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Abstract

New Zealand has one of the highest suicide ratéseinvorld and mental health nurses
are the most likely professionals to assess a pgrsesenting with suicidal ideation.
Managing a suicidal crisis is acknowledged as baing of the most difficult and

frightening challenges facing mental health prafesss.

This research aimed to have mental health nurses wdrk in acute mental health
settings describe the impact that working with pe@xperiencing suicidal ideation has

on their personal and professional lives.

This study followed the tenets of fundamental datilie description as presented by
Sandelowski (2000). Five mental health nursesiqyeated in individual semi
structured interviews. The data collected undemtveystematic thematic analysis and

the extracted findings were presented as a strdeguription.

The findings from this study revealed that persqtalosophies of care, the work place
culture, organisational and professional expeatatiand their personal concepts about
suicide all influenced the experiences of theséigpants. Mental exhaustion, tension
and feelings of isolation and alienation from fami@énd society were universal

experiences.

Two recommendations have been made based on tghtgigained from this research.
These are; tertiary institutions should offer pgshaduate studies on the subject of
suicide as it relates to mental health nursingraattbnal guidelines for the provision of

supervision to mental health nurses need to belojexe.

Key words
Mental health-psychiatric-nursing -philosophy-madef care -suicidal ideation- work
place stress.
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Glossary

The following terms are unique to New Zealand amdused in this thesis.

Whanau

District Health Board

Treaty of Waitangi

Maori word meaning family or extended family.

The twenty one New Zealand District Health Boards
(DHBSs) are responsible for providing, or funding th
provision of, health and disability services inithastrict
in New Zealand.

The Treaty of Waitangi was signed in 1840 by
representatives of the British Crown and by varibla®ri
Chiefs from around New Zealand. It is regarded hgw
many as the founding document New Zealand as amati
The treaty established a British Governor and resegl
Maori ownership of their lands and other propertg a
gave Maori the rights of British subjects. Maanda
English versions of the treaty differ and today
understandings about what was agreed are stilgbein
debated. In 1975 a Tribunal was set up to addness/
grievances that were a result of the Treaty beanggelly
ignored by various New Zealand governments sing®.18
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Chapter One: Introduction

The Research Question
What impact does working with people experiencinigidal ideation have on the lives
of mental health nurses working in an acute mergalth setting?

Research Aim, Objectives and Focus

The aim of this research is to provide a descniptibthe impact that working with
people experiencing suicidal ideation has on thiegreal and professional lives of
mental health nurses who work in acute mental hesalttings in New Zealand. Three

key research objectives were identified in relatmthis. These are as follows:

» To gather information from mental health nursesualtioeir experiences of
working with people experiencing suicidal ideatinmelation to their

philosophy of practice and that of their colleagues

» To explore nurses’ experience of working with thveark place culture and
organizational and professional expectations iati@h to their way of working
with people experiencing suicidal ideation;

* To discover what influence and impact this work baghe physical, spiritual,

mental, emotional, social and whanau (family) atpettheir lives.

Title of Thesis

The title of this thesis emerged from the key firgdi of the research and acknowledges
that, for the nurses who participated in the studgre were professional and personal
impacts that resulted from their work with peopie@eriencing suicidal ideation and

that some of these impacts were profound and dimres life changing.

Relevance

This study has wide relevance because accordingedNorld Health Organisation,
someone, somewhere, in the world commits suicideryed9 seconds (Wikipedia,
2008). In fact about one million people a year lyesuicide, which is more than the
total murdered or killed by war. An estimated 020 million non-fatal attempts to

suicide were also made during this time.

This study has special relevance in New Zealanduserthe country’s rate of suicide is
among one of the highest in the western world. sTroblem is regarded by the



government as “a serious health and social issuehwikepresents a significant loss to
our society” (Associate Minister of Health, 2006Approximately five hundred New
Zealanders die by suicide every year and more fiventimes that number will be

hospitalized as a result of a suicide attempt (&isge Minister of Health).

When considering these figures it is not surpridimgt the management of a suicidal
crisis as a result of a suicide attempt is the mMresfuently encountered mental health
emergency and that this type of emergency is aclaunyed as amongst the most
difficult and frightening challenges faced by meénit@alth professionals (Roberts,
2000).

This study is directly relevant to nursing becauisé\lew Zealand, it is most likely that
it will be a nurse who carries out the first assemst of a person following a suicide
attempt. They will also be required to decide lom level of follow up needed and will
often continue to engage with, and coordinate noiche care for, these people that are
often still highly at risk of completing suicide @vital Health Commission, 2001).

The findings from this study offer some insighttoithe impact that this work has on
the lives of some of these nurses and so has relevia what it can offer in terms of
adding to existing nursing knowledge to do withamg people experiencing suicidal
ideation. The findings from this may also hold soralevance for other professionals

and groups engaged in working with people expemgnsuicidal ideation.

The Significance of the Study

This study is small. Five mental health nursesnateenough to generate sufficient data
to fully answer the research question. Howeves,itfiormation provided by the five
participants does reveal their experiences andjhitsi This goes to creating some
understanding into the impact that working with pleowho are experiencing suicidal
ideation can have on mental health nurses. thgortant also that further research and
investigation in to this be undertaken.

Contribution to Nursing Knowledge

It is hoped that the knowledge uncovered in thigqat will be useful to other mental
health nurses who work in similar settings to thaé® participated in the project. It
may assist them to recognise and assess the imipteir work on themselves, and on

others who work alongside them, and help themfteateon their own practice and the



impact of this on their colleagues. This knowledgrild also be useful as a basis for a
critical, reflective, discussion in teams that havemilar makeup to those in which the

participants practiced.

The findings may also be useful to nurses, or ethmterested in undertaking further
research, as this project could be regarded aseshdts of a small explorative pilot
study that could lead into a number of studies artg of the aspects uncovered here.

Personal Background

| am a Registered Comprehensive Nurse with sevenyears experience in mental
health nursing. | spent my first four years ofgbi@e working in a large psychiatric
institution before going on to practice in a comityibased crisis mental health team
for the next ten years. | have had experiencennrmaber of statutory, educational and

managerial roles and continued to further my edowcaturing this time.

My personal and professional beliefs are informgdhe phenomenological tradition of
western philosophy. In the helping sense, thiprabably best explained by Rogers
(1986) who suggested that rather than trying tanghaa person’s reality, the task of
helping is to respect and understand his view wiskif in the world. In practice, it has
sometimes felt as though working from my philosomfypractice challenges rather
than supports me and it is the sense of dissornthateomes from this experience that
has made me curious about how other nurses experitdreir work with people

experiencing suicidal ideation.

Background

My interest in this project was prompted by refi@ees on my own practice, what | was
learning as a result of further education and atisieg the complexity of interpersonal
dynamics as | observed them unfolding in a serthe¢ provided acute mental health
care for people experiencing suicidal ideation. Miberest was further provoked by
many conversations held with other nurses who spaeay about their views on this
work. As a result of these reflections, it occdrte me that working with people
experiencing suicidal ideation presents a more ¢exnphallenge for nurses than that
posed by their work with people who were living lwibther symptoms of mental

distress.



The Wider Context

In the previous section | provided background infation about what provoked me to
undertake a research project in this area of istert this next section | present some
further information in order to give a wider undargding of the background context of
the study.

The professional context
Nurses who work with people experiencing suicidakition practice in uncertain times.

This uncertainty is perhaps best reflected in ttability of the profession, (if it is one
profession), to reach consensus about what ‘wellshbe called and there are many
different philosophical interpretations of what stitutes the title of a mental health
nurse and/or a psychiatric nurse (Barker, 1999ldRed988; Watson, 2002).

Contemporary mental health nursing also existsiwith context of changing socio-
political views of mental health issues and factsueh as the growing consumer
movement have challenged the traditional roles ratationships that used to provide
the philosophical imperatives from which mentalltiteaurses practiced (Barker, 1999;
Crowe, 1997; Watson, 2002).

In New Zealand, the change from institutional cexecommunity care has added to
uncertainties faced by nurses. This has been @dkto the loss of skilled nurses from
the sector, the need for different skills and kremgle, inconsistencies in nursing
leadership, poor staff retention, inconsistent atlon standards and there being
insufficient and inconsistent clinical supervisiawvailable (Ministry of Health, 2006).

The Study

This project sought to establish new knowledge bgviding insights into the
experiences of mental health nurses who work witepte who are experiencing
suicidal ideation. Explorative studies like thie ®est fitted to a qualitative descriptive
approach. This project follows the tenets of Stowieki’'s (2000) interpretation of this
methodology.

Limitations in Research Foci

| chose to limit the focus of the project and oimyestigated nurses’ experiences of this
work. This choice was made on the grounds of émguhat the study remained within
the scope of a small masters’ project.



The study was also limited to collecting informatithat was relevant to the research
aims. This limitation also ensured that the progayed within the scope of a small
masters’ project and that the project was abletaim its focus of enquiry and keep true

to its methodological underpinnings.

Definitions

The following definitions have been included foe ghurpose of clarification Suicidal
ideation is defined by Roberts as “Any self reported thdsghf engaging in suicidal
behaviours” (2000, p.526). It is more simply definin the Ministry of Health’'s
Suicide Prevention Strategy as “which refers taitids of suicide”. The strategy also
includes a definition for suicide that, “refersthe act of intentionally killing ones self”
(Associate Minister of Health, 2006 p.3). Further,New Zealand classification of

death as suicide is based upon a coronial verdict.

Other useful definitions in the Ministry’s stratedgcument are the one fdeliberate
self harm; “behaviours that may or may not result in seriagnojsiry but are not
intentionally fatal” andattempted suicide, which “covers a range of actions where
people make attempts at suicide which are not’féfedsociate Minister of Health,
2006 p.3).

Language
These terms have been identified for the purpokekaity.

The term person is used throughout the study totifgethose who have used mental
health services.

The term participant is used to differentiate bewéhose nurses who took part in the

study and other nurses are referred to but whmalidake place in the study.

The term mental health nurse was chosen to deditrise nurses who have specialised

in mental health nursing practice.

Structure of this Thesis

The opening chapter introduces the study by exiplgithe aims and rationale for the
research and providing some of background contextwiich it is located. The
following chapter presents an analysis of thediiere and discusses how this led to the

formulation of the study design. Chapter Threecubses the rationale for the



methodological approach and the processes usedeirstudy’s investigative phases.
The findings from the study are presented in chaptar. Chapter Five goes on to
discuss these and the implications that arise aesalt of these. | make some
recommendations in terms of policy, practice andriistudies and the chapter closes

with reflections on the project in terms of its id@s methodology and limitations.



Chapter Two: Literature Review

Introduction

The purpose of undertaking a literature reviewoishst a researcher can learn about
what is already known about the topic they arer@dted in. They can then establish
what other questions to do with the topic neede@ihswered and also work out how
the knowledge gained from answering the questidinfinto the existing body of
literature. A literature review also assists a&agsher to narrow down the scope of the
topic selected to a manageable size and helps ivhemes to choosing the method and
study design best suited to answer the questioni¢iiello, Sullivan, Greenwood &
Axford 1999; Roberts & Taylor, 2002; SandelowsKi0Q).

In the following chapter | give some backgrounaitite processes that were
undertaken to explore the literature and the ratesthat formed the basis for these. |
then go on to discuss the literature as it reldbe context in which this study took
place. | conclude the chapter with a brief dismrsabout the relevance of this

literature in relation to the aims and objectivéghe study.

Background Discussion

In this next section | explain the rationale foe gelection processes used in relation to
the literature that is discussed in this studye €kplanation begins with identifying the
key assumptions that informed the decision maknoggsses in regard to the literature
review and its place in the study design then mawvet® explain the search strategies
that were employed to elicit the literature in tiela to the method and research
objectives of the study.

This study sought to explore and describe the imgbat working with people
experiencing suicidal ideation has on mental healtises by asking five mental health
nurses about their experiences of doing this w&@tudies that explore subjects such as
these are usually placed into the paradigm of taiale research. One of the key
assumptions of qualitative research is that a pim@mon or event cannot be understood
in isolation and that people’s behaviour is affddby their environment and
experiences so therefore, a specific behaviouttitu@de cannot be investigated without
taking into account all things which will affectetiperson’s perceptions and actions
(Minichiello et al. 1999).



One of the reasons Sandelowski gives for presehtngvork on fundamental
gualitative description was that she shared the@ms of Thorne, Kirkham and
MacDonald —Emes (as cited in Sandelowski, 2000) prioposed that that many
researchers were appeared to be performing “melbgidal acrobats”(p. 335) in their
seeking of epistemological credibility. Sandelowsloposed that researchers have felt
obliged, because of their perceptions that a metlogétal hierarchy of importance
exists, to designate their work as phenomenolognzatative, grounded theory or
ethnography, when their work contains only hintsiwes of the method they have
claimed to follow. Sandelowski suggests instead tésearchers who wish to provide a
straight description of an event or phenomenon Ishdo so and, unashamedly, claim
fundamental qualitative description as their methtidhey then choose to design their
studies using overtones from other methods, theyldrsimply describe what these

overtones were.

Specific to the naturalistic tenets described bywchin and Guba is that researchers
“endeavour to describe the phenomenon or evets matural state, or as it is, to the
extent that this is possible in a research ensapfas cited in Sandelowski, 2000,
p.335). That is, that there is no prior commitmignthe researcher to any theoretical
view of a target phenomenon and techniques shaulgsbd that allow the target
phenomenon to present its self, as if it were molew study (Sandelowski, 2000).

The Search Strategy

Roberts and Taylor (2002) define literature as ttital body of writing that deals with
the topic being researched” (p. 534). At the beigig of this project | had some ideas
about what | wanted to achieve in terms of leartungwas still unclear about how to
manage the contextual complexities that needee twhsidered when undertaking a
qualitative study in a practice setting. In orttetry and make sense of these, |
conducted an informal search using the key worttide’ on the ‘Google’ search
engine. This achieved 75,750,000 strikes in faumrtgeconds. When | changed the
words to suicidal ideation, the number of strikel§ reached 35,500. The sheer scale of
literature available on the topic in terms of theev context in which mental health
nurses practice was overwhelming when considehisgagainst a small scale study.
Encouragingly, after changing the search engirn@oogle Scholar’, the number of

strikes reduced to 12,200. Scanning through sdrtteeaarticles available on Google



Scholar helped me to become more focused on tlaeosgudy | wanted to pursue. |
then moved to conducting a formal search via tha dases of CINAHL, Medline, and
PsycINFO.

Initial searches using the words mental healtheyyrsychiatric, suicidal ideation and
impact uncovered articles on research carriedraatthe effects of completed suicide
on clinicians (Alexander, Klein, Gray, Dewar & Eag) 2000; Deardon, 2004), research
articles into the part that constant observatidag m the care of people experiencing
suicidal ideation (Fletcher, 1999; Baker & Cutdiff999) and articles that explored
stress as it effects all nurses and specificallgtalenealth nurses (Clegg, 2001,
Pryjmachuk & Richards, 2007; Stordeaur, D’Hoore,&denberghe, 2001. Another
article uncovered in one of the later searchedtifiesh resources needed to reduce
stress in mental health nursing.(van den Toored@R00ther articles looked at
vicarious trauma in relation to mental health mgg(Clark & Gioro, 1998; Happell,
Pinikahana & Matrtin, 2003). Some of these artigesvided information that was
relevant to the wider context of the subject; hosvehe searches undertaken did not
uncover any evidence of any research that had eegltbe impacts that working with
people experiencing suicidal ideation has on mdalth nurses in terms of their

whole lives.

Interestingly, while undertaking this review, | laete aware that | had begun to reflect
on some of what | was reading and realised thatd keing drawn toward interpreting
some of what | had observed in practice throughctmstructs that were proposed in
the literature. At this point | stopped and retieton what it was that | wanted to
achieve. As a result | became clear that my istdeg in wanting to describe the
impacts that working with people experiencing siatideation has on the whole lives
of mental health nurses. It was also importamhéothat the end result was a
representation of the collective voice of nursegractice and that it should remain as
free as possible from any presuppositions thatdcoatur as a result of my
unconsciously including language and terms thateeb a particular theoretical

perspective during the interview process.

Gaining a clear picture of what | wanted to explieck me to select the method of
fundamental description, which is championed bypitponent as “the method of



choice when straight description of phenomenoregrdd” Sandelowski (2000, p.337).
This method will be more fully discussed in Chapithree.

After reflecting on the tenets of qualitative restsand on Sandelowski’'s (2000) ideas
on qualitative description, | decided to designghely so that the key findings from the
collected data were established prior to any funteeiew of the literature. My

rationale for this was that the literature reviendate had already established that there
was little or no evidence of prior research hawegn carried out into this specific area
of interest.

Another advantage of carrying out the second liteeareview after the findings had
been established and prior to the final discussidhe study, was that the discussion
chapter was able to offer more in terms of thevialee of the study in relation to

practice, policy and future research initiatives.

Taking a second look at the literature also mdaaitthe chance of me, as the researcher,
unconsciously leading participants toward a paldicoonstruct was lessened. This

idea is consistent with principles usually apphédten undertaking a research project
informed by the method of grounded theory (Rob&risaylor, 2002). Sandelowski
(1986) describes this as “bracketing”, which metiias the researcher attempts to
minimize their own preconceptions and biases g0 alow the data to speak for itself.
This study departs from other tenets of groundedrhas the intention of this study

was to describe the phenomenon, rather than ta@engata for the purpose of building

on or changing existing theory.

After the findings of the study were revealed, d@Her search of the literature was
undertaken using the data bases of CINAHL, Medkmel PsycINFO. For this search |
used combinations of the following key words: psstic mental health nurses,
spirituality, stress, impact, suicidal ideationytgccare, humour, models of care and
philosophy. The consistent words used in the earaere suicidal-ideation, mental-
health, and psychiatric nursing. Articles wereestdd by reading the abstracts of the
articles selected by the search engines for te&wance to the study. These articles
were then sorted into categories of systematiereyj individual research papers
(including literature reviews), opinion papers, atker sources. The search was
limited to a ten year period from 1998 to 2008, dhttcles were required to be written
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in English and they had to have an abstract. fiitmis-limit was sometimes extended if
any work was particularly pertinent, or if the taéure referred to was considered to be
a seminal work in the area under discussion. €feence lists from selected articles
provided a rich source of information and ofteni¢ated who the key proponents were
in the areas of interest. Offerings from colleaggaerd allied health professionals also
proved to be valuable sources of information ancevespecially relevant to the current
culture and context in which the study took place.

In all, 3,924 articles were retrieved. Two hundaad six articles related to workplace
stress and vicarious trauma, 1,726 articles relatgxhilosophy of practice and 1,987 to
models of care. Five articles related to spirityah mental health nursing and 475

related to humour in nursing.

The Literature
In this next section | discuss the literature ilatien to context in which this study took
place and in relation to the messages that arthetg about the effects on mental health

nurses as a result of their work with people exgraring suicidal ideation.

| have divided this section of the chapter intorfeubsections; messages about suicide
from the wider social context, the professional tegh of mental health nursing,
philosophies and models of care and messages tigatfects of their work on mental

health nurses.

Messages about Suicide from the Wider Social Contex

| start this section by providing a brief historydacultural perspective of how the
subject of suicide has been understood by diffgpeptlations in the world. | then
discuss the literature as it applies to the curgenernment policies in New Zealand
that provide direction for the care of people exg®eing suicidal ideation. 1 also
discuss the influence of the media in the portrayaluicide in order to provide a wider

context from which to understand the practice wodtthe participants.

Historical Overview

Over the years, constructs about understandingdsuibroughout the world have been
largely influenced by cultural views on existentiaémes such as the meaning of life,
honour and religion. Religious beliefs have prot@ie the most influential, however
these were often moderated by financial imperat{\M&ipedia, 2008).
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No one knows who the first person was to kill thelwss but we do know that early
records tell of many historical figures who choseehd their lives rather than to face
dishonour or in order to uphold a religious or phdphical principle. Examples of
these include Hannibal who took poison to avoidwagpand Socrates who chose to end
his life rather than renounce his beliefs. Glammtwere also known to have stabbed

themselves to avoid taking the lives of others {8am 2000).

The Bible tells that no sanctions were attachedh® suicides described in the Old
Testament or to the suicide of Judas Iscariot destrin the New Testament after his
betrayal of Christ. However, it seems that Charstattitudes hardened later (Jamison,
2000).

In England, during the eighteen hundreds, suicide mgarded as a crime against God
and the King and so was regarded as doubly offensihe crime was punished doubly,
as not only was the person’s corpse denied buriabnsecrated ground, their worldly
goods were confiscated too. This changed only &ltievardian juries became reluctant
to punish the families of suicide victims and begafind that the person had died as a
result of their being insane. Interestingly, thisnsformation from ‘criminalizing’ to
‘insanitising’ happened long before the medicalcigey of psychiatry existed (Hillman,
1997).

The act of suicide was viewed as a crime in England 1961 and in Ireland until
1993 (Jamison, 2000).

The body of a suicide was often dishonoured in mamyntries. The French dragged
them through the streets then hung them face doovn the gallows. In other countries,
stakes were driven through the hearts of suicidestleir bodies were buried at cross
roads with the idea the spirit would find it haodfind its way home. Bodies were often
not washed and were buried without funeral servidamison, 2000). Jewish tradition
forbade funeral rites and burials were limited teeation outside the graveyard. This
tradition was also common in Christian rituals, véhesuicides were buried with
criminals and those who were not baptized. Lat@mpassion was extended to Jewish
families and they were able to take comfort forirthess from other Jewish people

however, no honour was allowed to be given to them (Jamison).
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In India, although the Hindu population regardettise as a dishonourable act, they
also accepted the practice of suttee, the act afidow who, with or without
encouragement from family, throws herself onto lngsband’s funeral pyre so that she
will not have to be kept by the family (Wikiped2(08).

Different forms of suicide have long been regardsdgart of the Japanese culture. In
the era of the Samurai, the Japanese people caregamd the practice of seppuku as a
means by which to restore honour after failure gm@rs later, kamikaze pilots used
their planes as bombs and were revered as martyoshad died for their emperor and
country. Even today, many Japanese continue forpeiseppuku, a ritualistic form of
suicide, as a means of face saving should theyifaibusiness or in some other

endeavour (Jamison, 2000).

In the later twentieth century, self immolation &e® almost fashionable as a form of
protest or as a way of making a political statenermountries such as Germany, India
and the United States. Today, the act of suicaalbng is viewed by the followers of
Islam as an acceptable act in a holy war (Wikiped@8). Interestingly, Islamic law

still finds suicide a greater crime than that oifrficide (Jamison, 2000).

The ethics of assisted suicide and euthanasiacalsiinues to be hotly debated issue in
most countries while in the same world, the Inutiople of the far north of the
American continent are still accepting that the kvéa their community will take
themselves out into the snow to die as a meansoteqt the resources of their family.

Sadly, it is now not only their weak (Jamison, 2000

As stated previously, suicide remains one of tlggdst causes of death in the world
and, despite research into its cause, the bestmrmadedicines and the best efforts of

many, the figures continue to rise.

The current New Zealand perspective

The predominant view of modern western medicinegh& suicide is a mental health

concern associated with factors such as coping @é@firession or inescapable suffering
or fear as a result of a major mental (Wikiped0®@. Despite the view of suicide as a
mental health concern, many other reasons are dorenuicide by those who leave

notes to explain their reasons for ending theg. libnrequited love, grief, escape from

punishment or abuse, guilt or shame, catastropiiryi, financial loss, fear of aging,
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unresolved sexual issues, a belief that life hasnherent value and even curiosity

about post life experiences have all been citetnitdn, 1997; Jamison, 2000).

The view of suicide as a mental health concerreflected in the strategy that the
Ministry of Health has undertaken in its bid to wed the countries high suicide rates
(Associate Minister of Health, 2006). This strategas developed eight years after the
release of the New Zealand Youth Suicide Preven8tmategy (Ministry of Youth
Affairs, 1998), which was developed in responstheocountry’s alarmingly high youth
suicide rates and had been successful in termsdottmg the male suicide rates for this

age group.

Although the strategy acknowledges Collings anduBe#s (2005) and their social
explanations for suicide, most of the document lissented in clinical language.
Interestingly, a model presented in the documeentifles the social issues that can
contribute to suicidal ideation then, with the aai of an arrow from one a box to

another, reinterprets these factors into psychkidiagnoses.

The strategy outlines seven goals and two appédaave implications for mental health
nurses. These are goals three and four whicloareprove the care of people who are
experiencing mental disorder associated with saicihaviour and; to improve the
care of people who make non fatal suicide attemptse actions identified as ways of
meeting these goals are vague and non specifiegard to whom they apply. They
include “improving the capability of health professals and other key personnel to
respond appropriately to people experiencing sympt@f mental disorders” and
“improving methods of treatment and managemengr afare and support” (Associate
Minister of Health, 2006, pp 24, 25). The vaguenet the New Zealand Suicide
Prevention Strategy is in keeping with other goweent policy documents and this
could be because such documents are intended taderdirection rather than be

prescriptive in terms of specific interventions.

A document with more direct relevance for mentahltie nursing is Guidelines for
Primary Health Providers: Detection and ManagemeftYoung People at Risk of
Suicide” (Ministry of Youth Affairs, 1999). This documewas developed in response
to the New Zealand Youth Suicide Prevention Strat@dinistry of Youth Affairs,
1998) as a resource for use by general practitsoaed also as a resource for continuing
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medical and nursing training and for general pcactir nursing training. Although it is
medically focused, it provides a comprehensive aear of information and offers real
intervention strategies for those who work with ygupeople experiencing suicidal
ideation. This document also acknowledges the anfzat the suicide of a young
person can have on care providers. It gives adwiceaders about how to talk with the

media about suicide.

The influence of the media

The influence of the media in the portrayal of &lécin the community has been
thoroughly researched both overseas and in Newaddand, although there is debate
about the rights of the press versus the protedfdhe vulnerable, there is agreement
that media portrayal has a large influence on howide is viewed by the public, both
in New Zealand and in the rest of the world (Tudl¥Isaka, 2004).

In 1999, the Ministry of Health developed a setgafdelines for media reporting of
suicide (Ministry of Health, 1999). However, adjuhat aimed to scope the awareness
of media professionals about the guidelines foureint to have been largely ignored
due to their belief that the guidelines were tagirietive (Tully & Elsaka, 2004).

The role of the press in relation to the way NewalZeders perceive suicide is
scrutinised by The Mental Health Foundation of N&saland who fund a ‘watchdog’
organisation called the Suicide Prevention InfororaiNew Zealand (SPINZ). SPINZ
monitors the reporting of suicide by scanning tbhentry’s newspapers daily and keeps
copies of any articles that refer directly or irdily to the subject of suicide. They
often speak out against publications they belieneerasponsible for sensationalising
suicide. While SPINZ is most commonly concernedualpress coverage that could
lead to what is termed as ‘the contagion effectlffdey, 2001; Hawthorne & Williams,
2001; Sudak & Sudak, 2005), they also hold othtclas in their files that provide a
commentary on the different attitudes toward s@dmreld by members of the general
public. On a trip to their offices in Auckland hecovered a number of articles that
reported on aspects on the subject of suicide, agcthe impact that suicide has on
family members (Richardson, 2005) and about a mstmequest to have suicide kept

as a private family matter (Hapete, 2005).
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While most of the articles | discovered in the SPINes were neutral in terms of any
specific messages given in regard to mental healtees and their work with people
experiencing suicidal ideation, one article was Hbteported on a family’s intention to
sue a District Health Board (DHB) for negligencdidaring an incident during which
their son had left an inpatient unit and had takisnlife. Although the report spoke of
systemic failures, it also claimed that individanaksing staff had failed to keep the man
safe. The article also took the opportunity teeaattention to other failures on behalf
of nursing staff by reminding its readers of prexancidents that had occurred around

the country with similarly tragic outcomes (Richsod, 2005).

Health professionals have also been known to usepportunities afforded to them by

the press in order to respond to similar criticism®n example of this was when the

head of a mental health service defended the actibhis crisis assessment team who
reportedly had assessed a person and who latee isaime night set fire to themselves
(Langdon, 2000).

Accessing the press can also be a useful way ftividuals to pass on their own
messages about suicide, such as when Deborah @tmldina then Member of
Parliament, wrote an article that appeared in teeald on Sunday. In it she told of a
chance meeting with a friend who had a child diesbigide. As well as describing her
own discomfort about not knowing what to say to sorme who had lost someone under
such tragic circumstances, she used the artideing to attention a point made by an
Auckland University psychologist who “suggestedt tiigtress and depression weren't
classified as mental illnesses then young peoplghtrive more willing to seek help
without being labelled as ‘nutters’ (CoddingtonP30p. 35).

The professional context of mental health nursing

In this section | discuss the literature as ittedao the professional context of mental
health nursing and working with people experiencguicidal ideation. | begin by
discussing the literature that reflects the curresues facing mental health nursing as a
profession and then discuss some of the literadigré pertains more specifically to

working with people experiencing suicidal ideation.
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Role definition and the future and direction of ma¢health nursing

Defining the role of nursing has been discussedesihe days of Florence Nightingale
who complained in 1860 that “no man, not even atalpcever gives any other
definition of what a nurse should be than this,evated and obedient” (as cited in
Lauder, Forest & Masters, 2006). Although definihg role of the mental health nurse
remains as a prominent concern for many in theeggibn, defining the role is seen as a
secondary concern by Lauder et al. who believertheges should focus on what mental

health nurses are needed for.

The literature shows that world-wide concern isngeexpressed by mental health
nurses about the current state of the professiaelation to its purpose and direction.
Various writers and researchers have offered reagmnwhy this is so and most agree
that internal and external socio-political forces the main influences currently guiding
the direction of the profession. Most suggest timail some of these issues are resolved,
the future of the profession remains uncertain KBar1999; Ministry of Health, 2006;
O’Brien, Thom & Hughes, 2007). It seems that magtee extraneous social and
political influences such as the consumer moventbatshift from institutionally based
care to community care and financial imperativegehall contributed to this situation
(Barker, Crowe, O’'Malley & Gordon, 2001). In mgspers, the authors also refer to
the influence of the psychiatric paradigm or thediv& model on the mental health
nursing profession and question whether past alhegis are still of value to nursing,
and to the people mental health nurses profesert@ gBarker, Crowe, 2000; Crowe,
O’Malley & Gordon; O’Brien, Thom & Hughes).

Marie Crowe, a scholar who features prominentlyNew Zealand mental health
nursing literature, spoke of this in a paper putgdin 2000 saying:

If mental health nursing practice is a patient cedt partnership, as many of
our nursing standards suggest, then nursing’s fahsuld be on the patients’
experience rather than the psychiatric diagnosithwvhich the experience is
attributed. Mental Health nurses need to turn éov&e users to learn how to
best help.(p 583)

This paper was critically reviewed in 2006 by PBérker, another prominent scholar

who, although hails from Scotland, has taught esttery in New Zealand and has left
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his mark here through the adoption of the Tidal BlddBarker, 2001) in various mental
health settings in New Zealand (Cook, Phillips &l®a 2005). In his review he
reflects that Crowe’s paper is more relevant andenpyovocative today than it was
when it was originally published. He claims tha turrent trend in western countries
is for more and more problems involving human behavto become understood
within the framework of psychiatric diagnosis anhtt mental health nurses tacitly
support this by their use of the language dominentthis discourse in their
communications with others. He observes that theeens little willingness on the side
of nurses to further develop “the language of jmesonal caring that once held the
promise of a distinctive nursing voice” (Barker0BQ p. 133). Interestingly, he finishes
his review by suggesting that “Crowe’s status as/Mealand academic may provide a
contextual referent, signalling a way forward otithes impasse” and that New Zealand,
with its record of recognizing the voice of its igenous people might lead the way in
this” (p 133).

The view that mental health nursing has becomantln the medical constructions
inherent in psychiatric diagnosis is also suppoligdcuthors Bishop and Ford-Bruins
(2003) who add that, despite having the skills tnduct assessments; nurses’

contributions are often minimized within multidigthary teams.

The shadow side

In this subsection | discuss the literature intrefato the darker side of mental health
nursing and its history in relation to oppressivacfices. The section also includes
discussion about the personal challenges faced démtahhealth nurses as a result of

their work in general and in relation to people&xgncing suicidal ideation.

| have borrowed the term ‘the shadow side’ fromeP&Vatson ( 2002) who believes
that many people who are drawn to work in the mdrmalth profession do so because
of an unmet need in them, which can interfere whthway in which they engage with
people. Watson refers openly to past cases of eabo§ stigmatization, of
disempowering people and of the disenfranchisinthefvulnerable carried out by ‘the
helping profession. He asserts strongly that ‘ggsionals need to become sufficiently
self-aware as to acknowledge some of their ownessand needs that may intrude

unhelpfully into their work with clients” (p.181).
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Watson (2000) also acknowledges the ‘shadow siflelients’ and the way in which
clients can emotionally, and even sexually, sechspers so as to keep thinking of
themselves as special and retreat into helplessmebgling to a sick role in order to

avoid discontinuation of care.

This ‘shadow side’ of the profession is also diseasby Barker (1999) who refers to
the history of the profession as it emerged from dlays in which ‘the mentally ill’
were cared for in large asylums staffed by unticipeople whose role was solely to
contain. Heron (1990) expressed some of these sangerns and proposed that a level
of emotional competence was needed in those p&dpmenere charged with caring for
some of societies most vulnerable people. He sigdethere were three levels of
competence and that helpers were able to move fnoenlevel to the next by doing
psychological work on their past distresses s@dstome more intentional rather than

unconsciously reactive in their work.

The Health Force Advisory Committee in New Zealdwade acknowledged there are
concerns about the significant changes to the rhetdth workforce as a result of the
shift from institutional based care to communityséa care as this has led to a major
increase in the numbers and types of services gdvin the mental health sector. This
change has meant that a reorientation of the kranelend skills is required. (Health
Force Advisory Committee, 2002). As a result afsth concerns, a further a discussion
document was produced by an expert reference githip.document is titlediental
Health Nursing and its Future: A Discussion FramekvMinistry of Health, 2006) and
its goal was to “provide strategies to move thefggsion of mental health nursing
forward” (p.ii). It also claims to “provide a stegyic direction for the future of mental
health nursing that will strengthen both nursinadiership and practice within the multi
disciplinary team. The document identifies aneifrecommendations for addressing
the following key workforce issues; nursing leatigss the role of the nurse
practitioner, mental health nursing standards acice, skills mix, clinical career
pathways for mental health nurses, professionakrsigion, mental health nursing
education, mental health nursing research nursitigre and recruitment and retention

of mental health nurses.
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Interestingly, although the expert panel that m#de recommendations included a
representative from the New Zealand College of MeHealth Nurses, all of the other
representatives represented educational instistibimstrict Health Boards (DHB) and
other organisations that employ nurses or who tateeblolders in the sector. There was
also a consumer representative who is employed bQH®B but there was no
representation from the many nurses who are clyrenpractice and who are going to
be at the end of any implementations that resoinfthese recommendations. The
document also falls short in its recommendationg &sls to address some of the key
issues addressed in current nursing literatureh) siscwhat is the discourse or theory
that informs the profession and how does this tea@sn practice.

Philosophy of Care and Models of Care

This subsection discusses the literature as iaperto philosophies of care and models
of care in relation to mental health nurses workhwpeople experiencing suicidal
ideation.

There is very little evidence of research into géaphies of care or models of care as
they relate to the way in which mental health nsirg®rk with people experiencing
suicidal ideation. Cutcliffe and Stevenson (2008jried out a literature review into
this area and concluded that “there is a discomggeldck of empirically induced theory
to guide practice and even less empirical evidénceipport specific interventions” and,
at best, believe that nurses working with peoplpeerncing suicidal ideation are
“feeling their way in the dark” (p. 942). They alstate that “The contemporary
psychiatric/mental health nursing literature isaclén highlighting that all too often
what suicidal people receive in the way of ‘nursiogre’ is indeed second rate,

ineffective and impersonal” (Cutcliffe & Stevens@n951).

Cutcliffe and Stevenson (2008) go further than jdentifying the lack of evidence of
theoretical models of care that are available tidegymental health nurses. They argue
that their study provides evidence that casts doabtthe success of defensive practices
and offer the opinion “that caring for suicidal pé&® must be an interpersonal

endeavourer personified by talking and listening”949).

Barker (1999) and Watson (2002) refer to the expee of mental distress in relation to
people experiencing suicidal ideation. They sugtest mental health nursing needs to
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be characterized by interpersonal ways of workimg et they, along with others, have
failed to put forward a comprehensive theory or eldd inform the practice of those

nursing people experiencing suicidal ideation.

The studies and disciplines of philosophy, psycwland psychotherapy have deep
associations with mental health nursing and thdiuénces can be seen throughout the
mental health nursing literature that speaks tathleeries that underpin the profession
(Barker, 1999; Crotty, 1998; Watson, 2002). Batkas asked that mental health nurses
examine their borrowing of ideas from other discigé and suggests that the profession
needs to develop its own discourse, yet he comtiadinis by suggesting that mental
health nursing needs to go back and look at thechmélerapeutically based
interpersonal theory developed by Peplau (who fe¥g¢o as the mother of psychiatric

nursing) in order to find direction.

The field of psychology does however have propanerto offer specific theories and
models of care for working with people experiencgucidal ideation and it might be

that by borrowing and blending ideas such as tttetenursing can find some direction.

The works of two psychologists with alternativewseon suicide will be discussed next

as they are representative of the sheer diversipproach in the field.

In his seminal work, Robert Firestone (1997) preséme view that suicide is the result
of an inner or internal dialogue that has its faatr@h in our early childhood. He
proposes that the same social milieu in which ageacquires their sense of self also
causes fractures in the psyche, which can lead senae of de-personalization and
alienation that presents as a ‘voice’ which carobez part of a self destructive suicidal
process. Firestone believes this voice is contisubut not always conscious or spoken
and open to external interpretation. His theomh& ‘voice therapy’ provides a process
by which people can expose and come face to fattetihe demons they carry.

An alternative point of view was proposed by Jantéiman (1997), another

psychologist prominent in his field. In his worm the sixties, he challenged the view
that suicide is a matter for psychiatry, or for meewe at all, by suggesting that
physicians are unable to objectively take up thebl@m of suicide because their
obligation to promote life stops them from goinghwiheir patient into an exploration
of death. Instead Hillman asserted that suicida matter of the soul. In his work,
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Hillman explores psychological, philosophical ahédlogical perspectives in terms of
the meaning of suicide and challenges people whidk wath people experiencing
suicidal ideation to think of suicide as one of thenan possibilities and that death can
be chosen. The meaning of this choice is diffef@néach individual according to their
circumstances and, when working with someone, Hilireays the premise must be that

every death has meaning, so the task is to gaettmieaningful inside” (p.227).

Interestingly, in his postscript of afterthoughtstten for the second edition of his book,
Hillman claimed he had softened in his stance add come to believe that the
medical model takes into public account publiciegfauch as contagion, epidemiology
and public health which means that, in terms ofapy, the patient is seen more widely

than as an individual.

This theme is also referred to further on in histpoript and more fully explains his
shift from the view he held in the sixties, whenviierked on the premise that suicide

was a matter for an individual soul:

The individual consists of more than his or her sosal individuality.

Something besides ‘myself 'inhabits the soul, taeesin its life and has a say
in its death... We need a...definition of self as niteriorisation of community.
Suicide literally ‘self killing’ now would mean bot killing of community and

an involvement of community in the killiGglillman, 1997, p. 198).

Hillman (1997) credits Jung with being the firsedhist to refuse to classify
patients into categories and to stand for the asthe first reality.

Messages about the Effects of their Work with PeoplExperiencing Suicidal
Ideation on Mental Health Nurses

There is wide spread acknowledgement that workiity weople experiencing
mental distress is an inherently challenging afabérts, 2000). In this next
subsection, | discuss the messages found in #ratlitre in relation to the effects
that working with people has on mental health ngrbeth in a general sense and
then more specifically as it relates to their waikh people experiencing suicidal

ideation.

As already stated, a review of nursing literatuesealed a lack of current
knowledge about the impacts that working with peopkperiencing suicidal
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ideation has on the lives of mental health nurdéswever, claims that this work
iIs emotionally demanding and that it can have negampacts on nurses were
discovered. These claims were made almost aside iasexamples of research
that were exploring associated topics such as dhee of close observations in
relation to working with people experiencing suadiddeation and looking at
models of care for people experiencing suicidahide (Barker & Cutcliffe 1999;
Duffy, 1995).

Other more generalised research has explored tléiaeral costs on nurses as a
result of their work. These studies have oftenunefjom the point of view of an
established theoretical construct and have lookecdev¥idence of whether or not
this construct can be applied to nursing. Exampfethis include literature that
relates to the construct of stress and, more spaktyf workplace stress in
relation to nursing as a profession (Healy & McKa&Q00; Pryjmachuk &
Richards, 2007); There are also examples of thig psrtains to mental health
nurses (Ryan & Quayle, 1999). Other construct$ ag vicarious trauma and
burnout have been explored separately and alsoomumction with stress
(Happell, Pinikahana, & Martin, 2003; Steed & Domgpi 1998). Ryan and
Quayle suggest that psychiatric nurses are notrassed in their work as most
research indicates and that the stress that doef =sx more related to
organisational rather than work related issuese flidings from another study
that explored the construct of emotional labouritagelates to mental health
nursing in an inpatient unit suggest that the dedpe intensity of interactions,
and the more variety of emotions experienced, tloeenemotional labour was
reported (Mann & Cowburn, 2005). This is in somayveupported by Stordeur,
D’Hoore and Vandenberghe (2001) who concluded teatcause of work place
stress and exhaustion is multi-factorial and relate the physical and social

environment, role ambiguity, and active managenbgrexception leadership.

Watson (2000) suggests that the culture of carcuypations carries an unspoken
belief that staff cope no matter what and thatdknawledge anything different
means that an individual might be thought of asrotguior weak. This has also
been acknowledged in police work and in other acdamployment where staff

can be put under a great deal of personal pre¢sladin, McKean, & Veltkamp
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1994; McCann & Pearlman, 1990). Another featurammon to the culture found

in these areas of work is staff use of black hunasua means by which to deflect
the emotional toll of working in the frontlines déath (Luke, 2004). Luke refers
to this phenomenon as “gallows humour” and ackndgas that it can be helpful

when it is well managed. He also identified thame individuals can fear that
their use of it may indicate they have gone overttp. In relation to this, Luke

placed a lot of importance on good managerial aigarozational systems that
support full debriefing after incidents and at &émal of all shifts.

Burnout is also acknowledged as part of the culmréelping professions’ and
can result in nurses adopting a cynical attitude f@eling less empathy toward

clients. This can lead them to want less clientacn(Watson, 2000).

Barker (1999), Heron (1990) and Watson (2000) agie# good clinical

supervision and ongoing personal development thr@alyication are necessary in
order to avoid burnout and to build the relatiopsBkills and the other key
attributes of effective mental health nurses. keaaly mentioned, the need for
good clinical supervision is also acknowledged s of the key issues in terms

of the future of mental health nursing in New Zedl@Ministry of Health, 2006).

In this chapter | have reported on the processetertaken in regard to the
literature review that was carried out in relatitm this study. | have also
discussed examples of current literature that bdtbrm and describe the context

in which the study takes place. The next chaptewas on to explain and

describe the methods and the elements of the stadign processes that were

followed in order to meet the aims and objectiviethe study.
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Chapter Three: Methodology and Research Design

Introduction

As raised previously, the aim of this research maglly influenced by my interest in
the subject that came out of my own curiosity armanf conversations that |1 had with
colleagues. This led to an exploratory literate@ew with the aim of uncovering what
was already known in regard to the subject. Tisalte of this search resulted in the
formulation of more clearly defined aims and objeed, which led naturally toward the
methodological approach chosen for the studyhis¢hapter | remind the reader of the
overall aim and objectives of the study and expkhi@ theoretical perspectives and
assumptions that underpin the methodological agprad the study and the rationales
for choosing it. | then go on to provide an ovewiof the study design and to report on
the processes that were followed during data dotle@and analysis. The chapter ends
with a description of the quality processes underaand a discussion about the

rationales for these.

Overall Aim
The overall aim of this research is to describe ithpact that working with people
experiencing suicidal ideation has on the persa@mal professional lives of mental

health nurses who work in acute mental healthregttin New Zealand.

Research Objectives
To achieve these aims, three key research objsctiere identified. These are as

follows:

* To gather information from mental health nursesualibeir experiences of
working with people experiencing suicidal ideation relation to their
philosophy of practice and that of their colleagues

* To explore nurses’ experience of working with thework place culture and
organizational and professional expectations iati@h to their way of working
with people experiencing suicidal ideation;

» To discover what influence and impact this work basthe physical, spiritual,

mental, emotional, social and whanau aspects oflthes.
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Methodology
The methodology chosen for this study was qualgatiescription as described by

Sandelowski (2000). In this section an overviewhef methodology is offered.

“Qualitative description is the methodology of atifor projects that seek to describe
the phenomenon under study in it's every day ter(®@indelowski, 2000, p. 334).
“The goal of such projects is to present a full mary of the events or phenomena that
has not been interpreted or influenced by any quuoed rendering of the data”
(Sandelowski, 2000, p.334). The features of thethwd cluster around two key
attributes, general qualitative inquiry and thei@ebment of description as an outcome
of the inquiry.

The rationale for selecting this methodological rapph was based on the nature of the
question under consideration. This is in keepiiit) ®Wenzin and Lincoln’s (2008) idea
that a research methodology and theoretical frameweed to be constructed out of the
issue under investigation. The approach was alsedsas a means by which to
uncover new, and establish new, knowledge in maid the subject. Minichiello et al.
(1999) add that a strength of descriptive reseaschihat it enables health care
professionals to describe what exists in practinod # classify this so that the

information gained can be used by the discipline.

Denzin and Lincoln (2000), Minichiello et al. (199%nd Sandelowski (2000) place
inductive research such as this (seeking to gemerat descriptive knowledge rather
than test existing knowledge) into the realm oflfatve research. That is, “a research
paradigm that is interested in questions which Iweohuman consciousness and
subjectivity and values humans and their experemtehe research process” (Roberts
& Taylor, 2002, p. 537).

Brink and Wood (1994) and Roberts and Taylor (208Rpgest that there are three
levels from which research questions can be fortedla They go on to say that
questions that look at new phenomena, or that seegpply missing data, fall in to the
first level in that they are by nature exploratagd should be formulated at a
descriptive level. They identify that these quassi often have two parts or ‘stems’,
with one division naming the who, what, when, wherewhy part of the question,

while the second stem is concerned with identifyting topic. The title of this study,
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“The impacts of working with people experiencingcgial ideation; mental health

nurses describe their experiences” followed thisnida.

Roberts and Taylor (2002) suggest that issues ofgreency are important to
researchers who are using qualitative approacheseiowork. They point out that if a
methodology is a set of theoretical assumptionsantkethod is a process by which to
generate knowledge, then it makes sense to expattat degree of fit must exist
between the two. They also state that congruergyconcerned with the
correspondence, agreement or fit between foundatideas and the activity phases in
qualitative research. In line with this, this stuldyiows the principles of qualitative
description as presented by Sandelowski (2000).es&hprinciples informed the
project’s fundamental assumptions, its design featand its methods of data collection
and analysis. The ideas behind taking this appréewve been supported by Roberts
and Taylor (2002), Denzin and Lincoln (2000) andidhiello et al. (1999).

The theoretical underpinnings of fundamental gaalie descriptive research are drawn
from the general tenets of naturalistic enquiryn@@dowski, 2000). As discussed
previously, a strength of qualitative descripti@n“ihat it seeks to avoid as much as
possible the re-presenting of events by interpgetinem through the filter of a
particular theoretical or philosophical positioq’. 334). Instead, the researcher works
to keep as close as possible to the data and teutifi@ce of the words and events with
the aim being to “allow the target phenomena teg@neitself as it would if it were not
under study” (p. 334). Sandelowski recommendsi@uiae descriptive research as a
method that is particularly amenable to exploringsiions such as, “What are people’s
responses (e.g; thoughts, feelings, attitudes)rbaa event?”(p. 337).

As a methodology, qualitative description differsnh other qualitative methods in that
its intention is to describe the phenomena rathen to interpret it. Another point of
difference between fundamental qualitative desompt and other qualitative
methodologies is that the aim is of the researdb @oduce a summary that describes
the phenomena in the language of the everyday \wemd for it to be as close as
possible to the meanings that participants inten@ahdelowski, 2000). One of the

strengths of the methodology lies in its capacdyfdcilitate the researcher to use
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shadings and tones to capture the nuances desgelypitn the reporting of the research
findings.

Research Design

This research was designed as a small study te $keevscale and scope of a master’'s
thesis, while generating new knowledge that is mehile. | understood from the
outset that full data could not be achieved buthwai careful design, | believed it was
possible to generate some descriptive informatibout the experiences of these
particular mental health nurses in relation to thgpacts that caring for people
experiencing suicidal ideation has on their wholed. As it stands, the scale of the

study is such that the research fundamentally ogefike a small pilot study.

In this next section | present the features ofdésign of this study in relation to their
methodological rationale or bases as a tablehdrfitst table (Table 1) | outlay the key
principles and design features of the methodolaggdun this study under the headings

of design features, specific aspects of designilaadationale and theoretical derivation.
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Table 1: Design of the study and accompanying metdological rationale

Design Features

Specifics of study design

Rationale and theoretical
derivation

Research Aim and
Objectives

To describe the participants

philosophy of practice when working

with people experiencing suicidal
ideation in relation to working along
side of colleagues.

To describe how the participants’
ways of working fits with their

workplace culture, organisational an

professional expectations.

To describe the impact that working

with people experiencing suicidal
ideation has on the participants in
their life away from work.

An initial literature review revealed
) @ gap in understanding about how
working with people experiencing
suicidal ideation impacts on the
personal and professional lives of
MH nurses.
“People cannot help but be placed
in, and involved in, their particular
dime and place situations” (Robert
and Taylor, 2002, p.408).
Study findings need to describe th
impact that working with people
experiencing suicidal ideation has

lead to aspects that need further
investigation, exploration or that
may have a different application.

on mental health nurses. This may

\°2}

Research Approach

Fundamental Qualitative Descriptiof
as described by Sandelowski (2000

Data Sources and
Methods

Setting: Mainstream acute adult
mental health service.

Participants: Registered Nurses

with more than five years experienc
in acute mental health services (5-6

Scale Large enough to offer
relevance.

Small masters’ project.

Data Collection:

Semi structured interviews
around one to one and a half hours
using an aide mémoire

Record and transcribe interviews.
Reflective note taking.

Purposeful sampling to obtain
sufficient first hand perspectives
from those nurses who work and
live in the culture and context of
this service environment.

Participants are information rich.

L)

Small numbers in order to keep dg
processing manageable while still
ensuring enough critical
information collected.

Interview processes that encourag
full expression of participants’
experiences and that allows for
consideration and comment on
cultural or contextual factors in
relation to phenomenon under
study.

Follows Sandelowski’'s suggestion
of how to “obtain minimally
theorised and otherwise transformj
answers to questions of special

makers” (2000.p.337).

Guide)informed by Durie’s Te

Aspects of aide mémoire (intervieyv

e

ed

relevance to practitioners and polity

Whare Tapa Wha (1998)
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Design Features

Specifics of study design

Rationale and theoretical
derivation

Recruitment

Advertised through the local branch
of College of Mental Health Nurses

Convenience sample (snowball).

Required access to the target grolip.

Minimise risk ofrcam.

Based on purposeful selection as
suggested by - Sandelowski, (2000)
and Minichiello et al. (1999).

Data Analysis

Systematic review of transcripts and
field notes.

Content and thematic coding using
reading frame work and colour
coding.

Review of data in relation to the

research question and context of datalescriptions to understand the

gathering in field.

Exploration of themes and processegs

in relation to the aims and objective
of the study.

a Unable to achieve full data

U7

Reflexive interactive analysis
concerned with describing and
reporting the themes uncovered i
the data.

saturation due to small numbers Qut
sufficient to warrant consideration
of trends in data.

Focus on individual and collective

manifest and latent data content

Qualitative Rigour

Participants are able to recognise theQuality measures used in project

description(s) and perspectives
portrayed in the research findings.

Readers are able to follow the
decision making trail.

Readers are able to transfer finding
into a meaningful context for them
outside the study setting.

5 Concepts are supported by

Contextualisation

Thick description

Rapport

Auditability

Interpretive and descriptive validit

Sandelowski (1986, 2000) and
Roberts and Taylor, (2002, p.380
as appropriate for a study design
such as this.

Ethical
Considerations

Ethical approval for this study was
granted by the Human Ethics
Committee of Victoria University of
Wellington.

Consideration of the overall
positioning and content interests of
the research.

Considerations re beneficence and
non-maleficience

Care taken to ensure that no harm
came to anyone

Care in relation to ethics of data

collection, gathering and reporting.

Ethical approval for research shoyld
be granted by an appropriate and

accredited authority
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Design Features

Specifics of study design

Rationale and theoretical
derivation

Cultural
Considerations

Contextual and cultural implications

are a ‘given’ and this assumption is
implicit in all aspects of the project

The study utilises Te Whare Tapa
Wha model as a framework to
structure aspects of the project

Treaty principles are imbedded into
the project

Acknowledgement that mental
health nursing has its own culture
and that the participants practice
within that cultural context.
Treaty of Waitangi and its guiding
principles have become inextrical
linked to all that is New Zealand
and all it is to be a New Zealande
(King, 2003)

The Research Process

The following sections elaborate on the materi@spnted in the previous table and

report on the research processes in action.

An important aspect of qualitative descriptionhe teporting of the research processes

and decision-trail of the research. In this sectbthe chapter | provide a brief account

of this under the headings recruitment and studytecxé and data collection and

analysis. Ethical and cultural considerationsadse discussed.

Recruitment and Study setting

| begin this section by describing the setting ihick the study took place.

| then

describe the process of recruitment before disogssie ethical considerations that

were accounted for

Setting of the study

in regard to the project.

This explorative descriptive study took place ifiNEealand and recruited five nurses

registered with the Nursing Council of New ZealafidiZNC).

The nurses were

required to have more than five years experienceratticing in acute inpatient or

community settings and work with people experieganicidal ideation on a day to day

basis. The participants selected worked in settthgt included an adult inpatient unit,

a crisis team and two day hospital areas.

Sampling and Recruitment

The sampling frame for the study conformed to tieotetical basis of convenience and

snowball sampling and other general principles @hatron to qualitative study
informants (Minichiello et al., 1999; Morse, 19%Ripberts & Taylor, 2002).
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Morse (1994) describes an ideal informant as b&amg who has the knowledge and
experience the researcher requires, has the aliligflect, is articulate, has the time to
be interviewed and is willing to participate in thteidy” (p.8). Sandelowski (2000) and
others (Patton, 1990) also identify that the ultengoal of purposeful sampling is to
select sources that are information-rich. Minidbiet al. (1999) add that “purposeful
selection must be based on the intimate relatipnshtween the person, the event, or

the situation with the phenomena under study” @17

Although working with people experiencing suiciddéation is a common feature of

most areas of practice for mental health nurses,atphenomena that is most prevalent
and at its highest intensity in the acute areaw@ital health care delivery. Because of
that it was decided to focus on this area of pcactiThis type of sampling is described

by Minichiello et al. (1999) as intensity sampling.

Morse (1994) recommends a sample size of aboyiasticipants as being manageable
for a qualitative study of this size and scopex &rticipants were initially recruited,
however, one withdrew after becoming very distrdchy the tape recorder. Two
attempts at interviewing were made before agreemasatreached for that participant to
withdraw. The decision to proceed with five papants was made after reflecting with
my supervisor and acknowledging time constraintd #re fact that it was highly
unlikely that the loss of one participant wouldeatfthe outcomes.

As already stated, the process of recruitment wasapily driven by the need to
purposefully select participants based on the ilikeld of them having intimate
contextual knowledge of the subject. It was alepartant that the process by which

this happened was open and transparent.

Participants were initially recruited by responditmya flyer through the College of
Mental Health Nurses advertising the research. s&éhmurses who expressed interest in
the project were asked to let their colleagues kadnout the project. As discussed
previously, this is consistent with the techniquewn as snowball sampling and is
recommended by Minichiello et al. (1999) for explory studies such as this. It offers
the researcher convenience at the risk of samplke bin this case, the risk of sample
bias was reduced by the step of having the origgrptessions of interest come via the
flyer. The final selection of participants was reafter consideration of the inclusion
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and exclusion criteria and with consideration aftéas such as geographical distance

and the time constraints of conflicting rostergloitd care commitments.

Inclusion and Exclusion Criteria

The most important inclusion criteria was that tagistered nurse participants in this
study were required to have had more than fivesyeaperience of working in an acute
mental health setting. The rationale for this wes they had those years of practice in
which to have grown “information rich” as previoyslescribed by Patton (1990) and
Sandelowski (2000). A criterion for exclusion wstaff who may have been working

directly with me as a colleague at the time of datéection.

Ethical Principles
This study received ethical approval from the Hunighics Committee of Victoria
University of Wellington (see Appendix one).

Beneficence
In short, beneficence is defined as ‘doing goodPut into the context of nursing
research, this means that the researcher shouldoaimprove or benefit individuals,

groups or society as a whole (Roberts & Taylor,200

Overall, this study seeks to ‘do good’ by descighine impact that working with people
experiencing suicidal ideation has on mental healtinses. It is hoped that this
description will help nurses to reflect upon th@iactice and then to be able to articulate
the complexities of their practice in order to pmiemchanges that will lessen negative
impacts. It may also raise awareness of opporsnior personal and professional
development, which could hopefully have a flow offe@ into there being less
defensive practice, which in turn would lead toidrebutcomes for people experiencing
suicidal ideation.

Non-maleficence

The term non-maleficience in relation to nursinge@ch is to do with the prevention of
harm or to the minimization of harm where harm cdrbe avoided. The categories of
harm referred to here include harm of a physicaycpological, emotional, social, or
financial nature, included in this is harm throustploitation. Several strategies were
put in place in order to ensure non-maleficienE&amples of how these were built into

the study can be observed in previous sections asithose on inclusion and exclusion
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criteria for participants and informed consent meas. Other strategies included the
offer of petrol vouchers to cover the cost of tggors for participants.

Strategies employed in the study were successftdrins of preventing harm in all of

the areas where risk was identified. The negotatf mutually convenient times for

the interviews was the most difficult and this kedsome time delays. This was of
minimal consequence and the only person who expegteany stress over that was me.
The strategy of limiting the study to those withmathan five years experience proved
to be valuable. The participants all spoke of elgpeing positive effects as a result of
taking part in the interview process and, despu@es initial nervousness from one or
two, they all settled easily into the process amdenclearly familiar with the material

that made up the content of the aide mémoire. Qdwefits are discussed later in
chapters four and five. Allowing sufficient timerfthe interviews and for closure at the
end was useful for both the participants and myaedf was also useful in terms of data
collection, as it was during these reflective motaghat some of the more poignant

data emerged.

So as to manage any possibility of psychologicaleorotional harm, nurses were
required to have access to an Employee Assistanocgrdlme (EAP) and to be
undertaking regular clinical supervision. | alseliéved that between us there was a
sufficient level of expertise and skill to enablee tsafe management of any feelings,

thoughts and emotions that could surface duringriteeview process.

Consent
All of the participants were given an informatidmest describing the project and were
asked to give written informed consent prior to tiggrating in the project (see

appendices two and three).

Confidentiality and Privacy

Audio tapes and transcripts were coded with irgtiail a pseudonym. The size of the
study allowed me to remember these. Participaet® wncouraged not to use names
during the interview to ensure privacy and to preévpossible breeches of patient
confidentiality. Audio tapes were checked for adgntifying material prior to their
being transcribed. The original audio tapes waldiven back to the participants after

submission of the completed thesis.
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Cultural Considerations
| begin this section by discussing cultural consatiens in terms of the particular

cultural context of the project and of the widentsxt that is Aotearoa New Zealand.

A fundamental assumption of qualitative studiethet data is bound to the particular
context in which it is gathered and that peoplencamelp but be placed and involved
with their time and place situations. They liveeithdaily lives and yet are still

connected to their past and their hope for thdinri(Roberts & Taylor, 2002). This
concept is implicit in the theoretical underpinrsngf the methodology and is central to
all aspects of this study, especially to the assiomphat all of the participants have
individual and unique ways of understanding andrprieting their worlds. To that end,
any findings or conclusions drawn from the data oaly apply as it stands for this
particular group in the context of the particulatting and time in which the study took

place.

I now explain how the principles of the Treaty ofaléngi and the principles of the
Maori health model Te Whare Tapa Wha, as desciiyeDurie (1998), are linked to

the study design and to the methodological priresigf qualitative description.

The Treaty of Waitangi
As a New Zealander, it seemed very natural for mmaok to the Treaty and to other
frameworks that would help to give structure to shedy design and that would provide

a context for the findings and discussion aspefciseoproject.

The Treaty of Waitangi is inextricably linked tadistudy because the study was carried
out in the geographical, historical, social anditmall context of New Zealand. It is
also linked by my own relationship with New Zealahdth as my place of birth and as
my spiritual home. This notion was discussed bychdel King (2003) who
promulgated in his history of New Zealand, that Tmeaty of Waitangi and its guiding
principles have become inextricably linked to h#ttis New Zealand and all it is to be a
New Zealander. The principles of the Treaty are@emothrough the study and evidence
of this can be found throughout all aspects of phggect. This next section describes
these principles in terms of how they informed ttrigject.
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Participation and Partnership

The principles of participation (meaning being ilweal, Durie, 1998) and partnership
(meaning working in agreement, Durie) are foundation this study. If it were not for
those early free ranging conversations held witlkeotolleagues | might never have
become interested and then invested in this projethis applied particularly to
conversations | had with a senior Maori colleagim \gave freely of her time. She was
incredibly informative, supportive and encouragirggpecially in the early stages.
Other examples of partnership and participationlmfound in the decision to choose a
topic that would be of interest to the participaatsl in the implicit acknowledgement

that the participants were the experts of their ewoanlds.

Also congruent with the principles of participatiand partnership are the concepts of
interpretive and descriptive validity. In this dyy these principles were reflected by
asking that the participants read and comment effinkdings chapter. These comments
are reflected on and discussed in chapter fivas pitocess was also extremely valuable
in affirming the findings in terms of establishingour. This is discussed further in

chapter five.

The right to participate and the right to withdrave also examples of these principles.
Less obvious, but also important, was the inforrapproach adopted during the
interview process and things such as the proviaiwh sharing of kai (food). All of
these can also be described under the principlerespect for human dignity
(Minichiello et al.,1999).

Protection

Aspects of the principle of protection (meaning Haene rights and privileges, Durie,
1998) are threaded throughout the ethical condidesa and processes that were
imbedded in the project. This principle in the &tse also aligns closely with the
principle of justice, which Roberts and Taylor (3D@describe as “the right to be treated
fairly and with respect and courtesy during eveage of the research process” (p.108).
The upholding of these principles was evident iocpsses used to select participants
and in the way in which the interviews were conddct The importance of these
aspects is discussed further in chapter five undersiderations to do with the

methodology.
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Te Whare Tapa Wha

One of the key research objectives was to discatat influence and impact this work
has on the participants’ personal lives. When was first considered in terms of the
research design it became clear that any exploratito this needed to be managed
carefully, both because of the sensitivity of thatenial that may be revealed and
because of the complexity of what may emerge. &tk lof experience as a researcher
was also considered. In light of these issuescideel to incorporate aspects of Te
Whare Tapa Wha (Durie, 1998) into the researchgdesirhe model formed the basis
of the part of the aide-mémoire to do with the pees lives of the participants and it

also provided the structure for presenting thasgirigs.

Te Whare Tapa Wha is a model developed by Masoiedu®98), an eminent Maori
psychiatrist, as a means by which to demonstraedhncepts of how Maori understand
health. My decision to incorporate aspects of pladicular model into the study design
was due to my recognition that the participants lavdne familiar with the concepts of
this model and my belief that their, and my, untierding of these may help us as we

went about exploring the subject matter.

Te Whare Tapu Wha proved helpful in the manageroétth of these issues. The
philosophical underpinnings of this model propos$atthealth and culture are
inseparable and that there is an interrelationsbtpreen the physical, spiritual, mental,
emotional, social and whanau aspects of peophles [Durie, 1998). The key concepts

adapted from are presented in the following table.

Table 2 - Te Whare Tapa Wha Model

Taha Wairua Taha Hinegaro Taha Tinana Taha Whanau
Focus Spiritual Mental Physical Extended
family
Key The capacity for | The capacity to | The capacity for | The capacity to
aspects faith and wider | communicate, to | physical growth | belong, to care
communion think and to feel | and development and to share
Themes Health is related Mind and body | Good physical Individuals are
to unseen and are inseparable | healthis part of a wider
unspoken necessary for social system
energies optimum
development

(Durie, 1998)
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Data Collection and Analysis

In this next section | explain and describe thehoés of data collection and analysis as
they were followed in this study. The full inteew process is described and then |
move on to discuss the way in which the data wakeedwith in order to uncover the

findings. | will explain how the quality of the gext was ensured in the final section.

The Qualitative Interview
As implied by the title, a qualitative interviewedes to elicit information through a
process that is consistent with the epistemologuwaderpinnings of the qualitative

research paradigm.

There are a number of descriptors for differingetypf interviewing techniques that are
recommended for a variety of reasons (Denzin & ainc 1998; Minichiello et al.,

1999). Roberts and Taylor (2002) acknowledge #md argue that the label of the
interview is not important; rather they suggest tha real importance lies in the way in

which the researcher is able to describe the psesassed.

The majority of data in this study came out of indual, in-depth, semi structured
interviews, in keeping with Sandelowski’'s (2002)commendations that “data
collection techniques usually include minimally neoderately structured open ended
individual or focus group interviews”(p.338). Rotseand Taylor (2002) describe a

qualitative interview as -

. a conversation designed to encourage participaémtiell their stories and
relate their experiences in the deepest and rickaest possible, through clear
guidance on what is required, a genuine invitatiorspeak and communicative

facilitation on the part of the researche(p.537)

The data for this study was collected by tape miogrone in-depth semi-structured
interview lasting between one to one and a halfrbiauth each participant. This

process was assisted by the use of an aide-ménuieeview guide). Other data was
collected in the form of notes taken by me of thseasvations that were made by the
participants after the taped interview had endetltae session was winding down. |
also kept a journal in which | recorded my owneefions as they occurred throughout

the process of data collection, analysis, discasaia conclusions.
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The Interviewing Process and the Aide- Mémoire

The aide-mémoire used was developed to suppomtieiew process by ensuring that

| did not lose focus of the research objectivebis Beemed particularly important given

my lack of experience of interviewing for the puspe of research. Roberts and Taylor
(2002) support the use of such a tool saying thatigg questions may be necessary in
order to keep a clear direction. They caution @gfatonstructing too long a long list as

“breadth of responses may be sacrificed for breafittoverage” (p.389).

Minichiello et al. (1999) also support using aremiew guide. They suggest that it is
important for the researcher to be familiar witke tiopic and with the world of the
participants and that having a conceptual undedstgnof the phenomenon helps with
the development of questions that will be moreljike elicit the necessary relevant

information.

The aide-mémoire developed for this study was coasd primarily with the aim of
collecting data that would enable the projects aamd objectives to be met. As the
researcher, my years of practice in the area usttiely meant | was familiar with the
topic and had good insights into the worlds of plaeticipants. This experience helped
in terms of refining the contents of the final amémoire used to guide the interview
questions. As discussed previously, the decismnntorporate concepts from Te
Whare Tapa Wha (Durie, 1998) into the fabric of #ige-mémoire also helped with
this.

The initial review of literature pertaining to th&ider context of the study was
fundamental to this by providing information thatlped with the initial direction and
then narrowing of the focus for the inquiry.

The participants were invited to choose where thterview took place with the
understanding that the venue would have to be aweluto confidential and
undisturbed conversations. To this end, any imers that were held at the
participant’s work place happened outside the nbmwoaking period.

In order to build confidence and to gain rappopuiposefully took a very relaxed and
informal approach and encouraged the participantakie time out when they appeared
to be distracted or stuck in their responses. oAthe interviews were undisturbed and,
in all but one, the level of engagement was suahphrticipants were surprised that the
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interview was over. The participant who becamey vegrvous in regard to the tape
recorder being the exception.

The aide-memoiré used in this study loosely folldwBerg's (1995) model of
classification for questions. The beginning quesicomprised of what he describes as
throw away questions. These questions were designéelp build rapport and were
also used occasionally to provide space within ithterview when the level of
engagement with the subject matter became a bitintemse. The questions that
followed were a mixture of essential questionsjgtes] to deal with the main focus of
the research and extra and probing questions. rdoupto Berg, extra questions are
those that seek to clarify or cross check infororatand probing questions encourage
the participant to reach more deeply into the topicto expand on significant

information.

The interviews opened with a reminder of the aimd abjectives of the study. The
participants were then invited to read over thesaiémoire prior to beginning the
process. This concept is recommended by RobedsTaglor (2002) as a means by
which to engage with, or lead, the participant iata@onversational or story telling
process. After each participant had read through d@ide memoir, the individual

interviews proceeded with a group of questions that Berg's (1995) classification of
the ‘throw away type. This elicited individual megraphical information and

established the reasons why the participants heekddo take part in the project. This
information was not pertinent to the study. Howetbke process fulfilled the aim of

placing the participants into the study and enatiledquick building of rapport.

We then moved to a question that invited the padrds to look at what working with
people experiencing suicidal ideation meant to therm broad but individual sense.
This led naturally to a flow of essential and prapguestions that sought to identify the
participant’s philosophical approach, or way of kng with people experiencing
suicidal ideation. From there, a mix of essengatra and probing questions were used
to identify and explore the participants perspedivon the ‘who’, ‘what’, ‘when’,
‘where’ and ‘why’ aspects of working with this aliegroup. The areas probed and
expanded on included the participant’s experieridber workplace culture, especially
in regard to how they managed when they worked withses who used alternative
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approaches and how they worked with or manageddékes in relation to their team'’s
approach to working with people experiencing swtitleation. The influence of
professional and organizational expectations onnmdg in which the participants work

with people experiencing suicidal ideation was a&splored.

The next part of the interviews sought to identifye impact that working with this
client group has had on the social, whanau, spiritphysical, emotional and mental
aspects of the participants’ selves. Interviewsewended with questions designed not
only to elicit information, but also to help us ttose the process. This included
attempting to identify what would help to ameli@aigainst the negative impacts of this
work and reflecting on what counsel would they pas$0 novice practitioners starting
out in this area of practice. They were then euito take time to reflect on the process
and were asked to add any thing that they felt teye left with as a result of the

process.

| sat with the participants in the time betweenirti@erview ending and them being
ready to leave. This again helped us both in tevhwdosing the process down. It also

ended up providing an extra and very rich sourdeetd notes.

Data Storage

When not in use, all written material was kept inoaked filing cabinet at the
researcher's home and access was restricted fovestigator, the research supervisor
and the person who transcribed the audio tapeselatitronic information, such as
transcripts and interview notes kept during theaesh phase, was kept in a password
protected file and access was restricted to thesiiiyator. Information will continue to

be kept this way and safely destroyed two yeaes #ie conclusion of the research.

The original tapes made during the interviews W@l returned to participants after the

submission of the completed thesis.

Methods of Data Analysis

Data from this project was analysed using method&eeping with Sandelowski’s
(2000) assertion that “qualitative descriptive emttanalysis is the least interpretive of
the methods in that there is no mandate to re ptéise data in any other terms but their
own” and is “the strategy of choice’ when the aifitlee research is to report findings”
(p. 338).
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The primary methods of data analysis were contedt taematic analysis. Content
analysis was carried out using a reading tool @habled the careful reading and
rereading of the transcripts. This inductive pescancovered a clustering together of
several themes that were considered and then fustbked with manually by using a

colour coding system in relation to the researatmsaand objectives.

Each transcript was read then re read several tsmébkat | became very familiar with
the style of each transcript and way in which thetipipants expressed themselves. |
then introduced a reading tool that helped medwlgli and systematically identify any
emerging themes and to discard ‘the chatter’. iked with each transcript separately
and had to allow at least two days between praogssach transcript so that each
transcript was looked at through relatively fresteee When no more themes were
identified, the identified themes from each traiowere further worked with through
manually colour coding and sorting them into thg keemes described in the findings
chapter.

Concepts that Relate to Rigour and Validity
This section discusses how the concepts and eritieat informed the quality processes
inherent in this project were sustained throughbetstudy.

Quality

It seems as though the only firm agreement abauitcttieria on which to judge the
calibre of a qualitative research project is tHagré are no set criteria (Roberts &
Taylor, 2003; Minichiello et al. 1999; Sandelowsk®93). The reason for this has been
put down to the sheer diversity of goals and methagical approaches that can be, and
need to be, used in this paradigm (Minichiello let2800). Sitting along side of this,
warnings have been raised by what Janesick (1984gridbes as ‘methodolatry’ (as
cited in Minichiello et al. 1999) and what Wolc¢1994) describes as “posturing” and
which both relate to a preoccupation with reseanethods at the expense of content.
Sandelowski (2000) cites similar concerns and gitlesse as reasons for her

resurrection of fundamental qualitative descripésma method.

The following section discusses concepts suggdstesl by Minichiello et al (1999) as

criterion by which to distinguish between good dwatl qualitative research. The
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concepts discussed and which have relevance tetiy, are; contextualisation, thick
description, rapport, ethics, auditability and dii.

Contextualisation

At the foundation of qualitative research is thédfehat people’s behaviour is affected
by their environment and experiences so, therefargpecific behaviour or attitude
cannot be investigated without taking into accaalhthings which affect the person’s

perceptions and actions (Minichiello et al.19992). This concept is inherent in the
project and is evidenced throughout all stageshefgroject from its inception to its

completion. The most direct evidence for this barfound in the fundamental tenets of
the methodology, in the study’s aims and objectiveshe literature review and in the
nature of the questions found in the aide-mémadirés also implicit in the findings and

conclusion chapters.

Thick description

Thick description is described by Minichiello et(@P999) “as going beyond a surface
description of the phenomena so that a full undadihg of the setting and cultural

context of what is being studied can be conveyethé¢oreader” ( p.42). The object of

this being that a reader would understand what wWyld feel and experience as if they
were in the same situation as the research patitsp The compilation of findings

from the study as presented in Craig's story sigfudg goes beyond a surface

description of the phenomenon under study. Iteas this by placing the findings into

the everyday context of the participant’'s worlds.also helps to enable any reader to
understand how they would feel, and what they weuxiderience, if they worked in this

field.

Rapport

Rapport refers to the establishment of a relatignalith participants that is sufficiently
comfortable to allow full expression of the pap@nt’'s thoughts and feelings and
which will assist the researcher to gain a full amcturate understanding of the
phenomenon under study (Minichiello et al.199943). Evidence that a high level of
rapport was built can be found in the findings dbap This report shows that a high
level of connection was established which promdtes full and frank disclosure of
information from the participants. This claim igpported by the endorsement received
from the participants following their reading ofetHindings chapter. Factors that
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enhanced my ability to build rapport included hgvsome degree of prior knowledge
of the participants, my own in depth understandifithe phenomenon under study and
my long experience of rapport building as a skskd in practice. The participants were
also very practiced with their own styles of raggauilding and | believe this helped

them to engage.

Auditability

Auditability refers to the production of a decisitrail that can be used to determine the
degree to which a project has achieved consistesittyits methods and processes. A
high degree of auditability would allow anothereacher to use a similar approach and
possibly arrive at similar conclusions (Roberts &ylbr, 2002). This chapter
demonstrates auditability by clearly outlining aexplaining all of the methods and
processes used throughout the project. Parti¢aldhis is the table that shows the
methods and processes used in the study design.

As to whether this study could be replicated antl tgethe same conclusions, a
researcher using a similar approach would obtamlai results in so much as they too
would be able to provide a summary of the phenomamaler study. However, it is

unlikely they would reach the same conclusions. d&ssussed previously, this study
seeks to describe the experiences of these pairtigatticipants, and the method chosen
unashamedly places value on this as an outcome. poksted out below, these

participants work in a particular context and hakeir own individual responses to

events. As the researcher, | too will have infeezhthe conclusions reached in this
study. Sandelowski (2000) acknowledges this byngathat “Researchers seeking to
describe an experience or an event select whatwiibegescribe and in the process of

featuring certain aspects of it begin to transftinat experience or event” (p. 335).

Validity

The methodological procedures used in this studgh @s the care taken in sampling;
the care taken in working with the transcripts,rgmbevidence of contextualization, the
use of direct quotes from participants and parictpendorsement, all contributed to
proving the projects validity in terms of trustwhurtess, credibility, dependability and

confirmability.
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Sandelowski (2000) states that “qualitative vajidin fundamental qualitative,
descriptive, studies offer a comprehensive sumrofign event in the every day terms
of those events” (p.336) and suggests that researaonducting such studies can be
found in two forms; interpretive validity and degtive validity. Descriptive validity
describes “an accurate accounting of events that people (including researchers and
participants) observing the same event would agrexecurate” (p.336). Interpretive
validity is also to do with accurate accounting thé focus moves to the meanings that

participants attributed to the events (Sandelowski)

This study design ensured validity in these twaaarby firstly requiring that a data
analysis tool be developed and used with the ainthofoughly and systematically
eliciting the emergent themes from the data in otdeepresent them as valid findings.
Verbatim quotes were taken from the data and thifwigh integrated into the

presentation of the findings so as to illustraggadicular point of view or a difference

or similarity between responses.

Secondly, the study then sought participant endoes¢ by providing all participants
with a copy of the findings chapter and asking theancomment according to
Sandelowski’s criteria for descriptive and intetpye validity. Participant endorsement
is also supported by who Minichiello et al. (199®@)o suggest that this verifies “that
the researcher understands the participants |smed'has “told it as it is” (p. 45).

All participants found that the report met a higlanslard of both descriptive and

interpretive validity. Their responses are disedssiore fully in chapter five.

In this chapter | identified the overall aim andemlbives of the study and explained the
theoretical perspectives and assumptions that pmdéhe methodological approach
used and rationales for | had for choosing ithdrn provided an overview of the study
design and reported on the processes followed gluwleta collection and analysis
phases of the study. | ended this chapter by db@sgrand discussing the quality
processes undertaken throughout the study.
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Chapter 4: Findings

Introduction

In this chapter | present the research findingsxdgacted from the results of the data
collection and data analysis processes as laidhatle study design and in relation to

the research objectives.

All of the findings have been presented in relattonthe tenets of fundamental
qualitative description, especially in relation tpresenting the facts in everyday
language” and in accordance with the principlestdrpretive and descriptive validity
(Sandelowski 2000, p. 336).

| have presented the findings in two sections. Tih& section gives a straight
description of the findings in relation to the daftjees of the study and uses direct
participant responses in the form of verbatim gsidde the purpose of illumination and

accurate representation of the themes that werevened from within the data.

Also consistent with the tenets of fundamental dp8on, is the presentation of a
second rendition of the findings presented in threnfof a composite story formulated
out of the findings. Craig’s story provides thader with valuable insights into the real
life experiences of the participants as they gasabiteir work with people experiencing
suicidal ideation. The story also enables the isron of description of some of the

finer nuances uncovered in the data that mightrotise have been lost.

| begin the chapter by reorienting the reader ® floject. This includes providing
further information about me, as the researchet, ramisiting the participants and the
setting in which they practice. This provides aalgptive context for the next part of

the chapter.

The Project

The Researcher

Any previous (or tacit) knowledge bought with metiis project and the implications
this had in terms of the selection of a methodolagg the study’s design have already
been discussed in chapters one and three andrérerfdiscussed in chapter five. The
purpose for raising this again is to ask that rea#feep in mind Sandelowski’'s (2002)
assertion that “research findings in qualitativeemach are variously conceived as both

a process and a product in which the researchagaply and unavoidably implicated”
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and that “a [qualitative] finding is the sum of imreplicable socio-cultural performance
involving the researcher and subject” (p. 215).

The Setting

This project involved participants who were emphkbye work in acute settings within

mainstream mental health services. Although it m@sintended, nor considered ideal,
all of the participants were employed by a singistixt Health Board (DHB). The

implications of this are discussed in the next thap The settings in which the
participants practiced at the time of data coltectall provided services for people
diagnosed as being seriously mentally unwell andewedentified by the service as

posing a moderate to high degree of risk to thewasedr to others.

Participants

Six registered nurses with more than five yearseagpce of working in acute mental
health settings were originally sought to partitgpaA number of nurses expressed an
interest in the study but for a variety of reasa@se not able to commit to taking part.
In the end, five nurses were selected. Their medor agreeing to participate
unanimously included an interest in the subject andesire to support the project
because of that. Other reasons cited includedimgai support any nursing research,
wanting to support me and wanting a chance toabtut themselves and their practice
in relation to this subject. Four of the partigipmwere very experienced (more than
twenty years in working in psychiatric servicesflame participant just met the five-

year criteria.

The Findings in Relation to the Objectives of the Bdy

The Clustering of Themes

The following section summarises thematic desaititaken from the participants’
interviews and from the field notes taken straigfter the interviews. This material
underwent content and thematic analysis and tHewolg clusters were derived from
this process. During the process of data analysi®s uncovered that some themes
were interwoven with others. These threads wiltdealed as they present themselves
in the findings. For the purpose of organisatioese clusters are presented in relation
to the study objectives of philosophy of practieegrkplace culture and personal
impacts.
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Philosophy of Practice

This study sought to gather information from menkaalth nurses about their
philosophy of practice in relation to working wipeople experiencing suicidal ideation.
The findings from this research revealed insights the participants’ philosophies of
practice, their ways of working with people expedmg suicidal ideation, how they
developed this way of working and how this relatedvorking with this client group.
Insight was also gained into how the participargsceived that their philosophies of
working with clients experiencing suicidal ideatibtted with those of their colleagues
and how they engaged with these similarities ariiéréinces in regard to their daily
practice. Similarly, the coherence of their peedophilosophies of practice with
organisational and other professional structures @nlosophies were probed. These
findings are reported on below.

Philosophy of Practice in Relation to Working withPeople Experiencing Suicidal
Ideation

Despite using different language or different tle#ical frameworks to explain
themselves, all of the participants told of takiagperson centred and collaborative
approach in relation to working with this clienogp. In all cases this sat alongside a
strong theme of the mental health nurses constargighing up the risk that they saw
as inherent in this work, against the ‘suicidalgoers’ need for autonomy in order for
them to be able to grow from their experiences. e Three participants who had
undertaken post-graduate study positioned theilopbphies in relation to key
proponents in the field, for example; interpersdifaplau, 1988), humanistic (Maslow,
1968), Rogers, 1986) and Brief Solution Focusedrdphe (Iveson, 2002). The other
participants referred to themselves as having, sy, a humanistic or person centred

approach to their care but did not refer to theopreents of this.

One participant talked of drawing on a number dotietical models and gave as
examples Peplau’s (1988) interpersonal model, RebE&000) crisis model and also
talked of taking a strengths based approach irtipeacThe essence of this is described

in the following quote:

| draw on the person’s understanding and their kimgwof what it is like for
them...... and you would work with a person to figureut for themselves
really, but in a safe environmefarticipant 2, p3
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Another participant spoke of taking a humanistiprapch (Maslow,1968; Rogers,1986;
Watkins, 2000) and identified concepts such aseesgnd acceptance as being intrinsic

to practice:

Alongside risk, you also have to look at the ideat & person suffering with
suicidal thoughts has choices and, in that respgoty enable them, with
support and education, to make positive choideatticipant 3, pl

Findings revealed that the practice of the parictp had developed through exposure
to a variety of factors. Three of the participantsscribed having their practice
influenced through their watching of other nurs®®th good and bad”) in practice and
three described having been influenced by postgtadstudies. All agreed that

experience on the job was the biggest factor iretlwution of their practice.

One of the more experienced nurses described tluemce of post graduate studies by

saying:

| do feel grounded in my practice and | feel groathdn what | know about
nursing. | don’t think all nurses necessarily habat. | have finished my
thesis and | have done a lot of thinking about mgs....l feel that | know

what | am doing.Participant 2, p6.

Four of the five participants had extensive expergeof working in this field. For these
participants their years of experience appeareedoate with the degree of self-
confidence they felt in regard to their ways of king with people experiencing

suicidal ideation. They had clear philosophiesprHctice and these were combined
with their experiences to generate a sense of @emée and clarity around their
interventions in practice. The following quote @fmom the least experienced of the
participants and contrasts sharply with followingotes from more experienced

participants:

| guess not having lots of experience you can dgabtself a lot, you've got
to be careful you don’t get to doubt yourself taecin Participant 1, p6.

Expressions of this sense of confidence often vaemmpanied with revelations that
the more experienced of the participants felt Vigtlg dissonance or separation between

them as nurses and them as people. This was sepre£ll in the following quotes:
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It can be difficult to work for that amount of tirtemental health and to be
able to change the hats you are wearing,... you kingick up almost gut
instincts about people... you build the ability toildbua kind of rapport,
particularly in regard to people’s suicidal ideasyou work alongside of them
and don’t have the attitude that | am the nurse aod are the patient.
Participant 3, p2 & 3

There is a lot of me in my practice. You can't eolm work and be one
person and go home and be another person... tlmakhave to bring yourself

in or you are just a complete false facade. Pespkethrough it. |1 mean they
know whether you have been a complete tosser amgah are not being real

with them. Participant 4, p3

All participants used what they described as aqgrecentred approach in terms of the
action strategies they chose to use when workintg weople experiencing suicidal
ideation. These included active listening techegyudemonstrating acceptance, a
judicious use of humour, touch, being honest, beinginary, and taking care of
people’s needs in terms of Maslow’s (1968) hiergrcdi needs. The following

statements are representative of this:

Nothing... there is nothing that technical really,t..ig just being able to
listen, being able to listen and just let them,.at theople can feel confident
enough in you and trust you,... that they are nohgao end up locked up”.

Participant 5, p2.

We look at love and belonging, and what they hhaeis good in their lives.
For some people the love and belonging is importadake, you know, just
sitting next to someone and be close enough tdttheir arm or something.

| can sit and listen for a long timdRarticipant 3, p2

The participants told of feeling grounded in theiilosophical approach and asserted
that having this helped them in times of conflicthey fall back on this when they

believe that client safety is in jeopardy. Onetipgrant described as thus:

If you didn’t have that strong philosophy or thabsg way of thinking you'd
get swept up into things and it might not be soskattory, so safe.
Participantl, p3.
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In this subsection | have presented quotes from pheicipants that reveal their
underlying philosophies of practice and motivatiarteen working with clients who are
experiencing suicidal ideation. It was clear frone interviews that these personal
philosophies were orientating the participantsctices and offered them some stability
in acting therapeutically as they engaged with thient group. | was interested to
know whether these personal philosophies were stggpoand upheld by their
colleagues or how the participants were affectedtbgrs in their peer groups. In the

following subsection | report the results from tb@cept.

Philosophy of Practice in Relation to Working withColleagues

The findings from this area of inquiry uncoverechamber of ways in which the

participants were affected by, or approached, anitiés or differences in care

philosophies amongst their work colleagues. Sévmaeticipants commented on the
comparative ease of working with colleagues whesinalar philosophy of care was

shared between them. Findings indicated that wgrkn a team with a shared
philosophy was something that was highly valuedablyof the participants. They

described feeling safer working this way and natitteere was less conflict in the team.
This seemed to be more easily achieved in smallams$. The following quote

illustrates this:

| think because | work within a fairly small team.have chosen to work with
that team because the individuals that | work with have a very similar
philosophy to mine in that respect, so there isantmt of conflict or clashing
in our views as to how we treat individuals and eleg their plans.

Participant 3, p6.

The personal style and philosophical beliefs of iceddpersonnel that worked with the
teams was also a factor that impacted on how well garticipants saw the team

working:

Nurses are easier to talk to... you don't get theoofymity to sit down and
debate stuff with them [doctors]. They are thend #éhen they are gone, they
are in and then they are out, they are not realyam... integral team

members.Participant 5, p7
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All of the participants commented on the impaci tifferences in philosophies and
approaches to care of people who experiencing dalicdeation, had on their work.
The strongest case in point emerged between imteovést and person-centred care.
The participants unanimously linked most of thesifferences in philosophical
approaches to a split that they perceived betweasetwho follow ‘the medical model’
and who they regarded as being more interventiamdtthose who take a humanistic or
people centred approach and are less intervention®her participants noted that
anxiety and inexperience factor into these diffeemn These perceptions were

exemplified by Participant 5 who described thedaing:

| have seen colleagues instantly get anxious andtwa intervene in a

medical way, | think being suicidal ... it isn’'t alygaa medical problem,

frequently it isn’t. It's a crisis and crisis isoha medical term... We have to
think a bit more broadly than “here is a depresgsstson, lets give them
some pills, we need a range of approacheatticipant 5, p3.

While these philosophical positions were taken ypitwofessionals and debated in peer-
relationships often they were also created andasest by overarching views and

procedures within the organisation. In the follogvsub-section the participants’ views

about this are explored.

Philosophy of Practice in Relation to Organisationhand Professional Expectations
The findings presented next reveal that most ofpmticipants experienced a sense of
unease and frustration as a result of inconsiséeramd incongruent messages in regard
to what organisational and professional bodies exfrem them when caring for the
person who is experiencing suicidal ideation. @fllthe participants indicated that
contemporary work practices that target limitingamisational risk had impacts on their
freedoms to work according to their personal plojptses of care. The following
quotes from Participants 5 and 2 really demonsthasepressure:

“We are encouraged to take a conservative approathe.whole language of
risk management, it's about identifying problemsd @here is no place for
risk verses benefit analysis. It's very prescriefiwe don't talk about the
bigger risk of contaminating people’s lives by meitthem into the service”.
Participant 5, p5.
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Our region has a high risk adversity. The orgatima says yes we are
person centred and consumer driven and the envieommutside of that says
“no were not”. Actually if you don’t ensure thdtd risk is managed you'll be
in trouble. There’s a bigger system. So you'weagk got to be weighing up
your own safety and the person’s safety. Thereed tovering your butt
thing. Participant 2, p11.

The perception of the medical model verses a persatred approach also featured in
these findings with concern being expressed abowt hsk is managed when the
organisation’s documentation is formulated aroumsl medical model and yet there is
also an expectation that clinicians will take asper centred or recovery approach in

practice:

It's really hard working with the medical model apposed to a person
centred model, the whole mental health systemasegetoward the DSM-IV
which is problem orientated as opposed to the gtienbased perspective.
The difficulty for me is trying to fit my way of kkimg into a big structure that

isn’t orientated in that direction”Participant 2, p4.

Distinguishing and linking personal styles in rigat to organisational culture and
policies also could be tricky for the participantdlost of the participants reported
working with the person who was experiencing swaktidleation in focused person-
centred ways, and then having to translate theictfme in a form of documentation and
reporting. Conflicts about how to engage with thporting were also evident. For
instance, whether to write up the report in huntanirms or whether to report in
‘medical model’ terms was a choice (influence) tifnat participants experienced as they
engaged with the care that gave and conformed gantsational perspectives. The
following quote reveals that this was also sometinexperienced as ‘difference’

between people and perspectives in the organisation

Still some people are so black and white in theaicpce and don’t have that
holistic approach to care. They might think theykdit is fact they don’t have
an overall view of it and | think they are verywdn by documents and correct
procedures and policies and things and can’t looktsmle that box.
Participant 3, p5.
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Findings from this section revealed that the inilces of a personal philosophy of care
on the strategies and intentions of the particpa# they worked with people with
suicidal ideation was an important feature of thmiactice. All of the participants
reported clarity in relation to this as their perabposition in relation to care, they also
reported that care was easier when this personigspphy was supported, or shared,
by their peers, they reported living with differenand trying to understand or to
mediate this in their practices. All of the papants found their personal philosophy of
care was influenced or affected by organisationdluce. They all found ways of
sustaining their personal philosophy in the inteoms they had with people
experiencing suicidal ideation. But for some of plagticipants this meant that reporting
of the care that was given needed significant tatio: to achieve and fulfil

organisational expectations.

In the following section, | present the findings ey relate to the participants’
experiences of their workplace culture in relatiortheir work with people experiencing

suicidal ideation.

The Work place Culture

This study sought to uncover information about hoental health nurses experience
their workplace culture in relation to working witbeople experiencing suicidal
ideation. In this section, findings from the studyealed insights into the participants’
perceptions of their workplace culture and how tielated to their working with this
client group. Insight was gained into how the iggrants engaged with the culture of
their workplace and how they made sense of sontheotharacteristic attitudes and
values that were part of this culture. Insightgevalso gained into the participants’
perceptions of the levels of support they both wdnand received and on their
perceptions on leadership. An unexpected insigfiat how the participants view their
work was also revealed. These findings are predenext under the headings of

attitudes and approach, support and leadershipywaird work.

Cultural Attitudes and Approach
The findings presented next revealed that the wadep cultures in which the

participants practiced were quite different and thase differences may relate to the
size of the team they worked in. Three of theip@dnts (those who worked in large

teams) told of how the cultural values of their kmace changed on a daily basis,
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dependant upon the personalities of who was workifidne other two, (those who
worked in the smaller teams) spoke of working iwture with shared and more

constant values.

One of the participants from a larger team tolé @ultural polar dynamic that existed
in their team. According to them, exactly how tHigiamic played out was dependant
on the personalities and attitudes of those workimgny given day. The following two

quotes explain exactly what they mean in the ppditt’'s own words:

There are various subcultures here and it can v@arya day to day basis. It
depends who is on. Some have a hard sort cyniaald weary approach.
You come on another day and people take a mordplgical approach and
you spend too much time talking and less time ddétagticipant 5, p5

It's some people again,...some people have a mucé kid of “move them
on , get them out , you know, a very quick fikndw there are people who
aren’t that interested in spending a great dealiofe, then there are those
who want to spend too much time... there are peopte struggle to take it

seriously.Participant 5, p6.

The same participant admitted to having thoughg land hard about the culture of their
workplace and had come to the view that some pea@gust not suited to working

with people experiencing suicidal ideation. Thheotparticipants who worked in the
larger teams also made reference to personalilgsstijat are not suited to this type of
work and shared the view that more care needs tiak®mn when selecting people to
work with those experiencing suicidal ideation. eTiollowing quote is representative

of their views:

What would be the reason for dismissing someone wbold be that
vulnerable?... because you didn’t care, and carimgt igist about doing that.
At some point it is a personal quality. The wrgegson in the wrong job.
And that is why you have to be careful about who g¢mploy... whereas, in

the past, we haven't always been that card?atticipant 5, p 8.

Another thing alluded to by others from the lartggams, was the notion of horizontal
violence as a cultural component of their workptac&his participant sought to make
sense of it by suggesting that it is a by-proddithe work the team does:
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What | have noticed is that people are quite cotdt. There’s a lot of what
we'‘d call horizontal violence, there’s a lot of ggs | guess when you are
working with people with high needs it get dispthcsomewhere.

Participant 2, p7.

In stark contrast, those participants from smalhis described experiencing only minor

conflicts within their teams and these were ex@dim the following way:
Well we all have bad hair dayBarticipant 3, p5.

The participants from smaller teams described theie of their workplaces in quite
different terms than those from the larger teafisey did not explore the dynamics of
their teams other than to say that members of thams took a shared approach. Both
participants used similar descriptors when askedetxribe the culture of their team.

The following quote is representative of these:

Yeah, well respect, acceptance and safely enablinig’s just basic really.

Participant 3, p7.

The two participants from smaller teams both spoetasly made references to past
experiences of working in other areas where theyewhballenged by members of their
team for not following their team’s usual approacfihis quote from one of these

participants describes their experience:

In the past, it has been quite difficult becausdepends on the people who
are questioning your practice. They (colleaguesn cbe incredibly
manipulative and try to change the situation skeftects badly on you rather
than on them. Really it should be their practibattis being looked into...
they have decided that since you don't practice tikey do that they should
turn it all around. It's like they shift the sands. Participant 4, p6.

In this subsection, quotes have been used tordligstvhat sense the participants make
of the culture in which they practice. It was cldeom the interviews that the
participants were influenced by the cultures of ek places in which they practiced
and that this impacts on them and how they work wiéople experiencing suicidal
ideation. In light of this | was interested to kn@about the support they received as

they went about their work.
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Support and Leadership

Findings revealed that participants had quite ckfiié expectations and experiences in
terms of the support they wanted and received fiwair workplace when working with
people experiencing suicidal ideation. Generalhg participants who worked in
smaller teams felt supported by their colleaguesydver wanted more evidence of
support from their immediate line manager, wherdase who worked in the larger
teams were more concerned about the level of stipey would receive should there

be a bad outcome to their work with some one whe exgeriencing suicidal ideation.

The participants from smaller teams generally Wedtl supported by their colleagues
but not necessarily by their line managers. THBWiNg quote is representative of

those participants:

It is supportive within our small team but we dosée the team leader, we
can make a phone call but it is not the same a®-fadace support.

Participant 3, p6.

Two of the participants who worked in larger teadid not refer to the support of
colleagues, rather they were more concerned witbtlvdn or not they would receive
organisational support in the event of a bad outco@ne participant spoke initially of
their belief that they would be supported if thiappened but then appeared to

reconsider this as they spoke:

| have gone through different experiences ovelydaes and | have never felt
like I will be left to my own devices. | have ajwdelt like they wouldn’t cut
me adrift ... but | do know of people who have bdemas actually nervous a
while ago... Another nurse | know was involved inirasident of national
significance and was castigated. @He was made iatoscapegoat.

Participant 5, p7.

These same two participants also spoke of theifidmce in practising autonomously
and inferred that their experience has put thenomhe\being able to receive support

from less experienced colleagues. This next gsjmeaks to how they experience this.

| can always think it over and say why... you knoglo Itend to work with
people who are less experienced so it is hard fertmlook to them for

support.Participant 5, p6
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Another participant from one of the larger teamskspof feeling unsupported by their

colleagues when they were working with people eperng suicidal ideation:

You feel like you are on your own,... when you asdirnig with someone who
is suicidal like that, you have to take it seriguskcause that is what you do,
there comes a point when these people have tattakeously and often they
won't get involved, they won't, they just won't ip@re. So you will have to
have a conversation with these people and theyxymeal and flippant about

it. Participant 1, p8.

This same participant believed that they would iygpsrted by their colleagues in the
event of a bad outcome. They also believed theytha support of their line manager
as they had been encouraged by them to use thaisatjans employee assistance
programme during a difficult time and had alwaysmbeaupported and encouraged to

seek further training or education.

All of the participants wanted the difficulty ofelr work, and their commitment to their
work with people experiencing suicidal ideationcagnised and acknowledged and
more openly supported by those in upper managepusitions. The next quote speaks
to this:

Yeah, it would be good to get some positive reteiment, you know from
people higher up in the company. They don’t cdreud that, they don’t come
and tell you you're doing a good job or anythimarticipant.4, p9.

In this subsection the participant’s quotes rewedteir underlying concerns in regard
to the supports they currently received and whapstts they would like to receive
when working with people experiencing suicidal iw@a It transpired that participants
from the larger teams can feel isolated and unsuggan their work and that their main
concerns are around whether or not they would peated by the organisation in the
event of a bad outcome. Participants from the lem&ams enjoyed a high level of
support from their colleagues; however they wougraciate evidence of more direct
support from their immediate line managers. Alltloé participants would like to see

more evidence of support from those in higher manmemt positions.

In the next subsection, | present findings thaateekto other aspects of the culture in
which the participants work with people experiegcsuicidal ideation.
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Black Humour

In this study, the findings revealed that all o harticipants believed that the judicious
use of black humour was an acceptable way to aif-isome of the stress they saw as
being inherent in this type of work. They idemdithat other groups of people working
in extremely stressful environments such as the@aind ambulance staff also employ
the use of black humour to negate the awfulnesswie of their work. The participants
all recognised that black humour needs to be usaaghtfully and judiciously and that

it can become destructive when it is used as a tdrdegradation.

All of the participants spoke of the need to beutftdful of who else was around as the
use of black humour may be misunderstood by thdseare unfamiliar with their work

environments. The next two quotes give examplebisf

| think that black humour is a coping mechanism waefcarry the stress home
... you have got to be able to switch off, particiylavorking with suicidal
clients... I don'’t think it [black humour] rolls ovénto how the staff are with
the clients. It is in a removed area and it's meally done disrespectfully.
You have to think how experienced other staff apebiecause they might not
get it for what it isParticipant 3, p 4 & 5

So often nurses do it because it is part of theucey but they forget who is in
the room. Whether it be a student or a traineermtar some one like that.
They kind of forget that they don’t understand oulture of black humour

Participant 4, p5.

The use of black humour in regard to people wheevestperiencing suicidal ideation in
relation to a diagnosis of borderline personalitocder was raised by two of the
participants. One of the participants spoke ofrteense of discomfort in regard to

degrading comments being expressed in a handowedinge

A lot will depend on the client themselves, if shecidal ideation is around
borderline personality structure then the commeats cease to be funny and
they become destructive and corrosive and quitécdif to be around.

Participant 5, p5.

The other patrticipant spoke of value judgementadenade in regard to those people

diagnosed with personality disorder. They wenttordivulge that they themselves
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sometimes made jokes and made an observation thitdeperson that this was due to
distress and of being afraid of being overwhelmgdthe constancy of having to

manage the conversations they have with this ctiemip:

| think there is a certain level of dismissivenassund that ... so its like if
someone has a personality disorder and suicidatide then it is different to
someone who is acutely depressed. It's like, tieeeelevel of who deserved
suicidal ideation and the non deserved. Some tigoes do make jokes
because you are managing these conversations dfleofime. | don’t think
people are often conscious that there is a lotisfrelss. | think there is a
knocked off-ness in that. Like if you were constitm all the conversations
you are privy to, you'd be over whelmed and peame’'t afford to be

overwhelmed. Participant 2, p8.

This same participant went on to observe that #itgude toward people with a
personality disorder is not always reflected in #wtual interactions that nurses have

with these people:

People that go, “Oh god, she’s a PD"... and then & $kem working with
them and they are having these authentic converssti | think it is just a
way of managing working in distressing situatidParticipant 2, p8.

This subsection revealed a unanimous acceptanparkigipants that black humour was
acceptable within the context and culture of thrkplaces. They all support this as a
means by which to off-load and negate some of tieerent stress that is part of
working with people experiencing suicidal ideatidParticipants also placed quite clear
qualifications around this by saying that it had&used thoughtfully and appropriately

and that care needed to be taken as it could qutddome destructive and corrosive.

In the next subsection, unexpected findings reveatea result of the interview process

are presented.

Weird Work

At some stage during the interview process, alltloé participants seemed to
spontaneously reflect and gain an awareness oiveiedness’ or ‘extremeness’ of their
workplace culture and/or of the work they do witkople experiencing suicidal

ideation. For some, this recognition came whery tlvere asked to reflect on their
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workplace culture, for others this came when the&yenasked to look at the personal
impact that this work has on them. The theme dised here is linked to another theme

that will be revealed later in this chapter.

In most cases participants used comparisons bettheesxtremeness of their work and
the work of others in wider society in order taigtrate the sense they had made of this.
The following quotes are examples of how they did:t

Because what we deal with isn’t the norm. Peaplan office don’t have this
happen, it's an extreme workplace and you are degalwith extreme
personalities, both clients and colleagues... yeah, i3 extreme.
Participant 1, p6.

Like it's bizarre really, most people don’t work tivipeople who have
thoughts of killing themselves. You just don'téhéhvat. People don't have
these conversations. They never in their everyjdags actually talk to
anyone who wants to kill themselves and yet wet ddl ithe time, so it
becomes surreal... | dont know what that means ye&all

Participant 2, p16

One of the participants did not experience thiogedion until we had finished the
interview and were leaving the building in whichabk place. It was the last thing they
said and it was spoken over their shoulder as Wedked away. It stayed with me on

my drive home:

You know, I've just got today how bloody weird th@k is, ... it is just really

bloody weird ... yeah ... Thanlarticipant 3, field notes.

In this section the perceptions that the partidipdrad about their workplace culture
and how they engaged with and managed this in terimtheir work with people

experiencing suicidal ideation were revealed.

All participants spoke of wanting more recognitmithe difficulty of their work and of
wanting this to be acknowledged. The participaaet®gnised that there was a time and
place for black humour as a means by which to pidsisome of the stress of the job
however they all recognised that this must be tisedghtfully and judiciously as this

type of humour can become destructive when usqipnogriately.
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All of the participants in the study recognised tredue in working as a team and
wanted support and recognition for the hard woeyttlo. The participants in smaller
groups felt supported by colleagues in their tedms wanted overt support and
leadership from their line management. Those énldéinger teams wanted to feel more
supported by the organisation when they workedctyewith people experiencing
suicidal ideation.

In the next section | present the findings extradi®m the data in relation to the
personal impacts on nurse’s lives as a result eir tvork with people experiencing

suicidal ideation.

The Personal Impact

This study sought to discover how working with peogxperiencing suicidal ideation

has impacted on the physical, spiritual, mental ambtional and social and whanau
aspects of the participants’ lives. As already ussed, this section of the study was
designed and informed by using aspects of Te Whapma Wha (Durie, 1998). This

framework was chosen because of familiarity to plaeticipants and to most mental

health nurses practicing in New Zealand.

Findings from this section of the study revealedights into the sense that the
participants have made of the act of suicide angkople experiencing suicidal ideation
and how this relates to their spiritual selves.e Bbudy also uncovered insights into
how the participants perceive that the doing of thork has impacted on their physical
selves and on their emotional and mental selvessandarly, on the impact that this

work has had on their family selves and their widecial selves. The findings are
presented next under the headings of Te Whare Wyza(1998).

The Spiritual Domain - Taha Wairua- the Capacity fa Faith and Wider

Communion

The findings revealed that all of the participargsognised that working with people
experiencing suicidal ideation had impacted on tlerm spiritual sense. Despite their
having quite diverse ways of expressing this, pdke of having times when they were
forced to reflect on their work with people expadmg suicidal ideation from a

spiritual or existential perspective.
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For one participant, working with people experiegcsuicidal ideation was cause for
them to reflect on suicide and their own views loa theaning of life:

Sometimes when | am out biking or something | gehinking about the
bigger meaning of all this, their lives, the pusgoof their lives... It does
touch because it is about your own personal vales beliefs, especially
suicide... can have some quite intense internal disdcabout this. It doesn’t

equate to God or religion thoughRarticipant 5, p10

Another participant admitted to becoming distredsgavhat suicide may mean in terms
of the persons karmic existence because they r@addtvn strong beliefs about this.
Despite this, they were also able to feel some @wmsipn toward people who might

want to end their lives:

| think we have maybe seven lives and each timecgme back you have a
stronger life or a different aspect of that. THere, when | think about
people who want to kill themselves | think why1s Ththe only time you have
of this person. | think even though your life &l hthey could have been
people who lived through the 1400s or somethingit sall muck up their

whole carnation. You've got to do this life no teahow horrendous it is...
But then | do understand it because | talk to theesaple..Participant 1, p11.

Only one participant made sense of their expergence working with people
experiencing suicidal ideation though their religidaith. This participant was part of a
large Pacific Island family and often used the ha$ghaplain as a sounding board
when working with people experiencing suicidal iw@a The following quote from

them explains this in their own words:

Sometimes | need to see the chaplain. | needkdddier. 1 just let her know

how | am feeling and what is going on for me. Ipke Participant 4, p8.

The participants all described having come to tefnasn a moral and spiritual
perspective with people experiencing suicidal ieaiand even of them committing
suicide. Most had come to this by way of theirengnces of being with people as they
grapple with the torment that can come with a majantal illness or with facing
existential issues that they cannot resolve alonat @ll. The next quote captures the

gist of this.
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Suicide isn't necessarily sad either, that's whatain saying. It is
horrendously sad, but for the person it's nots K&lief. | remember someone
who did kill themselves and | remember thinkingythe got a lot of relief,
but for me there are parts of how they died andrtheneral, they weren't
buried how they wanted to be. But you can seethdy wanted to die, it is
sad that someone could feel that way but you calenstand why they did.
Participantl, p10.

Another participant told this and of seeing theieras a nurse as being someone who
facilitates the person experiencing suicidal ideatio explore what they know about
themselves and to support them to have a much bigggerstanding of that. The
following quote is their own particular view on $hiput is reflective of the essence of
what most of the other participants spoke of whemkig with people experiencing

suicidal ideation:

| do not think that there is an omnipotent godhihk there is a place for
everything in the universe and there is a way @ #ind of being in the
universe. Suicide, there is a place for that tdbis not abhorrent. It is not
like it's outside, it's not good or bad or anythindt’s just like this is what is
so. Then you draw on what people know themsedvasttially support them
support them to make a difference around thrdrticipant 2, p18.

The findings in this subsection gave some insights the spiritual impacts that
working with people experiencing suicidal ideatio&s had on the participants in this
study. The findings revealed that all participaiels compelled at times to make some
sense of their work from a spiritual perspective #rat they had all come to their own
individual conclusions. This work did not seemlitoit the participants’ capacity for
faith and wider communion, rather it appeared tuvigle an opportunity to explore and
reflect on some of their own spirituality as theyrked along side of people
experiencing suicidal ideation. The next subsecfwesents the findings on how
working with people experiencing suicidal ideattwas impacted on the physical selves

of the participants.
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The Physical Domain -Taha Tinana - the Capacity foPhysical Growth and
Development

This subsection reveals findings into to how wogkimith people experiencing suicidal
ideation impacts on the participants’ physical eelvThis subsection has strong links to
the next subsection which looks at the emotionglaot of this work on the participants.
| have attempted some separation by focusing onlyirings as they relate to the
physical manifestations of the impacts of this workthe participant’s lives. However,
this was difficult as the findings showed that tberticipants often linked the two
together as they told of their experiences. Figslirevealed that tiredness, physical
tension and anxiety are inherent in this work. editress was the biggest physical
manifestation and this was usually linked to theensity of their work and to anxiety.

This quote reflects this well:

You know, | don't think that mental health nursealise the impact that this
work does have on us, | can go home and just lithencouch and feel so
tired, so physically and mentally drained, it i&kel there is nothing left inside
of me. | can’t even get myself up to go to the gyan though | know it would

make me feel bettdParticipant 3, p9.

Findings uncovered that this tension and tiredid®n led to coping strategies which
can impact negatively on the participant’s phystoadlth. These included overeating

and drinking excessive amount of alcohol.
The following quotes:

| usually drink too much ... I know | can dwell oings, | have gone home
thinking “is that the right thing to do?” ... realisally you carry risk.
Participant 5, p8

Yes, | walk it out, and if | don’'t do that... | thihklrink it out Participant 2,
pl6.

Probably | eat, | talk and talk and talk, and | anrcomfort eaterParticipant
4, p’.

Two of the participants also told of how ongoingess and tension has led them to
suffer from chronic intermittent gastric complairtket become worse when they are

working with someone they have particular conceaheut. They both told of this
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almost being helpful at times as it made them becaware that they had underlying or
unconscious concerns about something. This is phkisd in the following two

quotes:

| can often feel quite sick, ... feel my self gettjoge tense and my chest gets

tight. Participant 5, p10.

| have a dodgy tummy anyway and | feel sick soreetiamd then | have to
identify why | feel that wayParticipant 4, p 8.

All of the participants described having times whbair sleep was disturbed even if
they were not conscious that they were distres3éaey all told of times when they had
woken in the night and wondered if the person thag seen would be alive the next

day. These two quotes reflect the participantpegrences:
| will be really stressed and manic and can’t sle®articipant 1, p10.

| can wake up and find myself thinking about whatae done and you
know... was it the right thingParticipant 5, p3

All of the participants identified the physical iaxqi of this work on them and had their

own individual ways of managing this. All but ookthe participants use exercise as a
means of tension and stress release. Experierscprbgen to them that exercise such
as walking, going to the gym and going cycling asles some of the physical tension
bought on as a consequence of their work. Thigegfrom one of these participants

typifies this:

Over the last six months | have walked a lot befsogk and that makes a
huge difference. | missed a few weeks recently laneblly noticed it.
Exercise for me is really important, like | finduseful just for helping to think

things over.Participant 2, p15.

This subsection presented findings that give irtsigto how working with people
experiencing suicidal people has impacted on thgsipal being of the participants.
The participants all use, or have used, unhealibying strategies in response to
physical tensions that arise out of their work ame held in their bodies. Findings
confirmed that the participants’ capacity for plegsigrowth and development has been

impacted on by this work and that participants haveonsciously work at reducing the
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amount of physical tension in their bodies by ewsang regularly. Findings also
revealed a strong link between the physical impéc¢his work and the impact on the
participants’ emotional and mental selves. Thdifigs on these aspects are revealed in
the next subsection.

The Mental/Emotional Domain - Taha Hinengaro- the @pacity to Think and to

Feel

The following findings revealed that working witlegple experiencing suicidal ideation
has impacted strongly on the mental and emoticelaés of the participants. Although
they all expressed themselves in individual walysré was a universal recognition that
this work has been emotionally hard on them ang #iletold of often being saddened
by what they are exposed to. They all spoke afueatly feeling mentally tired and
drained as a result of the intensity of their warld the weight of responsibility they
feel when working with people experiencing suicidi#ation. Some of the participants
found that the interview process provoked them reftecting on what impact this work

has had on themselves as people and how theyeieavthlds.

All of the participants described feeling saddebgdwhat they are exposed to when
working daily with people experiencing suicidal &ien. They also told of having to
hold on to a professional objectiveness in orddrtadbecome overwhelmed by their

feelings at these times. This is described wethenfollowing quote:

There are stories you hear that make you so feeldyl sad and you think “oh
my God” ... Like there has been occasions when limkihg “just say one
more thing and | am going to start “ tearing” up.t'sl like walking a tight
rope really, like one way you fall one way intoiadkof emotional swamp and
the other way is purely intellectual robot coldnessyou have to kind of tread
all that way... it's bloody hard. It is hardRarticipant 5, p10.

Three of the more experienced participants repotted the interview process had
provoked them into recognising that they had comedrmalise the extreme nature of
their work with people experiencing suicidal ideati The following quote captures the

essence of this recognition well:

| think you actually don’t recognise the impacitadn you. You don’t get that

it is impacting on you because it just seems like stuff is normal, when it is
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quite bloody abnormal really... | have just got thaight now.
Participant 2, pg 16

The same participant told of their belief that tiverk has caused their world view to
become distorted. This phenomenon was also alltaleg others during the interview

process but was not expressed as clearly as itnvias next quote:

| think it skews my view of the world. Because wo@ in that many
conversations about pain, that if you weren't catghat's what you would

see around you all of the timéarticipant 2, p19.

In the same vein, another participant reflectedttos and who else they might have
become had they not got involved in this work. iTljeiote reveals that a sense of loss

is attached to this:

Maybe my life would have been different if | hadnitved into this field of
work... | think | have come to see the world in a faore intense and
complicated way because of this... Yeah, | sometwmoegler who else |

might have been. Bit sad reallfparticipant 3, p8.

In sharp contrast to this, the less experiencetth@iparticipants recognised the change
in them selves but rather than perceiving this ghaas a loss, has come to accept and

even rejoice in this:

Some times | think to myself, | wish | didn’t des fwork} because | wish |
didn’t know about this stuff. But | have, and Ia@njt and | want to keep

doing it. It's part of me now. | feel like... “Bringon!” Participant 1, p14.

Four of the participants spoke of the benefitsegfutar clinical supervision in helping
them to manage the mental and emotional impactthitwork has on them and they
all acknowledged the benefits of debriefing andtalking about their work with
colleagues in order to help dissipate some of ibkeeds they experienced as a result of
their work. The participants who spoke of supeowvistold of using this to gain an
external perspective on their work that helped tthtermake sense and put away some
of the more troubling aspects of their work. Twes particularly useful when they had
noticed niggling thoughts about have missed somegthiThis next quote is how one

participant expressed this:
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| think supervision is a way of externalising soofiét. | find it useful to be
able to think out loud and to bounce ideas arouitdets you be confident in
the decisions you have made or to think about hmwrgight do it differently

next time..Participant 5, p8.

The participants were unanimous in thanking méateind of their interviews and fed
back that the process had helped them to refleth@n practise recognise what impact

this work does have on them. This is quote isasgmtative of this:

Thanks... You know | didn’t know | thought aboutlifike that. We should
be made to do this more often really, it shouldobee part of our day.

Participant 3, field notes.

The findings uncovered in the previous subsectmviged insights into how this work
has impacted on the participants emotional and aheetves. They reveal that working
with people experiencing suicidal ideation has @#d the participant’'s capacity to
think and feel by influencing the way in which thagw their worlds and who they are
as people. This has both positive and negativeactsp The following subsection
presents findings that reveal what impact workinghvpeople experiencing suicidal
ideation has had on the participant’s family anciacselves.

The Whanau/Social domain- Taha Whanau - the Capagjtto Belong to Share and

to Care

The findings from this subsection revealed that kivay with people experiencing
suicidal ideation has impacted significantly on pagticipant’s family and social selves.
The participants all reported feeling socially aiged as a result of the work they do.
Most reported experiencing this same sense ofatl@m at home. Those participants
with children told of feeling guilty that they habthing left to give to their families at
the end of the day. This applied to partners dk we

The participants who told of experiencing feelirgsguilt in relation to not having
much left to give to their families at the end loéit day, described feeling conflicted by

their need for time to themselves and their desitee there for their family.
The following quotes are examples:

I'd have had one to one with someone and | gogititahome and get on with

dealing with the kids and find | have burst intare or | go off on my own
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and don’t talk to anyone for while... so of course impacts on them.
Participant 1, p11.

| think it does impact on the family... | have beasyball day with someone
who needs high input and you go home and theyagll'\what's for dinner?”
... Sometimes the family know that... Sometimes ybmges time out and
it's hard on your family.Participant 4.p 8.

Two of the same participants reported that theyeHaad time of being fearful or over
protective toward their children in terms of théldls potential for committing suicide:
A few times in the past when my son was youngei'drithve seen a kid...
I'd get a bit fearful that might be a possibiligrthim... it can impact on how
you might manage things where as other people nmighéven think about it.
Participant 2, p18

Their children can also experience some of therstighat is associated with being a

mental health nurse:

They do get grief from their friends though, abbatving a mother who is a
lunatic attendant or what ever... | worry about thartot more, yeah. A lot
more. Probably far too much. Read too much inings maybe.

Participant 4.p 10
Some positive impacts were also described:

| think at some point it's been helpful for theldren, they can talk to their
peers about youth issues and all that. They whntov what to do with some

one who was suicidalParticipant 4, p10

The strong sense of social alienation reportedhis/droup of participants was one of
the strongest and most emotive of the themes togarieom this project. This sense of
isolation was universally identified by the pam@ants as being evident in the
interactions that they have with people in widegisty. All of the participants describe
only really feeling comfortable when they are oaotialising with other mental health

colleagues. The following quotes represent thégyaants telling of this:
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It becomes very difficult to socialise in differemvironments, people will
move away from you when they know what you dordedly obvious too.
They don’t do it discreetlyParticipant 4. p10

There are times when you experience somethingtsagewus that if you told
them about it you know they wouldn’t get it ...ndtigat all. You can't just
go in and say “guess what happened today!”... whsrgou can with people

who do the same worlRarticipant 5 p. 9

| think in terms of socialising with other peopleuyend up having quite
superficial relationships because they are just going to understand you
really, that’'s why we all end up socialising togathParticipant 3, p9.

Alongside of social alienation, four of the panpiants told of times when they
experienced the same sense of alienation when setiche with their family. The
participants described this differently but all oejed that this sense of alienation was
distressing for them. They told of feeling almpsbtective of their families. The

following quote was typical of this:

You work in an environment that seem so alien ftioeirs... you wouldn’t

want them to know reallyParticipant 2, p18.

For those with partners, this sense of alienaticas v8omething they sometimes
experienced in their relationships. One participplained it like this:

| don’t share anything because there is such adaig between what we do.
The impact is that | don’t get to share my difficzd or my victories with him.

He doesn’t know this part of m@articipant 2, p17.

A poignant example of this sense of alienation veapressed by the following

participant:

You can just be watching TV with them and feel Y@ don’t belong, that
you could almost contaminate them with what younkaad what you have
seen. Participant 5, field notes.

These next findings reveal some of the participamsntaneous reflections on working
with people experiencing suicidal ideation. Thésdings came mainly from data that

was collected at the end or toward the end of thiterview process when the
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participants were relaxed and contemplative. Thegmed best placed under this
heading.

Two participants spoke of the sense of privilegeytfeel as a result of working with
people experiencing suicidal ideation. The follogviquotes exemplify the poignancy
of their feelings and the sense of privilege thegegience in regard to their work with
people experiencing suicidal ideation:

So time stops basically. Nothing else can be gompgecause it is about what
they are experiencing at that moment, time std@sel that as a nurse it is a
huge privilege because you are involved with theéra #me when nothing

else matters. It's like childbirth reallyParticipant 1, p2.

| don't think it is a terrible thing that people igeo feel this way... It is a
privilege to work with people who are able to shdris with you, whereas in
your normal life, you wouldn’t get that. ...Also yoan feel proud of yourself
that you are able to be in these conversations lmezathey are big
conversations... That you can actually be with peapgh® think like this.

Participant 2, p20.

Most also reflected on the lighter moments of waogkiwith people experiencing
suicidal ideation and of the sense of comradestapworking in extreme environment
fosters. This was particularly evident in this gmsite quote taken from the field notes:
You know it can be just so weird or so sad thaust occurs as being really
funny... and you can end up laughing together wherovter. It might even
be about something that is not to do with the pengau’ve seen. It might be
to do with something the psychiatrist said that yuss$ so off the mark that the
person looked to you both for reassurance or somgthYou don’t even look
at each other at the time but then you get intoddewhen it's all over and
off you go laughing hysterically. | have laughdtltcried a few times. ...
Yeah, it's good when that happens. It's those yummments and the
moments when you know you've actually connecteld satmeone, it [the

work] hooks you in really Participant 5, field notes.

This subsection presented findings that gave itsigito the impacts that doing this
work has had on the participant’s family and sosgllves. The findings revealed that
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the participant’'s capacity for belonging and shguis severely impeded by a sense of
alienation that they believe comes about as atretihe way in which they and others
perceive their work. The findings also revealedt tthe participants all believe that
working with people experiencing suicidal ideatioas vicariously impacted on their
families as well. Along side of that however, thadings revealed that some
participants also experience a sense of privilegkefael some pride as a result of their

work.

Craig’s Story

This presentation of a second rendition of theifigd in the form of a composite story
provides the reader with valuable insights into tleal life experiences of the
participants and their practice worlds as they dmua their work with people
experiencing suicidal ideation and reveals som#heffiner nuances uncovered in the

data that might otherwise have been lost.

Craig is a community mental health nurse who woaks a crisis clinician in a
community mental health team. He has been pragtifor twenty-two years and has
prior experience in a variety of mental healthisg#t including forensic services, acute
inpatient ward and as a case manager in a commuonatyal health team. He has also
worked as a nursing lecturer in a tertiary educasietting. He has a master’'s degree in
nursing and is still engaged in further educatidthe is married and has two teenage

children.

The team Craig works in provides the mental healibis response service for a
medium size city with a number of satellite suburlddost referrals to the team come
through the police, the emergency department dbtta hospital, via other community
mental health teams or through direct contact ftbenpublic. The team is funded to
provide a crisis response to those people whoragetd as being significantly at risk
and who need to be seen by a clinician within betwavo to twenty four hours,

depending on their level of risk.

Craig works eight-hour shifts that rotate over s and are four days on and two
days off. Today he is on an afternoon shift. @fas spent the morning studying and
has cycled into work. There are three others @ ghift, one person is coordinating,

which involves triaging all calls that come throughthe team and then organising the
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level of response that is required to meet the si@édhe person as they relate to the
level of triage. Craig has sat through handoveriaraware that a man is waiting to be
seen in the police cells. He is assuming that Hliebe going to assess the man, who
was picked up by police after his wife had founch i their garage about to hang him
self. The background information was that this badn in the context of relationship
difficulties and that the man had been drinkinguribg the handover the triage nurse
had described the man as “another attention seekisgr in need of a spinal
transplant”. Craig has experienced conflict whits thurse before and wonders if this is
an attempt to provoke him into yet another episoidepen dispute. He is also aware
that the triage nurse will, most likely, employaghg techniques before sending him to
the job as this particular nurse seems to like aiarthe police wait for a response. He
goes into the triage office and picks up the docuatéon related to this job and tells
the triage nurse he is going off to do the assessm&he triage nurse grunts “what
ever”. Craig invites the student who is curremigced with the team to come with him
to the assessment. He goes in to tell this tdrthge nurse who says, “more fool you”.

The student was present in the handover and atss Has.

They go off to the police station. On the way stigdent asks him about why the triage
nurse said what he did. Craig decides to telldh@ut the phenomenon of burnout. She
asks why the nurse is still working in the area @nalig tells her that this nurse used to
work in one of the old institutions and has neveptkup, or been made to keep up, with
current understandings of mental health nursing. aldo points out that nurses are like
every other group in that there are people who @gndeing the wrong person in the

wrong job. Craig says that the work they do isenemtly stressful and that black

humour is sometimes a useful tool for dissipatiogne of the distress caused by
constant exposure to people experiencing suicdsdtion. He adds that not every one
is emotionally suited to working with people in tdess and that sometimes people get
trapped in jobs because they have families to suppte encourages the student to take

time before choosing an area of nursing in whickpecialise.

They arrive at the police station and are showa aholding cell. The man in the cell
smells strongly of alcohol and has visibly raisg@ture marks around his neck. Craig
immediately asks the attending police officer istman has had a medical assessment.

The reply was negative so Craig asks the policetmaaquest an ambulance to take the
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man to the emergency department. The man in tiseetetls Craig that he is not going
to the emergency department and that Craig camafgbF..k himself” if he thinks he
will make him. The policeman says to Craig thatwik stand down the ambulance.
Craig explains to the policeman that the man cdneddn danger of having his airway
occlude as a result of swelling of the larynx asksaif the police will assist him to get
the man to hospital. The Senior Sergeant on chlity Craig that they are too busy and
that the man will have to wait till they have a ipel officer available. Craig again
explains the gravity of the situation to the sensargeant. The Senior Sergeant
concedes and a policeman assists ambulance sthafframnsporting the man to hospital.
He requires restraint with handcuffs to prevent from assaulting the ambulance staff.
Craig informs the man that he is in the care ofgbkce under prevention of suicide

legislation.

On arrival at the hospital Craig informs the maat the is now being held under section
111 of the Mental Health (Compulsory Assessmentr&alment) Act 1992 (MHA) and
that he is arranging for an assessment under tverpmf that Act. He calls the man’s
wife and tells her of her husband’s whereaboutsgetd further details of events prior
to the man’s suicide attempt. It unfolds that thign and his wife have been trying to
start a family through IVF treatment and that thast and final attempt had proven to
be unsuccessful. The man’s wife told of a threaryeeriod of them trying to conceive,
during which her husband had seemed to be thegdroof the two. His attempt to
hang himself had come out of the blue as far asnstseconcerned. He had never had
any previous periods of depression and had a ssfotdésh mongering business. She
asks if she should call his family and whether sheuld come to the hospital. He and
she both come from large Italian families. Craegides to talk to the man prior to
giving the go-ahead for this and, after checking slas coping, he and the student

made their way into the cubicle.

The ear nose and throat specialist has clearethémefor now but wants him admitted
for observation overnight. Craig is asked to as$lee man’s risk of suicide in relation
to this. The man is at first reluctant to engagih Wraig and, after Craig reveals that he
has talked with his wife, the man becomes teamhal eurls up into the foetal position,
facing away from Craig. Craig gently asks if hewblike his family to come to

support him. The man doesn’t verbally agree bstdubs become audible so Craig
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decides to go ahead and contact the man’s famiy his way to the phone Craig

explains to the student that family supports wdl\ery important to ensure the safety
of the man and that having family present will h€l@ig in his assessment of the man’s
level of risk. He calls the man’s wife and shee&grto pick up his parents on her way

in to the emergency department.

When the family arrive, the man breaks down agaoh @raig and the student watch as
the man’s elderly father gets onto the bed andshbith close as they weep together.
At the sight of this, Craig becomes a bit tearfoh$elf. He signals the student and they
leave the family in private. He returns later teeck in on the man. He informs him

that he has stopped the Mental Health Act procedsttze man lets him know that his

brother has come in and will stay overnight. Citaigs to the brother and discusses his
concerns about the man’s safety. The brother agestay with the man at all times

and will contact staff if he needs to have a bre@kaig then arranges for a time to visit
with the man tomorrow prior to his discharge. Hhel ahe student head back to base.
The student is very quiet and Craig feels a bit amassed that she had seen him

become tearful. He decides to stop and to shautdféee so they can debrief.

Over coffee, Craig explains the rationale for higiventions and is surprised when she
asks him how he copes with working with people egpeing suicidal ideation. He
told her that he sometimes he does not cope butawer the years showing his
emotional response to a situation such as thidokadme okay for him and that he now
regards it as normal to become upset when facddsad situations. He explained that,
for most people, suicidal ideation is an expressybrthe level of distress they are
experiencing and that it usually meant that theyewmving difficulties with expressing
or dealing with their distress in other ways. Mkl ther that he usually finds it helpful
to let people see that he has become upset bettatad&lates their own feelings and
helps with building a connection with them. He wen to explain that he believes the
most effective thing he does with people experiegasiuicidal ideation is to take time to
really listen to them and not to presume he alrdatyws the answers from what he
hears in handover. He explains the risks he bediere inherent in assuming things
unless you checked them out for yourself. He s$had in the case of this man he
needed to be able to really engage with him in rotdebe able to fully assess the

ongoing level of risk and that this would not besgible while the man was still
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intoxicated. Craig explained also that the man hisdfamily needed some time to
come to terms with what had happened and that hevbd that carrying out an
assessment at this time was insensitive. The stwdes able to understand how it was
appropriate for both the man and his family to h&émily care for him, especially

given their culture.

When they get back to the base and Craig and tigerst go about filling out the
documentation required by the organisation. lesatime, as Craig has to explain how
he translates what he has done in practice intdatiguage of the medical model used
in the forms. He tells the student that in thet ges would have gone to a similar
situation and carried out a formal, psychiatricleation, which quite often would have
led to an admission. He explained that a full pgfric evaluation asks the clinician to
look for evidence of a mental disorder and thas thiten meant that responses by
people to normal life events were interpreted aspggms of mental illness rather than
seen as expressions of distress. He also saigp¢loale often experienced this process
as dehumanizing and that they could become quiesad as a result. He tells the
student that university studies and working witthest nurses who share similar
philosophies of practice has led him to take aqgersentred approach and to follow
crisis theory in terms of how he assesses and &eslpeople and the situations they
find themselves in. He believes this way of wogksdompliments his background as a
psychiatric nurse. He takes time to explain thédrts’ Model of Crisis Intervention
(2000) as it applied to the person they had jush sad points out the evidence he had
for believing that the man was going through arma’ life crisis.

He then takes the completed documentation throogthé coordinator for the next
handover and the coordinator asks him how the baoyery went. Craig feels himself
get angry so he leaves but returns later to retfiactoordinator that it is prudent to ask
about ligature marks when triaging information melgag a hanging attempt. The
coordinator tells Craig he has been doing the mbldng enough now and that he

doesn’t need to be told how to do it. He finishwh a “thanks anyway”.

Craig catches up with another colleague and theidddo go and have a drink together
before they go home. When they get to the pulb#mmaid asks them how their night
has gone so far. Craig tells her that they hasefjaished work and she comments that
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they must be cops to be finishing work at that tim€raig’'s colleague mutters

“something like that” and quickly turns away to eef any further questions. They go
and sit down and have a bit of a laugh about hay thould have explained their night

to the barmaid. They agree their work is just ex@reme for most other people to
understand. Craig then tells of his experienceh Wie coordinator. They both speak
for some time about their sense of frustrationhat lack of consistency in the team’s
approach to people who are experiencing suicidstidn and at the attitude that some
people in their team display toward those peoplzaig’'s colleague believes that the
person who was coordinating the team that nightldvoot behave as he does if there
was good nursing leadership in their team. Crgiges. They sit quietly together for a

time then call it quits.

As Craig drives home he finds himself thinking abtlie man and why he would
suddenly consider suicide. This time of contemhais not unusual for Craig. He has
thought long and hard about suicide and has comaderstand this conceptually in
relation to his work as a nurse and himself asragre Craig still struggles with this at
times as he believes that some people need todbakd consider death in order to
choose to fully live their lives. He believes timad role in this is to support the person
their exploration by becoming connected to them stadding alongside of them, while
they explore what this means. As a result of leskwCraig has been forced to consider
his own beliefs about suicide. He has come togeise that a sense of separation from
his own anxieties about death and his anxiety abfoeitconsequences of a patient’s
death on him professionally is absolutely necessdrg is to work effectively with this
client group. He becomes aware again that notieeobther people in his life will ever
understand what he experiences as a result ofdeid to manage all of this. He feels
very alone for a while and then gets to thinkingwtithe man. Craig is confident that
this man will not end his life as he had obsertezl dtrong emotional connections that
this man has with his family and noted his capdaatsiccept their love and support. His
gut feeling is that the man has held back fromidgakith his own feelings in order to
support his wife and that these feelings have ediput of him with the help of quite a
bit of alcohol and left him feeling very vulnerable

Craig arrives home and finds himself looking inhos kids on his way to bed. His son

has worn his street clothes to bed again and @rasgan urge to wake him up and tell
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him to get into his “bloody pyjamas”. Then he renfiers the man he has just seen and,
instead, kisses his fingertips and touches themstson’s forehead and smiles when he

thinks of the horror his son would feel if he knalout this gesture.

He joins his wife in bed and suddenly becomes aw@athe is absolutely exhausted.
He wants to cuddle up to his wife to feel her wérintt is still in the separate place he
goes to sometimes and, when he is there, he tipsotect her from what he knows.

He’s also glad his wife is asleep as this meansaheavoid her well meaning “How was

your day?” question. He rolls over and starts kimg ahead to tomorrow. Then he

catches himself - the only certainty in his jolthiat he never knows what the next day is
going to bring and, for now, it that the challergfehat uncertainty that appeals most to
him.

Summary

In this chapter | began by providing informationoab the participants, the study

location and information about me, as the researchemoved on to present the

findings as extracted through the processes of dali@ction and analysis and in

relation to the objectives of the study.

| then presented a composite story formulated tighaim of rendering the findings so
as to reveal the finer nuances of the practicedgaahd the everyday experiences of the
participants in relation to their work with peopdperiencing suicidal ideation that

might otherwise have been missed.

Sandelowski (2000) asserts that “Qualitative desoms have as their goal a
comprehensive summary of events in the everydaystef those events” (p.334). |
believe that the findings as presented here meegtal. The participants’ responses to

reading this chapter endorse this claim.

In the following chapter, | discuss the findingsralation to the aim of the study and
offer reflections on the implications of these @lation to practice, policy and future

studies.
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Chapter 5: Discussion, Implications & Conclusion

Introduction

This study commenced with the overall aim of exiplgtthe impacts that working with
people experiencing suicidal ideation has had enptrsonal and professional lives of

mental health nurses who work in acute mental hesattings in New Zealand.

Three key objectives were identified in order tojie the structure and focus for the

inquiry, these were:

* To gather information from mental health nursesualibeir experiences of
working with people experiencing suicidal ideation relation to their

philosophy of practice and that of their colleagues

» To explore nurses’ experience of working with thework place culture and
organisational and professional expectations iatiga to their way of working

with people experiencing suicidal ideation;

» To discover what influence and impact this work basthe physical, spiritual,

mental, emotional, social and whanau aspects oflthes.

In this final chapter, | discuss the findings itat®n to the aim and objectives of the
research. | then reflect on the design and medifidkde study in terms of rigour and its
limitations before discussing the implications betstudy as they relate to practice,

policy and possible research endeavours. | clgsdfbring some recommendations.

Relevance

The findings taken from this study are especiadigvant within the context of mental
health nursing in New Zealand because the countayésof suicide is among one of the
highest in the western world.” (Associate MinistéHealth, 2002, p.3). Further, nearly
five hundred people die every year and more thae times that number are

hospitalized as a result of a suicide attempt.

The management of a suicidal crisis as a resula &fuicide attempt is the most
frequently encountered mental health emergencysaadknowledged as being amongst
the most difficult and frightening challenges fackd mental health professionals
(Roberts, 2000). In this country, the most likegrson to carry the first assessment of a

person following a suicide attempt is a nurse dray twill often continue to engage
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with and coordinate much of the care for these [gewapo can still be highly at risk of
completing suicide (Mental Health Commission, 2001)

The knowledge gained here adds to the body of iegidtnowledge concerned with
nursing people who are experiencing suicidal ideasind the findings from this study
also hold relevance for other professionals andiggcengaged in working with people

experiencing suicidal ideation.

This study generated new knowledge about the imspHwt working with people
experiencing suicidal ideation has on mental healitses. It does this by offering
meaningful insights into the personal and profesaidives of the participants and has
relevance because this implies that other nurse&ingpin similar practice areas in

New Zealand may also be experiencing these samgcis\p

The outcome of this study have direct relevanceotber nurses who work in the same
areas of practice as, not only does it provide sisbiom which they can consider
themselves and their own situation in relationh® findings of this study, it also offers
recommendations that, if followed, may help to gate against some of the negative

impacts identified here.

Discussion in Relation to the Findings

I commenced this study with the aim of learning wbihhve impacts of working with
people experiencing suicidal ideation in relatiortite personal and professional lives of
mental health nurses. | became interested inbtbtaiuse of my own experiences and
observations and because of conversations heldotligrs nurses, both of which had
led me to believe that working with people experiag suicidal ideation caused high
levels of expressed and unexpressed anxiety arieshisin individual nurses and in
teams.

| was also aware that my work with people expeimnsuicidal ideation had affected
aspects of my personal life and, again, througlvemations with others, believed this

was not an uncommon experience.

A literature review revealed that little or no rase#h has been carried out into the
impacts that this type of work has on nurses irctpra. Other studies had explored
associated phenomena, but none had focused spéygifom the impacts that working
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with people experiencing suicidal ideation has badhe whole lives of mental health
nurses practicing in New Zealand.

The findings from this study revealed that the ipgrants believed that almost all
aspects of their lives have been significantlyuaficed as a result of their work with
people experiencing suicidal ideation. Althougleréh were individual descriptive
variances, there was universal agreement amongodhigcipants that this work is
emotionally and physically hard. It is also tiriagd stressful and this, along with other
extraneous factors, led these particular nurseomaetimes experiencing an internally
felt sense of isolation within their workplace aadsense of alienation from wider
society and in some cases, even from their famili€se factors that influenced this
included having to adapt their approach in relatmrthe culture of their workplace in
relation to organisational approaches and to tifferdnces of approach to this work

from some of their colleagues.

All participants identified the benefits of haviagslear philosophical position to refer to
in terms of their work with people experiencingcsdal ideation and believed that
debriefing and clinical supervision had a role lygdn mitigating the negative impacts
of this work. The participants also told of feglisupported by some of their colleagues
and described experiencing a sense of comradeshgm wthey worked alongside of
those who shared their philosophy of care. It ai#® revealed that the participants
preferred to socialise with their colleagues asviéts in these situations that they

experienced feelings of being fully understood aockpted.

The participants also described having come to seane of existential or spiritual
understanding in regard to their work with peoptperiencing suicidal ideation. For
most this understanding was positive and had tearesf into aspects of their own lives

and this may never have occurred had they not beeosed to this work.

The Professional Impacts
In this next section | discuss the findings in tielato the key research objectives.

Philosophy of Care
The first key research objective was to gatherrmfdion from mental health nurses
about their experiences of working with people eigmeing suicidal ideation in

relation to their personal philosophy of practioced adiscover how this related to
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working alongside of colleagues and to their mansege of organisational and

professional expectations.

The findings from the study revealed that the iafilce of a personal philosophy of care
in their work with people with suicidal ideation svan important feature of each
participant’s practice. The practice of all the sag in this study was informed by a
personal philosophy of care that was based uporahistic, interpersonal and person-
centred principles and, for the participants; tpislosophy of care provided the
foundation from which they approached their workhwpeople experiencing suicidal
ideation. Importantly, this philosophy of care fmd the basis for their decision
making in terms of risk management. It also infleced their interactions with

colleagues and helped them to mediate when facéd vaiving to manage conflicts

over differences in approach.

Most participants spoke of how an adherence t@ioig the medical model led their
colleagues to take an interventionist approach whieey worked with people
experiencing suicidal ideation, which the particizabelieved had the potential to
reduce the capacity of the person to develop eesié. Most of the participants found
this way of working hard to accept. These sam#éqpaants were also concerned about
how inconsistencies of approach in their teams otgzhon the way in which their team
supported one another. They believed that thdtmeguliscord influenced the way in

which the team interacted with people experiensungidal ideation.

This adherence to the medical model also impactedhe participants in terms of
having to practice within the context of inconsmtenessages in regard to their
organisation’s approach to working with people epeing suicidal ideation. On one
hand they are encouraged to take a person cenpmoaxh and to follow recovery
principles and on the other hand they are requeanslate what they have done in
practice into the language of the medical modelorder to meet documentation

standards.

There was a sense that a shared philosophy oteareed to be more easily achieved in
smaller teams and other factors, such as the presg#frgood nursing leadership might

reduce chances for conflict.
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The nurses’ philosophies of care had developed tower and the participants believed
they were influenced by observing the practice tfecs, by their experiences of
working with people experiencing suicidal ideatiand, for some, by undertaking
studies at a post graduate level. The findinge advealed that differences in their
levels of experience might have impacted on themse of confidence and that this, in

turn, could determine their level of autonomy iagdice.

The work Place Culture
The second key objective of the research was tdoexpghe nurses’ experiences of
working with people experiencing suicidal ideationthin the culture of their

workplace.

The participants described experiencing their wiartg culture as something that both

supported and challenged them.

Conflict around strict adherence to the medical ehad assessment and treatment was
again described by all participants who felt asutfio working from this paradigm
restricted how people experiencing suicidal ideaticere treated and that practising

solely within this paradigm was unsafe in termgaictice.

Participants from the smaller teams described rigefiupported by their teams and
spoke of observing very little conflict when it carto working as a team with people
experiencing suicidal ideation. They ascribed ttosthe team taking a shared

philosophical approach. They believed this waseeas achieve in smaller teams.

The participants from the larger teams described tteir work was easier when they
worked with others who shared their philosophy affec They also described times of
experiencing horizontal violence and of being vehallenged by the attitudes and
behaviour of some of their colleagues who did maire their philosophy of care. They
described this as a sort of cultural polar dynathet played out in ways that was
dependant on the personalities and attitudes skthmrking on any given day.

Black humour was a characteristic of all of thetipgrants’ workplaces and they
believed it had a valid purpose in terms of beingehicle for the expression and
dispelling of the distress and frustration thatulefrom working with the uncertainty
inherent in this type of work. The participantsalbelieved that the use of black

humour had to be well considered and that it wasetbing that could easily become
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damaging if used inappropriately, such as in frohtstudents and when it became
persecutory and derogatory and was related to peapb had been given the diagnosis
of borderline personality disorder. One patrticipeflected that they themselves had
sometimes made jokes that were not okay and coshdluis behaviour to their feelings

of distress and of feeling overwhelmed by the camsg of having to manage the levels

of intensity they experience in their conversatiaith this client group.

All of the participants described that, during therview process, they had become
aware of the nature of their work from an outsidenpof view and that this had made
them see their work with people experiencing saicideation as extreme, and weird,

and as something not easily understood by outsiders

The Personal Impacts

The final key objective of this study was to diseowhat influences and impacts on the
physical, spiritual, mental and emotional and doana whanau aspects of the lives of
mental health nurses as they work with people éepeing suicidal ideation. The
findings revealed that this work has impacted dragpects of the personal lives of the

participants.

The findings from the study uncovered that theip@dnts of this study have all had to
confront and make sense of their own individual aedsonal concepts of and about
suicide and suicidal ideation. They all spoke a¥ihg felt feeling compelled at times
to reflect upon their work from a spiritual or ebistial perspective and of learning to
come to terms with people’s experiences of suicidigation in relation to this
understanding. Only one spoke from a religiouspective, the others all described
this phenomenon in wider more existential termsosttold of having come to this
understanding by working alongside people and tnolistening as the person
grappled with the torment they were experiencingassult of a life crisis, a major

mental illness, or with existential issues thattbeuld not resolve for themselves.

The participants all seemed to have developed aatéencompassion for people
experiencing suicidal ideation and had the abilitgit with, or just be with, the person
as they struggled to make sense of their expergenkcethis sense, the participants work

with people experiencing suicidal ideation seemsh#ave helped them in their
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development of a fuller capacity for faith and widemmunion in terms of their work,

and for some in terms of their lives in general.

The findings also revealed that being physicaligpgonally and mentally drained and
exhausted and experiencing constant tension andtgrate inherent in this work. The
participants described the work as hard, and tblgsoally having no energy left at the
end of their working day. All have found that sofoem of exercise helped to reduce
the physical and emotional tension they experierMest told of times when they over
ate or used alcohol excessively as a means of gopirhey spoke of this as being
unhealthy and unhelpful in the longer term. Theéscriptions showed that the
participants have to consciously manage the imp#mEs come with working with

people experiencing suicidal ideation and thatighisot easy.

Each of the participants became aware during tleevilew process that their experience
of this work had changed them as people. Some &reddabout who they might have
become had they chosen another profession or anatba of practice. For one this
realisation was experienced as a sense of los Wdrilanother it was accepted as part

of who they are now and is something that is okay/should be celebrated.

Experiencing feelings of being alienated from stycend, in most cases, having times
of feeling alienated from their families as a résfl their work was one of the most
distressing impacts described by the participaisngside of this was the recognition
that their work has impacted vicariously on th@milies and partners. Descriptions
about the effects of their work on them and thamifies were both negative and
positive, but, for the most part, it highlightedathdoing this work meant that the

participant’s capacity to belong and to care anshtare was often compromised.

The realisation of the extreme nature of their warks also some thing that was
uncovered during the interview process and | beligkis is interrelated to the
participants’ experiences of social isolation ahdirt feelings of alienation from the

wider world and from their families.

The chance to talk about their work with colleaguesd having good clinical
supervision was valued by all of the participardsttzey found it helpful in terms of

stress reduction and in terms of making senseenf Work.
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An unexpected finding was that the participantssplbntaneously observed that the
process of participating in the study had turnetitole a reflective process for them
and that this had had revealed to them hithertmowk aspects of themselves and their
work. They had all found this process helpful amast wanted to have the opportunity

to reflect in this manner on a regular basis.

Reflections on the Findings

Although this study was small, the findings offerportant new insights into the ways
in which working with people experiencing suiciddéation can impact on all aspects
of the lives of mental health nurses who work wibople experiencing suicidal
ideation. The findings also reveal insights inbevia sample group of nurses in practice
understand their work with this client group and factors that influence the ways in

which this work impacts upon their lives.

The findings from this study resonate with the eontof current literature in regard to
the cultural and professional context in which stiedy took place. This is evident in
the description of the sense of dissonance expmtkhy these particular nurses whose
philosophy of practice is informed by the persomtesl and humanistic principles
promoted by nursing proponents of this way of wagk{Watson, 2000; Barker, 1999;
Crowe, 2000) and yet who continue to have to pradti an environment dominated by
the discourse of the medical model.

The findings also resonate with the current litematin regard to concerns raised about
the lack of evidenced based models of care foraswwrking with people experiencing
suicidal ideation (Cutcliffe & Stevenson, 2006).

Reflections on the Methodology

The method and design of the study was informe8drydelowski’s (2000) presentation
of qualitative description. This framework offerdte ideal structure from which the
events and phenomena under investigation couldidgm®kred and described without
being overly interpreted, thus enabling ‘the voiokthe participants to be heard. Their

endorsement of the findings support the claim tivataim of the study has been met.

Rigour
Evidence of dependability can be found in the ckaadlit trail that enabled readers to
follow the decision-making processes throughoutstinely. Evidence of credibility can
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be found in the description of the scope of thestthe description of the setting and

single location and in the discussion on the litiotes of the study.

Evidence of the veracity of the findings and of ihtegrity of the processes is found in
the systemic organisation used to manage the gaghemalysis and reporting of the

data.

Confirmability was evidenced by the participantgrification that the report on the
findings met Sandelowski’'s (2000) criterion for deéstive and interpretive validity.
The quality measures adopted in this research girojellowed Sandelowski’s
recommendations and also followed commonly heldggples in terms of establishing
academic rigour (Minichiello, et al. 1999; RobegtsTaylor, 2002). Evidence of this
can be found in chapter three on page twenty siXable 1 titled, ‘Design of the study

and accompanying methodological rationale’.

Validity

The participants were all given a copy of the figdi chapter and were asked to
comment on their experiences after reading it. yMiere asked to comment in general
and in relation to interpretive and descriptiveidi&y. This was done prior to the
drafting of this chapter, which was in keeping witle study design. In their feedback
the participants spontaneously and unanimously edgrinat the findings chapter

accurately described their experiences.

Descriptive Validity
The participants all reported strongly believingttthe findings met a high standard of

descriptive validity.

A common experience for the participants was they had all checked quotes that they
had been sure was theirs only to find that it waseone else’s. They had all also read
a number of quotes and had thoughts such as “Wats tso true! Why didn’t | think to

say that?” (Participant four).

Interpretive Validity
The participants all reported strongly believingttthe findings met a high standard of

interpretive validity.
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Most appreciated the way in which the findings badn presented in terms of how the
themes had been drawn from the work. Some paatitspreflected that they believed

they too would have extracted similar themes hag been faced with this task.

They all thought that the way in which the matehald been presented had enabled
them to gain a fuller understanding of their workl afor most of them, this was seen as
positive as it validated what they do in practitelso had them come to appreciate the
importance of they work they do as well as comiagappreciate more fully their
relationships with like-minded colleagues. Two fEgpants commented that made it
likely that they would speak up in situations whereviously they may have stayed
silent to order to avoid conflict.

One of the participants also endorsed the highdstahnof interpretive validity reached
in the study, but for them their reading of thedfimgs confirmed that their recent
decision to leave this area of practice had beemigint one. This same participant also
commented that when they read the findings, theyewtuck by matter of fact way in
which the profound nature of the material was rigggbon. “You just wrote it like it is,

and reading it bought it all back and | am jusgkad | am out of it.” (Participant one).

Craig’s Story

When working with the method, as outlined in chapieee, | felt confident that | was

able to be mindful of the key objectives of listemito and understanding the
participants’ thoughts and perceptions and of waykwith the texts carefully, in order

to capture the key elements and present “the fafctee case in everyday language”
(Sandelowski, 2000, p. 336). As the researchewas pleased to learn of the
participants responses to reading Craig’s stothiaseinforced that my management of

the research process had supported the conditforadidity as outlined in the method.

The participants unanimously endorsed the claimh @raig’'s story rendered a highly
accurate portrayal of them as they worked with pe@xperiencing suicidal ideation
and that it accurately reflected the context inalihthey practiced. It was interesting to
learn that, despite reading that the story had lweemposed out of the findings as a
whole, three of the participants initially believéidit Craig’s character was based solely

on them.

89



One participant found it serendipitous that theyl m@aad about Craig's explanation
about the importance of getting a medical reviewsomeone who had ligature marks
later on exactly the same day that they had argueshl life with someone who had not
been going to facilitate a review for someone whd tried to hang themselves at their

place of work.

Another was particularly moved by reading about w@eaig felt as he got into bed
with his wife as this had resonated very stronglthwheir own experiences. Until
reading about this, the participant had believed @raig’s experience was something
peculiar to them and that this meant there was gongewrong with them. Learning
that at least one of the other participants shtreid experiences had caused them to see

that experience was related to the extreme nafitreew work.

When they were speaking of him, some participaetsrred to Craig as if he were a
real person and most referred to him as a nice §dgmarkably, they were unaware that
they were speaking of themselves and the factttiegt were the nice guys to whom

they were referring.

After they had read the findings the participarksadd being surprised by the scope of
what had been revealed in the findings and of iggtleased they had participated in a
project they believed was worthwhile.

The participants’ response to reading Craig’s st@fjdated the decision to present the
findings in such a way. The participants strongbntified with Craig and appreciated
the way in which the story wove the themes thaewevealed in the study together into

an easily read “real life” presentation of theiperences.

Te Whare Tapa Wha

The decision to use of Durie’'s Te Whare Tapa WIe®8) was useful as a frame work
around which to structure the aide-mémoire andésgnt the findings that explored the
impacts on the personal lives of the participastaaesult of their work with people

experiencing suicidal ideation.

As the researcher, all aspects covered in thevietes were interesting and equally
important to me, however it was when the participaand | explored the personal
impacts of this work, that | was most moved. luldobe that | identified with the

participants’ experiences, but mostly | believewias because in every case the
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fundamental quality of the interviews seemed tongeawhen we began to explore this
area. In other areas of the study it seemed thg iparticipants and | were protected to
some degree by the professional nature of the ipquiile in this part of the study it
was as if that protection was no longer affordeddo In every case, as we entered into
this area of the interviews, the participants sekinesettle into a contemplative and a
seemingly intentionally vulnerable state that eadhis to explore aspects of themselves
that | imagine they normally keep well protectedihaps even from themselves. Even
when they were intent on describing their expesnand although they were dealing
with emotionally provocative material, they seemabte to retain a degree of separation
and sense of objectivity in regard to this. Oneafon, | am left wondering if mine,
and the participants, familiarity with the concepfsWhare Tapa Wha (Durie,1998)
provided us with a safe structure in which to diilevaddressing these issues and that it
might also have enabled the participants to acttesse parts of themselves that they
endeavour to access in those they are seekindgo he

Limitations

This study was limited by its size. As alreadyramkledged in the introduction, a small
study of this size cannot achieve full data satomaso it cannot fully answer the

research question. Given this, however, enougbrnmition was provided so that

insights were gained into the impacts that workivith people experiencing suicidal

ideation have had on these particular five mengallth nurses. These insights are in
themselves provocative because they give rise tlestmpn of whether or not these
insights are peculiar only to this group or whetthey are indicative of what is true for

other mental health nurses.

It could be argued that this study was limited bg fact that all of the participants by
happenstance worked for the same DHB. All thismeea that the findings of this
study can only claim to be ‘true’ in regard to theperiences of these particular
participants and to the particular contextual sgtof this study and this is all a small

exploratory study such as this can seek to claiyavap.

Implications and Recommendations arising from the ¥cussion
As in any exploratory study, the significance o ttnowledge generated here lies in
what the summary offers in terms of an end poirnitdrself and what it offers in terms

of providing a basis from which to build more knedtje upon (Sandelowski, 2000;
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Roberts & Taylor, 2002; Minichiello et al, 1999)hd next section discusses the
significance of the findings and what this meansemms of practice, policy and future

research.

Practice

The summary of this study offers insights into thmpacts that working with people
experiencing suicidal ideation has on mental healtiises. These insights are
significant in that they imply that nurses are etiéel by, and profoundly impacted upon,
in regard to almost every aspect of their livesaaesult of their work with people
experiencing suicidal ideation. These impacts Hmoth negative and positive effects.

This knowledge has application in terms of pracéiedat may help nurses who work in
similar settings recognise the phenomena desciibetlie study and enable them to
critically reflect on their own experiences in thevork with people experiencing
suicidal ideation and in their relationships witieit colleagues. The findings from this
study also offer senior nurses a useful basis fndmnch to facilitate a critical discussion
in their nursing teams. The discussion would ifezrhable the team to explore whether
the findings from this study apply in regard toith@vn place of practice. They could
then discuss the implications of this in termsez#m dynamics in regard to how they

work with people experiencing suicidal ideation.

The findings from the study suggest that nurses adae and can articulate a personal
philosophy of practice feel confident in the wagyhwork with people experiencing
suicidal ideation and that this transfers intowss in which they work in teams and to
their decision making abilities in terms of risk mgement. | would recommend to
senior nurses that they identify nurses such asetlad encourage them to mentor
students and new graduates and that they work thigm to develop mentoring
packages specific to working with people experiegcsuicidal ideation. | also
recommend that nurses such as these are encouiadadilitate regular debriefing
sessions in which ethical decision making and tloeamimperatives that inform this
process are explored from a team perspective.

Policy
The knowledge gained as a result of this studyima$ications in term of future policy

in that it adds support to many of the concerns Have already been raised in the
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sector in regard to work place development andutee and direction of mental health
nursing. | made reference in the literature chrafateconcerns raised in the discussion
document titled Mental Health Nursing and its Future: a DiscussiBramework’
(2006). The document focused on nine specificcaoéaoncern in relation to the New
Zealand context of mental health nursing. Theifigg of this study are significant

when read along side of these and have led me ke tha following recommendation.

Recommendation

The findings from this study suggest that furthduaation plays a part in nurses
developing philosophies of care that are humangstid person focused. The findings
also suggest that further education, combined exjberience, seems to play a part in
building nursing confidence, thereby building tlatgntial for leadership by example.

The discussion document raises education as otteedéey concerns for the future of
mental health nursing, however, | believe that whatuggested in regard to policy for
future education programmes falls short when camsid the frequency and
complexities of a nurse’s work with people expetiag suicidal ideation. My own
recommendation is that a post graduate certifigatgramme be set up with the
purpose of concentrating solely on nurses workiritly \weople experiencing suicidal
ideation. The content of the programme would idela looking at suicide from an
historical and cultural perspective; looking at iafc cultural, psychiatric and
psychological perspectives in regard to understandnd working with suicidal people;
looking at nursing and it’'s history and where tsdn terms of working with suicidal
people; looking at the ethical decision making psses and the moral imperatives that
guide nurses in practice; training in specific supon so that nurses know how to
give and receive effective supervision aimed at agarg some of the impacts of this
work on their personal selves; and managing the cha person experiencing suicidal

ideation with in the complex context of a multiainary team.

Models of care for working with people experiencsigcidal ideation might also be
included. However the findings from this study gest that individual styles and
aptitude and the capacity to build interpersonédti@nships are important in nurses

who work in this area of practice.
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My reasons for suggesting that this should be uaken at a post graduate level is so
nurses have some background in practice prior ttettaking a course that would be
provocative in terms of the personal challengesmay present to some people and also

that they would have some experience to bring igeuwbsion purposes.

Future Studies

This is huge really. Any one of the aspects dssmlidere could form the

basis for a large-scale research project. (Papant 2).
To start with, the findings from this study arersfggant because, if what was revealed
here is true for the participants, the same may hole for other nurses who work in
similar settings with people experiencing suicidigation. Further studies would need
to be carried out to confirm this hypothesis anglica studies might be a useful way of
exploring this. The value of such studies would ibefinding out if there were
differences in the findings and, if so, what reattare was for these. This information
would be useful as it could provide useful varigdigr comparative studies that sought
to explore what these differences might mean. example, nurses from another DHB
might all base their philosophy of care on the roadimodel and, therefore, not
experience as much conflict in their workplace. eyhmight also have a strong
leadership presence in their team so it would brd @ establish which if any one of
those variables resulted in there being less ainflh study that tested these variables

may make this clear.

The knowledge gained from this exploratory studygdoward adding to what is
already known by providing some insights into thepacts that working with people
experiencing suicidal ideation has on mental healifses in relation to philosophies of
practice and models of care. Another study migbklinto the complex process of how
nurses develop their personal philosophy of cackatempt to determine what factors
influence this. This study has revealed the proihathat education and experience are
important factors, but it also suggests that il personality structure,
environmental influences and organisational andegsional expectations could also be

factors.

My own interest would lie in designing a participat action research project that drew

on established knowledge about clinical supervigiorelation to mental health nursing

94



and also drew on some of the philosophical undarpgs and frame work of Durie’s
Te Whare Tapa Wha (1998) in order to develop arsigen tool. This idea came
from the participants who revealed that the sehtgfrview questions used in the study
had caused them to reflect on themselves and anpifaetice in ways that they had not
done before. This was useful for them and theykspof wanting to have more
opportunities to explore themselves and their pradn this same way. The aim of
developing such a tool would be to, not only helpses in their work with people
experiencing suicidal ideation, but also to encgaraurses to reflect on all aspects of
themselves and, out of that, to develop stratebesminimise the negative impacts that
working with people experiencing suicidal ideatibas on them in relation to their
personal and professional selves. A participateiion study would allow for the
development and evolvement of such a tool over @mé might also allow for the
exploration of using the tool both individually aimdgroups. Developing a tool in this
way would mean that the tool was tested and thaa# developed from the ground up
by those who would provide the supervision andehesbo would receive it. Ideally, a
number of similar projects would be carried out ianeously and the results

compared in order to identify similarities and dréinces between the outcomes.

One of the recommendations made in ‘Mental Healtlrshg and it's Future: a
Discussion Framework (2006) was that a nationahitrg model for professional
supervision be developed by mental health nursinfepsional bodies and incorporated
into standards for mental health nursing. Whikelieve that a national training model
would be useful, | do not agree that it should bgetbped by mental health nursing
professional bodies until there is a shared mamalatte philosophical drivers that will
inform future education for mental health nursimgl ahat will inform other aspects of

practice such as models of care for working witbgte experiencing suicidal ideation.

Reflections on the Learning Gained as a Result ofndertaking this Study

At the end of this process | can only endorse theds/of Sandelowski (2000) who said
“There is nothing trivial or easy about getting tfects, and the meanings the
participants give to those facts, right and thenveying them in a coherent and useful
manner” (p.336). My hope is that | have achieves.t
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As well as the learning gained from doing the redeal have also experienced new
insights into the art of mental health nursing tselates to working with people
experiencing suicidal ideation. | am grateful tee tparticipants for sharing their
knowledge and experience and know that the essehogy own practice has been

enriched as a result of this process.

Conclusion

The overall aim of this research was to descrilgeitmpact that working with people

experiencing suicidal ideation has on the persa@mal professional lives of mental

health nurses who work in acute mental healthregtin New Zealand. This study has
met its overall aim and has also met what Sanddio{2900) recommended as criteria

for qualitative rigour in terms of this method.

Given the nature of the enquiry, the decision t¥o Sandelowski’s (2000) qualitative
descriptive methodology proved very apt as it eedlthe participants’ experiences to

be reported on with low inference, thus allowing participants’ “voice” to be heard in

it's own “every day language” (p.336).

The findings were powerful in that they revealeattithe doing of this work has
impacted on these nurses and their families in pesfound ways. These findings have
led to several recommendations for future studmesaso have implications in terms of

practice and future policy making.

The knowledge gained in this study reflects coredirat have already been raised
about the future of mental health nursing at nati@md international levels and adds to
the body of knowledge about mental health nursmgegard to the care of people

experiencing suicidal ideation.

The participants in this study were very generousl @xtraordinarily free with
themselves as nurses and with themselves as pedptaout this generosity this study
could not have become what it is. | feel very prélat they so emphatically validated
this work as it is as much theirs as it is mine #&ndas from conversations with the
likes of them that the idea for this work beganowsdver, what | am most proud of is
that the participants feel as though their worlhvaeople experiencing suicidal ideation
can be seen in this study and be recognised ag arthwhile and important.
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| found the following piece on a wall in Mary Patteospice in Wellington whilst there
with my father as he passed. My father’'s cousughtit to my attention saying that it
reminded her of my father’s mother. My grandmothad been a district nurse in a
remote area on the East Coast in the early1920sadé her home there after she met
and married my grandfather.
Dad’s cousin recalled that she had been told byrtegher that my grandmother had a
special gift for working with Maori who were ‘unlzadced’ and that she had reportedly
stopped some of them from ending their lives. ®leme that this work was in my
blood.
I think this also reflects some of the essenceludtvthe participants described of their
work with people experiencing suicidal ideation.
The Bridge
There are times in life
when we are called on to be bridges,
not a great monument spanning a distance
and carrying loads of heavy traffic,
but a simple bridge to help one person from hetbdce
over some difficulty
such as pain and loneliness,
a bridge which opens the way for ongoing journey.

When | become a bridge for another
| bring upon myself a blessing,
for | escape from the small prison of self

and exist for a wider world,

breaking out to be a larger being
who can enter another’s pain

and rejoice in another’s triumph

Joy Cowley (1989)
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Appendix One

TE WHARE WANANGA O TE UPOKO O TE IKA A MAUI

ZFBVICTORIA

Phone  0-4-463 5676

MEM 0 RAND U M Fax 0-4-463 5209

Email Allison. kirkman@vuw.ac.nz

TO Lynley Murtagh

COPY Associate Professor Cheryle Moss

TO

FROM Dr Allison Kirkman, Convener, Human Ethics Committee

DATE November 30, 2006

PAGES 1

SUBJEC Ethics Approval: No 130/2006, Juggling Responses: what impact
T does working with suicidal clients have on mental health nurses?

Thank you for your application for ethical approval, which has now been considered by
the Standing Committee of the Human Ethics Committee.

Your application has been approved and this approval continues until 30 July 2007. If
your data collection is not completed by this date you should apply to the Human Ethics
Committee for an extension to this approval.

Best wishes with the research.

b s

Allison Kirkman

Convener
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Appendix Two

TE WHARE WANANGA O TE UPOKO O TE IKA A MAUI

ﬁSVICTORIA

UNIVERSITY OF WELLINGTON

Participant Information Sheet

Research Title Juggling Responses: What Impact Does Working with Clients Experiencing Suicidal
Ideation Have on Mental Health Nurses?

Researcher: Lynley Murtagh: Post Graduate School of Nursing, Midwifery and health at Victoria
University in Wellington.

| am a mental health nurse and a part time Masters student in an MA (Applied) at Victoria University of
Wellington. As part of this degree, | am undertaking a research project leading to a thesis. The University
requires that ethics approval be obtained from research involving human subjects

| am inviting registered nurses with more than five years experience and who work with this client group, to
take part in a research project that identifies how the phenomenon of working with people who are
experiencing suicidal ambivalence impacts on their lives. Participants will be asked to take part in a tape
recorded interview session that is expected to take approximately ninety minutes. The interview will ask
you to share your stories on what may have impacted on you as a result of your work with clients
experiencing suicidal ideation. The time and place for this will be arranged for your convenience. Before
the interview proceeds you will be given a chance to ask questions and if you wish to proceed, you will be
asked to sign a consent form.

This subject is highly sensitive and is expected to cause some emotional response. To lessen the risk of
causing undue distress, | am also asking that only nurse currently undertaking clinical supervision and
who have access to Employee Assistance Programmes schemes apply.

The tape recorded interviews will be transcribed and participants will be encouraged to check their
interview transcripts and make alterations before the information is included in my research. The data
collected will form the basis of my research project and will be put into a written report. No material that
which could identify you will be included. Pseudonyms will be used for all participants and participants will
be asked to refrain from using information that could identify patients.

The material collected will be kept secure and confidential. No other person besides me, the person who
transcribes the interviews and my supervisor will have access to it. The tape recording of your interview
will be returned to you, paper copies of the transcripts destroyed at the conclusion of the research and
electronic information destroyed safely after two years. The thesis will be submitted for marking to the Post
Graduate School of Nursing and Midwifery and will be deposited in the university library. | may also
present the finding of the research at conferences or submit articles for publication to nursing journals. You
will be offered a copy of the completed thesis.

Taking part is entirely voluntary and participants may withdraw from the project at any time before the data
is analysed without giving a reason.

If you have any questions or would like to receive further information abut the project, please contact me;
Lynley Murtagh ph.027 4423186 or email lynley.murtagh@ccdhb.org.nz ,

Or

My supervisor; Associate Professor Cheryle Moss, at the Post Graduate School of Nursing, Midwifery and
Health at Victoria University, Wellington. PO box 600 Wellington, ph 463 6141.
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Appendix Three

Consent to Participation in Research

Title of project: Juggling Responses: What Impact Does working With Clients Experiencing
Suicidal Ideation Have on Mental Health Nurses?

Researcher; Lynley Murtagh

| have been given and have understood an explanation of the nature and objectives of this research
project.

| have had an opportunity to ask questions and have had them answered to my satisfaction.
| understand that taking part in this study is voluntary and that | may withdraw myself (or any
information | have provided) from this project (before analysis has begun) without giving a reason and

that any data | have provided will be returned to me.

| understand that any information | give will be kept confidential to the researcher, the supervisor and
the person who transcribes the tape recordings of our interview.

| understand that the information | have provided will be used only for this research project.

The published results will not use my name and no opinions will be attributed to me in any way that
will identify me.

| understand that the tape recordings will be returned to me at the conclusion of the research and that
all other data will either be destroyed or kept secure for up to two years.

| will be offered a copy of the completed thesis at the conclusion of this research.

Full name of reSEarCher. ............uvvviieeiiii e
Contact phone number of researcher ...............cccovvvvvvvvvieennn,
SIgNatUre.......oovvviviiiii e,

Date.../......[......
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