carried out by a research team
affiliated with the Psychology Services in the HSE South and the School of Psychology at
University College Dublin.

Before you decide whether or not you would like to take part, you should read the information
provided below carefully. You should clearly understand the risks and benefits of taking part
in this study so that you can make a decision that is right for you. This process is known as
‘Informed Consent’.

You don't have to take part in this study. You can change your mind about taking part in the
study any time you like. Even if the study has started, you can still opt out. You don't have to
give us a reason.

| Who is organising the study? |

This study is being conducted by the following research team: Colm Hayes, Trainee Clinical
Psychologist, Dr Cliodhna O’ Connor, Assistant Professor at UCD School of Psychology,
and Dr Tom Pender, Principal Clinical Psychologist, HSE South.

Ethical approval for this research project has been granted by the Research Ethics Committee,
HSE, South East.
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| What is this research about? What are the benefits of taking part? |

This study is being carried out to understand the lived experience of frontline mental health
staff of working in approved centres during an unprecedented, novel public health crisis. We
wish to develop an understanding of what staff consider the immediate and residual impact of
Covid-19 on their practice, wellbeing, attitudes and morale. We are also interested in
exploring how staff at these centres managed the challenges that accompanied Covid-19 and
whether staff think the crisis has inadvertently stimulated intra or intergroup social identity
process at these centres. The study will give staff an opportunity to discuss their experience
of working during an extraordinary time in history and reflect on how ‘the new normal’
impacted their interactions with colleagues and service users.

| Why I am doing this Research? |

The information gathered from this study will help us to better understand how a novel public
health crisis of this scale impacts on staff working in inpatient mental health settings and to
find better ways of supporting staff in these circumstances in future. The study also stands to
help us to better understand social identity processes in inpatient mental health settings in the
context of Covid-19.

| Why have you been invited to take part? |

You have been asked to take part as you are a mental health professional working in an
approved centre in the South East of Ireland during Covid-19. Your participation will help us
better evaluate the change in practice you are undertaking, so we can make better decisions
about service provision going forward.

| Who can take part in the study? \

Mental health professionals working in regional approved centres can take part in the study if:

- They are working directly with service users in a nursing or allied health professional capacity
on a full-time or part-time basis in any of the following sites:
1. The Department of Psychiatry, University Hospital Waterford, Dunmore Road,
Waterford
2. Grangemore Ward, on the grounds of St. Otteran's Hospital, John's Hill, Waterford
3. St. Aidan's Ward, on the grounds of St. Patrick's Hospital, John's Hill, Waterford
- They were employed in their roles during the Covid-19 pandemic.

However, mental health professionals will not be able to take part in the study if:
- They primarily work outside of the identified sites in a community-based capacity.

- For any reason, they cannot provide informed consent.

| What will happen to me if | agree to take part in this research study? \

Upon receiving information about the study, you will be asked to email Colm at
colm.hayes@hse.ie. Colm will tell you more about the study and answer any questions you
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may have about taking part; this may be done via email or phone as you so wish. If after this,
you still want to take part, Colm will send you an electronic participant information sheet and
an accompanying consent form for you to sign and return. Then, upon receipt of your signed
consent form, we will organise a suitable time for your interview. This will take place remotely
via Microsoft Teams or in-person as per your personal preference. It is important to note that
the possibility of in-person interviews is dependent on national healthcare direction in the
context of Covid-19; public health advice may require that all interviews take place remotely.
If at all possible, your interview will take place during your own time rather than work time to
minimise any service implications.

The interview will last for approximately 45-60 minutes and the questionnaire will be
administered (orally or in-person) immediately beforehand. Prior to the interview starting, you
will have an opportunity to clarify any aspect of the study that you are unsure of time will be
allocated to answering any questions you may have. In order to protect the identities of others
and respect their right to anonymity, you will be asked to refrain from referring to staff, service
users or their families by name in interviews.

At the end of the interview, Colm will discuss the experience with you there will be another
opportunity to discuss any queries you may have. You will be reminded that your individual
contributions will only be used as data for the stated research purpose. Should you subsequently
feel in any way distressed, dissatisfied, or uncertain about whether you are comfortable with
your data being used in the study, reassurances will be given about confidentiality and you will
be reminded of your right to withdraw data should you so wish.

| What are the risks of taking part in this research study? \

There is a possibility that some of the following may arise during the study:
Feelings of distress

Given the extent of the personal and professional adjustment arising from Covid-19, it is
possible that interview questions may cause you emotional distress. Should you become
emotionally distressed during or following an interview, please make your feelings known to
Colm, who will ensure that you have access to appropriate support structures to safeguard your
welfare.

Pressure to participate

You may feel pressure to participate in the study. You may consider there to be an implicit
expectation that you take part and that your refusal to do so will be noted by your superiors
and result in negative personal or professional implications. Please be assured that your
participation in this project is entirely voluntary and you are fully within your rights to not
participate should you so wish. The identities of participants who opt-in will be held in the
strictest confidence and their contributions will only be used for the stated research purpose.
Identifying information will NOT be disseminated to management.

Identifiable quotes
There may be a concern that even pseudonymised quotes may be identifiable given the small
sample of people who know each other that will likely make up the participant sample. While

this risk cannot be eliminated completely with pseudonymised interviews, every possible step
will be taken to protect participants’ right to privacy.
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Disclosure of sensitive information

As mentioned previously, you will be asked to refrain from referring to colleagues, service
users, or family members by name prior to the interview’s commencement to protect their
identities and respect their right to anonymity. That said, you may inadvertently disclose
sensitive information about someone who has not consented to this process during the
interview, for example, you may accidentally refer to someone by name. Rest assured that no
real names or identifying information will appear on interview transcripts or in the final study.
Any inadvertent disclosure of sensitive information will be altered during the transcription
process and the subsequent deletion of the audio file will ensure the prevention of any
disclosure.

\ Is the study confidential? ‘

Strict participant confidentiality will be maintained throughout the study. Questionnaire and
interview data will be pseudo-anonymised, whereby we will give you a unique study ID at the
start of the study and this code will appear on every record associated with you. It will be the
only identifier on transcribed interviews.

The results of the study will be submitted as part of Colm Hayes’ thesis, for publication in
academic journals, and presented at future conferences, however there will be no identifying
information of any individuals involved.

Importantly, confidentiality is limited as the researcher, Mr Colm Hayes, is professionally
responsible for reporting any allegations of professional misconduct.

| Can you change your mind at any stage and withdraw from the study? |

It is completely voluntary and your choice if you would like to participate. You do not have to
take part in this study. Participants will be able to withdraw their data from the study at any
point up within 14 days following the interview, as this is the point when the data will be
analysed. To do this, you can contact Colm via phone or email and request that your data be
withdrawn. You will not have to give a reason for this. The questionnaires and interview data
will then be removed from the study at your request and destroyed. Withdrawal from the study
will have no negative personal or professional repercussions.

| Data Protection |

We will be using your data in this research to help us understand the lived experience of
frontline mental health staff working in approved centres during Covid-19.

The legal basis for processing your data relates to the researcher’s pursuit of legitimate
interests for scientific research purposes as per Article 6 and 9 of the General Data Protection
Regulation 2016. Importantly, no personal data shall be processed in this study without having
obtained your explicit consent.
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As mentioned previously, questionnaire and interview data will be pseudo-anonymised,
whereby we will give you a unique study ID at the start of the study and this code will appear
on every record associated with you. It will be the only identifier on transcribed interviews.
The named researcher, Colm Hayes, will retain the ‘key’ to identify the data. The key will be
kept in an encrypted file separate to the data. During the analytic phase, Dr. O' Connor will
require access to full pseudonymised transcripts of interviews to ensure research integrity. Dr
O’ Connor will not have access to personal data of interview participants or data collected via
demographics questionnaires.

Interviews will take place in-person or remotely via secure remote platform approved by the
HSE (i.e., Microsoft Teams) as per your choosing. All in-person interviews will be recorded
on a Dictaphone, which will be both encrypted and password protected. Remotely conducted
interviews will be securely recorded via Microsoft Teams. Those recorded in-person via
Dictaphone will be transferred immediately to a designated, password protected HSE laptop.
All interview recordings will be immediately deleted post-transcription.

The only data which will not be pseudo-anonymised in this way are the consent form which
will contain your signature and work-related email addresses for the purpose of official
correspondence. Consent forms will be stored separately from and not linkable to the data files.
Work email address will not be processed (i.e. collected, shared, or used) as part of this study.

All Data will be securely stored in digital form to safeguard its protection. Hardcopies of
participant data will be digitalised upon receipt, i.e., scanned to a secure HSE password
protected laptop and subjected to an encryption process by the researcher. Hardcopies will
then be subsequently destroyed (i.e., shredded). If data must be transported from one site to
another, it will be stored in a locked and password protected suitcase.

The researcher and lead data controller, Mr Colm Hayes, will destroy all data securely after
10 years, i.e., digital files pertaining to the study will be erased. This is in line with guidelines
as per the Medical Research Council in the UK (2017) suggesting that for "basic research,
research data and related material should be retained for a minimum of 10 years after the
study has been completed.” Data will thus be retained in the interest of transparency and
destroyed securely after by the researcher after 10 years. As previously noted, all digital files
will not be stored in an identifiable format — identifiable data i.e., audio files will have been
immediately deleted post-transcription following data collection.

You have the right to withdraw consent for your personal data being used in this research
project at any point up within 14 days following the interview, as this is the point when the
data will be analysed. You can do this by contacting Colm via phone or email. You will not
have to give a reason for this. The questionnaires and interview data will then be removed from
the study at your request and destroyed. Withdrawal from the study will have no negative
personal or professional repercussions.

Similarly, You also have a right to have any inaccurate information about you corrected or
deleted.

Importantly, you have the right to lodge a complaint with the Data Protection Commissioner
should you so wish. You also have the right to request access to your identifiable data and a
copy of it where possible; a request can be made by emailing Colm at colm.hayes@hse.ie.
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| Where can | get further information?

If you have any further questions about the study or if you want to opt out of the study, you
can rest assured it won't have any implications on you personally, or professionally.

If you need any further information now or at any time in the future, please contact:

Principal Investigator: Colm Hayes

Address: UCD School of Psychology, Newman Building, Belfield, Dublin 4.
Tel: +353 86 1455427

E-mail: colm.hayes@hse.ie

Co-investigator/Academic Supervisor: Dr Cliodhna O’ Connor

Address: UCD School of Psychology, Newman Building, Belfield, Dublin 4.
Phone no: +353 1 716 8612

267



Appendix D: Participant Consent Form

‘An exploration of the lived experience of mental health professionals
working in regional inpatient mental health settings during Covid-19’

| have read and understood the Information Leaflet about this research
project. The information has been fully explained to me and | have been
able to ask questions, all of which have been answered to my satisfaction.

YesO | NoO

I have had time to consider whether or not to participate in the study.

Yes[ | NoO

I understand that I don’t have to take part in this study and that I can opt
out at any time. | understand that | can withdraw my data up until 14 days
after the interview occurs. I understand that I don’t have to give a reason
for opting out and | understand that opting out won’t negatively affect me,
personally or professionally.

Yes | NoO

| understand that if the study team learns that anyone is at risk during the
study that they may need to break confidentiality.

YesO | NoO

I understand that the results of the study will be submitted as part of a
doctoral thesis, for publication in academic journals, and presented at
future conferences. | understand that there will be no identifying
information of any individuals involved.

YesO | NoO

| am aware that my interview will be recorded and | understand that
disguised extracts from my interview may be quoted in the thesis and any
subsequent publications

YesO | NoO

| am aware of the potential risks, benefits and alternatives of this research
study.

YesO | NoO

| have been given a copy of the Information Leaflet and this completed
consent form for my records.

YesO | NoO

| consent to take part in this research study having been fully informed of
the risks, benefits and alternatives.

YesO | NoO

| give informed explicit consent to have my data processed as part of this
research study.

YesO | NoO

Participant Name (Block Capitals) | Participant Signature
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| Date




To be completed by the Principal Investigator.

I, the undersigned, have taken the time to fully explain to the above patient the nature and
purpose of this study in a way that they could understand. | have explained the risks
involved as well as the possible benefits. | have invited them to ask questions on any aspect
of the study that concerned them.

--Name (Block Capitals) | Qualifications | Signature | Date

2 copies to be made: 1 for participant and 1 for PI.
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Appendix E: Brief Demographics Questionnaire

UCD School of Psychology Scoil na Sicolaiochta UCD

Doctoral Programme in Clinical Psychology = Clar Dochturachta sa Siceolaiocht Clinicitil

Newman Building Avras John Henry Newman
University College Dublin Ollscoil na hEireann, Baile Atha Cliath
Belfield, Dublin 4, Ireland Belfield, Baile Atha Cliath 4, Eire

T: +353 17168120 www.ucd.ie/psychology

DEMOGRAPHIC QUESTIONNAIRE

Study ID: Researcher Initials: Date of Completion:

Please read through and answer the following questions. If there is any question that you do
not feel comfortable answering you can skip it.

What age category applies to you? (Please | 20 — 29 years/30 — 39 years/ 40 — 49 years/

circle as appropriate) 50 — 59 years/ > 60 years

What is your gender? (Please circle as Male/Female/Other

appropriate)

What is your occupation?

What is your occupational status i.e.

scale/rank?

Do you work full-time? (Please circle as Yes/No

appropriate)

Are you employed in your current role Yes/No
via an agency? (Please circle as

appropriate)

How many hours per week do you work | < 40 hours per week/ > 40 hours per week

on average? (Please circle as appropriate)

How long have you worked in your <1 year/1-3 years/ 3-5 years/ 5-10 years/

current role? (Please circle as appropriate) | >10 years
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What category most accurately <1 year/1-3 years/ 3-5 years/ 5-10 years/
represents your clinical experience i.e., 10-20 years/ >20 years

time spent working as a fully qualified
mental health professional? (Please circle
as appropriate)

Do you consider yourself to have an Yes/No
underlying condition that renders you
vulnerable to Covid-19? (Please circle as
appropriate)
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Appendix F: Recruitment Poster

-~
Exploring the lived experience of mental health -
practitioners working in regional approved centres

-~
during a global pandemic

Feidhmeannacht na Seirbhise Sléinte
Health Service Executive

Meet the team!

You are invited to take part in a research
study to be carried out by:

* Colm Hayes, Trainee Psychologist
* Dr Cliédhna O’ Connor, Asst Prof at
UCD School of Psychology
* Dr Tom Pender, Principal Clinical
Psychologist, HSE South

Why is it
important?

It will give staff an opportunity to discuss
their experience of working during an
extraordinary time in history. The
information gathered from this study will
help us to better understand how a novel
public health crisis of this scale impacts
on staff working in inpatient mental
health settings and to find better ways of
supporting staff in future.

Is it confidential?

Strict participant confidentiality will be
maintained throughout the study.
Questionnaire and interview data will be
pseudo-anonymised. Results will be
submitted as part of Colm Hayes’ thesis,
for publication in academic journals, and
presented at future conferences, however
there will be no identifying information of
any individuals involved.

What is it about?

We want to understand the lived
experience of frontline mental health
staff working in approved centres during
a novel public health crisis and explore
whether the pandemic has inadvertently
triggered any intra or intergroup social
identity processes.

What will | have
to do?

Participation is voluntary. If you want to
take part, you can request a participant
information leaflet with additional details.
After signing a consent form, you will be
invited to attend a 45-minute one-to-
one interview prior to which you will be
asked to complete a short demographics
questionnaire. Any outstanding queries
will be addressed directly by the
researcher afterwards.

Sign me up!

Call or text Colm at +353 86
1455427 if you would like to take part!

You are welcome to leave a voicemail
with your name and contact details if
you are unable to get through. Colm will
return your call as soon as possible.




Appendix G: Summary of Data Protection Officer advice following UCD Data Protection

Impact Assessment

Based on the information provided, both UCD and the HSE had influence over the how
and why of the project. Mr Colm Hayes works for the HSE and is undertaking Psychologist
in Clinical Training studies in UCD. The project ‘The lived experience of clinical
practitioners working in inpatient mental health settings during the Covid-19 pandemic’
_forms part of his studies. It is supervised by a UCD academic and supported by the HSE.
The project consists of a limited number of qualitative, semi-structured interviews with
frontline workers, which have the potential to inform future improvements.

The development of participant recruitment strategies and accompanying privacy
notices were given considerable consideration and pay attention to privacy
requirements. Potential participants get a clear picture of how the process will work,
should they decide to participate. The way interviews will be managed, recorded, and
transcribed also reflect that data protection were taken on board. The legal basis for data
processing is participant consent. Interviewed data subject will be given as much control
over their data as possible, while still delivering on the objectives of the project. The
security, confidentiality and integrity of personal data processed is addressed in the
project.

The information provided in this DPIA describes a range of technical and
organisational, as well as mitigation measures that were put in place. Therefore, it can be
anticipated that the project will not result in a high level of risk to the rights and freedoms
of data subjects. Should any of the parameters described in this DPIA change during the
project, then this DPIA needs to be reviewed.
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Appendix H: Ethical Approval from HSE Research Ethics Committee

. Y land
<= Regional Cancer Centre South East e e e Careion

“* Ospidéal Ollscoile Phort Liirge UCC
“ University Hospital Waterford
Research Ethics Office Old School of Nursing

University Hospital Waterford
Tel: 051- 842026/051-842391

16" November 2020

Mr Colm Hayes

School of Psychology
Newman Building
University College Dublin
Belfield

Dublin 4

STUDY TITLE: “Exploring the lived experience of staff at regional inpatient mental
health settings during the Covid-19 pandemic”

STUDY STATUS: APPROVED

Dear Mr Hayes,

The Research Ethics Committee Co-ordinator, REC, HSE, South East reviewed the
above study.

Expedited ethical approval has been granted for the above study and constitutes
full ethical approval.

The following documents were reviewed and approved:
Research Ethics Standard Application Form
Research Proposal

Provisional Interview Schedule
Demographics Questionnaire

Participant Information sheet

Participant Consent Form

Letter to Department Head

Declaration Form

CV of Principal Investigator — Colm Hayes
10 GDPR Cert — Colm Hayes

11. DPIA

I N I S
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In adfﬁﬁon this study will be outlined at the next planned Research Ethics Committee
Meeting for the HSE, South Eastern Area by the Research Ethics Committee
Coordinator and any comments made at this meeting in relation to your study shall be

communicated to you in writing.

It is a requirement of the REC, HSE, South East that you send copy of your study
results to the Research Ethics Office on completion.

Yours sincerely,

Jirtld |
Ms Caroline Lamb
Research Ethics Committee Coordinator
Health Service Executive, South Eastern Area

The Research Ethics Committee, HSE, South East is a recognized Ethics Committee
under Regulation 7 of the European Communities (Clinical Trials on Medicinal
Products for Human use) Regulations 2004 and as such is authorized to undertake
ethical review of clinical trials of all descriptions and classes for the Republic of
Ireland.
The Research Ethics Committee, HSE, South East issues ethical approval on the basis
of information provided. It is the responsibility of the researcher to notify the
Research Ethics Office of any changes to a study to ensure that the approval is still

relevant.
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Appendix |: Ethics Exemption from UCD Ethics Committee

S-E-21-75-Hayes-OConnor Exemption
External
Inbox

Thu, 20 May

exemptions.ethics@ucd.ie 2021 12:48

to Cliddhna, me

Dear Clibdhna,

Thank you for notifying the Human Research Ethics Committee — Humanities (HREC-HS) of your
declaration that you are exempt from a full ethical review. Should the nature of your research change
and thereby alter your exempt status you will need to submit an application form for
full ethical review. Please note for future correspondence regarding this study and its exemption that
your Research Ethics Exemption Reference Number (REERN) is: HS-E-21-75-Hayes-OConnor. This
exemption from full ethical review is being accepted by the Office of Research Ethics on the
condition that you observe the following:

e External REC Approval and/or Permission to Access/Recruit Human Participants/or their
Data: (if applicable) Please be aware that recruitment of participants or data collection
should not begin until written permissions are secured from external
organisations/individuals.

¢ COVID-19: Please note that for any future changes to face-to-face data collection will require
a complete a self-assessment using the Human Research Risk Assessment form from
SIRC. This may be required as part of any future request to amend.

¢ UCD Insurance Requirement: | confirm that the public liability insurance cover is in place for
this project.

e Researcher Duty of Care to Participants: please ensure that ethical best practice is
considered and applied to your research projects. You should ensure that participants are
aware of what is happening to them and to their data whether a study is de-identified or not.
All researchers have a duty of care to their participants who have the right to be informed,
the right to consent to participate and the right to withdraw from the study.

Any additional documentation should be emailed to exemptions.ethics@ucd.ie quoting your assigned
reference number (provided above) in the subject line of your email.

Please note that your research does not require a committee review and also note that this is an
acknowledgment of your declared exemption status. All Exemptions from Full Review are
subject to Research Ethics Compliance Review.

Regards

Tom
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