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Abstract:
Caring for patients with a mental illness is a taxing task that affects nurses globally. The experiences these nurses encounter can be studied in order to explore how they are affected during these experiences and to understand their support system. A review of literature on the topic indicated that there is a slight gap in the research in that many studies are not conducted in South Africa, most studies are quantitative and do not focus on the support systems of nurses working within mental health. The primary aim of the study was to understand the experiences of nurses working in the mental health care setting. The study was qualitative in nature and had a case study research design. Purposive sampling was used in selecting ten participants i.e. nursing staff in the acute care ward at The Helen Joseph Hospital in Johannesburg. In-depth semi structured interviews with the population were facilitated by utilising an interview guide. The major themes uncovered in the study included the nurses’ life-threatening experiences when encountering violent and aggressive patients, their discomfort with management’s responses and lack of support. The study also found that the nurses rely on family and colleagues for support. The findings of the study allowed for the advancement of knowledge in the fields of mental health and nursing, especially with regard to the experiences of the nurses that work within these settings. Furthermore the study allowed for increased knowledge of the support system of the nurses, and their ways of coping with their job stress.


Key words:
Mental Health; Psychosis; Acute care; Experiences of Nurses; Psychiatric unit; Support system




List of acronyms…………………………………………………………………….…………1
CHAPTER ONE: INTRODUCTION
1.1 Introduction…………………………………………………………………………..……2
 1.2 Statement for the problem and rationale for the study……………………………………2
1.3 Definition of key concepts……………………………………………………………...…4
1.3.1 Acute care…………………………...………………………………………………...…4
1.3.2 Experience…………………………..………………………………………………...…4
1.3.3 MHCU………………………………………………………………………………...…4
1.3.4 Nurse………………………..………………………………………………………...…4
1.3.5 Support………………………..…………………………………………………………5
1.4 Research questions…………………………...……………………………………………5
1.5 Aims and objectives……………………….………………………………………………5
1.5.1 The primary aim…………………………………………………………………………5
1.5.2 The secondary objectives………………………………..………………………………5
1.6 Theoretical Framework………..……………………………..……………………………5
1.7 Methodology………………………..……………………………………………………..6
1.8 Chapter outline………………………..…………………………………………………...7
1.9 Summary of chapter………………………..……………………………………...………7
CHAPTER TWO: LITERATURE REVIEW AND THEORETICAL FRAMEWORK FOR THE STUDY
2.1 Introduction………………………..………………………………………………………8
2.2 Experiences of nurses on an international level………………………..………..….……..8
2.3 Experiences of nurses in South Africa………………………..………………….….…….9
2.4 Studies done on nurses within Johannesburg………………………..…………….……..10
2.5 Theoretical Framework………………………..…………………………………………11
2.6 Summary of the Chapter………………………..………………………………………..12
CHAPTER THREE: METHODOLOGY
3.1 Introduction………………………..……………………………………………………..13
3.2 Research approach and design……………………...……………………………………13
3.3 Population and sample………………………..………………………………………….13
3.4 Sampling Criteria………………………..……………………………………………….14
3.5 Research instrumentation………………………..……………………………………….14
3.6 Data collection………………………..…………………………………………………..14
3.7 Data analysis………………………..……………………………………………………15
3.8 Trustworthiness………………………..…………………………………………………16
3.9 Ethical considerations………………………..…………………………………………..17
3.9.1 Permission to conduct research………………………..……………………………….17
3.9.2 Confidentiality and Anonymity………………………..……………………………….17
3.9.3 Informed consent………………………..……………………………………………...18
3.9.4 Distress and emotional harm………………………..………………………….………18
3.10 Summary of chapter………………………..…………………………………………...18
CHAPTER FOUR: DATA ANALYSIS AND FINDINGS
4.1 Introduction………………………..……………………………………………………..19
4.2 Aim and objectives of study………………………….…………………………………..19
4.3 Research questions: ………………………..……………………………...……………..19
4.4 The primary aim………………………..……………………………….………………..19
4.5 The secondary objectives………………………..……………………………………….19
4.6 Findings ………………………..………………………………………………………...20
4.6.1 Demographics………………………..…………………………………...…………….20
4.6.2  Table 1 Participant’s Demographic Information………………………..…..…….…..20
4.6.3 Table 2 Table of themes and sub-themes identified………………………..…………..21
4.7 Theme 1: Life threatening experiences of nurses…………………..…………………….21
(i) Aggression………………………..…………………………………………………..22
(ii) Assault ………………………..………………………………………………….…..23
(iii)  Gender relation…...…………………..………………………………………….…..24
(iv)   Response from nurse to aggression and assault………………………..…………...25
4.8 Theme 2: Management’s responses: …………………………………………….26
(v) Lack of support………………………..………………………………………….…..26
(i)  Lack of debriefing…………………………………………………………….....27
(ii)  Procedure for reporting an incident……………………………………………...28
(iii) Blaming nurses for provoking patients…………………………………………..29
4.9 Theme 3: Training………………………………………………………………………..29
(i) Training received is minimal…………………………………………………......29
(ii)  Gaps in training………………………………………………………………….31
4.10 Theme 4: Support……………………………………………………………………….32
(i)  From colleagues…………………………………………………………………32 
(iii)  Turning to family for support……………………………………………………33
(iv) Support from hospital needs to be stronger………………………………………34
4.11 Theme 5: Coping strategies……………………………………………………………..35
(i)  Employee Assistance Programme (EAP)………………………………………..35
(ii)  Talking about feelings…………………………………………………………...36 
(iii)  Taking sick leave………………………………………………………………...36
4.12 Theme 6: Death………………………………………………………………………....37
 (i)  Blamed for patients deaths………………………………………………………………38
(ii)  Effects of death (on feelings of nurses)………………………………………….38
4.13 Theme 7: Stigma………………………………………………………………………..39
4.14 Linking the data to the theoretical framework………………………………………….39
4.15 Linking the findings to the aim and objectives………………………………………....40
4.16 Chapter summary……………………………………………………………………….42
CHAPTER FIVE: SUMMARY , CONCLUSIONS AND RECOMMENDATIONS…..43
[bookmark: _GoBack]5.1 Introduction………………………………………………………………………………43
5.2 Summary of the study and findings………………………………………………………43
5.3 Exploring the nurse’s experiences of working with MHCUs in the acute care ward……44
5.4 Exploring the nurses support system and coping mechanisms regarding their experiences…………………………………………………………………………………...45
5.5 Conclusion………………………………………………………………………………..46
5.6 Recommendations………………………………………………………………………..47
5.7 Limitations……………………………………………………………………………….48
5.8 Further research…………………………………………………………………………..48
5.9 Chapter summary………………………………………………………………………...48
Reference list…………………………………………………………………………………49


APPENDICES
Appendices A (Participant Information Sheet)………………………………………………52
Appendix B (Consent Form For Participating In The Study)………………………………..54
Appendix C (Consent For Audiotaping)……………………………………………………..55
Appendix D (Ethical clearance from Human Research Ethics Committee (Medical))……...57
Appendix E ( Ethical clearance from The Helen Joseph Hospital)…………………………..59
Appendix F (Transcript of Semi Structured Interview with Participant 1)…………………..61



13


LIST OF ACRONYMS
EAP:		 Employee Assistance Programme.
MHCU:	 Mental Health Care User.
SASH:		The South African Stress and Health study.
WHO:		 World Health Organization.


CHAPTER ONE
INTRODUCTION
1.1 INTRODUCTION:
This chapter includes a statement for the problem and study rationale, defines the key concepts, discusses the research questions, aims and objectives and briefly mentions the theoretical framework and methodology.

 1.2 Statement for the problem and rationale for the study:
According to the World Health Organisation (WHO) (2007) it is estimated that 450 million people worldwide have a mental disorder. This statistic is indicative of the fact that mental health is a global concern, and the topic can be encountered easily in everyday life or employment for medical staff. Herman, Stein, Seedat, Heeringa, Moomal, and Williams (2007) in their study The South African Stress and Health (SASH) study: 12-month and lifetime prevalence of common mental disorders note that 1 in 6 South Africans present with a mental disorder. The aforementioned statistic can be further analysed in the WHO-AIMS Report on Mental Health System in South Africa (2007) which states that there are 23 mental hospitals in South Africa, providing a total of 18 beds per 100,000 people in a hospital population. This indicates that the probability of encountering with patients in acute care in South Africa is very real. With this high probability of patients in acute care being encountered, the amount of staff that attend to them when in acute care will also be prevalent. Furthermore, when in working in acute care, it is possible that the nurses may encounter challenging patients or be struggling (emotionally or physically). The student had found two major studies; Ngako, Van Rensburg and Mataboge (2012) Psychiatric nurse practitioners’ experiences of working with mental health care users presenting with acute symptoms, and Sobekwa and Arunachallam (2015) Experiences of nurses caring for mental health care users in an acute admission unit at a psychiatric hospital in the Western Cape Province, which she drew from. These studies found that the nurses working in acute care are facing challenges and require support and assistance; the studies also noted the behaviour of patients in acute care as concerning at times. However; these studies (as discussed further in the literature review) did not focus on debriefing, ways of coping and support systems for the nurses working in acute care as the student focused on in her research. Furthermore, the studies were limited in that they did not go into detail of the support systems; in terms of the source of support for the nurses. 
The Helen Joseph Hospital, situated in Auckland Park, is one of the few psychiatric wards in Johannesburg. It is a tertiary institution linked to The University of Witwatersrand’s Medical School. The hospital is designated as an acute 72-hour assessment and acute psychiatric care and treatment unit (The University of the Witwatersrand, 2017). During her third-year field instruction placement in 2016, the student was placed at The Helen Joseph Hospital. During this time, she observed that nurses in the acute ward dealt with extreme situations where patients needed immediate acute care. This observation fuelled her interest in exploring their experiences and their support systems of coping with extreme challenges. Therefore this study focused on the nurses that work within the acute care inpatient unit, also known as ward 2. While admitted into ward 2, Mental Health Care Users (MHCUs) follow a programme of a bio-psycho-social assessment; initial containment and treatment; collection of collateral information; family intervention; education about psychiatric conditions and treatment; referral or placement after assessment; and reporting on treatment and recommendations (The University of the Witwatersrand, 2017). These aforementioned services in the Ward 2 programme are provided by social workers, psychologists, doctors and also nurses (who encounter the patients most often). The student noted both in literature as well as observing the nurses when placed at the hospital, the experiences faced by the nurses and their support systems could be further explored.
This study, conducted by the student, will allow for the advancement of knowledge in the field of mental health as well as nursing. The student’s study will also allow for the understanding the experiences of nurses working with patients who are in acute care are affected, explore the coping strategies of nurses and their support systems. 
[bookmark: _Hlk500696586]The student explored the experiences and support systems of these nurses, as it was noted in these aforementioned studies (Ngako, Van Rensburg and Mataboge, 2012 and Sobekwa & Arunachallam, 2015) that the nurses do experience stress and challenges related to their jobs. The student also explored this further as the debriefing, support systems and ways of coping are the focus of the student’s research- as these are the gaps she had identified when working at The Helen Joseph Hospital. Furthermore, the above study (Sobekwa & Arunachallam, 2015) was conducted in the Western Cape Province, and it has not been examined or updated after it’s being published two years ago- in any province. The student noted that the aforementioned studies followed the path in with she wanted to focus on, and could be extended, at The Helen Joseph Hospital in terms of the support systems and debriefing of the nurses.
1.3 Definition of key concepts:
There are several concepts that are of relevance for this study listed below:
1.3.1 Acute care:
Acute care is a level of health care in which a patient is treated for a brief but severe episode of illness, for conditions that are the result of disease or trauma, with the primary purpose being to improve health and whose effectiveness largely depends on time-sensitive and, frequently, rapid intervention (WHO, 2013). In this study, admission into the acute care unit refers to both male and female patients. Ward 2 is the acute care ward within The Helen Joseph Hospital where all MHCUs are treated. 

1.3.2 Experience:
An event or occurrence which leaves an impression on someone or others (Oxford Learner’s Dictionary, 2014). In this study, the term will refer to events, incidents or circumstances experienced by nurses while working in ward 2.

1.3.3 MHCU:
A person who either receives care, treatment, and rehabilitation services, or who uses a health service at a health establishment that aims at enhancing the mental health status of a user (South Africa, Mental Health Care Act no. 17 2002, p.10). For the purpose of this study, the term MHCU(s) will be used interchangeably with patient(s).

1.3.4 Nurse:
The Nursing Act, No 33 of 2005, states that a nurse is a person registered under section 31, sub-section 1, to practice nursing or midwifery (Nursing Act No. 33, 2005, as cited in Sobekwa & Arunachallam, 2015. In this study, a ‘nurse’ refers to the staff providing care to the patients in Ward 2, at The Helen Joseph Hospital.
[bookmark: _Hlk500923330]1.3.5 Support:
For the purpose of this study, support refers to the emotional and physical assistance, encouragement and comfort received and experienced by the nurses from their families, colleges and the hospital. 

1.4 Research questions:
· What are the experiences of nurses working in the acute care unit when encountering a patient in acute care?
· What are coping strategies and support systems of the nurses?

1.5 Aims and objectives:
1.5.1 The primary aim
· To explore the experiences and feelings of nurses working with acute care patients in the acute care unit at The Helen Joseph Hospital.

1.5.2 The secondary objectives
To explore the nurses’ experiences of working with MHCUs in the acute care ward.
To explore the nurses’ support systems and coping mechanisms regarding their experiences.

1.6 Theoretical Framework
The study made use of the Person-in-Environment theory. This theoretical framework, according to Hare (2004) sees the individual and his or her multiple environments as a dynamic, collaborative system, with which each factor concurrently affects and is affected by the other. This theoretical framework was selected as it supports the idea that the nurses are affected by the experiences they encounter. The theoretical framework will be further examined in chapter 2

1.7 Methodology
The study made use of a qualitative approach and a case study design. Ten participants were selected via purposive sampling. The interviews were in-depth and semi-structured and the student facilitated the interview by using an interview guide. The interviews were audio recorded and then transcribed verbatim. The data was then analysed through using thematic analysis as proposed by Braun and Clarke (2006). 
1.8 Chapter outline
This study is made up of five interdependent chapters which all work together to bring the study together as a whole. 
Chapter One: This chapter contains background information with regard to the statement of the problem, contextualisation to South Africa, research questions and purpose of the study. A brief outline of the research approach, design and methodology, the methods of data collection are also discussed. 
Chapter Two: This chapter focuses on the literature that was reviewed by the student on the experiences of nurses working in the mental health care setting. This chapter also examines literature found on international, national and regional levels. Also included in this chapter is the theoretical framework that underpinned the study. 
Chapter Three: This chapter provides a more detailed description of the methodology chosen for this specific study, as well as the aims and objectives of the study. The description of participant, procedures followed, and data collection method will also be discussed. Lastly, the ethical considerations will be described in this chapter. 
Chapter Four: This chapter will present the data that was collected. The data will be presented and discussed via thematic analysis as proposed by Braun and Clarke (2006). Themes will be presented and also linked with the research questions and objectives.
Chapter Five: This chapter will comprise of the conclusion of the study, provide the student’s recommendations and discuss implications for further research. 


1.9 Summary of chapter
This chapter included a statement for the problem and study rationale, defined the key concepts, discussed the research questions, aims and objectives and briefly mentioned the theoretical framework and methodology.

CHAPTER TWO
LITERATURE REVIEW AND THEORETICAL FRAMEWORK FOR THE STUDY
2.1 Introduction:
According to the World Health Organization (2004), neuropsychiatric disorders are estimated to contribute up to 14% of the global burden of diseases, which is more than the burden of cardiovascular diseases or cancer. It can, therefore, be assumed that a portion of these people will result in needing some form of mental health care. When applied locally, it is estimated that 1 in 6 South Africans present with depression, anxiety or substance use disorders (Bradshaw, Norman, & Schneider, 2007). In South Africa, the Mental Health Care Act (is consistent with international human rights standards however, insufficient budget allocations and priorities at provincial along with district levels result in a lack of correct implementation resulting in MHCUs not getting the full care deserved, and the nurses having challenges (Mental Health Care Act, No. 17, 2002). The idea that providing assistance to MHCUs in acute care can often be interpreted by caregivers who tend to them daily (such as doctors, social workers, psychologists and nurses) as daunting or stressful as the patients can often be unpredictable or in a state of psychosis.

2.2 Experiences of nurses on an international level:
Wahl (1999) indicated that nurses could experience great difficulties when caring for an MHCU that is in acute care, such patients acting aggressively or physically lashing out at nurses during a state of psychosis. Included in these experiences of the nursing staff could be their coping strategies for the stressful environment, the protocols they follow during an episode of psychosis, their support system and further debriefing (Wahl, 1999). Furthermore, in examining previous studies done within the realm on mental health, most studies such as Experiences of mental illness stigma, prejudice and discrimination: a review of measures (Brohan, Slade, Clement & Thornicroft, 2010) and Stigma: the feelings and experiences of 46 people with mental illness Qualitative study (Dinos, 2004) focused on the issue of stigma associated with mental illness as viewed by patients. Furthermore, much of the content in this field focused on the patients or their family members- limiting the knowledge of those who work in a mental health care setting such as medical personnel through an interpretive lens. Studies such as Mental Health Status, Shift Work, and Occupational Accidents among Hospital Nurses in Japan (Suzuki, Ohida, Kaneita, Yokoyama, Miyake, & Harano, 2004) and Stressors, burnout and social support: nurses in acute mental health settings (Jenkins & Elliott, 2004) focus on nurses both in general settings as well as the mental health settings The aforementioned studies included stressors for these particular nurses, and also focused on the effects that caused burnout. These causes were a lack of adequate staffing, physically threatening, difficult or demanding patients and high workloads (Jenkins & Elliott, 2004). However, there is no explanation on why these nurses felt this way and how they combatted these effects. Austin, Bergum and Goldberg (2003) conducted a study focusing on nurses’ experiences of personal moral distress when they were harmed whilst taking care of patients in acute care. These distressed nurses felt that they were unable to care properly for their patients and were felt that their seniors did not assist or support them (Austin et al., 2003). In this study, there was no mention of the patients being in acute care- rather it focused on the nurses’ internal perceptions of separate isolated incidents. An additional study by Ross and Goldner (2009) focused on the nurse’s stigma, negative attitudes and discrimination towards their patients. A study by Breeze and Repper (1998) notes that while there is increasing acknowledgement in the existence of ‘difficult’ patients who present particular challenges for nurses within the mental health setting, there has been limited research that has been done on their perceptions of services and their experiences of care. 

2.3 Experiences of nurses in South Africa
[bookmark: _Hlk500673315]There have been studies done on the experiences of nurses who care for acutely ill psychiatric patients in acute admission units in South Africa (Ngako et al., 2012).  Ngako et al. (2012) focused on exploring the nurses’ experiences along with making recommendations within the nursing profession once the study had been completed. This study explored the experiences of nurses working with MHCUs. The study concluded that nurses felt unsafe and burdened when dealing with MHCUs, the nurses experienced negative emotional reactions towards these challenging MHCUs that compromised quality care and made a plea for a nurturing environment that would enhance quality nursing care through organisational support (Ngako et al., 2012). However, it did not address any specific incidents that affected the nurses and how the nurses dealt with these incidents. The study did not explore the coping mechanisms or support systems of the nurses. A study done by Sobekwa and Arunachallam (2015) also focused on the lived experiences of the nurses within the mental health setting. The study provided the experiences and encounters of nurses in the psychiatric unit (such as encountering physically aggressive patients). The study highlighted several themes both incorporating positive and negative aspects. The positive aspects were highlighted as positive working conditions, team work, patient recovery and their passion for caring. The negative aspects, however, included the unsafe working environment especially dealing with aggressive patients, high staff turnover and a shortage of staff (Sobekwa & Arunachallam, 2015). The study noted that there were no debriefing sessions or support systems for the nurses, and the student further explored this. 

2.4 Studies done on nurses within Johannesburg
No studies conducted on the experiences of nurses working with MHCUs were conducted. Paruk and Janse van Rensburg (2016) conducted a study at The Helen Joseph Hospital in Johannesburg. This study was within the scope of mental health in that it was conducted in the psychiatric ward. The study was a quantitative clinical review of all the inpatients with borderline personality disorder (BPD) at the acute adult psychiatric assessment unit (Ward 2), The study concluded that the protocols used when admitting patients into acute care for BPD were unsuccessful, and they were ultimately readmitted at a later stage or that they did not attend outpatient care (Paruk & Janse van Rensburg, 2016). This study also did not address the experiences of the nursing staff or examine the behaviour of patients in acute care. As part of the student’s exploration; nursing personnel’s support systems is of importance. Social support as explained by Sarason and Duck (2001) is the connection of social relationships and transactions (such as emotional, cognitive, and behavioural) that complete the personal resources to allow adaptive coping in situations of need. This term can also be understood that the support acts as a safeguard against difficult or stressful situations. It can thus be understood that one who works in a high-stress environment would require a support system. The student found one study that puts emphasis on the support systems of nurses; Social support and emotional exhaustion among hospital nursing staff (by Albar Marín & García-Ramírez, 2005). The study highlighted the different sources of support that one may turn to; kin (such as family), insiders (such as colleagues) and outsiders (such as supervisors). However, the study was quantitative and did not allow for further interpretation and understanding the support systems. The study suggested in its recommendations, that further studies should be carried out focusing deeper on each support system source. Furthermore, it can be understood through the aforementioned study that if one does not have an adequate support system, one will have difficulty in overcoming stressful or challenging situations by oneself. A study conducted by Amarneh (2017) on social support of nurses found that teaching hospitals scored higher than non-teaching hospitals in work stressors and lack of support. The study applied a quantitative design and did not focus on the qualitative aspects of the support, and focused more on the difference between teaching and non-teaching hospitals. Furthermore, the study focused on general workloads and admin for nurses as opposed to nurses working in acute care units. Lastly, the study did not give any conclusions on the types of support systems of the nurses or their ways of coping with stress. The student additionally found relevance in this study as The Helen Joseph Hospital is a teaching hospital- indicating that the work stressors and lack of support may be present.

2.5 Theoretical Framework
The study made use of the Person-in-Environment theory. This theoretical framework, according to Hare (2004) sees the individual and his or her multiple environments as a dynamic, collaborative system, with which each factor concurrently affects and is affected by the other. The different levels according to the model are the individual, the micro system (such as family and friends, the mesosystem (such as colleagues), the exosystem (such as employees or social institutions) and lastly the macrosystem (such as the community). This is theory was suitable for the study, as the student focused on understanding the nurses in the mental health ward, in light of how their environment affected them. The student focused mainly on the micro (immediate and individual) system within the nurses’ environment- regarding their support system from their families and individuals. It also looked at the coping strategies of the nurses in dealing with their challenges. On a meso (group and extended family) level, the study focused on the nurses’ relationships with their colleagues and examined if they turn to them for support. The study also explored the support nurses get from the hospital, this formed the macro level. The results of environment have been further discussed in chapter four, having being linked to the findings, following data analysis.



2.6 Summary of the Chapter:In this chapter, literature relating to the study was examined, and the theory that underpinned the study (Person-In-Environment) was discussed.

CHAPTER THREE
METHODOLOGY
3.1 Introduction
This chapter will provide information on the research approach and design, population and sample, research instrumentation, data collection and data analysis.

3.2 Research approach and design: 
The study used a qualitative approach and a case study design. Yin (1984, p. 23) explains the case study research method “…as an empirical inquiry that investigates a contemporary phenomenon within its real-life context; when the boundaries between phenomenon and context are not clearly evident; and in which multiple sources of evidence are used”.  This was chosen to explore the experiences of the nurses at The Helen Joseph Hospital. Furthermore, while descriptive elements were used, the student guided the case study in an exploratory function; allowing the student to further explore the experiences of the nurses in ward 2 and produce more information on this topic. Furthermore, it used an interpretive approach and followed qualitative methodology which, is “… an interpretive naturalistic approach to the world” (Denzin & Lincoln, 2005, p. 3). This means that qualitative researchers study things in their natural settings, attempting to make sense of or interpret phenomena in terms of the meanings people bring to them. The overall approach enabled in-depth exploration of the experiences that the nurses feel while encountering an MHCU in acute care, and their support system or coping mechanisms used to handle this. Furthermore, the study was carried out in the form of a case study research design done on nurses at The Helen Joseph Hospital in Johannesburg.

3.3 Population and sample: 
The population was made up of the nurses employed in the acute care unit at The Helen Joseph Hospital in Johannesburg. The sample consisted of 10 participants from the aforementioned population. The participants were selected via the means of non-probability, purposive sampling. Purposeful sampling involves identifying and selecting individuals or groups of individuals that are especially knowledgeable about or experienced with a phenomenon of interest (Cresswell & Plano Clark, 2011). The sample was selected by the student, upon the condition of meeting certain criteria.  
3.4 Sampling Criteria:
(1) The nurse had to be employed at The Helen Joseph Hospital, (2) The nurse had to be working in the acute unit currently, (3) The nurse must have been stationed in the mental health ward for a minimum of six months (The time frame was highlighted as it was assumed that a depth of information would be gained).

3.5 Research instrumentation:
The student made use of an interview guide as the research instrumentation, interviews were semi-structured. An interview guide, as explained by Lewis-Beck (2004), is a list of subjects, themes, or areas that one covers when conducting a semi-structured interview. The student had created a guide (seen in appendices) that was utilised when interviewing the nurses. This is normally created in advance of the interview by the researcher. The student also made use of a pre-test, which according to Lewis-Beck (2004), [allowed] the student to identify potential problems with survey items and/or data collection prior to conducting the actual study. Additionally, a pre-test was carried out by the student by using the guide via interviewing a nurse that was not in the psychiatric unit. The student was then able to identify any potential gaps in the interview guide and correct them before meeting with the nurses in the psychiatric unit. The participant did not have trouble with understanding and responding to the questions in the interview guide. The results and information of the pre-test are not in the final report or a representation of the population. The interview guide was considered as trustworthy as it included credibility, conformability, dependability and transferability, as discussed below.

3.6 Data collection:
The in-depth and semi-structured interviews were audio recorded, with the permission of each participant. As explained by Babbie and Mouton (2001), a semi-structured interview involves a list of issues to be addressed and answered and also allows flexibility. Lewis-Beck (2004) explains that semi-structured interviewing is an overarching term that describes a range of different forms of interviewing often associated with qualitative research and are characterized by having a flexible and fluid structure. The interview was conducted using open ended questions, thus allowing participants to add comments that were not asked or indicated in the questions, which were analysed in the final findings. The interview schedule consisted of 6 questions which framed the study. These questions were formulated to get a better understanding of the sample’s experiences when encountering patients in acute care, and their support system. 

3.7 Data analysis:
Data gathered was analysed by using thematic analysis. Braun and Clarke (2006) explain this as a method for identifying, analysing, and reporting patterns (themes) within data. A theme is identified as being important when going through and analysing the data- it can be repeated by all participants or be prevalent in relation to the research question. This method allowed the student to explore and summarize the content of the data and then evaluate it according to the identified, common themes. The student then applied this by identifying and linking the themes discussed by the sample and then drew conclusions based on these themes. This was done by following certain phases set out by Braun and Clarke (2006); 
Phase one: Familiarising oneself with the data 
During this phase, Braun and Clarke (2006) note that it is vital that the researcher immerse himself in the data to the extent that he is familiar with the depth and breadth of the content. During this phase, the student listened to the audio-recordings multiple times before transcribing them, and then reread the transcripts multiple times.
Phase two: Generating initial codes
This phase occurs once the researcher has read and familiarised himself with the data, and has generated an initial list of ideas about what is in the data and what is fascinating about them (Braun & Clarke, 2006). When the student began phase two, initial codes were generated using numbers representing every time a theme linked to the objectives of the study emerged.
Phase three: Searching for themes
This phase, according to Braun and Clarke (2006), involves analysing codes, and considering how different codes may join to form a predominant theme. Once the student entered phase three she used a table to identify the results of the coding amongst all ten participants to form themes and sub-themes.
Phase four: Reviewing themes
Phase four involves having a set of candidate themes, the refinement of those themes (Braun & Clarke, 2006). The student followed phase four by refining the themes that emerged in the previous step.
Phase five: Defining and naming themes 
In the fifth phase the researcher rereads the transcripts in order to confirm that all themes have been identified (Braun & Clarke, 2006). The student was able to identify and articulate each theme that emerged. The themes that were focused on were; the life-threatening experiences of nurses, management’s responses to nurses, the need for further training, and support of the nurses and coping strategies. An additional two themes arose that were not included in the objectives of the study; death and stigma.
Phase six: Producing the report 
The final phase occurs when the researcher has a set of fully worked-out themes, it involves the final analysis and write-up of the report (Braun & Clarke, 2006). In the last phase, the student used the themes that she was able to identify and include them in the final write up of the report as evidence of the findings and analysis. Examples were also given by the student including quotes from the participants that supported the themes.

3.8 Trustworthiness:
Certain measures must be adopted by the student to ensure and enhance the quality of the data analysis. According to Lincoln and Guba (1985) as cited in De Vos (2005), there are four issues within qualitative research that speak to trustworthiness and demand attention. The “trustworthiness” of the results is vital and will govern whether the study will be accepted as scientific or not. The idea of trustworthiness is based on four different concepts, namely credibility, dependability, transferability and conformability (Babbie & Mouton, 2001). Confirmability is concerned with how well the findings are supported by the actual data collected (Lincoln & Guba, 1985) as cited in De Vos (2005). To ensure that the study results were confirmable, the student documented all the procedures, and also reviewed the data that was collected throughout the study. Furthermore, the student made use of a pre-test by interviewing a nurse working in a separate ward (the results are not included in the final report as a representation of the whole sample), the student also used the same questions with each participant, and her supervisor checked her work. Transferability was applied by the student by providing a description of the research setting (The Helen Joseph Hospital), study participants (the nurses in ward 2), and an in-depth description of the data, this allowed for the research findings to be applicable in another context such as another hospital that may have similar accounts. Credibility, according to De Vos (2005) is an evaluation of whether or not the research findings provide a credible, conceptual interpretation of the original data. This was achieved by the student conducting multiple reviews of the audio-recordings of each participant, examining field notes, member checking, and the presence of the independent coder (such as the student’s supervisor) during data analysis. Explained by Lincoln and Guba (1985) as cited in De Vos (2005), dependability focuses on the quality of the integrated data collection process. This was applied by; the research plan being carefully documented in the interview schedule, the use of a pre-test prior to the study, and the student’s role being described.

3.9 Ethical considerations:
3.9.1 Permission to conduct research:
The student obtained permission from the ethics committee of The Helen Joseph Hospital by submitting a form to the CEO, Dr. Billa, and applying for ethical approval from the Research Ethics Committee (Medical) of the University of the Witwatersrand before conducting the study. Both certificates have been included in the appendices.
3.9.2 Confidentiality and Anonymity
Confidentiality and privacy refer to every effort made to ensure that the identities of participants are never revealed or linked to the information they provide without their permission (Padgett, 2008). All responses will be kept confidential by making them anonymous. Additionally, the American Heritage Dictionary (Lavrakas, 2008), anonymity can be understood as the quality or state of being unknown or unacknowledged. These concepts were applied by the student keeping the identities of the participants’ secret. The transcripts are being kept in a password protected computer and anonymity was ensured by labelling each transcript as participant 1, 2, 3, etc. This labelling was also used in data analysis by referring to each participant with their transcript number when referencing their response. Furthermore, to ensure anonymity, no statements that the participants provided were able to be linked back to their identity. 
3.9.3 Informed consent:
Informed Consent is a voluntary agreement to participate in research. Ritchie, Lewis, McNaughton Nicholls and Ormston (2013) explain that this ensures that people have all the information they need to agree whether or not to take part in the research. It is not merely a form that is signed but is a process, in which the subject has an understanding of the research and its risks. The student satisfied this by providing each participant with a participant information sheet and also making participants aware of the purpose of the study, the procedures that would occur and that participants had the right to withdraw from the study at any time with no consequences. The participants were also informed that there would be no financial reward for being in this study. The participants were also required to sign an informed consent form (please see attached appendix B).                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                  

3.9.4 Distress and emotional harm:
Distress and emotional harm look at the fact that many qualitative interviews elicit intense discussions of painful life events and also that the student should make advance arrangements for referrals to professional counselling if emotional responses are likely to occur, and should be made after the interview (Padgett, 2008). All participants were made aware that Ms. Matron Matjene a social worker at Helen Joseph Hospital would be available for further, free counselling.

3.10 Summary of chapter
This chapter provided information on the research approach and design, population and sample, research instrumentation, data collection and data analysis.




CHAPTER FOUR 
DATA ANALYSIS AND FINDINGS
4.1 Introduction
This chapter will give a presentation of the findings, based on the student’s use of thematic analysis (Braun & Clarke, 2006). The results will be discussed in accordance with the aims and objectives of the study. The study was qualitative in nature and had a case study research design. Purposive sampling was used in selecting ten participants i.e. nursing staff in the acute care ward at The Helen Joseph Hospital in Johannesburg. In-depth, semi-structured interviews with the population were facilitated by utilising an interview guide. 

4.2 Aim and objectives of study:
The primary aim of the study was to understand the experiences of nurses working in the acute care ward, in keeping the research questions in mind. The research questions, primary aim and secondary objectives are listed below.
4.3 Research questions:
· What are the experiences of nurses working in the acute care unit when encountering a patient in acute care?
· What are coping strategies and support systems of the nurses? 
4.4 The primary aim
· To explore the experiences and feelings of nurses working with acute care patients in the acute care unit at The Helen Joseph Hospital.
4.5 The secondary objectives
· To explore the nurses’ experiences of working with MHCUs in the acute care ward.
· To explore the nurses’ support system and coping mechanisms regarding their experiences.



4.6 Findings 
4.6.1 Demographics:
The student used a purposive, non-probability sample of participants- chosen from the nurses working in ward 2 at The Helen Joseph Hospital. Interviews were conducted at the convenience and willingness of the nurses. The student was able to interview 10 nurses, both male and female, who had been working in Ward 2 for over 6 months. The qualifications of the participants included enrolled nursing assistants, enrolling assistant, enrolled nurses and registered nurses. The experience in nursing between the participants ranged from 4 to 30 years, and only few participants had some form of qualification or training in psychiatrics.
4.6.2  Table 1 Participant’s Demographic Information
	Participant number:
	Age:
	Qualification:
	Years of experience as a nurse:

	One
	31
	Enrolling assistant
	7

	Two
	41
	Enrolling assistant
	7

	Three
	40
	Enrolled nursing assistant
	7

	Four
	39
	Enrolled nurse
	8

	Five
	53
	Registered nurse
	30

	Six
	32
	Enrolled nurse
	10

	Seven
	27
	Registered nurse
	3

	Eight
	33
	Registered nurse
	5

	Nine
	30
	Enrolled nursing assistant
	5

	Ten
	34
	Enrolled nurse
	4






4.6.3 Table 2 Table of themes and sub-themes identified
	Theme:
	Sub-theme:

	1. Life-threatening experiences of nurses
	i- Aggression
ii- Assault
iii- Relation of gender 
iv- Response from nurses to aggression and assault

	2. Management’s responses
	i- Lack of support
ii- Procedure for reporting an incident 
iii- Blaming nurses for provoking patients

	3. Training 
	i- Training received is minimal
ii- Gaps in training 

	4. Support
	i- From colleagues (like pregnant one or helping restrain patients)
ii- Turning to family for support
iii- Support from hospital lacking

	5. Coping strategies
	iv- Use of EAP
v- Talking about feelings 
vi- Taking sick leave

	6. Death
	i- Blamed for patients deaths
ii- Effects of death on nurses 

	7. Stigma
	i- Experiences of being stigmatised for working in Ward 2 



Each of these themes listed above will be discussed in detail.
4.7 Theme 1: Life threatening experiences of nurses:
This theme refers to the experiences’ of the nurses in which they felt that their lives were in some form of danger, the subthemes include aggression, assault, relation of gender and the response from nurses to this aggression and assault.
Based on the responses given by the 10 participants, it is noted that each of them has been in one, or more, situations with a patient in which they felt that their lives were being threatened. Each participant was able to recall and provide an example. They explained that at most times, they felt this threat when a patient was in a state of psychosis or being agitated. Within this theme, the aggression of the patients and the assaults of the nurses were noted, while also relating it to the gender of the patient. Additionally, the student was able to examine the response from nurses to aggression and assault. 

(vi) Aggression
The Oxford Learner’s Dictionary (2014) explains aggression as feelings of anger or hostility which can result in antagonistic or violent behaviour, and a readiness to attack or confront an individual. All participants understood aggression in terms of the aforementioned definition. Each participant noted that patients become aggressive easily, and then eventually lash out. It was explained that the patients begin with verbal aggression and then progress to physical aggression. All ten participants stated that they had experienced aggression at the hands of a patient. Only two of the participants were able to identify a reason for the aggression; this included the patient’s need for smoking and the patient being unable to or not wanting to sleep.
Below are some responses of participants:
Participant 1: 
“When they want to draw your attention it is common, they start by being verbally aggressive and swearing and all that.”
Participant 4:
 “It’s not easy because sometimes the patients don’t want to sleep, and they fight.”
Participant 5: 
“They start with verbal aggression, and then it graduates to physical aggression.”

These responses indicate that the participants face aggression from the patients as a common occurrence, at times due to patients being unhappy with something within the ward, and also confirming that the aggression graduates in severity from verbal to physical.

A study done in The United Kingdom (Foster, Bowers & Nijman, 2007) appears to corroborate the frequencies of aggression with statistics noting 254 incidents of aggression recorded in a year, with nursing staff being targeted. The study also notes that nursing staff are affected by 57·1% of incidents of aggression. The participants indicated that the aggression was often times, a call for attention and an indication that physical violence would be imminent.

(vii) Assault  
This refers to a violent attack, which can be either physically and verbally, with an intention to cause harm to a person it is subjected to (Collins English Dictionary, 2011, p.97). All participants related assault commonly to physical acts, however, one participant included a verbal aspect. The theme and occurrence of assault experienced by the nurses was extremely prominent and identifiable in all 10 interviews. Each participant was able to immediately recall an incident of being assaulted by a patient which speaks to the level of impact it has on each of their individual lives. When discussing the assaults, participants also mentioned that they were fearful of going to work; not being able to predict when, and how serious the next assault would be., The degrees of intensity varied from minor (pushing or shoving) to major (stabbing or choking). The participants also stated that their assaults had resulted in physical trauma- such as bruises and abrasions. The assaults carried out by the patients were at times due to frustration, psychosis or aggression for being denied something. While all 10 participants disclosed assault, only some of the responses have been included below:
Participant 1: 
“ I was bruised, I had bruises on my face… I am expected to deliver, to care for somebody that I am now scared of… How do you enter the room of a person that has just attacked you.”
Participant 2: 
“ [The patient] took the punch and hit the sister that I was working with. And the sister started to bleed.”
Participant 9 described 2 separate events of assault:
“I just had an incident, a patient really beat me and stabbed me on the face. I just came back from the sick leave…”
and
“He took the fire extinguisher, he wanted to hit me, believe me, if that fire extinguisher would have touched me, I wouldn’t survive, I would be gone now.”

The above recollections indicate the commonality of the participants experiencing and also witnessing assault- to the degree of being booked off of work. In her work ‘A multinational study of psychiatric nursing staffs' beliefs and concerns about work safety and patient assault ‘Poster (1996) reviewed results taken from across the United States, Canada, United Kingdom, and South Africa. Her results indicated that the majority of the sample (75%) reported being assaulted physically at least once during their career. From the student’s qualitative exploration it is clear that all participants experienced assault. There is, therefore, a strong link with Poster’s findings.
(viii)  Gender relation
When the prevalence of these aggressive outbursts was explored, more than half of the participants noted that these outbursts were not gender specific or dominant. If one takes into consideration socialization theory (Schaeffer, 2009) which examines how humans are influenced, and the stereotype put forward by common socialization of men being physically aggressive, compared to women who are often stereotyped to be more verbally aggressive. Below is one of the responses given by a participant when asked about the gender relation:
Interviewer
“You mentioned that a lot of patients become violent, with challenging behaviour. Do find it to be mainly males, females or would you say its equal?”
Participant 5:
“It’s equal because you can find more dangerous and threatening women, but the men are also challenging or threatening.”

(ix) [bookmark: _Hlk500740502]  Response from nurse to aggression and assault:
When describing their reactions to the aggression and assault, most participants stated that they just accepted it, and then reported it. Some ran away and tried to avoid the assault as best they could. However, two of the participants had differing responses and disclosed to the student that they physically retaliated to the patient’s behaviour. Both participants also admitted to not reporting the incidents for fear of the consequences. Yusi (2015) had complimentary findings- noting that participants in a similar study felt the need to retaliate, and he interpreted this as the nurses’ feeling that they had a need for retribution. Listed below are the responses from the participants:
Participant 3:
“Let me stop lying, and tell the truth. I did punch him back, because he punched me first… so I didn’t report it.”
Participant 10:
“The matron was here and I didn’t want to beat the patient in front of the matron because then it was going up… they would say I must sign a disciplinary form.”
As seen from both the above responses, the participants showed frustration towards the patients’ behaviour. Participant 3 retaliated and the Participant 10 only refrained from retailing due to the matron’s presence. In considering the Code of Ethics for nursing practitioners in South Africa (Under the provisions of the Nursing Act, 2005) one can both question the actions of the nurses, and also understand their desire to not report the incidents. One ethical standard, non-maleficence requires a nurse to consciously refrain from doing harm of any nature whatsoever to healthcare users (Nursing Act No. 33, 2005). Thus by reporting any form of retaliation, the nurses would be liable for their actions, with negative results. 
Additionally, one of the participants also noted that she feels that the aggression and assault is bound to happen, and is expected to occur when working in ward 2. This is corroborated by the work of Yusi (2015), who stated that the results of his study indicated that nurses had rationalized that working in the mental health environment was high risk, therefore, being assaulted was perceived to be part of the job, as quoted by the participant. The student was given a similar response by one of the participants.
Participant 1:
“But if [the assault] doesn’t happen to me who should it happen to?”

4.8 Theme 2: Management’s responses:
When reflecting on management’s responses, the participants were able to provide insight into the proceedings after an incident happens. A focus was placed focusing on the lack of support or debriefing given, their disappointment and frustration in the procedure for reporting an incident. The nurses also felt that they were blamed for provoking the patient after an incident had occurred.
(iv)  Lack of support 
Inclusive of all participants, there was a strong feeling that management did not provide support to the nurses. As mentioned in Chapter One, for the purpose of this study, support refers to the emotional and physical assistance, encouragement and comfort received and experienced by the nurses from their families, colleges and the hospital. In their responses, the participants felt that the support they receive from the hospital management is little- to non-existent. It appeared to be a common feeling that management’s input after an incident is to send the nurse to get a physical exam and then respond accordingly with sick leave. However no follow up or consideration for emotional assault occurs. The follow up as according to all the participants refers to management calling the nurses to check up on them following the occurrence of an incident, or requesting feedback on how they are doing. The consideration for emotional assault focuses on the incident reports not including emotional supper or assault on the actual form. Furthermore, the participants noted that reporting an incident to management is somewhat futile, as the outcome is unfavourable in terms of assistance. The participants also noted that the lack of support from the management exacerbated their feelings of fear, frustration and disappointment following being assaulted by the patients. Following a trauma, one is shifted into an emotional and sensitive state of mind, and one often requires support at this time. Yusi (2015) also speaks to this, noted that participants felt a sense of vulnerability by the lack of support they experienced from the managers. Below are just some of the responses given when asked about the support from management.
Participant 3:
“They [management] are the ones that are supposed to give us the support but they don’t give us anything for support.”
Participant 7:
“When it comes to the emotional support (because at times I may not be injured physically, but I am emotionally… it doesn’t happen Ja. All the physical injuries are dealt with. Emotional suffering is being held back.” 
and
 “It is difficult for us to be forthcoming about our challenges when you are being attacked, we drag our feet to report it because you know you won’t get support.”
Participant 8:
“Our support system is very shaky. So, it becomes a challenge when you have to write incidents, like every time.”

(v)  Lack of debriefing 
In relation to the lack of support given by the management, participants also brought debriefing up in conversation. The participants displayed both disappointment and longing for debriefing services to be offered to them by management, furthermore, for these services to not only be available once an incident occurs. Without debriefing, after an assault happens, it can be assumed that this has a negative impact on the nurses emotionally and psychologically as they have no way of getting formal assistance in dealing with their assaults and no official capacity to express themselves other than talking to family members or colleagues.
Participant 1:
“When there is an incident they will book a session with the psychologist to talk about it, not every month or week. Only when something happens.”
Participant 8:
“Management is lacking on providing debriefing for those nurses [who are assaulted].”
Participant 10:
“I thought when I came here there would be some debriefing. Since I came here, I have never had debriefing. You know when you work in psych, there is a time you supposed to go for debriefing. So I don’t know when it’s going to happen or if it will happen. Or if the law said there is no debriefing in this hospital.”
By the above responses, it is evident that the nurses would like to have some sort of debriefing by the hospital, not only when an incident occurs, and to be made aware of the debriefing procedures. Below is an account of one of the participants in assisting her colleague with booking debriefing which ultimately did not materialize due to financial constraints. 
Participant 5:
“She really felt unsupported by management because none of them came to find out how she was, they just said she must go for counselling. I did book her therapy at JHB gen, because of confidentiality purposes with staff. But she felt that it’s not worth it because she had to pocket her own money, no hospital transport was arranged for her that side, so she ended up not going because she felt that she was not supported.”

(vi)  Procedure for reporting an incident 
Intervention from management was not deemed to be enough by all of the participants, as it concentrated solely on physical injuries and being booked off on sick leave. Participants noted that only physical, visible injuries were tended to by the staff clinic and the emotional aspect was ignored. This conclusion was consistent with the findings of Ngako et al. (2012), in that they also found that the nurses working in acute care expressed a need for emotional support from the management. Conversely, the participants in a separate study (Yusi, 2015) also felt that the completion of documentation (incident report writing) as an ineffective activity, as there was no recourse for them, aside for being referred for medical assistance. Below are two accounts of participants when reporting their assaults.
Participant 1:
“They just told me I must go to casualty to go and consult… And by that time it was around past 2 pm, and I went there and it was full and short on doctors and the doctor sent me back to get forms I was supposed to fill out. But I couldn’t wait, I wanted to see myself out of this place and go home.”
Participant 7:
“All the physical injuries are dealt with. Emotional suffering is being held back.”
(vii)  Blaming nurses for provoking patients
Noted in responses by the participants, there was a sense that management’s response to an incident included interrogating the nurses to see if they had set the patient’s behaviour off. The nurses felt that the management was more concerned about why they were assaulted than the fact that they were assaulted at all. The nurses felt that there was a sense of futility in reporting incidents, because along with the lack of support they would be re-assaulted in terms of being blamed for the assault.
This was consistent with findings by Yusi (2015) in that the blame was assigned to the nurses, when patients assaulted them, as management felt that the nurses might have provoked the patients, who assaulted them. Lanza (2011) states that the blaming of nurses for the assault has been documented in literature, since the 1980s, however, little has been done about it. This may be because nurses have accepted that violence as part of the job, or have stopped reporting the incidents in order to avoid being blamed for them. 
Below are two responses given by the participants on the matter of being blamed by management.
Participant 6:
“If there’s an incident they will blame you. If it’s a nurse, they blame you. They only blame nurses. But why did you do this, why didn’t you do this?”
Participant 9:
“We get asked- what happened, what did you do to provoke the patient? They will ask you questions that make you feel like you are the one that is wrong.”
4.9 Theme 3: Training
Within the interviews, eight out of the ten participants stated that they felt that they had insufficient training to be able to work confidently with MHCUs, and felt that they were not orientated into working in ward 2. Within the need for training, the student identified that the training received is minimal and that there are gaps in training within the ward.
(v)  Training received is minimal
As aforementioned, most of the participants, when probed about their training and preparation, stated that they had not trained to work in acute care. In their responses, some participants stated that they ended up working in Ward 2 by chance, and did not request to be working in acute care. One of the participants explained that she was asked to relieve a nurse in ward 2 several years ago and has not been able to leave. Another participant recalled being relocated to Ward 2 following an altercation with the matron in charge of a different ward. The responses indicate that the nurses find the lack of training as a further challenge of working in Ward 2. When asked to explain what they meant with the training, the participants stated that they had no formal training in college or when beginning in ward 2 to work with MHCUs, signs and symptoms related to psychosis to expect, and the actual every-day tasks to be completed (such as restraining a patient). The responses of the participants indicated that they were only told not to harm the patients, not how to react appropriately or deal with them when placed in a concerning situation. They felt that being equipped with more knowledge would assist them in preventing further assaults. All participants stated the desire to have in-service training workshops at least to increase their knowledge of MHCUs and protocols to follow when dealing with challenging patients. Participants also expressed that they felt that they must train themselves, by studying and observing the behaviour of nurses with sufficient training. Ngako et al. (2012) recommend that the advanced nurses should encourage in-service training, short courses and academic programmes involved in working with MHCUs presenting with acute symptoms. Below are some responses indicating the views of nurses on training.
Participant 1:
“Somehow I feel insecure because I am not psych trained. I know nothing about psychiatry yet I had to work in this department… I’m a kind of person that observes, because there was no formal training. Only in-service training on certain things, like aggressive patients or restraining patients, or sisters would show us.”
Participant 4:
“There should have been some training for staff to explain if patients do something like this you must do this… maybe they should train us first before we came to work here.”
Participant 6:
“I am not psych trained. I am just working here. I am not psych trained, I didn’t go for any training. Even on handling of aggressive patients, no.”

(vi)  Gaps in training 
Due to the different levels of qualification as seen in Table 1, there is a discrepancy in terms of training. Only two of the participants have some form of training and qualifications in psychiatric nursing, meaning that the other eight participants often rely on them for assistance and practical guidance relating to their training. Furthermore, both of these nurses (aside from external assistance) would be the only two staff members to be able to providing some sort of training, however, due to the shortage of staff, this is not an option. They too feel that incoming staff should be orientated on the protocols and procedures of Ward 2, along with the challenges of MHCUs. Below are responses and views of the participants who have more training.
Participant 5:
“It is difficult. Especially with nurses in the lower ranks, with non-formal training on psychiatry. There used to be training by the mental health directory 6-8 years ago. But the training is no longer there. The nurses who trained there had the skills and information to help them. But even in the ward, we do try and organise some in-service training or someone to come from Sterkfontein to come and train them (like on restraining patients or dealing with aggressive patients).”
Participant 7:
“I am now able to interacted with different patients, using the skills I acquired through my training. That has helped a lot. Unlike people who didn’t have the training- we have to mentor and educate them on physically aggressive patients because there are ways you have to deal with them, ja. So I must say the training has helped me a lot. It would be nice if the management can provide training for those you never had training like the enrolled nurses. So for them it’s very difficult because they find it more challenging. Even if you educate them the manner of approaching patients.”
In both responses, it is evident that these nurses would like the gaps in training to be levelled and for all ward 2 staff members to have some form of training to assist them.



4.10 Theme 4: Support
Support in this context refers to the emotional and physical assistance, encouragement and comfort received and experienced by the nurses from their families, colleges and the hospital. The support received includes both after an incident and in the nurses’ general lives as well. 
 
(iii)  From colleagues 
Collegial support was provided and experienced by all ten participants. The participants are not satisfied by the support given to them by the hospital, and stated that they turn to one another for support whilst in the workplace. One participant recalled that when she was pregnant, her colleague requested to do all activities that could put her baby at risk. Additionally, it was understood by the student, that the participants felt that only their colleagues could understand them in terms of the need for support. According to Yusi (2015)  this may be because they had also experienced assault by patients, as well as the lack of management support, which may have increased their empathetic responses to their colleagues. Participants noted that they often turn to their colleagues for support especially when on shift, and this helped them cope with their challenges, as often their colleagues would be having the same experiences. The participants also noted that they had a very strong support system for their colleague who was their operational manager. Below is a response given by one of the participants in terms of her support from the operational manager of the ward. 
Participant 8:
“At work we do have our OM, in the ward, who also give us support. She does a lot and I also adore her strength because sometimes you find that while we feel like the management have taken a backseat. But she’s always there if we crying, she will be the one that’s telling us what is really happening or yes she understands that management doesn’t understand us. But she understand us more than even our senior manager. So, uhm, that support that she give, it’s just that it can’t be enough for the 26 staff waiting only for her to do that.”
From the above account of participant 8. It is evident that one colleague, in particular, appears to provide the most support to the nurses in Ward 2 compared to the rest of the colleagues.



(vii)  Turning to family for support
When discussing the support they are given, most participants referred to their families. They spoke highly of the support received from their loved ones and indicated that their families were a main pillar of support and strength for them (aside from colleagues). They explained that their family members were there to listen to them at the end of every day, a day often categorized as having no support from management. The support received by their family members appeared to have replaced the role and duties originally delegated to management. In their descriptions of family support, it appears that the nurses are given a nurturing and safe environment to use as an outlet. Their families are there to listen to them and provide them with encouragement in the accounts of the participants. Participants also recalled their family member’s calling them at work to check in on them, which they deemed to be a very supportive action. In a sense, one could interpret the support from family as a sense of normality for the nurses, in that most people are able to turn to their families for support, even in different careers. Furthermore, all responses included immediate family members such as parents, spouses and children. One participant however, expressed that she does not discuss her professional life with her family, as she feels that her concerns and negative experiences are an intrusion on them. Her decision could also be argued as an ethical one. If one thinks about confidentiality as outlined in the code of ethics (Nursing Act No. 33, 2005), discussing patients with family members is unacceptable. This brings one to the question of how the nurses speak to their families about their challenging experiences, whilst still remaining ethically sound and professional…
Participant 1:
“And family- it will be stressful for them. I sometimes go and won’t say anything because I feel that I am imposing a stressful situation on them and then they start worrying and phoning to see where you are- especially my son.”
However, as seen below, the majority of participants felt that turning to their families for support was beneficial and comforting.
Participant 3:
“Uhm, I remember one of the matrons she gave me the problem… and I called my mother, and then she gave me the support. She is the one to give me support.”
Participant 4:
“Like difficult situations, from at home I sometimes I speak to my son about what happens in the ward, its only my son I talk to.”
Participant 5:
“With families they are always there for me, when I come back they ask about my day at work and support me.”
Participant 8:
“My husband knows where I’m working and he understands. Although, I always tell him all the stories that happened because he is the only one that I can talk to about work.”
(viii)  Support from hospital needs to be stronger
As mentioned above, all participants felt that the support given by the hospital was not appropriate or sincere- especially after an assault had occurred. The support required from the hospital is inclusive of debriefing after an incident and psychological services being more readily available, additional security in the wards as tangible support and lastly the inclusion of emotional trauma in incident reports. As discussed, patients are put first and they feel neglected by management. When an incident occurs, the nurses do not feel support from the hospital, they feel attacked and revictimized- and seek support elsewhere. Moreover, some participants felt that there was no positive reinforcement or acknowledgment given to them. There also appeared to be themes of anger and disappointment towards management’s actions in the tone of the participants. Evidence of these feelings is given below. 
Participant 7:
“From the hospital, like I said, they take time to attend to the matter. And at times, when you report it, you feel like you're being attacked or you're being blamed. Like why did you do that, did you provoke the patient? You don't get the, the support that you expect at the moment. Remember, when you are being attacked, you're so emotional and one person again will come and now blame you for what happened.”
and
“No, you don’t get their empathy (laughing), they don’t understand what you are going through. Most of the time you feel like you have been blamed with what happened.”
Participant 8:
“Ja, they do. It demoralizes the nurses because if you doing what you think you’re trying your best, and there’s not a single day that they say well done. It’s like you never can do well.”
Participant 9 was able to provide an in-depth answer when discussing her disappointment and anger in the lack of support from the hospital, also indicating that the support is not genuine and faked. She also expressed her reactions in terms of management’s response to an assault before providing any tangible or emotional support.
Participant 9:
“It does, because it’s like they only care about us when something happened. They are trying to cover their backs. For saying that they have helped us, they were there, they were supportive. Whereas during the time, they just don’t care. I mean when a patient does something like on Monday. We get asked- what happened, what did you do to provoke the patient. They will ask you questions that make you feel like you are the one that is wrong. You feel that maybe I must just be quiet and lay low, let the patient do whatever… but then you are still wrong to the management when you are attacked by a patient. The questions that they ask are really… as the nurses we say “really, is this person for real? How can he ask that?”

4.11 Theme 5: Coping strategies
This theme focused on the strategies used by the nurses in Ward 2 to cope with the challenges they experience. While some sub-themes were identified, this theme as a whole was not prevalent or discussed in detail by the participants, and upon probing further- the student may have been able to get more information which will be noted as a limitation.

(iv)  Employee Assistance Programme (EAP)
One service provided by the hospital to all wards is the employee wellness or Employee Assistance Programme. The concept aims for any hospital staff to be involved in some form of activity or event that assists in employee wellness. It is designed with the aim of creating productive and satisfied staff within the workplace by reducing stress and health risks before they are deemed serious. Manamela (2011) explains that this policy was announced and applied in all Gauteng Province Hospitals in 2006. The policy spells out the integrated model of wellness programme. However, the results of Manamela’s study which looked at the utilization of employee wellness programme by the staff members at the Natalspruit Hospital indicated that the majority of cases dealt with were medical. While the EAP does cater for emotional needs, the services are very rarely taken up. This is corroborated by the statement given by one of the participants.
Participant 7:
“And at work, there is some sort of support in terms of employee assistance programme but it’s not effective because people don’t use it.”

(v)  Talking about feelings 
Over half of the participants noted that they find it helpful talking about their experiences and challenges with both their families and colleagues as seen in theme 4. Based on the lack of support mentioned regarding management, it appears that talking about their experiences is an option in helping the nurses cope with working in ward 2. 
Participant 1:
“Uhm, I think talking about it makes things easier… at the end of the day just chatting about it with your colleagues.”
When discussing how she copes working in Ward 2, participant 2 stated that she used to have an unhealthy outlet by just sleeping, however later realised that discussing her experiences and challenges assisted her overall emotional well-being.
Participant 2:
“Before, I was used to sleep the whole day, then I realized it’s not a good idea, and I had to talk to my family or colleagues, that I have a problem and talk 123… so ja.”

(vi)  Taking sick leave
An additional concept noted by the student was that five participants felt that once they left Ward 2, they were able to recuperate and cope with their challenges faced in that particular incident. Participant 1 suggested that she feels her colleagues may suffer from burnout as they appear to be demotivated and due to them taking sick leave. Therefore she did not see absenteeism as only just avoiding a  stressful working environment. Sobekwa (‎2015) notes that this finding was consistent with the finding of Mohadien (2008) who too discovered that in the same setting nurses experienced increased levels of burnout and exhaustion whilst caring for MHCUs. Sobekwa (2015) further notes Mohadien’s study focused solely on job satisfaction of a sample of nurses as opposed to the experiences of the nurses who were caring for MHCUs in an acute admission unit. 
Participant 5:
“Like sometimes you’ll just see [the nurses] being absent. Maybe they have burnout.”

Participant 2 who took sick leave explained that her sick leave was not because of burnout but recovery from stress in a favourable environment. This is corroborated with participant 6 who stated that when she was at home she could forget about her experiences, and that she left the negativity at work.
Participant 2:
“Like, it becomes a problem when you are having stress and coming to work and then you decide to stay at home and book yourself off like sick, so that you can relieve stress home and the following day come on duty at.”
Participant 6:
“It just ends here. When I go home I forget about everything.”
While the participants did not explicitly state that they were avoiding ward 2, one can see their taking sick leave as a form of avoidance, which can also be seen as a coping strategy. Experiential avoidance (Chawla, ‎2007) includes the reluctance to remain in contact with private experiences such as painful thoughts and emotions, their reaction when being in Ward 2.
4.12 Theme 6: Death
When conducting the interviews, the theme of death was brought up by seven participants times. From these discussions, the deaths were all of patients who had killed themselves, some accidentally and others purposefully. The participants recalled accounts of patients jumping out of the window, drowning and hanging themselves. However with these deaths, the participants felt that they were blamed for the deaths, and the deaths also had an effect on them. Additionally, it was noted by most participants that the most likely cause of death was an accidental suicide after wanting to escape ward 2.  The of Below is an account of a participant who encountered a patient that jumped out a window in the linen room.
Participant 1:
“I think that he was not trying to kill himself, but he was trying to escape, but unfortunately the linen tore before he got to the ground.”(i)  Blamed for patients deaths 
Three participants felt that when management enquired about a death in the ward, that they as the nurses were in a sense murder suspects. These participants indicated that they felt interrogated and blamed. 
Participant 1: 
“Ja, because I felt like I was a suspect of killing somebody with the questions they asked me about the death.”
Participant 10:
“Uhm there was a patient that went out of the window, and he was a foreigner. And those foreigners they are not scared. He went out there by the window, and then went down by the pipe. She wanted to go home, we fight and the security took her back. There was patient that was walking outside and saying I want to go home, I want to go home. And then in the night she went out the window and lying down there and had the accident. So we had to write the accident report, she passed away. The problem is that the hospital, they have their own rules, because it’s not safe. The butlers are not strong, the patient can break the butlers and go out. Then when the patient dies, they will ask us why we didn’t restrain the patient. And if you restrain a patient without a restraint form, it’s not allowed. It has to be prescribed.”

(iv)  Effects of death (on feelings of nurses) 
The participants also commented on the fact that the deaths of patients have an impact on them. The below response is indicative of the effect on the participant. The participant found it challenging to have to deal with the death of a patient; knowing that management had not given sufficient input. One can deduct from the quote from participant 6 (below) that the participant has a sense of understanding, that patients may kill themselves and there is nothing that can be done except after it has happened and an inquiry into the death is opened.
Participant 6: 
 “Yes, they jump off the windows. Some of the patients die, some become critically ill and then the management doesn’t do anything about this environment. Ja, it’s challenging. It’s not nice.”

4.13 Theme 7: Stigma
This theme was strongly brought out by two participants but noted by other participants as well. These two participants disclosed that they had faced stigma for working in a psychiatric ward. They stated that those around them (especially other nurses) had implied that if they were working in the acute care, then they had some sort of connection to mental health issues. Both participants appeared to have been angered and taken offence to these suggestions.
Participant 2:
“Especially when you are a psych nurse. They also think that you are psychotic or not mentally well. Because some of the matrons, they also mention that we are not mentally well.”
Participant 5:
“We see stigma because if we work in ward 2 people think it means you also not well upstairs. But the stigma comes from inside also, it will take a long time to go away.”

4.14 Linking the data to the theoretical framework:
As previously noted, the study made use of the Person-in-Environment theory. This theoretical framework, according to Hare (2004) sees the individual and his or her multiple environments as a dynamic, collaborative system, with which each factor concurrently affects and is affected by the other. Once data analysis occurred, the student was able to identify the nurses’ actual experiences in relation to the model. The different levels according to the model are the individual, the micro system (such as family and friends, the mesosystem (such as colleagues), the exosystem (such as employees or social institutions) and lastly the macrosystem (such as the community). 

On a micro level, student focused on the nurses’ experiences of being assaulted, and feeling that they were not supported by the hospital management, rather blamed after incidents. This gave rise to the fact that the nurses rely on their family and ward 2 collagenous for support and to cope with everyday challenges. As individuals, the nurses in ward 2 appear to face daily challenges that are often times overlooked. 

On a meso the student explored the strategies of debriefing offered to the nurses after an incident. The results indicated that debriefing of any kind only occurred after a critical incident such as a death or assault, which the nurses found to be scarce and felt that they should be offered general debriefing more often.
 The study also explored the support nurses get from the hospital management, which formed the macro level. These results indicated that support given on a macro level is extremely poor and should be addressed by the hospital, following its inclusion in the student’s recommendations. Overall, one is able to identify the interplay between the stressful and unsupportive environment and the experiences of the nurses working in ward 2.

4.15 Linking the findings to the aim and objectives:
As stated this study had one primary aim which was to explore the experiences and feelings of nurses working with acute care patients in the acute care unit at The Helen Joseph Hospital. This was done by using a specific interview guide to establish the themes that articulated their experiences of working in the acute care ward.

The secondary objectives were:
· [bookmark: _Hlk501046459]To explore the nurses’ experiences of working with MHCUs in the acute care ward.
· To explore the nurses’ support system and coping mechanisms regarding their experiences.

Both these objectives were satisfied.
· To explore the nurse’s experiences of working with MHCUs in the acute care ward.
This was satisfied by using questions 1, 2 and 6 in the interview guide that produced themes 1 (life-threatening experiences), 2 (management’s response’s), 4 (support), 6 (death) and 7 (stigma) in the final report. In these themes, it was evident that the nurses feel that they experience life-threatening incidents and traumas often in ward 2, referring to commonly experiencing aggression and being assaulted by MHCUs. The nurses also noted that they experience a lack of support from management, and rely on their families and colleagues to help them deal with these difficult experiences. The majority of participants also listed their training as insufficient, which was a contributor to the negative experiences. The nurses also included facing stigma surrounding their own mental health and being exposed to death as part of their experiences. Overall, the student was able to obtain an understanding of the nurse’s experiences of working with MHCUs and also working in the acute care ward as a whole. It would seem, based on their responses in the interviews, that most nurses working in ward 2 are faced with more negative experiences and were not able to account for positive aspects of their jobs. 
· To explore the nurse’s support system and coping mechanisms regarding their experiences.
Even though this objective was attempted to be addressed by questions 3, 4 and 5 in the interview guide, the participants only provided clear information of support structures, and did not go into as much detail with coping strategies. Regarding their support (theme 4); the participants were able to vocalise that they felt that they get very little support from the hospital management, and this support occurs only after a critical incident happens in the ward. Participants stated that they receive strong support from their colleagues and family members, who helps them cope with their experiences to a certain degree. When questioned about their coping strategies, the participants were unable to provide tangible examples of how they handle working in ward 2, rather they spoke about talking about their experiences with loved ones or at the minimal debriefing they are offered and taking sick leave (thus avoiding coping with their experiences). One could question, therefore, if the nurses feel that they do not need coping strategies but rather see their actions as something that must be done in order to survive working in Ward 2.Hypothesise about this. What does this say. They are able to cope and survive and they do not see this as coping strategies but rather as they need to deal with this. Could this be a survivalist mentality on the nurses’ part? It was also revealed to the student that while the hospital does offer EAP, the nurses in ward 2 do not make sufficient use of it.

4.16 Chapter summary
This chapter provided the data analysis and themes that emerged during the study. Themes that emerged were. It was also noted that the theoretical framework provided insight into their coping . the data collection also satisfied the objectives


CHAPTER FIVE
SUMMARY , CONCLUSIONS AND RECOMMENDATIONS
5.1 Introduction:
This chapter gives the summary of the findings, conclusions and recommendations for further research. Limitations identified by the student are also included. The main aim of this study was to explore the experiences and feelings of nurses working with acute care patients in the acute care unit at The Helen Joseph Hospital.

5.2 Summary of the study and findings:
This study was a qualitative Case study research design that explored the experiences of nurses working within the acute care ward at The Helen Joseph Hospital in Johannesburg.
The overarching research question for this study was; what are the experiences of nurses working in the acute care unit when encountering a patient in acute care? The Aim of the study was  explore the experiences and feelings of nurses working with acute care patients in the acute care unit at The Helen Joseph Hospital.
The study was guided by two objectives. The first objective was to explore the nurse’s experiences of working with MHCUs in the acute care ward. This objective was fulfilled by the student identifying themes relating to the nurse’s experiences, namely their life-threatening experiences, lack of support from management, being exposed to death and stigmatization. The second objective was to explore the nurse’s support system and coping mechanisms regarding their experiences. This objective was met by the student exploring the support given by family and colleagues and how the nurses cope with these experiences with the little debriefing given and avoidance.
The target population for this study was the nursing staff that work with MHCUs. This study was conducted in the acute care ward at The Helen Joseph Hospital with 10 nurses who work with MHCUs. The participants were selected after meeting the following criteria: (1) The nurse had to be employed at The Helen Joseph Hospital, (2) The nurse had to be working in the acute unit currently, (3) The nurse must have been stationed in the mental health ward for a minimum of six months (The time frame was highlighted as it is was assumed that a depth of information would be gained). The sample consisted of both men and women. The background of this study was accomplished by the student reviewing international and national literature on both mental health and the experiences of nurses working within a mental heal care setting.
The study was located within a qualitative research approach, and used a case study design. Data was collected by using in-depth semi-structured interviews with the participants, as the flexibility allowed the participants to respond freely and also allowed the student to probe on what was discussed. Thematic analysis was used to analyse the data by following the six phases put forward by Braun and Clarke (2006). Seven themes were identified by the student. 

5.3 Exploring the nurse’s experiences of working with MHCUs in the acute care ward. 
The overall understanding that the student got was that the nurses have mostly negative experiences of working in the acute care. One of the most dominant themes discussed by all ten participants was life-threatening experiences. Participants were able to recall various incidents of aggression and assault from MHCUs that left them feeling as though their lives had been in danger. At times, these experiences resulted in a physical injury that had to be medically treated. 
An additional main theme noted by the student was the participants’ experiences regarding management’s responses to these incidents. All participants felt that management did not show them sufficient support after an incident had occurred, they also felt that they were blamed for the incidents (after management insinuated that they had provoked the patients). Furthermore, the participants felt that priority was given to physical injuries, whereas emotional and psychological effects were not considered, and debriefing was only offered once a severe incident had occurred. The nurses’ experiences of management were negative.
When discussing their experiences of working with MHCUs, only two of the participants felt that they had adequate training to assist them in daily challenges such as aggressive patients, and restraining of these aggressive patients. Many of the participants felt as if they were not prepared to work in an acute care ward with the training they had, and some stated that they were placed in Ward 2 accidently. Participants requested some form of informal training such as in-service training to assist them, the majority struggled with dealing with aggressive MHCUs.
Lastly, the nurses listed experiencing the deaths of patients and stigma as part of their experiences. The nurses listed several accounts of being exposed to patients killing themselves in the ward, via hanging, drowning and jumping through windows. It was noted by the participants though, that they felt that patients did not want to die, they simply wanted to escape ward 2 and be in a free environment. The participants also recalled that after a death had occurred, they felt blamed by management, and felt as if they were murder suspects. The stigma they experienced was mainly by other staff in the hospital. They experienced stigma in that they were told that if they were working in acute care, then the belonged in the ward, or that their mental health has to be checked too. Nurses appeared to feel uncomfortable with this generalisation, however, did not discuss it further.

5.4 Exploring the nurses support system and coping mechanisms regarding their experiences.
As a whole, the nurses felt more comfortable in discussing their support systems than their coping mechanisms.
Regarding their support, all participants noted little if any support given from management. They expressed that support was only given in terms of being sent to get a physical exam after a severe attack happened that required medical attention, and then debriefing, depending on the severity of the incident. All participants felt that the level of support and intervention from management was not suitable in their opinions. In terms of collegial support, participants noted a high sense of togetherness and strong support. They felt that their colleagues were able to truly empathize with their experiences and connect with their concerns on a personal level. As their colleagues are on shifts with them, it is easy for them to speak to them due to availability, and the likelihood of having a similar experience depending on the particular shift. It appears that the support that is supposed to be given by management has been taken over by colleagues. Lastly, when discussing their support, the participants spoke highly of their families. All participants stated that their families (mostly immediate) supplied them with emotional comfort and assistance, while being somewhere they could turn to for talking about their concerns. They also mentioned within this support, that their family members would call and check up on them and give them positive reinforcement.
As mentioned earlier, the participants did not go into great detail about their coping strategies. Firstly, participants highlighted talking about their feelings as a way of coping. Participants stated that it assisted them in alleviating some of the negativity they were feeling, and was a healthy method of doing so. They explained that they would talk to their colleagues when at work and right after something had happened, and then turn to their family at a later stage for support. one participant mentioned that she does not enjoy talking about work with her family, because she feels that it is unfair to bring her stress and negativity to them. Debriefing was said to occur scarcely, but was used by them when offered, and occurred in a group setting. Participants stated that they would like to be offered more debriefing, or any form of psychological assistance more often, not just after a critical incident occurs- presumably to talk about their challenges more.
The hospital does provide an outlet for all staff, including ward 2 by means of the Employee Assistance Programme (EAP). The EAP is designed to assist the employees at the hospital with a range of wellness aspects such as social, psychological and emotional needs being catered for. However, it was highlighted that the nurses working in Ward 2 do not make use of this initiative appropriately. Less than half of the participants mentioned making use of the EAP. It could be argued that the participants felt that EAP was ineffective, however, they did not fully expand on, or go into detail of why the use of EAP is so minimal. The student has noted in the EAP policy guidelines that therapeutic or debriefing services are not offered- thus this could be seen as the reason it is not used.
The last theme covered in terms of the nurses’ coping strategies was their taking of sick leave. The participants admitted to taking sick leave as a way of coping with their challenges, and recuperating after difficult shifts or critical incidents. One of the participants expressed that she thinks her colleagues may have burnout, and that is why they take sick leave. However, the responses of other participants indicated that sick leave was taken because the participants were able to recover (from negative experiences) at home. The student was able to connect the taking of sick leave to avoidant behaviour on behalf of the nurses. It appears that one of the coping strategies used by the nurses in ward 2 is avoiding work and taking sick leave (without being ill) to prevent having to go into ward 2.

5.5 Conclusion
Based on the findings of this study, it is evident that nurses working with MHCUs in acute care have negative experiences of their jobs. It has been noted by the student that as part of their negative experiences, the nurses struggle with aggression and assault from the patients and felt that the support they receive from management in general and after these experiences is poor. The study has observed that nurses working with MHCUs turn to their family and colleagues for support, and do not have formal therapeutic services readily available. 
5.6 Recommendations
· There is a need for more support from management, in terms of involvement and following up on nurses, not only after a critical incident occurs. It is recommended that management have monthly meetings with the nurses, or have a single meeting to address the concerns and issues raised by the participants.
· The need for therapeutic services has become evident through the student’s findings that there is a need to introduce debriefing sessions or therapeutic services for nurses. This can be carried out as part of the EAP where formal debriefing sessions booked by nurses with appointed therapists. This would also allow the nurses to feel that they are able to speak about their experiences and will be heard.
· It is recommended by the student that ongoing in-service training is provided to the nurses. All ward 2 staff should be encouraged to attend such training. The in-service training be in the form of workshops by members of the multi-disciplinary team or have guests such as the staff from Sterkfontein that participants spoke highly of. It is also recommended that the nurses be involved in deciding the content of the training workshops.
· More visible security in the ward within itself is recommended, as it appears that one security guard at the entrance of ward 2 is insufficient. The student suggests placing an additional security guard at the nurses’ station, or installing a panic button that triggers an alarm if the nurse is placed in a life-threatening experience so that security may respond timeously. 
· The researcher recommends that further research be conducted on the of nurses working with MCHUs’ in acute care units. This research should be carried out at different acute care units such as Sterkfontein or Tara to see if similar results appear. Based on the results of further research, the experiences of the nurses may be further noted in literature and tended to by respective hospital management teams.

5.7 Limitations 
· The study was conducted in a specific acute care ward in Gauteng. There is a need for further studies to be conducted in other geographical areas to compare the results and only then can a generalisation be made. 
· The student has acknowledged that researcher bias, and her own world views might have had an influence on the study. However, this was combatting by the student ensuring the trustworthiness of the study, and her supervisor’s checking of her work.

5.8 Further research
Kindly refer to recommendations.

5.9 Chapter summary
This chapter provided the conclusion, summary of findings, limitations and recommendations of the study.


Reference list
Albar Marín, M., & García-Ramírez, M. (2005). Social support and emotional exhaustion among hospital nursing staff. The European Journal Of Psychiatry, 19(2). http://dx.doi.org/10.4321/s0213-61632005000200004
Amarneh, B. (2017). Social Support Behaviors and Work Stressors among Nurses: A Comparative Study between Teaching and Non-Teaching Hospitals. Behavioral Sciences, 7(1)
Austin, W., Bergum, V., & Goldberg, L. (2003). Unable to answer the call of our patients: mental health nurses' experience of moral distress. Nursing Inquiry, 10(3), 177-183. http://dx.doi.org/10.1046/j.1440-1800.2003.00181.x
Babbie, E., & Mouton, J. (2001). The Practice Social Research. (South African Ed.). Cape Town: Oxford University Press.
Bradshaw, D., Pieterse, D., Norman, R., & Levitt, N. (2007). Estimating the burden of disease attributable to diabetes in South Africa in 2000. Journal Of Endocrinology, Metabolism And Diabetes Of South Africa, 12(2), 65-71. http://dx.doi.org/10.1080/22201009.2007.10872159
Braun, V., & Clarke, V. (2006). Using thematic analysis in psychology. Qualitative Research In Psychology, 3(2), 77-101. http://dx.doi.org/10.1191/1478088706qp063oa
Breeze, J., & Repper, J. (1998). Struggling for control: the care experiences of 'difficult' patients in mental health services. Journal Of Advanced Nursing, 28(6), 1301-1311. http://dx.doi.org/10.1046/j.1365-2648.1998.00842.x
Brohan, E., Slade, M., Clement, S., & Thornicroft, G. (2010). Experiences of mental illness stigma, prejudice and discrimination: a review of measures. BMC Health Services Research, 10(1). http://dx.doi.org/10.1186/1472-6963-10-80
Collins English Dictionary. (2011) 10th edition, Harper Collins: Glasgow. 
Cresswell J.W. & Plano Clark, V.L. (2011) Designing and conducting mixed method research. 2nd ed. Sage; Thousand Oaks, CA: 
De Vos, A.S. 2005. Combined quantitative and qualitative approach. In De Vos, A.S.
Denzin, Norman K. and Lincoln, Yvonne S. (2000.). Handbook of Qualitative Research. London: Sage.
Dinos, S. (2004). Stigma: the feelings and experiences of 46 people with mental illness: Qualitative study. The British Journal Of Psychiatry, 184(2), 176-181. http://dx.doi.org/10.1192/bjp.184.2.176
Foster, C., Bowers, L., & Nijman, H. (2007). Aggressive behaviour on acute psychiatric wards: prevalence, severity and management. Journal Of Advanced Nursing, 58(2), 140-149. http://dx.doi.org/10.1111/j.1365-2648.2007.04169.x

Hare, I. (2004). Defining Social Work for the 21st Century. International Social Work, 47(3), 407-424. 
Herman, A., Stein, D., Seedat, S., Heeringa, S., Moomal, H., & Williams, D. (2009). The South African Stress and Health (SASH) study: 12-month and lifetime prevalence of common mental disorders. SAMJ: South African Medical Journal, 99(5), 339-344. 
Jenkins, R., & Elliott, P. (2004). Stressors, burnout and social support: nurses in acute mental health settings. Journal Of Advanced Nursing, 48(6), 622-631. http://dx.doi.org/10.1111/j.1365-2648.2004.03240.x
Lavrakas, P.J. (2008) Encyclopedia of survey research methods. Sage Publications, Inc., Thousand Oaks.
Lewis-Beck, M. S. (2004). The Sage encyclopaedia of qualitative research methods. Los Angeles, Calif: Sage Publications.
Mental Health Care Act of the Republic, Act No 17 of 2002. Pretoria: Government Printer. South Africa. 2002.
Ngako, K., Van Rensburg, E., & Mataboge, S. (2012). Psychiatric nurse practitioners’ experiences of working with mental health care users presenting with acute symptoms. Curationis, 35(1). http://dx.doi.org/10.4102/curationis.v35i1.44
Nursing Act of the Republic of South Africa, Act No 33 of 2005. Pretoria: Government Printer. South Africa. 2005.
Oxford Learner’s Dictionary, 2014, http://www.oxford.co.za/ South Africa, Oxford University Press.
Padgett, D. (2008). Qualitative methods in social work research. Los Angeles, Calif.: Sage.
Paruk, L., & Janse van Rensburg, A. (2016). Inpatient management of borderline personality disorder at Helen Joseph Hospital, Johannesburg. South African Journal Of Psychiatry, 22(1), 8. http://dx.doi.org/10.4102/sajpsychiatry.v22i1.678
Poster, E. (1996). A multinational study of psychiatric nursing staffs' beliefs and concerns about work safety and patient assault. Archives Of Psychiatric Nursing, 10(6), 365-373. http://dx.doi.org/10.1016/s0883-9417(96)80050-1
Ritchie, J., Lewis, J., McNaughton Nicholls, C., & Ormston, R. (2013). Qualitative research practice. London: Sage.
Ross, C., & Goldner, E. (2009). Stigma, negative attitudes and discrimination towards mental illness within the nursing profession: a review of the literature. Journal Of Psychiatric And Mental Health Nursing, 16(6), 558-567. http://dx.doi.org/10.1111/j.1365-2850.2009.01399.x
Sarason B, & Duck S. (2001). Personal Relationship: Implications for Clinical and Community Psychology. John Wiley & Sons Ltd, Chichester (England)
Schaeffer, D. (2009). Social and personality development. Belmont, CA: Wadsworth.
Sobekwa, Z., & Arunachallam, S. (2015). Experiences of nurses caring for mental health care users in an acute admission unit at a psychiatric hospital in the Western Cape Province. Curationis, 38(2). http://dx.doi.org/10.4102/curationis.v38i2.1509 South Africa
Suzuki, K., Ohida, T., Kaneita, Y., Yokoyama, E., Miyake, T., & Harano, S. et al. (2004). Mental Health Status, Shift Work, and Occupational Accidents among Hospital Nurses in Japan. Journal Of Occupational Health, 46(6), 448-454. http://dx.doi.org/10.1539/joh.46.448
The University of the Witwatersrand, J. (2017). Clinical Services - Wits University. Wits.ac.za. 
Wahl, O. F. (1999). Mental health consumers' experience of stigma. Schizophrenia Bulletin, 25(3), 467-478. http://dx.doi.org/10.1093/oxfordjournals.schbul.a033394
World Health Organisation. (2007). Report on Mental Health System in South Africa WHO-AIMS, University of Cape Town, Cape Town, South Africa WHO and Department of Psychiatry and Mental Health.
World Health Organization (2013). Health systems strengthening glossary. Geneva: WHO. Available from: http://www.who.int/healthsystems/hss_glossary/en/index5.html
Yin, R.K., (1984). Case Study Research: Design and Methods. Beverly Hills, Calif: Sage Publications.
Yusi, P.T (2015) Lived Experiences Of Nurses Who Have Been Assaulted By Patients At A Psychiatric Hospital In The Western Cape Curationis, 38(2). Http://Hdl.Handle.Net/11394/5008 South Africa


Appendix A
[image: ] 
      Private Bag 3, Wits, 2050 •  Tel: 011 717 4472  •  Fax: 011 717 4473  •  E-mail: socialwork.SHCD@wits.ac.za 
PARTICIPANT INFORMATION SHEET 
Title: The experiences of nurses working within the acute care ward at The Helen Joseph Hospital in Johannesburg. 
 
Good day, 
My name is Romi Blumenau and I am currently a fourth year Social Work student at the University of the Witwatersrand. As part of the requirements for the degree, I am conducting research exploring the experiences of nurses working in Ward 2 at The Helen Joseph Hospital. I will be focusing on the experiences of working with patients in acute care and support systems of the nurses. It is hoped that the information gathered could assist in improving the experiences of nurses that work in a mental health ward.  
As a nurse working within Ward 2, you are ideally positioned in to contribute to my research. I therefore wish to invite you to participate in my study. If you accept my invitation, your participation would be entirely voluntary and you are free to withdraw at any time without penalty. There are no consequences or personal benefits of participating in this study. If you agree to take part, I would arrange to interview you at a time and place that is suitable for you. The interview will last approximately one hour. If you choose to participate, you may withdraw from the study at any time and you may also refuse to answer any questions that you do not feel comfortable with. If you participate, I will ask your permission to taperecord the interview, and no-one other than the student and the supervisor will have access to the tapes. The tapes will be kept in a password protected computer for two years following any publications or for six years if no publications emanate from the study. A copy of your interview transcript will be stored permanently in a locked cupboard and may be used for future research. The results of the research may also be used for academic purposes (including books, journals and conference proceedings) and a summary of the findings will be made available to participants on request.  
Should you be in need of emotional support or assistance; Ms. Matron Matjene of the Helen Joseph social work department may be contacted for counselling. She may be contacted on 011 489 0430 or matrom.matjene@gauteng.gov.za.   
 
If you need have any further questions about the study, you are very welcome to contact me on 076 316 
4848 or 792269@students.wits.ac.za.  My supervisor (Ms. Laetitia Petersen) may also be contacted on 011 717 4474 or laetitia.petersen@wits.ac.za for further queries. Additionally, if you have any complaints or concerns about the study please contact the Human Research Ethics Committee (Medical). The chairperson: peter.cleaton-jones1@wits.ac.za or the research administrator – Ms Zanele Ndlovu can be contacted at zanele.ndlovu@wits.ac.za or on 011 717 1252/2700/1234/2656. 
Thank you for taking the time to consider participating in the study. 
Yours sincerely,  
Romi Blumenau. 
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      Private Bag 3, Wits, 2050 •  Tel: 011 717 4472  •  Fax: 011 717 4473  •  E-mail: socialwork.SHCD@wits.ac.za 
 
CONSENT FORM FOR PARTICIPATING IN THE STUDY 
Title: The experiences of nurses working within the acute care ward at The Helen Joseph Hospital in Johannesburg. 
 
I hereby consent to participate in the research study. The purpose and the procedures have been explained to me. 
I understand that: 
· My participation is voluntary, and that I have a right not to answer particular questions that I feel uncomfortable with.  
· I have a right to withdraw from the study at any time without being disadvantaged in any way.  
· There are no foreseeable benefits or particular risks associated with participation in the study. 
· My identity will be kept strictly confidential, and any information that may identify me will be removed from the interview transcript. 
· A copy of my interview transcript without any identifying information will be stored permanently in a password protected computer and may be used for future research. 
· My responses will be used in the write up of an honours project and may also be presented in books, journal articles or conferences.  
Name of participant:  _____________________________________ 
Signature:  	 	_____________________________________ 
Date:  	 	____________________________________ 	 
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      Private Bag 3, Wits, 2050 •  Tel: 011 717 4472  •  Fax: 011 717 4473  •  E-mail: socialwork.SHCD@wits.ac.za 
 
CONSENT FORM FOR AUDIO TAPING OF THE INTERVIEW 
Title: The experiences of nurses working within the acute care ward at The Helen Joseph Hospital in Johannesburg. 
 
I hereby consent to tape-recording of the interview.   
I understand that:   
· The recording will be stored in a secure location (password protected computer) with restricted access to the researcher and the research supervisor.  
· The recording will be transcribed and any information that could identify me will be removed. 
· When the data analysis and write-up of the research study is complete, the audio recording of the interview will be kept for two years following any publications or for six years if no publications emanate from the study.   
· The transcript with all identifying information directly linked to me removed, will be stored permanently and may be used for future research.   
· Direct quotes from my interview, without any information that could identify me may be cited in the research report or other write-ups of the research.   
   
Name:       ___________________________________  
Date:         ___________________________________  
Signature:  ___________________________________  

[image: ]Appendix D

R14/49 Miss Romi Blumenau
HUMAN RESEARCH ETHICS COMMITTEE (MEDICAL)
CLEARANCE CERTIFICATE NO. M171010
	NAME:
(Principal Investigator)
	Miss Romi Blumenau

	DEPARTMENT:
	Social Work - School of Human and Community Development [image: ]Helen Joseph Hospital - Ward 2

	PROJECT TITLE:
	The Experiences of Nurses Working within the Acute
Care Ward at The Helen Joseph Hospital in Johannesburg

	DATE CONSIDERED:
	27/10/2017

	DECISION:
CONDITIONS:
	Approved unconditionally


	
	Professor P. Cleaton-Jone. , Chairperson, HREC (Medical)

	DATE OF APPROVAL:
	06/12/201 7


[image: ]SUPERVISOR:
APPROVED BY:
This clearance certificate is valid for 5 years from date of approval. Extension may be applied for.

DECLARATION OF INVESTIGATORS
To be completed in duplicate and ONE COPY returned to the Research Office Secretary on the 3rd floor, Phillip Tobias Building, Parktown, University of the Witwatersrand. l/We fully understand the conditions under which I am/we are authorised to carry out the above-mentioned research and l/we undertake to ensure compliance with these conditions. Should any departure be contemplated, from the research protocol as approved, l/we undertake to resubmit to the Committee. I agree to submit a yearly progress report. The date for annual re-certification will be one year after the date of convened meeting where the study was initially reviewed. in this case, the study was initially review November and will therefore be due in the month of November each year. Unreported changes to the application may invalidate the clearance given by the HREC (Medical).
[image: ]
Principal Investigator Signature	Date
PLEASE QUOTE THE PROTOCOL NUMBER IN ALL ENQUIRIES


[image: ]GAUTENG PROVINCEAppendix E

REPUBLIC OF SOUTH AFR\CA
Gauteng Department of Health
Helen Joseph Hospital
Enquiries: Dr. M. Mukansi Research Committee: Chairperson Tel 011) 489-0306/1087
Fax 011) 489 1038
E mail:Murimisi.mukansi@wits.ac.za

25 October 2017
To whom it may concern
Subject: HELEN JOSEPH HOSPITAL RESEARCH COMMITTEE APPLICATION
PROTOCOL TITLE: The experiences of nurses working within the care ward at the HJH in Johannesburg.
Protocol Ref No:	Romi Blumenau
Ethic Clearance:	pending
Principal investigator: Romi Blumenau
Department: Helen Joseph Hospital
Committee Recommendations
The Committee is giving you Conditional access approval while awaiting the final ethical clearance certificate from the University of Witwatersrand HREC.
As this is all independent research project it remains the responsibility of the researcher to recruit participants from the relevant department within the hospital and acquire their individual voluntary consent to participate in your study. [image: ]
Thank 
ou

n. M. Mukansi
Chairperson of HJH Ethic and Research Committee


Appendix F
Transcript of Semi Structured Interview with Participant 1
	Interviewer:
	1- Please tell me about yourself and your experiences of working in ward 2 at The Helen Joseph Hospital?

	Respondent:
	Uhm, myself I am the first child back at home, we are three and I am the first born. My mother passed about 10 years back. So before I started doing nursing, I was doing commercial subjects at school, because I wanted to be a chartered accountant. But due to some financial reasons I saw myself not perusing that dream, and I dropped out in 2001. I was also looking after my mother and my younger siblings. I got suspended from the school for coming late but I did not want to tell my mother, instead I asked my neighbour to come with my to school because they wanted to see my parents. Then she went with me, you know, she  went to listen to the principal and when they reprimanded me. It happened again and again, because I was walking very long to get to school and I was not having any transport. So 2002 my mother passed away.

	I:
	I am sorry for your loss.

	R:
	Ja, then I started working in a garage I got a job there. I was the youngest one out of everyone there. I had that thing, like I felt sorry for myself, people would come and ask me why I am still here and not at school. But I needed to be there because I had my siblings that I had to buy food and clothes for. Then 2004 I became pregnant, then my boyfriend (we separated now). But we are different cultures so his family had to come pay damages and all that. Then they came, and the negotiations were done and the money was paid and all of that. So, the agreement from my family was that the money has to be kept safe somewhere, because if we wanted to come back and have a formal wedding, that money must come back towards that. But I cheated because I didn’t tell my grandmother the truth- we went to Joburg to look for a bank, because we didn’t have any accounts and we needed to open an account to put that money in. And they refused because they wanted affidavits and wanted to know why I wasn’t working, and they wanted to know where did I get all this money and all that. Then we said okay lets go home, and I was saying to my grandmother that I will come back the next day to look around because she could walk because she was tired. Then I took that money and went to register for a school, but she knew that I had saved that money, and she knew that that was how I started doing the nursing, because I did the 3 months one, only to later find out that  it was a fly-by-night. I then went to another one which was in Rooderport which was a private school where I did the 6 months. But before I could finish the 6 months, they called me at Reyma college for an interview to do the auxiliary nursing course which I did  from 2008-2009 and then I graduated. Then I started working in 2010 part time with agencies, and then I was called here at Helen Joseph for an appointment on 02/02/2011. Then I was posted in orthopaedic (ward 4), and then I was called to relieve someone here because she was going on maternity leave, and with my understanding I was only going to be here for a short period of time and then I was going to go back to ward 4, but things turned the way around. That day when I was allocated here (ward 2), I was confused with what to do, you know I had never been exposed to this, and I never did my practical’s in the psychiatric ward. And I got this thing in my mind that I have seen mad people where I stay, and I have seen that they are aggressive and they fight. You know. All those things just came flooding, but ja. But so nevertheless I just told myself, you know what, I will do what I can. There was a sister here who said we have morning routines, and she made us feel like it was easy. And we went to her with issues and queries and we could speak to her.

	I:
	So what I’m understanding is that you actually started working here , in a sense, accidently?

	R:
	Yes. 

	I:
	And then you have just stayed through?

	R:
	Yes.

	I:
	2- You mentioned that when you started working here, you had thoughts of mental health care users being violent or aggressive came through. Please provide an example of a critical incident or incidents that you have found to be challenging working in ward 2. That could be dealing with the ‘aggressive patients’ or anything you may find challenging.

	R:
	Uhm, ja. I have had quite a few on the same shifts that I have been working on. Because I still remember there was a night that I was working and we were only 3. At least now we are 4 but at that time we were 3 at night. And the second nurse was off sick, so we were just 2. We reported it to the matron or the senior and they did not send someone to help us. so that night we had a very aggressive patient from casualties, so we had about 3 admissions that night. That patient came when the other nurse received a new patient. He was brought in by 2 security and a nurse from the ED, and then I let him sit near the nurses station. And there was another patient in the seclusion room, who was also aggressive. He kept weeing in a bottle and pouring it on the patient outside. I asked him to move to the other side because the other man was pouring urine on him. But he didn’t want to move, then he came across the station where I was standing. He came across and started singing and praying, and you know clapping on the station. Then I like went around the other side, and he started praying like a Christian. Then he ran to me and grabbed me on my neck, and pulled me to the duty room and the security was just standing there and shouting but not actually taking any action. Then he ordered me to give him  water. I told him that if he opens the gate for me I can get him water, then he didn’t want to open the gate for me. There was an old steel mug/ cup that we used as a key holder, and he showed me that but I couldn’t use it because it was leaking. Then he choked me, because he wanted me to kiss him, and I was like no- I can’t! Then I said to the security that he is standing there and watching this, it means I can even get raped because you are just standing and watching. Then they tried to open the gate, but he became stronger choking me. I tried and jumped over the table, but together with him because he was holding me so tight. By the time the other male nurse I worked with finished, (I think he could hear the commotion and the noise- but he wasn’t aware that there was another admission because he was with someone) then he came and saw the situation was so bad. He ran to the linen room and went to take a sheet, then he opened the gate and came into the duty room. But that guy wanted to fight now and said he wanted to kill me if they came in, because he said I was his wife and he could do anything that he wanted. Then the nurse covered his face with a sheet and that’s how they were able to restrain him. And then they called the doctor, and the doctor prescribed something to stabilize him. And with anything like that I can say that we have to report every incident. The incident was reported to the matron working that night, and, she sent somebody after the incident happened to assist us from ward 6. In the early morning when we did the handover, we gave the report and the matron came to collected it herself instead of it being send to her. I was bruised, I had bruises on my face. She came and asked the nurse that she sent from the other ward if I was fine. I felt a bit of neglected, or somebody doesn’t care, even after what happened. The person who was assaulted was me, and she did not ask me how I was feeling. They just told me I must go to casualty to go and consult.

	I:
	To get a physical exam?

	R:
	Yes. And by that time it was around past 2, and I went there and it was full and short on doctors and the doctor sent me back to get forms I was supposed to fill out. But I couldn’t wait, I wanted to see myself out of this place and go home. So then the next night when I was supposed to come to work, I came and that patient was still here. Then she came forward, and I said that I am unhappy with what has happened. The patient was aggressive and assaulted me and all that happened. That day it was a ward round but nothing was done, and I believe that they could have done something, maybe send the patient to Sterkfontein or somewhere and the patient was still detained in the ward. How is my safety? I am expected to deliver, to care for somebody that I am now scared of, and I literally told my supervisor that whatever I am going to do tonight is going to be cheating. Because in psych ward we are expected to write the report, but you can’t just write, you must walk around and see if patients are still there, observe head counts and all of the patients. But in that room I won’t go, because I am scared. How do you enter the room of a person that has just attacked you. So she felt like I was being personally defensive. Ja, and…

	I:
	Is it a common thing to go through such a stressful event? In terms of patients lashing out.

	R:
	It is common. Uhm, although I feel like some other patients are only taking advantage of their illness, knowing that they are mental health care users. But some, are not even aware of what they are doing or their surroundings. Like the following night, when I came back to work, that patient came back to me to apologize for his actions, but I couldn’t take anything or listen to him. Because to me it was like he was aware of his actions and then he did it.

	I:
	And has it ever happened where somebody has been aggressive, but not only on a physical level? Are the patients ever vernal aggressive- in terms of shouting or swearing at you?

	R:
	Ja, you know when they want to draw your attention it is common, they start by being verbally aggressive and swearing and all that. So it depends on what will drive that person is your response and how you respond to them, and address the situation. The more you also give back with the aggression, they give it back to you. Also, if they see a fearful face, they take advantage of that.

	I:
	So you feel that you almost have to put on a brave face no matter how you are feeling because they feed off of how they see you?

	R:
	 (nodding) Yes.

	I:
	3- Which strategies do you use to cope with in in the psychiatric ward? You’ve just mentioned that it can be very stressful, emotionally and physically having to walk up and down to check on patients. How do you cope with that stress?

	R:
	Uhm, I think talking about it makes things easier even if you are too scared of the environment, at the end of the day just chatting about it with your colleagues. It just makes you feel better because there is nothing easy in this ward. You can see the patient now and he is fine and the next thing something has happened. Because I still remember there is a day something happened when I was still working at night. This patient was fine all the time and then it was on a Friday, and the next day was a ward round, where they presented the cases. All the time this patient was being nursed in a seclusion room all the time. So when I came to work, he was in the open and no longer secluded. So during the routine, when we were doing blood pressure and observations before bed, he came to me and we spoke a lot. He spoke about life issues, G-d and all that, and how people survive. So I was impressed to see him, behaving that way out of seclusion, because most of the time he was in seclusion and uncooperative and aggressive and all that.

	I:
	Sorry, just to clarify, is someone only secluded when they show aggressive  behaviour?

	R:
	Yes, but the seclusion can only be prescribed by a doctor, even if we as nurses observe the patient as being aggressive, we cannot seclude them until the doctors say so. So that night, that patient jumped through the window and died.

	I:
	That must have been very difficult for you.

	R: 
	Ja, and we are 3. I do the headcount, and check that the patients are there even if you must go and feel that they are still breathing. So it was 2 or 3 in the morning and the patient was there, the only time we wake them is at 5 for bathing and tea. So when I did the headcount at 5, the patient was still there. It was very cold that night. And at 5.45, we got a call from ED to say that they saw a patient outside on the corridor, from ward 2. And then something came into my mind that it can’t be us because everyone is here. And then the doctor phoned again and said please make sure you do a headcount, then I did it and saw that the patient wasn’t there. Then I walked around, as you can see every room is locked. Every door was locked and there was no sign of escape. I only got to find out later that the lady who empties the dustbins left the sluice room door open, but there are 2 rooms in there. And the patient went through and pushed the linen shoot and then tied the linen to get down. I think that he was not trying to kill himself, but he was trying to escape, but unfortunately the linen tore before he got to the ground.

	I:
	That must have been…

	R:
	Ja, because I felt like I was a suspect of killing somebody with the questions they asked me about the death.

	I:
	4- Could you describe your support that you receive from your family, colleagues and also the hospital in dealing with challenging patients or difficult situations within Ward 2. Do you get any debriefing at all?

	R:
	Uh, yes. When there is an incident they will book a session with the psychologist to talk about it, not every month or week. Only when something happens.

	I:
	Is it individual briefing or group?

	R
	It is everyone who is on that shift where something happened.

	I:
	And what about the support from your family or colleagues? You mentioned that you turn to colleagues to talk.

	R:
	Ja, at work you talk to your colleagues and they will be pity and say that they are sorry it happened. Some will laugh and tease about it but at the end of the day you feel better that you said anything. I believe in life we are not all the same. Some will say it happens because you are lazy but I feel better after any talk, even if someone just listens. And family- it will be stressful for them. I sometimes go and won’t say anything because I feel that I am imposing a stressful situation on them and then they start worrying and phoning to see where you are- especially my son. There was a time I was assaulted and come home bleeding- so how do I explain that to my child that I was beaten at work. And, I totally don’t feel good about it, because I keep quiet about it. I go to bed and think what if I go to work and don’t come back. So then maybe I will cry alone, but its fine. But if it doesn’t happen to me who should it happen to.

	I:
	That must be very stressful and concerning!

	R:
	(nods).

	I:
	5- Reflecting on your experiences in ward 2, please explain how your training has assisted and prepared you for dealing with challenging patients and difficult situations? You mentioned earlier that you were not officially trained for ward 2…

	R:
	Uhm, we as a general nursing assistant aren’t trained, somehow I feel insecure because I am not psych trained. I know nothing about psychiatry yet I had to work in this department. Working also means they expect you give a lot. I’m a kind of person that observes, because there was no  formal training. Only in-service training on certain things, like aggressive patients or restraining patients, or sisters would show us. I felt ;like it was no sufficient even, because the writing of reports are different to surgical wards and how you apply skills. And then they ask what you mean when you say something in the report.

	I:
	So what I’m understanding is that is that there aren’t group activities or workshops where everyone is together and you are trained on things that are bothering you or you are dealing with to assist you.

	R:
	Yes, I feel like there isn’t. there is supposed to be a formal training that assist general nursing staff to deal with psychiatrist. There are only some sisters with psych training. As an enrolled nursing assistant, having just a little bit of policy doesn’t help because it is just reading. But training formally will help apply the knowledge. The theory and practice are different.

	I:
	So you get information written down, but are not shown how to apply it?

	R:
	Yes, like the restraints method. People came from Sterkfontein to help show us, which helped but the rest of things we don’t get. It’s up to the individual to learn by themselves.

	I:
	6- What suggestions with regard to better supportive strategies for nurses can you suggest for the Hospital to consider? 

	R:
	Uhm, I think we don’t get to choose what we want, and we have an allocation office but it’s more important to see where the individual has and interest because that’s where you will be more productive- doing what you want. Like some people want to work in psych but some don’t. they must consider our feelings. I know in nursing you must grow, and the rotations are important. But I forgot how to work in other wards and would be challenged. Or getting people that are interested in something.

	I:
	And are there any ways for them to improve the support for nurses?

	R:
	Uhm, we do have employee personal wellness, but it isn’t fully functioning. They only refer you when they see something is wrong. I think they those open ways to talk about our work issues, and include more psychologists to talk to us at least every month.

	I:
	7- Do you have any other comments?

	R:
	Not really, being a nurse is nice. I hear nursing is a calling, but nursing is growing on me and I gained love for nursing. I feel that I can change 1 life and I am happy. Ja.

	I:
	Thank you very much for your time.
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