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Mental health nursing: education 
revamp is boost to profession

The Nursing and Midwifery 
Council’s Future Nurse: Standards 
of Proficiency for Registered Nurses 
also outlines why evidence-based 
communication and therapeutic 
interventions should be part of every 
nurse’s repertoire. However, a 2023 
RCN survey revealed that mental 
health nurses and students lack 
education in these interventions. 

Mental health nursing lacks 
career development, especially at 
an enhanced level of practice. One 
reason for this is that the specialty 
can be difficult to define and lacks 
a universally agreed evidence 
base, which often leads to a 
misunderstanding of mental health 
nurses’ role and capabilities. It is 
therefore crucial to ensure mental 

health nurses receive the necessary 
career development opportunities. 

While there is currently no 
nationally recognised programme to 
improve therapeutic relationships 
in the context of psychosocial 
interventions, this is about to 
change. After two years of listening 
to, and engaging with, grassroots 
and senior nurse leaders and people 
with experience of services, the RCN 
has been commissioned by NHS 
England to revamp psychosocial 
interventions education, which was 
last delivered in the early 2000s. 

This exciting profession-defining 
programme will be specially 
designed for post-preceptorship 
mental health nurses, with the first 
cohorts starting in mid 2024.

I am sure readers of Mental 
Health Practice will join me in 
welcoming this development. 

M ental health nurses recognise that psychosocial 
interventions are among the priorities for the 
profession, as well as for patients, service users 
and their families. In 2022 Health Education 

England published its review of mental health nursing 
Commitment and Growth: Advancing Mental Health Nursing 
Now and for the Future, which emphasises the importance of 
experiential knowledge, and the identification of core skills 
across all practice settings and age groups. 

‘Mental health nursing 
lacks career development, 
especially at an enhanced 
level of practice’

Further information

NHS Health Education England 
(2022) Commitment and Growth:  
Advancing Mental Health Nursing 
Now and for the Future. tinyurl.com/
NHSHEE-commiment-growth

NMC (2018) Future Nurse: Standards 
of Proficiency for Registered Nurses.  
tinyurl.com/NMC-future-nurse
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M ental health and learning 
disability nurses are 
reportedly being 
unlawfully replaced with 

adult or children’s nurses due to staff 
shortages, prompting warnings of an 
NHS ‘on the cusp of a national crisis’. 

A survey of more than 600 members 
of the RCN’s mental health forum 
found that some inpatient wards are 
being left without any appropriately 
qualified nursing staff during shifts, 
as units struggle to recruit amid rising 
vacancy rates. 

Only 57% of respondents could 
confirm they had mental health and 
learning disability nurses on every shift 
over the past 12 months.

One third said they had witnessed 
at least one shift in the past 12 months 
where no registered mental health or 
learning disability nurses were present.

However, NHS England told Nursing 
Standard it rejected the findings of the 

survey, saying it is ‘categorically not 
happening in our mental health and 
learning disability services’.

RCN interim head of nursing  
practice and UK lead on mental health 
Stephen Jones said that members – 
including nurses on the front line and 
some in strategic roles at trusts – have 
been raising concerns and their potential 
legal implications for more than a year.

The situation prompted the college to 
write to chief nursing officers and survey 
its membership.

Mr Jones said nurses could be at risk 
of breaching the Nursing and Midwifery 
Council (NMC) code as well as failing 
in legal duties outlined in the Mental 
Health Act (1983). ‘Not having a mental 
health nurse on shift is – according to 
our interpretation of the legislation – 
unlawful, putting patients at risk and the 
registration of nurses.’ 

‘Non-mental health or learning 
disability nurses cannot be used to close 

the workforce shortages. If providers 
are saying they “have to” then it 
would appear we are on the cusp of 
a national crisis.’

The act states that only nurses of a 
‘prescribed class’ – meaning registered 
with a mental health or learning 
disability qualification – have the power 
to hold or detain an involuntary patient 
on a ward for up to six hours until they 
can be assessed by a doctor. 

One mental health nurse working in 
an inpatient unit for adult men in central 
Scotland told Nursing Standard his trust 
had recently hired a number of adult 
nurses to staff wards as they ‘just do not 
have enough mental health nurses’.

Without an approved mental health 
professional on site, said Mr Jones, an 
adult nurse will not be able to hold 
a patient, compromising safety.

He said: ‘These environments are 
very restrictive, taking away people’s 
autonomy and freedom, so we need to 
make sure that anyone making those 
decisions has a full understanding of 
the context and legalities of how that is 
undertaken and done. 

‘The lack of national investment in 
mental health nursing is why there is 
a recruitment and retention issue. If the 
true value of mental health nurses had 
been taken seriously over the past decade 
we would not be in this situation.’

NMC nursing education adviser  
Julie Dixon said that while nurses can 
work across different settings ‘employers 
and managers also need to ensure 
the right skill mix of their teams on 
every shift’.

Warning on the use of nurses 
who lack the right skills
RCN says some nurses could breach the Code, but NHS England 
denies inappropriate staffing in mental health services

By Alison Stacey

Mental health and learning 
disability vacancy data

	» England: 13, 652 mental health nurse 
vacancies as of June 2023, but no data 
on learning disability nurse vacancies 
is available
	» Scotland: 89 full time equivalent 
vacancies for learning disability nurses 
and 907 for mental health nurses as of 
September 2023
	» Northern Ireland and Wales nursing 
vacancy data do not provide a 
breakdown by profession
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RCN NURSING AWARDS 2023

This year’s winners in 
the mental health and 
student categories
Recipients of the prestigious RCN Nursing 
Awards 2023 were revealed at a ceremony 
at Liverpool Cathedral on 10 November. 
This year the awards attracted their 
highest-ever number of entries, and the 
judges commended the finalists for their 
dedication and compassion.

Senior staff nurse Michaela Heaton of 
Scarisbrick Inpatient Unit, Lancashire and 
South Cumbria NHS Foundation Trust, was 
awarded in the mental health category 
for the development of Bus Stop, a 
designated area for short therapeutic 
interventions. Originally a corridor where 
people stopped to talk to nurses sitting 
and writing up notes, the space has 
been transformed into a safe and 

sociable area through collaboration 
with Lancashire County Council and the 
companies Lush and Unilever.

Staff on the Scarisbrick mental health 
team (pictured, Ms Heaton fifth from 
left) deliver therapeutic activities in the 
space, resulting in a 60% reduction of 
self-harm among inpatients and 25% 
reduction in violence and aggression 
on the ward.

Meanwhile, nursing student award 
winner Leanne Howlett of Coventry and 
Warwickshire Partnership NHS Trust and 
Coventry University, was praised for 
developing a resource to support young 
people to reflect on their recovery.

The Discharge Wellbeing resource 
she developed will be rolled out across 
the entire child and adolescent mental 
health services at the trust. Patients who 
have already received the pack have 
reported it improved their discharge 
experience, helping to reframe it as 
something positive.
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MENTAL HEALTH SURVEY

Nurses urged to give 
their views on care 
and job satisfaction
Mental health nurses are being urged 
to have their say on job satisfaction, 
well-being, burnout and care quality in 
a new survey.

Led by University of Southampton 
professor of nursing workforce policy 
Jane Ball, the survey aims to address 
national workforce challenges and seeks 
mental health nurses’ views on factors 
that affect their day-to-day job.

Researchers hope the findings will lead 
to local and national action being taken 
to improve nurses’ working lives, leading 
to better well-being and retention 
in the field.

STAFF WELL-BEING

‘Frightening’ mental 
health crisis looming 
among nursing staff
Nursing leaders are warning of a 
‘frightening’ mental health crisis 
emerging among nursing staff as 
new data show calls to a helpline 
regarding suicidal thoughts have 
doubled since last year. 

In the first ten months of 2023 
there was a 98% increase in the 
number of nursing staff telling the 
RCN’s advice line they were having 
suicidal thoughts in an initial 
phone call, compared to the same 
timeframe last year. Data show an 
increase from 89 to 176 calls.

The college also reported a steep 
increase in the volume of calls from 
people reporting suicide ideation 
from an average of one per week 
in October 2021 to one per day in 
October 2023.

Funding cuts
Earlier this year the government 
cut funding to mental health 
hubs for NHS staff, with one third 
of them now closed. This has left 
an estimated one million health 
workers without local support. 

The RCN referred to multiple 
studies that show nurses and 
other healthcare professionals 
are at higher risk of suicide due 
to stressful work environments 
exacerbated by excessive 
workloads, staffing shortages and 
poorly resourced workplaces. 

In response to these 
latest findings, the RCN has 
commissioned research looking 
into the reasons why nursing 
staff are having suicidal 
thoughts and whether there is a 
disproportionate impact on those 
from marginalised groups.  

The college called on the 
government to provide funding for 
dedicated mental health support 
for nursing staff, a sentiment 
echoed by NHS Providers. 

Professor Ball told Nursing Standard: 
‘We want to understand how much 
variation there is in the way different 
mental health staffing teams are made 
up as well as in their workload, the 
different pressures that mental health 
nurses describe and what they see as a 
possible solution.’

The 2022 NHS staff survey showed 49% 
of mental health nurses felt unwell 
because of work-related stress in the 
past 12 months and 45% reported 
often or always finding their work 
emotionally exhausting.

The survey is open to all mental health 
nurses on the UK register working in 
any setting for any health and social 
care provider and can be completed 
anonymously. It is open until Christmas. 

Take part in the survey at tinyurl.com/NIHR-survey
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How can nurses improve mental 
health services for children?
There has been a steep rise in mental health referrals for children and 
a lack of capacity to deal with it. Dual registration could be the answer

M ore dual registered 
nurses must be 
trained to cope 
with a dramatic 

increase in the number or 
children with mental health 
issues, say senior nurses. They 
say that vulnerable children’s 
needs are not being met, as 
young people with mental health 
needs are being forced into 
‘overwhelming’ adult mental 
health settings or into general 
children’s wards that struggle to 
provide appropriate care.

To deal with the scale of the 
issue, universities must run 
more courses that train nurses 
to work with children and in 
mental health, says Barts Health 
NHS Trust director of nursing 
for children Kath Evans.

‘One reason that universities 
are not offering more dual 
training programmes nationally 

By Pavan Amara 
nurse, midwife and 

health journalist

is because providers aren’t 
asking for them,’ she says.

‘We need to be better at saying 
we need these programmes 
because our emergency 
department (ED) doors are open 
24/7, and an increasing number 
of young people with mental 
health issues are coming in.’

Self-harm and suicide
In the year to March 2023 there 
were 21,555 urgent children’s 
referrals to mental health crisis 
teams, up 46% compared to 
12 months earlier, according 
to the mental health charity 
YoungMinds. These children 
were experiencing acute mental 
health symptoms and would 
otherwise need to attend 
hospital for psychosis, severe 
self-harm or suicide attempts. 

Data suggest the COVID-19 
pandemic and associated 
lockdowns may have played 
a part in the high numbers of 
young people experiencing 
mental health problems. 

Figures from YoungMinds 
show that one in six children, 
aged five to 16, had a probable 
mental health problem in 
2021, compared to only one in 
nine in 2017. 

At the same time, 83% of 
young people with mental 
health needs agreed that the 
pandemic had made their mental 
health worse. 

Mental health nurses say 
the increase is more complex 
than that, however, with many 
factors needing to be considered. 
Barts Health NHS Trust children 
and young people’s mental 
health practice development 
nurse Amina Marzouki says that 
in her trust’s area of London, 

social and economic factors 
all contribute to increasing 
mental health problems among 
young people.

‘With social media like 
TikTok and Instagram there 
is this false idea of living 
a luxurious life,’ she says. ‘There 
are also many horrible websites 
that teach young people to 
inject insulin to lose weight and 
encourage anorexia.

‘There are gangs that recruit 
young people in years five and 
six (aged nine to 11) to deliver 
drugs, and consuming drugs 
is common in children around 
the age of 12. 

‘The cost-of-living crisis 
has increased that pressure on 
some children to bring money 
home. There is also bullying 
and dysfunction in families, so 
there are many factors apart 
from COVID.’

Lack of trained staff
Ms Evans says that, although 
an increasing number of young 
people are attending the ED 
with mental health issues, a lack 
of staff trained in children’s and 
mental health nursing means 
that ‘capacity to deal with 
this is poor’.

‘A lot of young people 
admitted into hospital with 
mental health issues are having 
to spend time in general 
children’s settings or adult 
mental health settings,’ she says. 

‘Adult settings are 
overwhelming for them. Their 
needs as children can’t always 
be met. Dual registrants would 
bring a degree of flexibility – 
we’d have more choice in terms 
of where children are cared for, 
we could meet their holistic 
needs in those places and 
safeguarding would improve. 
It would make a significant 
difference.’

Ms Marzouki, who initially 
trained as an adult mental 
health nurse (RMN), agrees 
that dual registrants would 
have a better understanding of 
safeguarding needs.

Tips for practice – working with children 
experiencing mental health issues
	» You don’t have to resolve everything or be an expert� 
Come with an open mind, listen carefully and tell the 
patient that you will come back to them if you do not 
know the answer 
	» Give extra time when necessary� Time is in short supply, 
but children are more likely to engage if you do not 
appear rushed, and this can make a difference to 
receiving crucial information 
	» Go at the young person’s pace� Some young patients may 
be interacting with mental health services for the first 
time – when they disclose their experiences, say thank 
you for sharing and give them a moment before asking 
key questions
	» Think about language� Official terms can alarm or 
confuse younger people as they may be less familiar with 
them compared to adult users of mental health services. 
When using words like ‘acute’, for example, explain 
what that means

Source: Collated from interviews with the Barts Health NHS Trust and Lewisham and Greenwich 
NHS Trust nurses quoted in this article

RCNi
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‘Most children’s nurses don’t 
have experience of caring for 
those in mental distress, and most 
RMNs have little experience 
with children. As a result, 
RMNs tend to find safeguarding 
difficult with children. 

‘If a child makes an allegation 
of something, it’s different to 
if an adult does, and some 
RMNs don’t feel as comfortable 
handling that as they would 
with adults. It’s possible that 
dual registration could improve 
safeguarding and safety overall.’

Greater registration
There has been an increase in 
the number of children’s nurses 
registered with the Nursing and 
Midwifery Council (NMC) over 
the past decade, and in mental 
health nurses registered since 
2014. This year there are 95,485 
RMNs and 57,014 children’s 
nurses registered with the NMC. 

These numbers do not 
necessarily reflect those in 
permanent roles or employed 

by NHS services. But Lewisham 
and Greenwich NHS Trust head 
of nursing for mental health 
Kevin Ramjeet says that RMNs 
coming into the workforce will 
not necessarily be well equipped 
to care for children.

‘When you’re doing RMN 
training, you might get an 
eight-week placement in an 
adolescent unit, but that does 
not equip you. 

‘Different dynamic’
‘I worked in adult mental 
health and thought working 
with children would be a walk 
in the park. It was not. It was 
the toughest place I’ve worked. 

R

I thought I was resilient and 
knew what to say, but all 
that went out the window in 
a few weeks.

‘There is a different dynamic 
with children. There were 14 
or 15 children on the ward 
I worked on and they all 
had their own issues; they all 
compete for your attention as 
a nurse in a different way to 
what adults would normally do. 

‘You’re often working more 
with children’s families than 
you would be with the families 
of adult patients. That takes 
different skills; there can be a lot 
more emotion involved. 

‘The things you say have to 
be thought through differently 
because children will often 
interpret things differently to 
adults. Things you think that are 
trivial, are not. 

‘One clinician said to a child 
who had been self-harming 
“you’re so pretty, you don’t 
want to be scarred for life” 
and that was a trigger for that 

‘If we had a few dual registered nurses 
in each children’s ward it would make a 
significant difference to the service, and 
it would also encourage staff to be more 
thoughtful about what they’re doing’
Kath Evans, director of nursing for children, Barts Health NHS Trust 

 u  In the year to March 
2023 there were 21,555 
urgent children’s referrals 
to mental health crisis 
teams, up 46% compared 
to 12 months earlier
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child and could have led to 
an escalation. Understanding 
mental health, but in the context 
of adolescence for example, is 
important.’ 

He adds that RMNs and 
children’s nurses may find 
children’s behaviour ‘surprising’ 
when they have mental 
health issues.

‘There can be an assumption 
about children’s mental health,’ 
he says. ‘So, when they see 
children smashing up a computer, 
self-harming, swearing and 
shouting, they won’t understand 
this is behaviour that they have 
learnt. General children’s nurses 
won’t be used to seeing this 
behaviour and RMNs won’t 
necessarily see the child’s trauma 
behind the behaviour.’

The main barrier to 
employing more staff who are 
children’s and mental health 
nurses, adds Mr Ramjeet, is that 
there are not many available, 
as dual training takes more 
time and money.

‘You would have to do 
a three-year course and then 
an 18-month course to be dual 
trained,’ he says. ‘It takes money 
to do that, but the starting 
salary won’t be any higher. 

‘If there is one course to train 
in both areas, then that course 
may be longer, maybe four 
years, so those doing it are in 
the same situation of spending 
more time training but not 
having higher starting salaries.’

‘Glimmer of hope’
Lewisham and Greenwich 
NHS Trust’s head of nursing 
for children and young people 
Robert Cole says there is a 
‘glimmer of hope’ with nurse 
associates, as they can be 
trained across mental health and 
children’s settings.

‘They would be able to carry 
out mental health interventions 
with children, consider 
developmental milestones and 
work with families too,’ he says.

‘Realistically it would be 
good to have dual trained 

nurses but, unlike adults, you 
see peaks and troughs with 
children’s mental health. Some 
dual trained nurses might 
find it unattractive to work in 
a paediatric area during those 
periods where they’re not using 
their mental health skills.’

There are 95,485 RMNs and 
57,014 children’s nurses on the 
Nursing and Midwifery Council 
register in the UK. This number 
does not necessarily reflect those 
in permanent roles or employed 
by NHS services.

 Last year, NHS England says 
it boosted staffing numbers 
in England’s children’s mental 
health services by 4,500, or 
about 40%, but how many 
of these were nursing jobs 
is unclear. 

A handful of undergraduate 
and postgraduate courses enable 
registration as a children’s and 
a mental health nurse, including 
those at the University of West 
London, University of Leicester, 
the University of Birmingham, 
Dundee University and Anglia 
Ruskin University.

Ms Evans says the 
opportunity to register as 
both needs to be extended. ‘If 
we had a few dual registered 
nurses in each children’s ward 
it would make a significant 
difference to the service, and it 
would also encourage staff to 
be more thoughtful about what 
they’re doing.’

Ms Evans’ colleague at Barts 
Health NHS Trust, associate 
director of safeguarding  
Clare Hughes, has overheard 
mistakes being made when 
nurses who are not dual 
registered care for young people 
with mental health issues.

‘I’ve heard comments like 
“they just need to get on with 
it” or “they just need to get 
a grip”,’ she says. ‘That doesn’t 
happen across the board, 
but if there was more mixed 
educational opportunity in 
children’s and mental health 
nursing that would improve.

‘We’ve heard staff tell young 
people they must be seen with 
a parent and that young person 
has disengaged as a result. This 
is a lost opportunity because if 
that young person can access 
care now, then their mental 
health is less likely to deteriorate 
as they enter adulthood and 
develop into behaviour that then 
requires more care.’

Language and tone
People aged over 16 do not need 
to be seen with a parent and 
children under 16 can consent to 
their own treatment if they are 
Gillick competent. Ms Hughes 
says that insisting young people 
are seen with a parent could 
cause them to disengage. 

‘At the same time, you do 
need to ask about parents to 
pick up on safeguarding issues,’ 
she says. ‘If they tell you they’re 
not living at home, then where 
are they living and with whom? 

‘Safeguarding is about 
listening, but also asking key 
questions without pushing. It’s 
a fine line. You need to keep 
children in hospital to do the 
interventions and that means 
keeping them calm.

‘But if you phone someone 
like me for advice, I need to 
know enough about it to give 
you the correct advice. It’ s often 
about how you ask children 
uncomfortable questions, 
the language and tone you 
use matters.’

R

 u  Dual trained nurses 
would help improve care 
for children with mental 
health issues
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Coping strategies to help you  
deal with patient suicide
Patient suicide can adversely affect the mental health and well-being of nurses involved in that 
person’s care, and coping strategies and support are vital

N urses say they have 
been changed forever 
after a patient in 
their care died by 

suicide, yet what have been 
described as toxic workplace 
attitudes mean that some are 
blamed and scapegoated for 
the incidents, despite being 
left with serious mental health 
problems themselves.

The legal consequences and 
organisational processes that 
follow a patient’s suicide – 
such as NHS serious incident 
investigations and inquests – are 
also traumatising and can leave 
long-term scars for nurses, with 
most not trained to navigate 
them until they occur.

‘For some nurses, experiencing 
a patient’s suicide has led to them 
developing their own mental 
health problems, especially if 

By Pavan Amara 
nurse, midwife and 

health journalist

they feel blamed for the death,’ 
says University of Salford 
associate professor in mental 
health nursing Gemma Trainor.

‘It can change staff for the rest 
of their lives and result in issues 
such as post-traumatic stress 
disorder (PTSD),’ she adds.

Guidelines for recovery
Research has found that 
support is patchy across NHS 
organisations and too often 
grieving nurses are blamed by 
the organisation employing them.

‘How staff cope in the short 
and long term is often down to 
the organisational response,’ 
says Dr Trainor. ‘It can depend 
on whether there is a fear of 
litigation or anxiety about 
informing the patient’s family.’

It is estimated that those 
working in mental health will 

lose as many as four patients 
to suicide over the course of 
their career. 

Most are unprepared for 
it and until last year there 
were no guidelines for the 
recovery of NHS employees 
affected by suicide. However, 
in 2022 the Royal College of 
Psychiatrists (RCP) published 
Supporting Mental Health Staff 
Following the Death of a Patient 
by Suicide: A Prevention and 
Postvention Framework.

In addition, in July 
2023 researchers at Keele 
University and the universities 
of Surrey and Birmingham 
wrote Postvention Guidance: 
Supporting NHS Staff After the 
Death by Suicide of a Colleague.

One mental health nurse, 
Julie, whose name has been 
changed, says the first time she 
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‘Look after your well-being and be aware of your limitations’
Lilian Hove (pictured) is a practice 
development nurse in West London forensic 
services, part of West London NHS Trust. 
She experienced two patient losses in 
a six-month period.

‘As a ward manager I thought I was going 
to be blamed for the deaths and that I wasn't 
good enough to be a leader. I thought about 
stepping down from my role but I didn't want 
to walk away a failure.

‘It was difficult to accept the loss, but I 
had to be kind to myself, and I learned to 
accept that there are some things that you 
cannot change. I needed to be there for 

my team, who were also going through the 
grieving process.’

For confidentiality reasons, she could not 
discuss the deaths with her 
friends or family, which 
made her feel isolated: 
‘I didn't want them to 
influence my decision 
about whether to 
remain in my job. 

‘The first thing you need 
to do is look after your well-
being and be aware of 
your own limitations.’

experienced a patient’s suicide 
was after 23 years in the job. ‘It 
changed my life forever,’ she says.

The death occurred on the 
ward Julie worked on, and 
she tried to save her patient by 
performing cardiopulmonary 
resuscitation. The woman 
was later declared dead in the 
emergency department (ED). 

‘I had a sense of guilt, as 
though my actions and words 
had caused this,’ she says. ‘That 
feeling continued on my return 
to the ward and while I gave 
statements to the police.’

Julie was then asked to 
identify her patient in the ED 
as the family could not. ‘I was 
shocked to see the physical post-
mortem changes in the patient's 
face and colouring as I was 
not aware that this extremity 
would occur.’

Legal duty of care
It was 20 months before an 
inquest was held. ‘I felt sorry 
for the patient,’ she says. ‘Also, 
very alone myself, paranoid, 
angry that her self-harming had 
resulted in her death on my shift 
and sometimes blind panic, and 
a helpless anxiety.’

Dr Trainor says she 
knows of several nurses who 
were diagnosed with PTSD 
after a patient’s suicide. ‘It 
contributed negatively to their 
own relationships and families 
for years afterwards.

‘The process can be traumatic. 
Nurses have their own triggers 
and you don’t know what’s 
happened in their personal lives. 
I know of cases where a patient’s 
suicide has set off intrusive 
thoughts, hypervigilance, their 
own suicidal thoughts.’

The 2022 RCP report drew 
attention to the fact that 
organisations have a legal duty 
of care to their employees.

Mental health nurses across 
settings are affected. Between 
2010 and 2020 more than one 
quarter of patients who died by 
suicide were in acute care settings, 
and roughly half of these occurred 

when the patient was on agreed 
leave from the inpatient unit.

Community mental health 
nurses were affected too, with 
the highest number of deaths 
occurring on day three post-
discharge from inpatient care, 
according to the National 
Confidential Inquiry into Suicide 
and Safety in Mental Health 
2023 report.

Rich Evans, a senior lecturer 
in mental health nursing, says: 
‘I’ve had to break the news of 
a patient suicide to colleagues 
on a number of occasions.’

Mr Evans, who works at the 
University of the West of England 
in Bristol, led his former NHS 
trust’s suicide prevention strategy 
for five years. 

‘It can happen when the staff 
who are closest to that patient 
are on a day off. You’re then in 
a dilemma of whether you wait 
for them to come back to work 
or contact them,’ he says. 

‘The problem is, if you 
leave it too long they can find 
out anyway.’

Mr Evans’ wife, who is also 
a mental health nurse, was 
on maternity leave when she 
found out that a patient of 
hers had died by suicide – but 
from a news report, rather than 
a manager calling her.

He says: ‘You can’t control 
many factors: how the news is 
reported, when it’s shared and 
who sees it. There is no perfect 
way of delivering the news.

‘Some people will want 
to keep their personal and 
work lives separate and not 
be told until they return to 
work. Others will want to be 
connected to their colleagues 
right away. It’s difficult to know 
who’s in which group.’

Emotional impact
Research from a number of 
studies shows that the way in 
which the news is delivered 
influences the emotional impact 
of the death. None of the studies 
recommends a specific method 
to inform staff, but compassion 
is emphasised in most of them.

In its report, the RCP 
recommends that staff should be 
informed of the death in a timely 
way. This should include those 
who are non-clinical, as well as 
trainees and students. 

University of Nottingham 
associate professor of mental 
health Charley Baker, who 
is also academic lead for 
safeguarding, says nurses want 
to be supported in different 
ways. ‘Having said that, what 
no nurse needs [after a patient’s 
suicide] is someone coming in 
and demanding to know what 
went wrong,’ she says.

‘There are questions that 
need to be asked early to 
identify problems. Questions 
like who was involved with 
the person? What was our 
involvement with the family? 
Practically, if the death was 

RCNi



mentalhealthpractice.com volume 27 number 1  /  January 2024 / 13

predictable then changes to 
practice need to be made. 

‘But we need a culture that 
doesn’t blame and instead 
acknowledges that sometimes 
we get it wrong. That isn’t 
something that’s well embedded 
in the NHS, or even in private 
organisations. There’s far more 
blame than acknowledgement.’

Mental health nurse Julie says 
that when she gave evidence at 
the inquest, 20 months after her 
patient’s death, she was made 
to feel like she was ‘being tried 
for murder’.

‘I was on the witness stand 
for eight hours and felt, due to 
the questions asked, like I was 
a pariah. The coroner thanked 
me for my honesty, but it didn’t 
allay my feelings that I was 
being made a scapegoat.’

Julie says her own mental 
health was seriously affected 
and that eight years on she 
still thinks about the patient’s 
death every day.

‘After the inquest I became 
very flat in mood, dreamed lurid 
dreams of horrible events, but 
never the original incident. 

‘I developed rituals where 
I insisted that certain useless items 
were not moved, or I would 
open a drawer in a certain way 
or make a particular gesture 
when passing somewhere.’

Professional sanctions
The RCP report noted that 
clinicians have faced professional 
sanctions, such as referral to the 
Nursing and Midwifery Council 
, when a patient’s suicide occurs 
on their shift. It recommends 
that managers should ‘strongly 
consider’ intervening to avoid 
professional sanctions for 
an individual.

Mr Evans says the process 
after the death can go on for 
longer than most nurses expect.

‘Unfortunately, it’s not 
unusual to attend a coroner’s 
court 18 months after the 
incident,’ he says. ‘It is stressful 
and sometimes talking people 
through the process of the 

inquest or attending a coroner’s 
court before the actual giving of 
evidence can help.

‘Sometimes, hearing particular 
questions or statements of fact 
that are not intended to blame 
can feel like blame.’

Mr Evans and Dr Baker 
agree that learning to navigate 
inquests and investigations 
following a patient’s suicide 
should be included as part of 
mental health nurse training.

Dr Baker says: ‘It’s important 
to know about the different 
types of inquests and how to 
prepare for one, because so 
many mental health nurses will 
experience this in their career. 

‘Work is being done on mock 
inquests as part of nursing and 
midwifery training, so they are 
prepared for what it will feel 
like, even if it’s not exactly the 
same as the mock.’

A healthcare organisation 
may also carry out a formal 
investigation to learn how it 
can provide better care. through 
systemic changes rather than 
individuals’ actions. Only the 
inquest, in a coroner’s court, 
should determine how, when 
and where a person died.

Pastoral suicide lead
In the past year, three suicide 
prevention strategies have 
been published. As well as the 
RCP report and guidance from 
researchers at Keele University 
and the universities of Surrey 
and Birmingham, NHS England 
released a national suicide 
prevention toolkit.

‘Some of the reports have 
mentioned the idea of a pastoral 
suicide lead in organisations,’ 
Mr Evans says. ‘Someone who 
looks at suicide prevention, and 
recognises that we will have 
tragedies and staff need support 
in the aftermath. That pastoral 
lead won’t investigate or prepare 
nurses for inquests, or look at 
clinical practice, but just support.

‘As a result, if it hasn’t started 
already, we will see lots of 
advertisements on the NHS 
Jobs website for multiple mental 
health organisations. 

‘Once these people are in 
post, that will benefit staff 
after a suicide.’

He says reflective practice 
in teams enables an openness 
about the impact of a patient’s 
suicide. The RCP also 
recommends speaking with a 
‘buddy’ who has experienced 
the same thing.

‘The impact of a suicide on 
staff is a specific category,’ 
he says. ‘You need that space 
and understanding. Using 
professionals in your team, such 
as psychologists, who can guide 
through difficult situations.’

Dr Baker says: ‘The problem 
is that often these things are 
offered, but at one time. You 
need these things available 
when needed and that may not 
be immediately.’

5 tips on how to cope when you lose 
a patient to suicide
1.	�Allow others to look after you. Being vulnerable is not a 

weakness but a strength. Give yourself permission and 
time to grieve, and talk about loss if it helps 

2.	�Use any support that is available or has been offered 
to you and do not blame yourself. Remember that 
sometimes serious incidents are unavoidable

3.	�Be prepared to have difficult conversations with families, 
at fact-finding meetings and at the coroner’s court

4.	�If it helps, go to see the coroner’s court before you have 
to give evidence. For some, becoming familiar with the 
physical space may remove some of the anxiety

5.	�Remember that you were one part of that patient’s life. 
There will be many factors of which you are not aware

Sources: Lilian Hove, practice development nurse, West London Forensic Services; and  
Rich Evans, senior lecturer in mental health nursing, University of the West of England Bristol

 uNurses can speak 
with ‘buddies’ who 
have experience of 
patient suicide
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Role of psychedelic drugs 
in treating mental illness
Experts stress caution in including the use of psychedelic 
drugs with other therapies in mental health treatments

G rowing interest in the use of 
psychedelic drugs to treat mental 
illness is reflected in trials being held 
worldwide. And this year Australia 

become the first country in the world to legalise 
their use as a mental health treatment.

Here we look at what the evidence shows and 
what those working with patients need to know.

Psychedelic drugs, also known as hallucinogens, 
affect a person’s mind by altering perception, 
mood and thoughts. 

Many psychedelic drugs are found in nature, 
in fungi, cacti and seeds, while others are created 
synthetically in laboratories. When they are used 
recreationally they can be taken orally, smoked, 
snorted or injected, but they are illegal.

Well-known psychedelics being investigated 
for their medicinal properties include psilocybin 
(sometimes referred to as magic mushrooms), LSD, 
MDMA (also known as ecstasy) and ketamine.

The drugs affect brain receptors in the prefrontal 
cortex, the part of the brain that is linked to 
conditions such as schizophrenia, depression 
and anxiety. Advocates argue this may create an 
opportunity to treat mental health by making the 
brain more flexible or encouraging the regrowth 
of receptors.

Medical research into the therapeutic 
benefits of psychedelics started gathering 
pace in the 1950s, before tighter regulation – 
particularly in Europe and the US in the 1970s – 
stopped much of it.

That has begun to change in recent years, 
however. Restrictions have started to be eased in 
some places, including the US, and, while tight 
rules remain in place in the UK, trials have been 
allowed under a Home Office licence.

This change has encouraged the drugs industry 
to invest more – Clerkenwell Health, the first 
European organisation dedicated to running 
clinical trials on psychedelic drugs, established 
a base in London in 2022.

Use of ketamine
The surge in interest has been about three drugs 
in particular – ketamine, psilocybin and MDMA.  
The focus has been on major mental health 
conditions in people where previous traditional 
treatment has failed. A number of studies have 
found that psilocybin, given in combination with 
psychological support, is effective at treating 
anxiety and depression. 

There have been similar findings for ketamine, 
which is approved for use as an anaesthetic. 
It is being used off licence for treatment-
resistant mental health problems by Awakn 
Clinics in London. Meanwhile, a recent paper 
in Nature Medicine, MDMA-assisted therapy 
for moderate to severe PTSD: a randomized, 
placebo-controlled phase 3 trial, found MDMA 
coupled with talking therapy could help treat 
moderate to severe post-traumatic stress disorder 

By Nick Evans 
health journalist
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(PTSD). In the study a measurable improvement 
was found in 86.5% of the MDMA group, 
compared with 69% in the placebo group.

The research has been enough to persuade 
Australia to allow MDMA to be used for PTSD 
and psilocybin for severe depression where other 
treatments have not worked. Like any medical 
treatment, the use of psychedelic drugs is not 
without risks. Common adverse effects, even under 
clinical supervision, include increases in fear, heart 
rate and blood pressure.

Repeated hallucinations are another risk, 
although rare in those given them under clinical 
supervision. Recent research has not reported any 
long-term harm.

King’s College London senior lecturer in 
psychopharmacology and mood disorders  
James Rucker says there is encouraging evidence 
being found. But he says one of the problems in 
trials is that the numbers involved are not large 
enough to detect rarer side effects, because of the 
restrictions in place.

‘This needlessly drives up the costs of MDMA 
clinical trials which, in turn, reduces the number of 
participants that can be recruited,’ says Dr Rucker. 
‘The overall effect is that patients have to wait 

Further information

BBC News (2021) First Ketamine-
Assisted Psychotherapy Bristol Clinic 
Opens. www.bbc.co.uk/news/uk-
england-bristol-56170592

Home Office (2022) List of Most 
Commonly Encountered Drugs 
Currently Controlled Under the 
Misuse Of Drugs Legislation. tinyurl.
com/HO-controlled-drugs

McCrone P, Fisher H, Knight C 
(2023) Cost-effectiveness of 
psilocybin-assisted therapy for 
severe depression: exploratory 
findings from a decision analytic 
model. Psychological Medicine. 1-8. 
doi: 10.1017/S0033291723001411

Mitchell, J Ot’alora M., van der Kolk B 
et al (2023) MDMA-assisted therapy 
for moderate to severe PTSD: a 
randomized, placebo-controlled 
phase 3 trial. Nature Medicine. 
29, 2473-2480. doi: 10.1038/s41591-
023-02565-4

Ng K (2023) Elon Musk 
‘microdoses ketamine to 
manage depression’, report says. 
Independent. tinyurl.com/I-musk-
ketamine

longer for new treatments to be developed based 
on Schedule 1 drugs.’

University of York senior lecturer in addiction 
and mental health Ian Hamilton agrees that 
there seems to be some potential , which is 
causing much excitement in the field. ‘We have 
not had any breakthroughs in mental health 
medication since selective serotonin reuptake 
inhibitors,’ he says.

Randomised control trials
Mr Hamilton would also like the rules to be 
relaxed to allow more research, but says one 
problem is that it is difficult to do a proper 
randomised controlled trial. ‘It quickly becomes 
obvious which arm (of a trial) a person is in as the 
placebo cannot mimic the drug.’

Given the growing interest in the therapeutic 
benefits of psychedelic drugs, it should come as no 
surprise that some people have started using them 
themselves for their mental health. 

Tesla and SpaceX founder Elon Musk, for 
example, reportedly microdoses with ketamine to 
manage depression, arguing it is better than using 
antidepressants. 

Mr Hamilton says this can present a dilemma 
for mental health staff. ‘Mental health nurses must 
be careful if patients ask about this. These drugs 
are not regulated and are, of course, illegal. There 
is no quality checking and no guarantee what they 
may take is what they think it is. 

‘But equally it is important not to shut the 
conversation down or be judgemental. If patients 
are going to take these drugs, clinicians need 
to know about it. They could interact with the 
treatments they are already on. Getting the patient 
to talk to their psychiatrist or GP is important,’ 
says Mr Hamilton. 
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‘These drugs are not regulated 
and are illegal. There is no quality 
checking and no guarantee what 
people take is what they think it is’
Ian Hamilton, senior lecturer in addiction and mental 
health, University of York
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How cultural taboos can 
affect mental healthcare
Nursing students may need support to challenge cultural 
misperceptions or unconscious bias about mental ill health

G rowing up in a rural village in 
Nigeria, I thought of mental illness as 
a disease to be dreaded. Mental health 
conditions are often highly stigmatised 

in Africa and other developing countries, with 
understanding and attitudes influenced by 
traditional beliefs that mental ill health has 
supernatural causes and should be feared.

Research has shown that traditional belief 
systems in Africa play a key role in the perception 
and management of mental illness. Traditional 
healers – also known as native doctors – are 
considered the experts on mental health and are 

often the exclusive providers of mental healthcare. 
They operate from what are known as healing 
homes and chant incantations while calling for 
oracles to ‘heal’ their clients. 

Recognising symptoms
When I moved to the UK with my family in 2021, 
I was shocked by how open people are about 
mental health conditions or problems because such 
issues are seen as taboo in Nigeria. 

Discussions about mental health are common 
in the UK media and among health professionals, 
with ongoing conversations that seek to normalise 
mental illness and encourage people to seek help. 

In many parts of Nigeria, the understanding of 
mental illness is limited to psychosis, and people 
who present with symptoms of psychosis are often 
restrained while they undergo treatments from 
traditional healers. 

After hearing about other mental health 
conditions in the UK, such as depression and 
schizophrenia, I started to recognise the symptoms 
of these conditions in people back home who had 
been poorly treated and stigmatised. My desire 
to learn more and support people with mental 
health conditions led me to pursue a master’s 
degree in mental health nursing and, in September 
2021, I started a two-year course at City, 
University of London. 

Coming from a cultural background in which 
people living with mental health issues are largely 
discriminated against, I knew I needed to unlearn 
some of the unhealthy beliefs that I had developed 
and for which there is no evidence.

Through my own research, academic work and 
practice placements, my knowledge of mental 
health increased dramatically. I learned about 
the causes of mental health conditions and the 
treatments available, such as talking therapies, and 
more informed, evidence-based ways of explaining 
mental ill health. Crucially, I learned about 
compassion and empathy in caring for people with 

By Emmanuel Obimah 
 mental health nurse,  

East London NHS  
 Foundation Trust

How to unlearn unhealthy beliefs
	» Do your research and use the evidence 
base to expand your knowledge� Use 
the evidence to inform and improve 
your practice to ensure you are 
delivering truly person-centred care
	» Talk to patients about their 
experiences and practice active 
listening� Learning from lived 
experience offers valuable insights into 
patient journeys and what it is like to 
live with one or more health conditions

	» Be aware of unconscious bias� Your 
judgement is influenced by your 
background, personal experiences 
or culture. Not letting them affect 
your care can make you a better 
practitioner
	» Be brave� It is not always easy to 
accept that long-held beliefs have no 
evidence base but being open and 
honest is essential. Talk to someone 
you trust who can help advise you

	» Educate others� As nurses, we 
are always learning, so share 
your experiences and views with 
colleagues to help them improve their 
knowledge. This will also improve your 
communication skills and increase 
your confidence. Set up education 
sessions at your university if you can, 
where you can explore any issues in 
a safe space and learn what best 
practice looks like
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SKILLS

Write an abstract 
that grabs your 
reader’s attention
If you are writing an article for the peer-reviewed section 
of an RCNi journal, you’ll need an abstract – essentially 
a summary of your article. 

Writing for publication is all about the reader and, as 
an author, you want the reader to journey through your 
article from start to finish with as few obstacles, forks in 
the road and dead ends as possible. Think of the abstract 
as a guide to this journey. 

Highlight what you think 
is important
An abstract explains what lies 
ahead, it highlights important 
features or findings and it 
describes the end point. 

A well written abstract can 
make the difference between 
readers reading your article 
and reflecting or acting on 
it, and their abandoning the 
journey before it has begun.

Write the article before  
the abstract
You cannot summarise what 
you have not yet written. 
Stick to the guidelines. 
Abstracts in RCNi journals 
have between 80 and 
150 words. Anything longer is 
likely to be cut so make every 
word count. 

Follow the same order of 
topics in the abstract as you 
do in the article. But write the 
abstract separately rather than 
cutting and pasting chunks of 
text from the article. 

Not too much detail
Describe your article’s main 
arguments and findings 
broadly. The detail should be 
in the article itself. 

All abstracts should be 
followed by a list of five or six 
keywords. These will help online 
searchers to find your article 
once it is published. 

When choosing keywords, 
think about the article’s subject 
matter, the setting, the target 
group of patients or clients, the 
healthcare professionals involved, 
the techniques described 
and so on. For example, 
a typical set of keywords is: 
‘depression’, ‘nursing homes’, 
‘older people’, ‘community 
mental health nurses’, ‘cognitive 
behaviour therapy’.

What matters?
When writing the abstract, think 
about the article’s purpose. 
Be clear about the issue you are 
trying to address. What does it 
add to the sum of existing nursing 
knowledge? How is it likely to 
influence nursing practice? The 
abstract should give readers 
a reason to read on. Avoid jargon 
and unexplained acronyms. This 
applies to the main text as well 
as the abstract, but the abstract 
should ‘sell’ the article to readers 
so it is important not to litter 
it with words and phrases that 
confuse and discourage. 
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PRACTICE QUESTION

What is the therapeutic 
relationship in mental 
health practice?
How a positive relationship between nurse and 
patient is vital for achieving good outcomes
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T he therapeutic 
relationship was 
described by Peplau 
(1952) as the 

foundation of mental health 
nursing. The therapeutic 
relationship continues to be 
the bedrock for achieving 
good outcomes with patients 
who have mental health issues 
(Sosnowska et al 2013), more 
so than the actual intervention 
or therapy used (Hartley 
et al 2020).  

The therapeutic relationship 
is where ‘the nurse acts as their 
own instrument of care, using 
themselves in their practice and 
thereby developing person-
centred care on a human 
level’ (Wright 2021). The 
therapeutic relationship is the 
‘application of human skills by 
a knowledgeable professional’ 
(Scanlon 2010) and the main 
tool mental health nurses have 
for their work is themselves. 
Therefore, their skills 
need to be well developed 
and reflexive, allowing a 
‘spontaneously adaptive’ 
(Scanlon 2010) response to 
a dynamic situation. 

Moyle (2003) suggests 
that without the therapeutic 
relationship, the required 
deliverable results may be less 
likely to happen. Therefore, 
the therapeutic relationship is 
an essential element of mental 
healthcare, especially the care 
delivered by nurses. 

Peplau (1997) suggested 
three stages of therapeutic 
relationship: orientation, 
working and termination. 
All these stages can occur in 
a single short intervention or 
over a longer time frame. 

Good social skills
Engagement is a precursor to 
the therapeutic relationship 
(Kornhaber et al 2016) and 
this requires good social skills. 
Forming a connection between 
nurse and patient at a far 
deeper level than that present 
in ordinary social interactions 
(Scanlon 2010), the nurse 
gives something of themselves 
in the work, but only in 
a professional and helpful way. 
It requires the creation and 
maintenance of professional 
boundaries, including the 
nurse being able to manage 
their own emotional reactions. 

The therapeutic relationship 
is more than just the nurse 
being personable. It requires 
a person-centred approach, 
with humanistic attributes 
such as empathy, unconditional 
positive regard and genuineness 
(Moyle 2003).  

Scanlon (2010) described 
a fine balancing act of ‘getting 
as close as you can to a patient 
but keeping your distance’; an 
activity that, in mental health, 
requires skill, judgement and 
constant awareness. 

The ending of the 
therapeutic relationship is as 
important as any of the other 
stages. This occurs when the 
patient no longer has need of 
the nurse or their goals have 
been achieved (Peplau 1997). 

Having clear boundaries 
and establishing joint 
expectations and agreements 
at the start of the relationship 
will enable better endings. 
Supporting the patient’s 
independence throughout the 
therapeutic process will assist 
them to navigate this stage 
– which is often the most 
difficult – in a useful way. 

Reflection-on-action, 
including in clinical 
supervision, is essential for 
the use of the therapeutic 
relationship and is a requisite 
for the therapeutic 
relationship which requires 

flexibility in the moment from 
the nurse to alter their stance 
and responses (Schön 1983). 

Finally, feedback from 
patients is key for nurses’ 
development, including their 
use of therapeutic relationships. 
It also aids job satisfaction and 
continued feelings of positivity 
towards patients (Moyle 2003). 

Bronwen Williams is a mental health 
nurse and educator, Bronwen Williams 
Development Training & Consultancy, 
Herefordshire, England

This is an abridged version of an 
article at rcni.com/mh-therapeutic-
relationship
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Background
Stigma around mental illness is considered 
to be a cultural issue across healthcare and is 
not limited to occasional suboptimal practice 
(Knaak et al 2017). Evidence has shown that 
the consequences of this stigma for those 
receiving mental healthcare are considerable 
and may include low-quality care and 

negative effects on nurse-patient relationships 
(Tyerman et al 2021, Thornicroft et al 2022).

One approach to addressing such stigma is 
the inclusion of experts by experience (EBEs) 
in nurse education curricula. EBEs are people 
who have recent personal experience of using, 
or caring for someone who uses, health and/or 
social care services (Care Quality Commission 
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Abstract
Stigma around mental illness persists in healthcare practice and education. This article details a 
project undertaken to develop long-term relationships and facilitate learning between trainee 
nursing associates and mental health experts by experience (EBEs). The project was evaluated using 
questionnaires and feedback from the students and EBEs involved. The relationships that developed 
between students and EBEs had many positive implications for students’ future practice, with benefits 
including enhanced understanding of person-centred care, the importance and development of 
communication skills, holistic views of long-term conditions and increased motivation for undertaking 
a nursing role. The project also had benefits for the EBEs, such as reciprocal learning opportunities, 
employment experiences and improved health and well-being. The authors suggest that instead of 
didactic or one-off encounters with EBEs in education settings, long-term EBE involvement should 
be implemented. This could help to achieve sustainable reductions in the stigma around mental 
health and increase students’ knowledge of mental health, mental illness and recovery.
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Why you should read this article:
	● To acknowledge the need for trainee nursing associates to develop their understanding of person-centred mental healthcare
	● To recognise the benefits of involving mental health experts by experience (EBEs) in the education of nursing staff
	● To read about a project involving the development of long-term one-to-one relationships between trainee nursing associates 
and EBEs

Benefits of developing long-term relationships 
between trainee nursing associates 
and mental health experts by experience
Katy Willmont, Marie Clancy, Sam Chapman et al
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(CQC) 2022). EBEs may have accessed services 
delivered by staff from one or more of the 
four fields of nursing. It has been suggested 
that their experience can bring a high level 
of expertise, enabling students to develop as 
critical thinkers, increase their knowledge on the 
wider application of mental health skills across 
healthcare services, and gain an understanding 
of and appreciation for mental health nursing 
(Horgan et al 2018, Happell et al 2021a, CQC 
2022). The Nursing and Midwifery Council 
(NMC) (2018a) states that involving people 
with lived experience in the co-production 
and delivery of preregistration training is 
a fundamental requirement. 

Despite general positivity towards the 
involvement of EBEs in nurse education, 
criticisms have included the sometimes 
tokenistic and limited remit afforded to EBEs in 
curricula, and the many missed opportunities to 
share knowledge (Knowles et al 2021). Findings 
from a study conducted by Blackhall et al 
(2012) suggested that EBE involvement in 
taught sessions can help to challenge negative 
preconceptions about mental illness and mental 
health. However, Fukuo et al (2020) suggested 
that EBE involvement needs to be long term to 
enhance understanding, which is unlikely to be 
achieved through one-off encounters.

Challenges with EBE involvement in nurse 
education appear to be more complicated than 
simply creating space for EBEs in timetables 
and curricula. A study by Happell et al (2022a) 
found that some academic staff struggled 
to appreciate EBEs’ contributions and often 
experienced unease when EBEs recollected 
negative experiences of services and care, 
which some staff saw as unrepresentative – 
particularly when they had first-hand insight 
into the experiences being shared. However, 
other academic staff discussed the importance 
of hearing EBEs’ experiences, even if these 
differed to those of healthcare professionals, 
and suggested that students would be able to 
manage differing views (Happell et al 2022a).

This article discusses the implementation 
of a two-year relational EBE project which 
offered an opportunity for trainee nursing 
associates to gain a lived-experience 
perspective of mental health, mental illness and 
recovery. It presents a service evaluation of 
the project based on feedback from the trainee 
nursing associates and EBEs involved. Nursing 
associate training provider Birmingham City 
University and employers from five West 
Midlands NHS trusts partnered to provide this 
innovative longitudinal learning opportunity 
for trainee nursing associates. Birmingham 
and Solihull Mental Health NHS Foundation 

Trust led the project, and the service evaluation 
was facilitated by those in this trust and 
the university.

To become a registered nursing associate, an 
individual is required to gain new knowledge, 
skills and behaviours in all fields of nursing 
(NMC 2018b). The nursing associate role aims 
to bridge the gap between healthcare support 
workers and registered nurses, delivering 
hands-on care as part of a multidisciplinary 
team in a range of settings. Nursing associates 
gain a foundation degree awarded by an 
NMC-approved provider, which typically 
involves two years of study. 

Co-production was an important feature 
of the EBE project, drawing on the idea that 
relationships between professionals and EBEs 
should be equitable (Meddings et al 2014). 
After the first year of the project, a team of 
EBEs were involved in the recruitment of 
new EBEs and the co-design, co-teaching 
and co-production of project documents and 
training. Following a similar ethos, an EBE 
was part of the writing team for this article. 
These aspects of co-production enabled EBEs 
to contribute to every aspect of the project 
(Redman et al 2021).

Aim
To evaluate a project that was implemented to 
develop long-term relationships and facilitate 
learning between trainee nursing associates and 
mental health EBEs.

Method
A project coordinator (KW) with experience 
of mental illness was appointed to lead 
the project. An initial cohort of 81 trainee 
nursing associates and a second cohort of 
84 trainee nursing associates participated 
in the project. The project started in June 
2020 and was evaluated in November 2020 
and September 2021 with the support of the 
trust’s service evaluation team. A total of 50 
EBEs with a range of experiences, including 
of community mental healthcare, inpatient 
stays and recovery, were recruited to the 
project with an application form, interview 
and training session. The project coordinator 
considered each EBE’s ability to access the 
recruitment stages and met their individual 
needs by offering telephone, online and face-
to-face support with application writing to 
optimise inclusivity.

It was envisaged that the project would 
enable trainee nursing associates to develop 
their understanding of person-centred care and 
gain significant and meaningful exposure to 
different perspectives. Matching each trainee 

Key points
	● One approach to 
addressing the stigma 
around mental illness is 
the inclusion of experts 
by experience (EBEs) in 
nurse education

	● Involving people with 
lived experience in 
the co-production 
and delivery of 
preregistration nursing 
programmes is 
fundamental

	● Trainee nursing 
associates can 
benefit from being 
exposed to different 
perspectives on mental 
health, mental illness 
and recovery

	● Participating in 
educational projects 
can have various 
benefits for EBEs, 
such as reciprocal 
learning opportunities, 
employment 
experiences and 
improved health, well-
being, confidence and 
self-esteem
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nursing associate with an EBE took place 
following the completion of a form by each 
student detailing their previous experiences 
and asking them to name any areas they 
would like to learn more about. Each student 
was individually matched with an EBE whose 
mental health needs and physical health 
comorbidities they were relatively unfamiliar 
with. Each student and their EBE had an 
hourly meeting every three months over the 
course of the year. The students and EBEs 
took part in training sessions before starting 
their meetings and received a project guide 
containing ideas for discussion, reflection pages 
and up-to-date information such as contact 
details. The project guide is available to readers 
upon request to the authors or the journal.

Matching EBEs to students and using risk 
assessment criteria to ensure EBEs were well 
enough to participate helped students to feel 
reassured that their learning and safety were 
paramount. Risk assessments were initially 
conducted based on the EBEs’ application 
forms, in which they detailed their recovery. 
EBEs were advised that, to participate in the 
project, they needed to engage with mental 
health community services and have had at 
least six months without hospitalisation. 
Emergency contact details were obtained from 
the EBEs in case there were any concerns 
about their well-being. During the training 
sessions, the EBEs and students discussed 
safeguarding processes and were advised to 
contact the project coordinator if they became 
concerned about their partner’s health and 
well-being. To this end, the consistency and 
accessibility of a dedicated project coordinator 
were crucial to the project’s success, despite 
resource limitations.

The EBE project pathway is 
summarised in Box 1.

Data collection and analysis
The EBE project was evaluated using 
a questionnaire developed by the project team 
that comprised Likert scales and open-ended 
questions to gather quantitative and qualitative 
data. The evaluation included service and 
education evaluations, since trainee nursing 
associates are employed by their trust but are 
also students during their training. Out of 
a total of 165 trainee nursing associates across 
the two cohorts, 115 completed a pre-project 
survey and an evaluation of the project after 
one year of involvement, which represented 
a 70% response rate. Topics for the questions 
included: the length of and preparation for 
their meetings with their EBE; if they had 
learned anything about person-centred care; 
and if there were any topics that might be built 
on or discussed at subsequent meetings. 

The EBEs also evaluated each meeting 
via written questionnaires and were asked 
to provide feedback on the students’ 
communication skills and understanding of 
the values of person-centred care. The project 
coordinator encouraged the EBEs to share 
this feedback with the students. General 
feedback was also gathered, for example 
verbal comments during support sessions with 
the EBEs or following communication from 
university staff. These aspects contributed to 
the evaluation of the project. The questionnaire 
responses were analysed by the project team 
using Braun and Clarke’s (2022) framework 
for descriptive thematic analysis, alongside 
quantitative analysis of the Likert scale results.

Ethical considerations
Ethical approval was gained from the mental 
health trust involved in the project. Informed 
consent was obtained from the students and 
EBEs involved to evaluate and share their 
experiences. Students and EBEs were assigned 
numbers to preserve their anonymity.

Findings
Impact on learning for trainee nursing 
associates
The following four themes were identified:
	» Enhanced understanding of 
person-centred care.
	» Importance of communication skills.
	» Holistic views of long-term conditions.
	» Increased motivation for undertaking 
a nursing role.

Enhanced understanding of person-
centred care
The main effect of the EBE project on the 
students’ learning was increased understanding 

Box 1. Expert by experience (EBE) project pathway

	» June 2020 – project coordinator appointed
	» August 2020 – EBE role description and advert designed
	» September 2020 and 2021 – advert released
	» October-December 2020 and 2021 – suitable EBEs invited to attend an interview
	» January 2021 and 2022 – appointed EBEs attended a training session
	» December 2020 and 2021, January 2021 and 2022, and March 2021 and 2022 – students attended three 
training sessions
	» February 2021 and 2022 – lists of students’ information collated, for example previous work 
experience and current workplace
	» March-April 2021 and 2022 – each student was matched with an EBE and contact details were shared
	» March 2021 and 2022 – project guides given to the EBEs and students
	» April 2021 and 2022 onwards – spreadsheet created to log the dates of each meeting and the 
evaluation forms received
	» Monthly – support sessions provided for the EBEs to keep up to date on progress
	» Every three months – university check-in sessions provided for the students
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of person-centred care. Students’ confidence 
was initially low, with only 22% (n=25/115) 
rating their understanding of person-centred 
care as ‘strongly excellent’ before the project. 
However, by the end of the project, this 
had increased to 68% (n=78/115). For 
example, students described this increasing 
awareness as follows:

‘[The EBE project] has helped me to 
understand what is meant by good patient care 
and it has made me realise that the smallest 
gestures mean a lot to people.’ (Student 1)

‘My meetings taught me just how important 
person-centred care is for the patient and how 
much of a difference and positive impact it 
can have.’ (Student 2)

Importance of communication skills
Students recognised the importance 
of communication skills in nursing, 
especially listening:

‘Just listening to how a person feels and 
how they would like to be treated is just so 
important.’ (Student 5)

‘What I learned was that communication 
and trust are the main key to delivering 
excellent care.’ (Student 7)

This is particularly important when 
considering the concerns raised about patient 
mistreatment at the Edenfield Centre – 
a mental health unit in Greater Manchester, 
England – which were linked to toxic and 
closed work cultures (Baines 2022).

Holistic views of long-term conditions
Students described learning from their EBE 
about long-term health conditions that they 
had not encountered before:

‘I really feel if it hadn’t been for this project 
that I would not have had the interest in 
mental health that I have today. In fact, I 
felt quite scared before when dealing with 
issues and patients with mental health 
conditions.’ (Student 10)

‘I have gained so much insight into not 
only mental health issues but also physical 
health issues, which aided my learning and 
developed my skills further.’ (Student 10)

Increased motivation for undertaking 
a nursing role
After the meetings with their EBE, many of the 
students felt more passionate and motivated 
in relation to their nursing role. The project 
also appeared to have lasting effects, which 
demonstrates its sustainability:

‘This [project] has changed me as a person 
generally and also for my future nursing career, 
and I will remember this for life.’ (Student 11)

‘It was a pleasure meeting with my EBE. I 
know some things she said will stay with me 
throughout my career.’ (Student 12)

‘I was so interested in what my EBE was 
saying because it was her life experience, and 
I knew it would help me to be better with 
even one patient.’ (Student 15)

As part of the evaluation, students were 
asked to describe the EBE they had been 
matched with, and their answers illustrated the 
emerging close relationships that students were 
forming with EBEs.

Impact for the experts by experience
EBEs provided feedback following each of the 
meetings via written questionnaires. Analysis 
of their responses revealed some unanticipated 
outcomes. EBEs discussed experiencing various 
benefits resulting from their involvement 
in the project, such as reciprocal learning 
opportunities, employment experiences and 
improved health and well-being:

‘I have found it rewarding, I hope that I 
have truly helped the students I have worked 
with and it has benefited me mentally and 
socially.’ (EBE 7)

‘I am now marking and co-facilitating 
some sessions of teaching in research and it’s 
been a spring for being involved with other 
things too.’ (EBE 14)

As a result, many of the EBEs increased the 
number of students they were supporting, 
which was indicative of their increasing 
enthusiasm. The EBEs enjoyed seeing the 
students incrementally develop their nursing 
identity and positive attitudes towards mental 
health throughout the project:

‘It was good to see them become more 
confident to ask me questions about my 
experiences and how they would ensure 
they look at patients as a person not an 
illness.’ (EBE 2)

Around 75% of the EBEs (n=24 of the 32 
who responded to the question) agreed that 
their role was nurturing and the influence they 
had in helping to develop future nurses was 
empowering for them:

‘By sharing my personal experiences of 
NHS services, students can understand what 
it can be like to be on the receiving end of 
treatment… Sharing my lived experience 
means I am affecting positive change within 
health services.’ (EBE 15)

‘I feel I am able to make the students more 
aware of the involvement and importance of 
the families of patients in many cases.’ (EBE 11)

Around 72% of the EBEs (n=23 of the 32 
who responded to the question) reported that 
this project had increased their confidence 
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and self-esteem and had given them a renewed 
sense of purpose:

‘My student made me feel as though I 
had something worthwhile to contribute… 
obviously it has not cured me, but the EBE 
project has really helped me to recover my 
self-esteem and confidence in my ability 
to do various tasks I thought I couldn’t do 
anymore.’ (EBE 1)

‘Working on this project has personally made 
me proud of myself and made me realise that I 
can achieve goals which were personally out of 
my reach. This opportunity has opened other 
avenues of employment at two other local 
universities as a paid service user representative 
and an advocate of mental health.’ (EBE 6)

Furthermore, some EBEs said that the 
project helped them in their ongoing 
recovery. Feeling valued, becoming part of 
a community with shared experiences and 
working towards common goals appeared to 
be significant for them:

‘Stories make an impact and so does real-
life insight. Recovery is a journey and being 
able to contribute towards improvements in 
future nursing feels like a positive use of my 
experience and helps to consolidate the time 
when I was particularly unwell.’ (EBE 9)

‘It’s enabled me to be able to process some 
of the things that I’ve been through, knowing 
that future healthcare professionals might 
benefit from hearing about them if presented 
in an appropriate way.’ (EBE 13)

Discussion
The implementation of this project adds to 
the body of knowledge on work and practices 
involving EBEs detailed in the literature. 
This project presents additional findings due 
to its longitudinal nature and the matching 
techniques used to pair EBEs with students for 
the duration of their course. Fukuo et al (2020) 
reported on a five-week mentor programme 
that was similar to this project, in which 
people with lived experience of mental illness 
were paired with undergraduate nursing 
students. While both projects shared similar 
findings in relation to reducing mental health 
stigma, Fukuo et al (2020) found that, at 
a one-month follow-up, the outcomes were not 
maintained. Conversely, feedback from trainee 
nursing associates on this project described 
the experience as life changing and something 
that they will not forget. The long-term 
nature of the relationship developed between 
the students and EBEs appeared to have 
a significant effect on students’ learning. 

The matching of EBEs to students, the 
careful recruitment process and the project 

coordinator’s training and mentoring of EBEs 
and students were all essential to the success 
of this project. These themes are shared 
by Happell et al (2022b), whose research 
sought to identify how EBE ‘allies’ have been 
successful in implementing and sustaining 
positions for EBEs in mental health education. 
Further literature on co-production has 
discussed the strengthening of relationships 
between EBEs and academic staff that is 
required, including the development of trust 
(Happell et al 2022b) and the importance of 
creating a supportive and cohesive working 
environment in which EBEs can contribute 
(Arblaster et al 2023). Meeting with individual 
EBEs regularly on a one-to one basis and over 
a longer period appeared to give the students 
access to different perspectives through the lens 
of real-life experience. Similar findings have 
been identified in other successful work with 
EBEs (Happell et al 2021a, 2022a).

The findings of this project also indicated 
many unanticipated benefits for EBEs in terms 
of well-being, employment and feeling part 
of a team. Such findings are reflected in the 
literature; for example, a qualitative study 
by Watson et al (2022) found that engaging 
in educational projects improved EBEs’ 
confidence in their abilities and resulted in 
them feeling increasingly valued and respected. 
Furthermore, Watson et al (2022) suggested 
that those who facilitate EBE involvement in 
nurse education may also benefit from the 
wider perspectives of care that EBEs can offer.

A further finding from this project was that 
the meetings with EBEs provided a safe space 
for students to discuss their own well-being 
and mental health. These encounters enabled 
them to access support from their EBE and 
wider services. Happell et al (2021b) shared 
similar findings and discussed how EBEs can 
promote recovery and break down barriers for 
students with mental health needs.

Challenges experienced in the project
Evaluations of this project have enabled the 
authors of this article to collate the lessons 
learned by the project team, such as the 
importance of the timing of implementation 
in a sensitive and supportive environment. 
When the EBE project was first implemented, 
students’ verbal feedback indicated that they 
initially viewed it as overwhelming. Following 
this feedback, a staged approach to learning 
about EBEs and the project was introduced to 
aid understanding of areas such as terminology 
and the practicalities of the meetings with 
EBEs. Offering multiple training sessions about 
the project provided several opportunities for 
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students to share their concerns, and the meetings 
could be scheduled alongside a person-centred 
academic module. Additionally, by including 
a meeting with an EBE early in their teaching 
schedule, students could see the potential effect 
EBEs may have on their understanding, thus 
making them more receptive to the project. 
The project coordinator regularly met the 
students and this enabled them to voice their 
concerns, which mostly centred on fear of the 
unknown and the potential risks involved:

‘I felt very anxious at the beginning, which 
was a personal challenge, but my EBE made 
me feel completely at ease.’ (Student 6)

Meetings between EBEs and students were 
initially conducted face to face on NHS trust 
sites but moved online due to the coronavirus 
disease 2019 (COVID-19) pandemic. When 
meetings were face to face, several students 
found it challenging to find the time for 
a meeting during work hours and to find 
a private room. This became easier when time 
was incorporated into the university schedule 
and all meetings were moved online. However, 
students and EBEs reported that having remote 
meetings made it feel less personal.

While some students struggled to 
see the relevance of the project to their 
assessments, others saw the direct link to their 
university modules:

‘[The topics of our discussions] were part 
of my current module at university so was 
helpful to hear about my EBE’s experiences. 
I would like to keep in line with my modules 
so the next meeting I will talk about types of 
medications.’ (Student 7)

For future iterations of the project, the links 
to students’ academic modules need to be 
made explicit during the introduction to the 
EBE project. Another future consideration 
would be aligning the EBE project to a specific 
assessment, such as an objective structured 
clinical examination (OSCE). Additionally, 
some students found it challenging to 
communicate effectively and be professional 
with their EBE, so an additional training 
session was delivered on these topics. 

A further consideration was the need to 
reward the EBEs with financial recognition for 
their time and expertise. EBEs were paid £10 
per hour for meetings with students as well 
as any project meetings and training sessions. 
This was guided by the mental health trust’s 
reward and recognition policy. EBEs were 
patient and public involvement members of the 
trust, and were supported by either the project 
coordinator or lecturers in the classroom setting. 
Support from the national charity Turn2us was 
given when EBEs needed to consider financial 

issues, such as claiming benefits. While the 
rewards offered had financial implications for 
the project, they also emphasised the value of 
the EBEs’ contribution, which facilitated the 
development of more equal partnerships based 
on trust (Knowles et al 2021). Furthermore, 
the EBEs’ involvement in the development and 
design of the project provided opportunities 
for improvements and offered reciprocal 
benefits, since EBEs received training as part of 
the project. Such reciprocal arrangements are 
advocated by Health Education England (2015). 

While co-production was crucial to 
developing insight and understanding 
during this project, working with EBEs can 
significantly increase the time needed for 
project development. Collaboration has to 
meet the needs of the EBEs and this may 
mean changes to the timings and nature of 
meetings. The additional time taken to work 
with EBEs in a meaningful way needs to be 
a consideration in all projects involving EBEs 
(Health Education England 2015).

Implications for nursing practice and future 
areas of evaluation
The findings of this project suggest that 
developing long-term one-to-one relationships 
between EBEs and trainee nursing associates 
is particularly valuable. Such relationships can 
offer unique learning spaces that encourage the 
development of acceptance, reduce the stigma 
surrounding mental health and support a focus 
on person-centred care. It has been suggested 
that mutual respect is a prerequisite for 
beneficial supportive relationships (Holst et al 
2017) and it appeared crucial to the learning 
seen in this project. Reflexivity, including self-
reflection and understanding of personal bias, 
and positive perceptions of mental health were 
also important (Happell et al 2019).

During this project, the trainee nursing 
associates developed their communication 
skills, empathy and openness to working 
with people with mental health needs. These 
developments reflect findings from practice, 
where staff have reported that, following 
encounters with EBEs, students were sensitive 
to the needs of others and confident advocates 
for patients (Happell et al 2021a). This 
project emphasises the importance of offering 
additional perspectives and diversifying the 
understanding of mental health, mental illness 
and recovery, as well as the importance of 
developing relationships and rapport with 
service users. The authors suggest that these 
aspects may benefit future clinical encounters 
and healthcare professionals’ receptivity to 
providing mental healthcare.
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Limitations
One limitation of the evaluation of this 
project is that some of the findings cannot be 
separated from other aspects of the trainee 
nursing associate course; for example, 
the students’ learning may be due to the 
theoretical and practice-based elements of 
the programme as well as the meetings with 
EBEs. Furthermore, the project is still early in 
its development, so practice perspectives have 
not yet been determined. Therefore, in the next 
phase of this project, it would be important 
to identify staff and service user perspectives 
through evaluation methods such as focus 
groups and individual interviews. 

The COVID-19 pandemic resulted in all 
meetings being conducted online, which was 
considered less personal than face-to-face 
meetings so may have adversely affected the 
development of relationships between students 
and EBEs. However, conducting meetings 
online enabled EBEs from wider geographical 
areas to be involved in the project and 
increased availability and accessibility for the 
students and the EBEs. 

Conclusion
Stigma surrounding mental illness remains 
prevalent in health and social care. Creating 
opportunities for EBEs to have an active 
participatory influence is crucial to address 
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this stigma and challenge negative perceptions 
of people with mental health needs. The 
EBE project detailed in this article aimed to 
offer a different approach to mental health 
education for trainee nursing associates 
through the establishment of long-term one-
to-one relationship with EBEs. The project 
used an identified project coordinator, risk 
assessments and EBE-student matching to 
optimise outcomes.

While engagement in the project was 
challenging for some students, listening to 
their concerns and providing additional 
communication training to aid preparation was 
beneficial. Incorporating EBE meetings into 
university time and making links to students’ 
academic modules and assessments was also 
helpful in enhancing students’ perceptions. 
The EBEs who participated in this project 
also experienced various benefits, including 
reciprocal learning opportunities, employment 
experiences and improved health, well-being, 
confidence and self-esteem. They also reported 
an enhanced sense of purpose because they felt 
empowered in their role to influence positive 
change in nursing. 

Overall, the EBE project increased students’ 
knowledge of mental health, mental illness and 
recovery, developing therapeutic relationships 
and recognition of the interplay between 
physical and mental health.

Write for us
For information about 
writing for RCNi journals, 
contact writeforus@rcni.
com

For author guidelines, 
go to rcni.com/publish-
article-with-rcni

RCNi



Find
your
perfect 
nursing job

Find out more and view our future events at  
careersandjobsfair.com or scan the QR code

What are you waiting for?
	ª Meet nurse recruiters and be interviewed on the day.
	ª Build your CPD hours in our FREE seminars.
	ª Get tips on how to prepare and succeed in your interviews.
	ª Learn how to write supporting statements and CVs for your job applications.

REGISTER FREE TODAY

GLASGOW – 21 FEBRUARY
DOUBLETREE BY HILTON GLASGOW CENTRALRCNi



mentalhealthpractice.com

|  PEER-REVIEWED |evidence & practice / medications management

28 /  January 2024  /  volume 27 number 1

Permission
To reuse this article or 
for information about 
reprints and permissions, 
please contact 
permissions@rcni.com

Background
The National Institute for Health and Care 
Excellence (NICE) (2014) clinical guideline on 
the prevention and management of psychosis 
and schizophrenia in adults advocates 
first-line pharmacological treatment with 
antipsychotics and provides comprehensive 
guidance on medicine initiation and review. 
NICE (2014) also recommends continuous 
antipsychotic maintenance therapy within the 
context of a broader package of psychosocial 
interventions, but is unclear on the duration 
of maintenance therapy, a question on which 
there is a lack of consensus in the wider 
literature (Emsley 2020). 

Continuous antipsychotic maintenance 
therapy is still largely regarded as the preferred 
intervention for people diagnosed with a long-
term psychotic disorder (De Hert et al 2015). 

Kuipers et al (2014) suggested that secondary 
care depends on antipsychotics as the sole long-
term treatment for people with schizophrenia 
and Cooper et al (2020) identified that the 
evidence supporting the efficacy of psychosocial 
interventions without adjunctive antipsychotics 
is generally weak. Yet the long-term adverse 
effects of antipsychotics are well documented, 
including the disabling extrapyramidal side 
effects associated with conventional first-
generation antipsychotics (Bahta et al 2021) 
and the increased risks of cardiometabolic 
disease and premature death associated with 
second-generation antipsychotics (Elkins 2019). 

Contemporary policy on improving the 
physical health of people with serious mental 
illness – see for example Department of Health 
(2016) – has amplified the attention paid to 
the adverse effects of antipsychotics. Mental 
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Despite evidence of adverse effects, continuous antipsychotic maintenance treatment is still often 
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health services in the UK have evolved to 
adopt recovery-oriented values, including 
when prescribing medicines (Baker et al 2013). 
Theoretically, in a recovery-oriented approach, 
patient choice and self-determination are 
encouraged, yet some clinicians still regard 
a patient’s choice to stop taking antipsychotics 
as a lack of adherence to their recommendation, 
which indicates that the principle of shared 
decision-making has not yet cascaded from policy 
to practice (Morant et al 2016). Attitudes among 
healthcare professionals may vary according 
to their profession; for example, Ross (2015) 
identified that mental health nurse prescribers 
regarded reducing or stopping medicines 
as a crucial part of their role in supporting 
patients to achieve a better quality of life. 

Deprescribing refers to a process of 
withdrawing inappropriate medicines 
under the supervision of a healthcare 
professional (Reeve et al 2014). Deprescribing 
antipsychotics has been explored in some 
specialist areas. In Australia, the Halting 
Antipsychotic Use in Long-Term Care (HALT) 
trial achieved a successful reduction of 
the use of antipsychotics in long-term care 
residents living with dementia (Jessop et al 
2017, Chenoweth et al 2018). In the UK, the 
‘Stopping over medication of people with 
a learning disability, autism or both’ (STOMP) 
initiative (NHS England 2023) seeks to address 
the overuse of psychotropics to manage 
behaviour perceived as challenging. 

NICE (2014) has identified the need for 
further research to understand how adults 
diagnosed with a psychotic disorder who 
choose not to take antipsychotics can be best 
supported. It has not determined parameters 
for reduction or discontinuation and has 
not supplied comprehensive guidance on 
deprescribing antipsychotics in that population. 

Mental health nurses have a central role 
in identifying the risks associated with 
antipsychotic treatment and in supporting 
patients to make informed decisions (Nash 
2023), which may include discontinuing 
treatment. However, the lack of guidance on 
antipsychotic deprescribing could reduce their 
confidence in promoting patient choice and 
incline them to revert to a paternalistic practice 
culture where shared decision-making is not 
encouraged (Bladon 2019). 

Aims
The author conducted a literature review to:
	» Gather clinical and academic perspectives 
on deprescribing antipsychotics in adults 
with a psychotic disorder in the context of 
recovery-oriented practice.

	» Establish whether there is sufficient guidance 
to support the safe deprescribing of 
antipsychotics in practice.

Method
Literature was sourced, appraised and 
analysed to produce a qualitative synthesis 
of critical perspectives on the subject, an 
approach congruent with a narrative review 
methodology (Gregory and Denniss 2018). 
A search of the Cumulative Index to Nursing 
and Allied Health Literature (CINAHL), 
MEDLINE, Cochrane and PubMed databases 
was undertaken. Search terms (antipsychotic*, 
neuroleptic* AND deprescribing, discont*, 
withdraw*, reduc*) and limiters (aged ≥18 
years to exclude literature involving children, 
literature related to non-psychotic disorders 
excluded) were derived from the research 
question, which had been developed using the 
Population Exposure Outcome framework 
(Khan et al 2003):
	» Population: adults with a diagnosed 
psychotic disorder.
	» Exposure: antipsychotics.
	» Outcome: deprescribing. 

The search generated 2,382 articles, of which 
792 were subjected to screening guided by 
the Preferred Reporting Items for Systematic 
Reviews and Meta-Analyses (PRISMA) tool 
(Page et al 2021). This process resulted in ten 
articles for inclusion in the review. 

Findings
Five of the ten reviewed articles were research. 
The other five were categorised by the author 
as ‘practice literature’ (Aveyard 2019). They 
were included because the aim was to gather 
perspectives on an intervention that is debated 
and on which there is a paucity of evidence. 
The five research articles were appraised using 
the Mixed Methods Appraisal Tool (Hong et al 
2018). All five rated positively in terms of 
methodological quality and appropriateness 
but had some limitations. The five practice 
literature articles were assessed against the ‘six 
questions for critical thinking’ (Aveyard et al 
2015), which focus on criticality, quality and 
value. All five provided valuable insight but 
none had followed a formal methodology. 

The ten reviewed articles are 
summarised in Table 1.

The author analysed the findings and applied 
codes to relevant points before comparing 
and clustering the codes into themes and 
subthemes, as per the principles of reflexive 
thematic analysis described by Braun and 
Clarke (2021). Three themes, each with four 
subthemes, were identified (Table 2). 

Key points
	● The adverse effects 
of antipsychotics 
include extrapyramidal 
side effects and 
increased risks of 
cardiometabolic disease 
and premature death

	● Clinicians may be 
reticent to deprescribe 
antipsychotics because 
of concerns about 
rebound or relapse and 
because of the lack 
of guidance

	● Antipsychotic treatment 
should be reviewed 
collaboratively with 
patients in the context 
of a risk-benefit 
appraisal

	● Successful antipsychotic 
deprescribing is 
likely to require 
intensified support, 
a strong therapeutic 
alliance, gradual 
dose tapering and 
non-pharmacological 
interventionsRCNi
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Table 1. Summary of the ten reviewed articles

Authors, year 
of publication, 
country

Title Type of article, research method, 
population and sample size

Main findings Strengths and limitations*

Cooper et al 
(2021)
UK

Opinion piece: the case 
for establishing a minimal 
medication alternative 
for psychosis and 
schizophrenia

Practice literature Further research required to establish the 
effectiveness of alternative treatments and/
or psychosocial interventions for people who 
wish to avoid using antipsychotics in the 
long term

	» Draws on evidenced examples of practice in countries other 
than the UK rooted in a minimal medicine ideology	» No formal methodology

Gupta et al 
(2018a)
US

Deprescribing antipsychotic 
medications in psychotic 
disorders: how and why?

Practice literature 	» Studies reporting high risk of relapse 
linked to discontinuation of antipsychotics 
are flawed due to the use of non-
individualised approaches to withdrawal	» Discontinuation should be considered 
because of concerns regarding efficacy 
and long-term side effects

	» Includes a brief summary of evidence regarding withdrawal 
symptoms and non-pharmacological interventions	» No formal methodology but includes a brief meta-analysis of 
studies examining relapse rates following discontinuation of 
antipsychotics

Gupta et al 
(2018b)
US

Deprescribing 
antipsychotics: a guide for 
clinicians

Practice literature Alludes to the development of deprescribing 
in psychiatry and the need to focus on quality 
of life, not only on symptom management

	» Detailed reference to a range of evidence on the risks, 
benefits and ethics of prescribing and deprescribing	» No formal methodology

Horowitz et al 
(2021)
UK

A method for tapering 
antipsychotic treatment 
that may minimize the risk 
of relapse

Practice literature 	» Makes the case for slow tapering to avoid 
withdrawal symptoms	» Formal guidelines for tapering 
antipsychotics needed

	» Clear evidence of scrutiny and consideration of a range of 
neuropharmacological data	» No formal methodology

Landolt et al 
(2016)
Europe

Predictors of 
discontinuation of 
antipsychotic medication 
and subsequent outcomes 
in the European First 
Episode Schizophrenia Trial 
(EUFEST)

Secondary quantitative analysis of 
data from a randomised controlled trial 
(RCT). Initial RCT (Fleischhacker et al 
2005) involved 325 patients, 16% of 
whom had discontinued antipsychotics. 
Data relating to this 16% cohort were 
subjected to secondary analysis

	» Outcome of discontinuation differed 
depending on the outcome definition 
used	» Correlation between discontinuation and 
better quality of life	» Further research needed

	» Robust analysis	» Sample for secondary analysis was not randomised. Data 
on participants who had discontinued antipsychotics were 
extracted as a cohort and compared with the rest of the 
initial RCT sample	» Potential bias acknowledged

Larsen-
Barr et al 
(2018)
New Zealand

Attempting to stop 
antipsychotic medication: 
success, supports, and 
efforts to cope

Primary mixed-methods research 
(Experiences of Antipsychotic 
Medication Survey) with 105 people 
who had made at least one attempt 
at discontinuing antipsychotics and 
answered questions about their most 
recent attempt

	» Wide range of coping strategies can be 
used to support discontinuation process	» Supported withdrawal may be more 
successful than unsupported withdrawal 
and patients may be less prone to relapse	» Further research needed

	» Significant sample size compared with other reviewed 
research articles but still relatively small	» Robust content analysis of responses to a short-answer 
survey with 97% agreement rate between the researchers	» Variation between, and limitations associated with, 
categories of coping strategies were problematic; ‘no 
strategies’ and ‘no strategies described’ were grouped 
together	» Presence of false negatives acknowledged

Le Geyt et al 
(2017)
UK

Personal accounts of 
discontinuing neuroleptic 
medication for psychosis

Primary qualitative research (individual 
interviews) with 12 mental health 
service users

Staff need resources to facilitate patient 
choice about discontinuing antipsychotics

	» Rigorous attempts to be reflexive and minimise the influence 
of the researchers’ perspectives with acknowledgement that 
this cannot be completely avoided	» Small sample size	» Emphasis on narrative content so findings not generalisable 	» No consistent time frame for discontinuation among 
participants

Moncrieff et al 
(2020)
UK

Barriers to stopping 
neuroleptic (antipsychotic) 
treatment in people with 
schizophrenia, psychosis or 
bipolar disorder

Practice literature 	» Patients should have the right to make 
decisions about neuroleptic medicines in 
most cases	» Risk of relapse may be mitigated by 
supported and gradual reduction

	» Draws on wide-ranging evidence	» No formal methodology

Salomon and 
Hamilton 
(2013)
Australia 

‘All roads lead to 
medication?’ Qualitative 
responses from an 
Australian first-person 
survey of antipsychotic 
discontinuation

Primary qualitative research (survey) 
with 98 mental health service users

	» Context and relationships are important 
when considering discontinuation	» Respondents’ experiences of withdrawal 
varied hugely

	» Primary and secondary researcher coding of themes was 
robust and supported by a software application for analysing 
qualitative and mixed-methods research	» Small non-randomised sample	» Convenience sampling – issue with representativeness and 
potential bias	» Results not generalisable

Salomon et al 
(2014)
Australia

Experiencing antipsychotic 
discontinuation: results 
from a survey of Australian 
consumers

Primary quantitative research (survey) 
with 98 mental health service users

Collaboration and information sharing 
regarding withdrawal syndrome and 
treatment duration are essential

	» Same data set and sample as Salomon and Hamilton (2013) 
with the same limitations	» Range of uncontrolled variables resulting in fragile 
correlation

* Practice literature articles were appraised using the ‘six questions for critical thinking’ (Aveyard et al 2015); research articles were appraised using Mixed Methods Appraisal Tool (Hong et al 2018)
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Discussion
Rationales for deprescribing
The premise that the indefinite use of 
antipsychotics should be endorsed without 
question was challenged in all ten articles, 
five of which cited flaws in the evidence 
base. Gupta et al (2018a) asserted that the 
evidence supporting the long-term benefits 
of antipsychotic treatment should not be 
considered robust. Moncrieff et al (2020) noted 
that evidence that appeared to support the 
benefits of long-term antipsychotic treatment, 
which cited discontinuation as a catalyst for 
relapse, had failed to test outcomes beyond 
initial cessation. Gupta et al (2018b) noted 
that discontinuation trials often involve an 
abrupt cessation of the medicine. This could 
mean that relapse is indistinguishable from 
withdrawal issues (Moncrieff et al 2020) and 
result in incorrect inferences regarding the 
risk of relapse. Le Geyt et al (2017) suggested 
that the dominance of biomedical models of 
mental health results in a theoretical preference 
for antipsychotic treatment, with an implicit 
injunction to patients that they need to continue 
to take their medicines without question. 
However, flaws in the evidence base also mean 
that, as noted by Horowitz et al (2021), there 
is uncertainty about the proportion of patients 
who could stay well without antipsychotics.

All ten articles identified that the significant 
adverse effects of antipsychotics influence 
many patients’ decisions to discontinue 
treatment. Several articles referred to the 
physical health complications and premature 
deaths associated with the use of antipsychotics 
(Gupta et al 2018b, Moncrieff et al 2020, 
Cooper et al 2021) and Horowitz et al (2021) 
described a range of adverse neurological 
effects, movement disorders and adverse effects 
on cognition. Moncrieff et al (2020) suggested 
that a reduction of the symptoms of psychotic 
disorders may not be of sufficient benefit to 
warrant the continuation of antipsychotics if 
continuation reduces the person’s functional 
capacity. Gupta et al (2018b) concurred, 
asserting that considering the risks and 
benefits of antipsychotic treatment from within 
a recovery-oriented approach increases the value 
placed on quality of life over symptom reduction. 

All ten articles described how the focus 
on recovery rather than remission reflects 
the opposition between psychosocial and 
biomedical approaches and a move away 
from the traditional, paternalistic approach 
to treatment in mental healthcare. Larsen-
Barr et al (2018) stressed the need to address 
the imbalance in power dynamics in mental 
healthcare and empower patients in terms of 

choice. According to Larsen-Barr et al (2018), 
patients should be given all the available 
information so that they can make an informed 
choice about the use of antipsychotics. 
Similarly, Le Geyt et al (2017) emphasised the 
need to reduce long-standing power imbalances 
in mental health services, which result in 
a culture of coercion. Le Geyt et al (2017), 
Moncrieff et al (2020) and Cooper et al (2021) 
agreed that, given the extensive and well-
documented adverse effects associated with 
long-term antipsychotic use, a patient’s choice to 
discontinue treatment should be supported and 
not regarded as irrational or lacking in insight.

Risk and clinical anxiety
Gupta et al (2018b) cited the risk of relapse 
as one of the main barriers to deprescribing, 
relapse being a concern for clinicians and 
for patients. Several articles emphasised the 
difference between short- and long-term 
outcomes in relation to relapse. Cooper et al 
(2021) suggested that while relapse rates 
might increase in the short term following 
the discontinuation of antipsychotics, this 
did not necessarily mean poorer outcomes 
in the long term. Landolt et al (2016), 
in a secondary analysis of data from the 
European First Episode Schizophrenia Trial 
(EUFEST) (Fleischhacker et al 2005), found 
that after 12 months participants who 
had stopped taking antipsychotics did not 
experience relapse more often than those 
who were on antipsychotic maintenance 
therapy. Moncrieff et al (2020) asserted that 
societal and economic pressures to avoid 
relapse in the short term tend to take priority 
over the longer-term functional benefits of 
discontinuing antipsychotics. Horowitz et al 

Table 2. Identified themes and subthemes

Themes Subthemes

Rationales for 
deprescribing

	» Uncertainty about antipsychotic 
maintenance therapy
	» Unwanted side effects
	» Recovery versus remission
	» Choice versus paternalism

Risk and 
clinical 
anxiety

	» Relapse
	» Withdrawal or discontinuation 
syndromes
	» Clinical reticence
	» Lack of clear guidance

Safe 
deprescribing 
in practice

	» Tapering
	» Collaboration and therapeutic alliance
	» Effective intervention
	» Individual prerequisites

Online archive
For related 
information, visit 
mentalhealthpractice.
com and search using 
the keywords
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(2021) noted the difficulty in distinguishing 
the endogenous effects of relapse from the 
symptoms associated with withdrawal from, or 
discontinuation of, antipsychotics. 

While there was broad acknowledgement, 
in the reviewed articles, that withdrawal and 
discontinuation syndromes have not been 
formally characterised or recognised, there 
were multiple references to symptoms that can 
occur when antipsychotics are deprescribed. 
Horowitz et al (2021) referred to the proposal 
that dopaminergic hypersensitivity contributes 
to the development of withdrawal symptoms, 
particularly in relation to rebound psychosis. 
Other articles cited effects such as heightened 
emotions and anxiety (Moncrieff et al 2020) 
and sleep difficulties (Gupta et al 2018b), while 
participants in the study by Larsen-Barr et al 
(2018) described a range of physical, emotional, 
cognitive and functional adverse effects. 

The reviewed articles broadly acknowledged 
the difficulty of distinguishing between 
withdrawal, rebound and relapse on 
discontinuation of antipsychotics and called 
for further research. They also broadly agreed 
that concerns about the negative effects of 
either rebound or relapse are a significant 
factor in clinicians’ reticence to deprescribe 
antipsychotics. This reticence is compounded 
by the lack of formal guidance on deprescribing 
(Salomon and Hamilton 2013, Cooper et al 
2021, Horowitz et al 2021). Gupta et al (2018a) 
suggested that clinicians lack training and peer 
support to deprescribe and Le Geyt et al (2017) 
asserted that risk averseness among healthcare 
professionals creates a barrier to collaborative 
care and shared decision-making. 

Safe deprescribing in practice
All articles mentioned strategies for safe 
deprescribing in practice. A dominant area of 
discussion was the rate of discontinuation in 
terms of timescale and dose. Horowitz et al 
(2021) made the case for prolonged tapering 
(gradual reduction over a long period of time), 
proposing that it reduces the likelihood and 
intensity of withdrawal symptoms. Other 
authors acknowledged that there is some 
evidence that tapering reduces the risk of 
relapse (Gupta et al 2018a, Moncrieff et al 
2020, Cooper et al 2021). Gupta et al (2018b), 
however, cited a metanalysis that suggested 
there was no clear link between tapering and 
risk of relapse. There are no set timescales 
or formulae on which to base tapering and 
the process is subject to huge variability 
(Horowitz et al 2021). Horowitz et al (2021) 
suggested that tapering could be conceptualised 
as a method of determining a new minimum 

effective dose. Cooper et al (2021) agreed 
that for some patients, such a process of dose 
optimisation might be more acceptable than 
discontinuation. 

The articles reviewed addressed the issue 
of abrupt cessation of antipsychotics in 
relation to the quality of clinical support 
provided to patients who want to stop 
taking antipsychotics. Salomon et al (2014) 
identified that clinical support is associated 
with a gradual withdrawal regimen while 
other authors suggested that people who 
discontinue their medicine covertly and in 
isolation are more prone to abrupt cessation, 
with an increased risk of suboptimal outcomes 
(Moncrieff et al 2020, Horowitz et al 2021). 

Larsen-Barr et al (2018) cited a significant 
association between successful deprescribing 
and effective support, which persisted in the 
long term. Salomon et al (2014) asserted the 
need for clinicians to be trusted partners in 
the deprescribing process, while Gupta et al 
(2018b) suggested that the involvement of 
clinical staff and of patients’ wider support 
networks is fundamental for successful 
deprescribing. Le Geyt et al (2017) suggested 
that a shared understanding between patients 
and clinicians regarding the effects of 
antipsychotics can reduce the perception that 
mental health services are biased towards 
antipsychotic treatment. This supports Salomon 
et al’s (2014) view that a strong therapeutic 
alliance is essential. Salomon and Hamilton 
(2013) advocated a more person-centred 
and transparent approach to deprescribing, 
while Moncrieff et al (2020) suggested that 
supporting people to stop medicines can be 
considered a legitimate treatment option in the 
context of harm minimisation. 

There was a view across the articles 
reviewed that successful deprescribing requires 
intensified support and non-pharmacological 
interventions. Furthermore, Salomon and 
Hamilton (2013) suggested that for some 
people the process of deprescribing itself can 
be a significant therapeutic step rather than 
a cause of harm, while for others it could be 
life-saving. In addition to intensified support 
during the deprescribing process, other 
factors contribute to a successful outcome. 
Landolt et al (2016) identified that social 
circumstances, particularly the amount and 
standard of general education a person has 
had, increased the likelihood of successful 
discontinuation of antipsychotics. Le Geyt et al 
(2017) regarded ‘acquired knowledge’ – that 
is, knowledge gained through personal 
experience over the course of treatment – as 
a prerequisite for success. 
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Non-pharmacological interventions may 
include ‘safety nets’ (Le Geyt et al 2017), 
such as support networks, practical resources 
and talking therapy. Some authors called 
for further research on how established 
non-pharmacological interventions can 
support patients to cope with the effects of 
discontinuation and how patients can be 
supported to manage the risk of destabilisation 
(Gupta et al 2018a, Moncrieff et al 2020, 
Cooper et al 2021). 

Limitations
There was a small amount of literature that 
addressed the aims of this literature review, 
only half of which was primary research. Some 
authors had contributed to several articles, 

which confirms that this is a narrow field of 
interest and that more evidence is needed.

Conclusion
The adverse effects of the long-term use of 
antipsychotics are such that treatment should 
be reviewed collaboratively between healthcare 
professionals and patients in the context of 
a risk-benefit appraisal. While the process of 
deprescribing is not without risks, these can be 
mitigated by intensified support, the development 
of a strong therapeutic alliance, a gradual 
tapering of the dose and non-pharmacological 
interventions. The challenge for nurses is to 
find a balance between the autonomy of the 
patient and the mitigation of risk to ensure 
they provide safe and supportive care.
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Background
Mental health conditions in children and 
young people (aged between ten years and 19 
years) are estimated to account for 13% of 
the global burden of disease and injury, with 

depression, anxiety and behavioural disorders 
among the leading causes of illness and 
disability (World Health Organization (WHO) 
2021). It has been estimated that almost half 
of all mental health conditions occur before 
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Abstract
Background Digital technology affords opportunities to expand mental healthcare beyond the 
clinic setting, supporting sustainable delivery. A pilot qualitative study was undertaken with a view 
to using the experience gained from it to develop a substantive project in this area.
Aim To identify and better understand the perceived barriers and benefits to using digital 
technologies when delivering mental healthcare to young people.
Method In-depth semi-structured interviews were conducted with three young people under the 
care of a child and adolescent mental health service (CAMHS) team. The interview data were 
analysed thematically.
Findings Three main themes were identified from the interviews: digital identity and digital 
literacy; trusting and accessing digital health resources; and therapeutic relationships, choice and 
convenience.
Conclusion The findings of this pilot study reinforce the importance of avoiding a ‘one-size-fits-all’ 
approach to integrating digital technology in CAMHS. It was also identified that it is important 
to carefully consider the involvement of parents when conducting mental health research with 
children and young people.

Author details
Cara Maddison, professional lead – occupational therapy, Child and Adolescent Mental Health 
Service, Leicestershire Partnership NHS Trust, Leicester, England; Heather Wharrad, professor 
of e-learning and health informatics, Faculty of Medicine and Health Sciences, University of 
Nottingham, Nottingham, England; Philip John Archard, mental health practitioner, Child and 
Adolescent Mental Health Service, Leicestershire Partnership NHS Trust, honorary associate professor, 
University of Leicester, Leicester, England, associate lecturer, Department of Education and Training, 
Tavistock and Portman NHS Foundation Trust, London, England; Michelle O’Reilly, associate professor 
of communication in mental health, School of Media, Communication and Sociology and School of 
Psychology and Vision Sciences, University of Leicester, Leicester, England

Keywords
adolescents, anxiety, child health, information technology, mental health, professional, 
professional issues, qualitative research, research, technology

Why you should read this article:
	● To enhance your understanding of young people’s use of digital technology
	● To learn how digital technology can be used to provide mental health services for young people 
	● To recognise the importance of considering young people’s abilities and preferences when implementing digital interventions

Exploring young people’s perspectives on 
digital technology and mental healthcare: 
pilot study findings
Cara Maddison, Heather Wharrad, Philip John Archard et al
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the age of 18 years (Solmi et al 2022), which 
has implications regarding access to treatment 
as well as the social and economic burden 
associated with suboptimal outcomes for these 
children in terms of educational attainment, 
future employment and comorbid physical 
health issues (WHO 2021). Estimates show 
that the prevalence of mental health conditions 
is increasing among young people (Bor et al 
2014) and has risen considerably in the UK, in 
part because of the coronavirus disease 2019 
(COVID-19) pandemic (Benton et al 2022, 
NHS Digital 2022a).

As a result of these issues, mental health 
services for children and young people are 
a priority for service improvement in the NHS. 
However, healthcare regulators view progress 
in this area as slow (Care Quality Commission 
(CQC) 2018). Long waiting lists, estimated 
increases in treatment costs and pressure 
to improve efficiency have all affected care 
delivery (Crenna-Jennings and Hutchinson 
2020). Therefore, it is necessary to identify 
cost-effective solutions that address the needs 
of this population and manage the wider 
challenges of service delivery.

In child and adolescent mental health 
services (CAMHS), while face-to-face care 
delivery was traditionally preferred, there has 
been growing interest in harnessing digital 
technologies and the transition to remote 
care in outpatient settings (Department of 
Health and NHS England 2015, NHS Digital 
2022b), which has increased further due to the 
COVID-19 pandemic. Digital technologies, 
especially teleworking and videoconferencing 
appointments, are seen as essential in reducing 
costs and improving quality of care, health 
outcomes and access arrangements (NHS 
Digital 2022b).

Despite the benefits of using digital 
technologies, many service users and healthcare 
professionals consider face-to-face care to 
be of value, so it is important to explore the 
views and preferences of children and young 
people. Smartphone ownership among young 
people is widespread and they regularly use 
the internet and social media, particularly for 
leisure and social activities (Grist et al 2018, 
Aschbrenner et al 2019, O’Reilly et al 2021). 
Furthermore, the evidence is clear that children 
and young people increased their reliance 
on online platforms following the onset of 
the COVID-19 pandemic (Trott et al 2022). 
However, uptake of digital interventions for 
mental health is variable and largely based 
on adults’ preferences, rather than those of 
children and young people (Hollis et al 2017, 
Bergin et al 2020).

Existing evidence in children and young 
people shows varied perspectives on 
digital health interventions. For example, 
Grist et al (2018) surveyed 775 girls aged 
11-16 years in England and found mixed 
views, with 44% expressing a preference for 
an in-person intervention over one that was 
delivered digitally, and only 5% reporting 
they had any physical or mental health 
apps installed on their devices. Benefits of 
digitally delivered mental healthcare cited 
by young people include the reduction of 
stigma as well as improved accessibility 
(Sweeney et al 2019). The use of smartphone 
apps can also complement traditional 
mental health practices, for example 
children and young people can use apps to 
track their mood or anxiety (Betton and 
Woollard 2018).

A systematic review by Liverpool et al 
(2020) identified that the method of digital 
delivery can influence an intervention’s 
acceptability and usability, with young 
people generally preferring features such 
as video, personalised delivery, limited 
text and the ability to connect with 
others. This demonstrates the importance 
of listening to the voices of children 
and young people.

The pilot study reported on in this article 
was initiated and led by a practitioner-
researcher (CM), and its aims were based 
on local service concerns (Shaw et al 
2014, Lunt and Shaw 2017). By focusing 
on young people’s perspectives of digital 
technology, the study responded to the 
need to examine blended forms of delivery, 
whereby face-to-face contact for group-
based interventions is supplemented by 
digital resources accessed remotely. The 
pilot study was also conceived to inform the 
development of a proposal for a larger study 
and to consider issues related to the design 
of such research.

Aim
To identify and better understand the 
perceived barriers and benefits of using 
digital technologies when delivering mental 
healthcare to young people. Specifically:
	» To explore young people’s views and 
experiences of digital technology use in 
school, leisure, social and health contexts.
	» To identify situations where in-person 
interaction is valued by young people.
	» To consider the role of blended online 
and face-to-face care delivery in 
mental healthcare, including group-
based interventions.

Implications 
for practice
	● Digital technologies 
can provide a means 
to expand mental 
healthcare beyond the 
clinic setting

	● The use of digital 
interventions could 
help to meet high 
service demands and 
support sustainable 
care delivery

	● Digital health resources 
and technologies could 
enhance service users’ 
relationships with 
healthcare professionals 
and aid recovery by 
providing increased 
choice and convenience

	● It is important 
that nurses and 
other healthcare 
professionals avoid 
making assumptions 
about young people’s 
abilities and preferences 
regarding digital 
technologiesRCNi
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Method
To prioritise young people’s perspectives, 
a qualitative approach involving in-depth semi-
structured interviews was used. A convenience 
sampling strategy was adopted, which 
involved identifying prospective participants 
via the CAMHS team facilitating the study – 
a specialist multidisciplinary team providing 
group-based therapy and psychoeducation 
interventions to children, young people, 
parents and carers. Young people accessing this 
support were considered eligible for the study 
and approached by team clinicians between 
May 2019 and July 2019.

Three young people participated in this 
pilot study, all of whom were female, aged 
13 years or 14 years, living at home with 
their families and attending secondary 
school. At the time of interview, two 
participants had recently finished a group-
based intervention for difficulties relating to 
anxiety. The participants’ characteristics are 
summarised in Table 1.

Interviews were conducted at participants’ 
homes and audio recorded, with each lasting 
approximately 50 minutes. Two participants 
chose to be interviewed with a parent present 
– in both cases their mothers. The remaining 
participant was interviewed alone, with family 
members in nearby rooms.

The interviews comprised open-ended 
questions covering the core topics of the study, 
with follow-up prompts. The questions were 
based on the lead researcher’s understanding of 
the literature reviewed for the study, practice 
concerns and input from a patient involvement 
group during the planning of the research. 
The interview schedule was revised following 
feedback from the patient involvement 
group and the lead researcher’s supervisors. 
It included questions on: the types of digital 
technology accessed by the participants and 
the extent of use; changes in use over time 

since they had first been introduced to these 
technologies; the use of digital technology for 
support with mental health; and ways in which 
digital technology would be considered helpful 
or unhelpful with regard to group-based 
mental health interventions.

During the interviews, some questions were 
rephrased to aid participants’ understanding. 
Various materials – namely pens, paper and 
images of technology – were made available 
to encourage the expression of ideas (O’Reilly 
and Dogra 2017).

Data analysis
Data were stored on a secure, password-
protected server with access limited to the 
lead researcher and supervisory team. Once 
interview recordings were transcribed, 
a thematic analysis of the data was undertaken 
(Braun and Clarke 2022). This involved: 
reading the transcripts several times to 
generate initial ideas; preliminary open coding; 
exploration of relationships and similarities 
between codes; initial theme development and 
refinement; and development of core themes.

Researcher reflexivity – that is, the 
practitioner-researcher considering their role 
in the context of the research – was taken 
seriously for the study, as is required for 
this form of thematic analysis (Braun and 
Clarke 2022). Researcher reflections were 
gathered via field notes and a diary, and 
research supervision provided a space for 
the lead researcher to reflect on their dual 
role as clinician and researcher, as well as the 
power imbalance between themselves and 
the participants.

Ethical considerations
The study was sponsored by the University of 
Nottingham School of Health Sciences and was 
subject to review and approval by the research 
ethics committee before any participants were 
contacted. The study also received approval 
from the Health Research Authority, and 
local research and development department 
approval was provided by the NHS trust 
in which the CAMHS team facilitating the 
research was based.

Before the interviews were conducted, 
written parental consent was obtained, 
followed by written assent from each young 
person. In reporting the findings, identifying 
details have been removed and quotations 
anonymised, with pseudonyms used. Measures 
to protect participants’ identities and maintain 
confidentiality, including reasons this might 
need to be breached, were discussed with them 
before the interviews. Separate participant 

Table 1. Participants’ characteristics

Participant 
pseudonym

Gender Age 
(years)

Access to group-based interventions at 
the time of interview

Interview 
arrangement

Emma Female 13 Recently attended a group-based 
intervention for difficulties relating to anxiety 

Interviewed 
alone

Jade Female 14 Accessing group-based intervention for 
difficulties relating to anxiety at the time of 
interview

Interviewed 
with a parent 
(mother) present

Sarah Female 13 Recently attended a group-based 
intervention for difficulties relating to anxiety 
and was due to access another group-based 
intervention for mental health issues

Interviewed 
with a parent 
(mother) present
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information sheets were provided for the 
parents and young people, designed to be 
appropriate for each group.

Findings
Three main themes were identified from 
the interviews:
	» Digital identity and digital literacy.
	» Trusting and accessing digital 
health resources.
	» Therapeutic relationships, choice 
and convenience.

Digital identity and digital literacy
This theme captured how the participants 
described their relationship with digital 
technology. All three participants reported 
owning or having access to a smartphone 
and tablet or laptop computer, which they 
used to engage in social and leisure activities. 
The participants also identified that they 
had developed aspects of a personal digital 
identity. Keeping digital content or apps and 
digital tools which held personal value or 
recorded some form of achievement, such as 
photographs or records of high-scoring games, 
were viewed as important.

However, the participants’ comments 
indicated that they perceived their use of 
digital technology to be different from their 
peers, especially in their avoidance of digital 
communication. Ambiguity in text-based 
communication appeared to be a source of 
discomfort and anxiety for two participants, 
due to the lack of social cues and non-
verbal communication:

‘I prefer talking face to face, most people 
like me prefer the opposite, they prefer text 
with no signals [such as body language]. But 
I like knowing.’ (Emma)

All the participants described actively 
avoiding social media due to perceived 
intrusiveness, or only engaging with 
it in moderation:

‘I don’t really look through my feed. I 
only scroll down a bit and then I don’t do it 
anymore.’ (Jade)

All three participants also spoke about 
viewing their peers’ ability to navigate 
technology as superior to their own, 
both in a general sense and in relation to 
specific activities:

‘I’m not very good at using technology 
really… I found that a lot of my friends just 
knew what they were doing instantly.’ (Jade)

This social comparison of skills often 
left participants feeling that they lacked 
the necessary competencies to engage in 
technology in the same way as their peers, 

which appeared to complicate everyday online 
activities. Participants also repeatedly referred 
to assumptions being made by others based on 
their age. For example, Jade and Sarah spoke 
about the transition to secondary school and 
the inaccurate assumptions that teaching staff 
made about their level of competence in using 
online platforms:

‘They had homework on Google classroom, 
but I did not know how to use it or download 
it or anything. I was supposed to know that in 
Year 7, so every time they asked to log into an 
app the school wanted us to use, [it would] be 
like “What’s your email address?” and I didn’t 
know. And then I just found out this year how 
to use my account properly… how to keep all 
my stuff on my account and hand stuff in. I 
worked out that a few months ago.’ (Jade)

These assumptions about their digital 
abilities appeared to contribute to feelings of 
shame and being ‘left behind’, as Jade put it. 
The participants described seeking help with 
online activities, particularly at school, as 
contingent on having the confidence to ask and 
knowing who and what to ask:

‘It’s been awkward because whenever I 
used to have to go and ask the teacher and 
then they said to go to the IT teacher, and 
I would ask him and he would go “What’s 
the problem?” But it’s really hard to describe 
what’s happening and the answer would 
always make me feel stupid, because it’s a 
simple answer.’ (Jade)

‘I kept being logged out and then not doing 
my homework and getting into trouble and 
getting scared.’ (Sarah) 

Trusting and accessing digital health resources
There was scepticism among the participants 
regarding the value of digital health websites 
and apps, and they generally preferred 
resources that could be accessed offline:

‘I prefer reading. I’ve got a few books on 
health because they normally have a better 
content, because it’s written by people like 
dietitians, people who know what they are 
talking about rather than just an app that 
counts calories.’ (Emma)

The participants considered the aesthetics 
of digital health resources – that is, the 
appearance, design and quality of the 
graphics or images – to be important, along 
with positive experiences during a trial 
period. Participants’ perceptions about the 
trustworthiness of digital health resources, 
especially apps, also related to who they were 
recommended by. The participants viewed 
recommendations by a healthcare professional 
as confirmation that an app was safe to use 
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and potentially helpful. However, while this 
appeared to motivate participants to download 
specific apps, it did not necessarily translate 
into these apps being used as advised:

‘The school nurse told me to try [a self-
harm app] out so I did. But it wasn’t very 
helpful. I had it for about a month. I was like 
“Oh, [I] don’t see the point in having this 
app, if it’s not helping me”.’ (Jade)

Participants also valued recommendations 
from friends and other young people, but to 
a lesser degree; for example, they considered 
apps to be more credible if they were the same 
or similar to those used by friends or trusted 
others. All three participants appeared to have 
low awareness of, and motivation for, using 
digital health resources, as illustrated in the 
following exchange with Sarah:

Interviewer: ‘Have you ever downloaded 
any other health apps to support how you 
physically feel or [for] your mental health?’

Sarah: ‘No.’
Interviewer: ‘What’s stopped you?’
Sarah: ‘I just haven’t looked for any, I 

haven’t really looked, I don’t really know if 
there are any.’ 

Emma and Jade also expressed concerns 
about the safety and privacy of using apps 
and online mental health support. For Emma, 
these concerns related to security and personal 
information potentially being leaked online, 
while for Jade these concerns related to being 
self-conscious about having a mental health 
app on her phone, which appeared to be linked 
to a fear of stigma:

‘I found it embarrassing having the app on 
my phone about self-harm, I didn’t want my 
friends seeing it… If your friends did find 
out, they [would] maybe view you differently 
or something.’ (Jade)

Therapeutic relationships, choice 
and convenience
The opportunity to access support in-person 
was highly valued by all three participants. 
One participant explained her preference for 
meeting in person:

‘If I am talking about anything personal, 
like counselling, I couldn’t really do Kooth 
[an online counselling service] or anything 
like that. I prefer in person, as [there is] more 
connection and I don’t want to trust a random 
person on the phone, and give them all my 
details, as I don’t know who they are.’ (Emma)

The participants appeared to have differing 
views regarding the potential value of using 
digital interventions to engage with healthcare 
professionals, depending on the context in 
which digitally based support was used and 

how well it aligned with their perceived needs. 
Participants described digital resources and 
technology as primarily a supplementary 
means of support that could enhance their 
relationships with professionals and aid 
their recovery by providing increased choice 
and convenience:

‘If you are going somewhere or travelling 
or you can’t make it because you’re sick, but 
need someone to talk to and can’t make [an] 
appointment or don’t want to go there, if you 
just do it at home, then it’s just easier [for] 
both parties.’ (Emma)

Participants described digital technology 
as affording different ways to access 
appointments, timely support and the 
potential for reviewing progress without being 
constrained by the need to attend a clinic 
setting. However, they also spoke about the 
integration of digital technology potentially 
being compromised by practical barriers, such 
as expectations about mobile phone access at 
school and home, or the effects on healthcare 
professionals’ time: 

‘I don’t really know though because 
[offering 24-hour access] would be quite 
hard to do… I think that would be useful, 
[but] I don’t really know because if [young] 
people were… talking to [healthcare staff] 
all the time, wouldn’t that be a bit hard 
on them?’ (Jade)

At times there was also a mismatch between 
the expected function of digital resources and 
what healthcare professionals could or should 
provide, resulting in tensions in service user-
professional relationships. For example, one 
participant spoke about an occasion where 
she felt upset and misunderstood after being 
directed to online resources by a school nurse 
because she interpreted the advice as indicating 
a lack of concern:

‘When I was seeing the school nurse… 
she just told me to go online. It felt horrible 
because I was seeing her so she could help me, 
not so the internet could help me, because I 
had gone to see her because the internet could 
not help me, and it kind of felt that she did 
not care.’ (Jade)

Regarding the role of digital technology in 
group-based interventions, one participant, 
Emma, suggested that receiving a pre-
appointment phone call would be helpful 
because not knowing what to expect when 
attending pre-group assessments was a source 
of anxiety. The availability of printed resources 
in digital form alongside video content was 
favoured by all the participants, potentially 
with links to other websites and self-directed 
relaxation exercises.
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Other suggestions from the participants 
regarding the integration of digital technology 
with group-based interventions included the 
use of online messaging to communicate with 
the group facilitators, as well as the use of 
virtual reality simulators for exposure therapy 
and tracking of anxiety symptoms over time. 
Participants also expressed an interest in an 
online peer support discussion forum; however, 
they also expressed concerns about responding 
to peers appropriately without the oversight of 
a suitably qualified professional.

Discussion
This pilot study investigated young people’s 
perspectives on the barriers and benefits to 
using digital technologies in mental healthcare 
delivery. Of fundamental value was that 
this study accessed a clinical population 
of young people whose voices are seldom 
reported (Bergin et al 2020). A practitioner-
researcher led the study, which enabled close 
consideration of the implications for practice 
for each of the identified themes. Overall, 
various factors were identified regarding the 
participants’ experience of digital technology 
and its use to support their emotional 
well-being. These factors related to their 
identity, confidence, needs and skills in using 
technology and the interrelations between 
these areas and the expectations they held 
about themselves.

Caution in assuming digital literacy among 
young people
The findings of this study reinforce the need to 
avoid making assumptions about young people 
and their levels of digital literacy to ensure 
they are able to engage effectively with digital 
interventions. Although digital technology is 
now embedded in most people’s everyday lives, 
individuals’ technology use and competencies 
will vary (Morris 2018), and digital abilities 
developed through everyday technology 
use may not be transferable to the use of 
other digital resources (Bennett and Maton 
2010). It has been identified that adults often 
overestimate the digital abilities of children 
and young people, which fails to take into 
account variations in this population (Betton 
and Woollard 2018).

The study participants appeared self-
conscious in relation to using digital 
technologies, particularly communication 
via social media, and a lack of confidence in 
this area appeared to contribute to concerns 
about how their skills compared with those 
of their peers. This finding was reflected by 
Bucci et al (2019), who identified various 

skills required to successfully navigate 
digitally mediated communication in mental 
healthcare and the need to develop an ability 
to mentalise (understand one’s own and others’ 
feelings, motivations and behaviours) online. 
This ability is developed through previous 
experiences and receiving empathy online 
and in person, although the ability to judge 
others’ intentions and motivations online 
without contextual social cues potentially 
creates misunderstandings (Bucci et al 2019). 
Furthermore, in a non-clinical population, 
Kingsbury and Coplan (2016) found that 
symptoms of social anxiety correlated with 
a tendency to interpret ambiguous texts 
negatively. Therefore, while digitally mediated 
communication may particularly appeal 
to young people with social anxiety, their 
tendencies to misinterpret communication need 
to be considered.

Awareness of mental health apps and stigma
Fear of stigmatisation is a recognised barrier 
for young people seeking mental health 
support (Gulliver et al 2010), and digital 
interventions have been positioned as 
a means to partially ameliorate this as well 
as promoting health by offering greater ease 
of access and anonymity. The accounts of 
the participants in this study suggest that 
low awareness of digital health resources and 
concerns about negative labelling from peers 
may serve as barriers to even downloading 
mental health apps, findings which are 
reflected by other studies (Grist et al 2018, 
Ignatowicz et al 2018).

For the participants in this study, important 
considerations for using an app were its 
accessibility, design, perceived relevance, 
safety and privacy concerns, and the person 
recommending it. It should be noted that 
nurses and other healthcare professionals 
do not necessarily possess the skills to fully 
appraise the quality or safety of an app and 
may make recommendations based on limited 
evidence or simply a general impression that 
a particular app is suitable. In addition, mental 
health apps are not necessarily designed with 
children and young people in mind because the 
focus is on adult populations (Grist et al 2017). 
Healthcare professionals could potentially 
address or reduce these issues by ensuring they 
check the evidence base and suitability of apps.

Therapeutic relationships with professionals 
and blended care delivery
The quality of the relationship between service 
users and professionals has been identified as 
a crucial factor in the experience and outcomes 
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of children and young people accessing 
CAMHS care (CQC 2018). Integrating online 
and face-to-face care delivery is a research 
priority in mental health services, which 
has grown in scope since the COVID-19 
pandemic (Berry et al 2018). The findings of 
this study suggest that digital technologies 
have the potential to enhance the service user-
professional relationship but can also alienate 
young people, depending on the purpose of 
the intervention and how well it aligns with 
the young person’s preferences. All three study 
participants valued in-person contact, viewing 
remote or online support not as a replacement 
but rather as a complement to face-to-face care 
that could increase access to support outside 
of clinic-based appointments. While they are 
not representative of other children and young 
people involved with CAMHS due to the small 
sample size, this finding is supported by other 
research such as Ignatowicz et al’s (2018) 
study, which found that the opportunity to 
develop a relationship with a clinician was 
a valued aspect of digital communication.

While access to support via digital means 
was viewed as desirable by the participants, 
they also recognised that this was not 
necessarily feasible due to clinical pressures. 
Similarly, healthcare professionals may also 
wish to have choice over the means used to 
deliver care (Feijt et al 2020, Bentham et al 
2021), so healthcare professionals’ and young 
people’s familiarity with online social etiquette 
should be considered when planning care 
pathways. The study participants’ views 
suggest that digital technologies have a role in 
group-based interventions for young people 
in CAMHS, but they should be introduced in 
a way that is cognisant of anxiety about their 
use and involves clear communication about 
their function (Ospina-Pinillos et al 2018).

Reflections on research methodology
This pilot study was conceived, in part, to 
develop a proposal for a substantive research 
project in this topic area, so issues relating 
to the research methodology and design 
were considered. While this research project 
has yet to be formally pursued, lessons 
learned from this pilot study have been fed 
back to the service involved. Based on the 
authors’ experiences of undertaking the 
research, the in-depth interview approach 
appeared valuable for generating rich data 
with young people, whose perspectives are 
vital to ensure services are aligned with their 
needs, experiences, digital capabilities and 
confidence. Nonetheless, there were challenges 
in engaging this target population, particularly 

since young people can be hard to recruit for 
research given their age, vulnerability due to 
mental health issues, and the involvement of 
professionals, parents and carers as gatekeepers 
(O’Reilly et al 2013).

Two participants opted to have their 
mothers present for support during the 
interviews. Notes taken afterwards indicated 
that this parental presence afforded a deeper 
understanding of the young people’s 
experiences, with the participants’ mothers 
providing supportive comments and 
occasionally offering contextual clarification 
to the participants’ responses. However, in one 
interview, managing the boundaries of parental 
presence was complicated by the mother 
answering some of the questions alongside her 
daughter. In this scenario, the interviewer’s 
clinical experience was beneficial, since they 
were able to reflect on the dynamics present 
and use reflective comments to reorientate 
the conversation back to the young person. 
This experience indicated the potential need 
for any future research to consider a flexible 
arrangement regarding the presence of parents 
or carers during interviews, with young people 
being given the option to change their minds if 
they decide they no longer need such support. 
This could be facilitated by establishing times 
during each interview when the interviewer 
would ‘check in’ with the participant or observe 
whether the participant appeared relaxed.

Limitations
This was a pilot study involving interviews with 
just three young people, and it was undertaken 
before the COVID-19 pandemic and the 
subsequent widespread adoption of remote care 
delivery arrangements. Therefore, the findings 
reported in this article should be viewed with 
caution, since further exploration with a larger 
sample is required. The participants also 
represented a homogeneous group in terms of 
gender and age, meaning that the data cannot 
be generalised to other populations.

Conclusion
This pilot study provided an insight into 
how young people in a specialist CAMHS 
setting viewed digital technology, including 
forms of care delivery that combine online 
and in-person interventions. The findings 
suggest that it may be best to introduce digital 
technologies once a therapeutic relationship 
has been established between a young person 
and a healthcare professional, and that it is 
important to avoiding making assumptions 
about the young person’s digital literacy and 
awareness of digital health resources.
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author guidelines

Contributing to RCNi journals
Writing for publication is not as difficult as it may seem as long as contributors 
follow some simple ground rules

Introduction
The aim of RCNi journals is to inform and encourage critical reflection among nurses and 
other professionals through the publication of articles with implications for practice. 
We welcome clinical contributions to each of our journals. 

Clinical articles should be informative and evidence-based, and can include 
descriptions of practice and literature reviews, among others. Clinical articles submitted 
for publication will be peer reviewed.

You may have several reasons for wanting to publish: to share knowledge and advance 
a field of practice, to disseminate important findings or opinions, or even to contribute 
to topical policy debates. If you are a new author, we encourage you to read a selection 
of articles already published in RCNi journals before submitting your work. Or you can 
contact the editor of your chosen journal to discuss your ideas and obtain extended 
author guidelines.

Submitting your work
Articles should be submitted to 
one journal only. Articles that 
have been submitted or published 
elsewhere will not be considered. 
RCNi holds the copyright to 
published articles.  

Contributions should be 
submitted via the online 
submission system, which 
you can access by visiting 
rcni.com/submitting-an-
article and selecting your 
chosen journal. 

During the registration and 
submission process, you will 
be asked for the following 
information on each of the 
article’s authors: full name, job 
title, institution, country and 
email address. Each author will 
receive an email acknowledging 
receipt of submission and will 
thereafter be able to track its 
progress online.

After you have completed 
the process, please confirm 
your submission by email to 
helen.hyland@rcni.com

Article format and length
Articles should be submitted 
as a Microsoft Word or 
similar word-processing 
application document. 

Text styling should be kept to 
a minimum, and text should be 

double‑spaced with single returns 
to denote the ends of paragraphs. 

Clinical articles should be 
between 3,000 and 4,800 
words, including an abstract of 
150 words maximum; body text; 
boxes, tables and figures if used; 
and references. Articles exceeding 
the word count will be returned 
to authors for cutting before 
peer review. 

For suggested word lengths of 
other articles, you should contact 
the editor of your chosen journal. 

Illustrations and figures are 
welcomed, but will be redrawn 
to the RCNi design style. 
Each illustration sent must 
be numbered and captioned. 
Authors must obtain permission, 
if necessary, for use of submitted 
photographs, illustrations 
and figures.  

Writing style
The writing style should be 
straightforward, and the use 
of jargon and abbreviations 
avoided. Acronyms should be 
written in full at first mention 
and abbreviated thereafter. 

For example: Nursing and 
Midwifery Council (NMC) at 
first mention, NMC thereafter. 
Articles that refer to policy or 
legislation must state the country 
to which it applies.   

Referencing
All articles must include 
references to original rather 
than secondary sources. Correct 
referencing using the Harvard 
system is the responsibility of 
the authors.  

If references are to publications 
with more than two authors, the 
first author followed by ‘et al’ 
should appear in the text, and 
the first three authors followed 
by et al in the list of references at 
the end of the article. References 
to online material should include 
details of the specific webpage. 

Further information about 
referencing is available 
from the editor.

What happens next
Clinical articles are reviewed 
by subject experts, whose 
comments are summarised and 
sent to corresponding authors. 
Reviewers may recommend 
acceptance subject to requested 
amendments.  

Before acceptance, articles are 
checked using antiplagiarism 
software. If they include 
substantial passages of text 
similar to those in other articles, 
they will be rejected.

All authors are asked to 
validate their involvement and 
accept the publisher’s agreement. 
Once accepted, articles are edited 
and prepared for publication. 
Corresponding authors receive 
proofs before publication, 
when only minor amendments 
are accepted.

Further information
For information on how to 
contribute to the journal, 
including how to publish open 
access articles, go to rcni.com/
publish-article-with-rcni

Complaints
RCNi journals are members of 
the Committee on Publication 
Ethics (COPE) and follow 
its code of conduct for 
editors. Further information 
is available at www.
publicationethics.org 
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Find out more and view our future events at  
careersandjobsfair.com or scan the QR code

Find
your
perfect 
nursing job

What are you waiting for?
	ª Meet nurse recruiters and be interviewed on the day.
	ª Build your CPD hours in our FREE seminars.
	ª Get tips on how to prepare and succeed in your interviews.
	ª Learn how to write supporting statements and CVs for your job applications.

REGISTER FREE TODAY
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Supporting you from theory to practice:
•	 Nursing studies – practical advice, clinical articles and inspiration 

from other students to help you find your feet on your course.

•	 �Advice and development – make an informed decision about  
the kind of nurse you want to be with guidance from these careers 
and development articles. 

•	 �Clinical placements – entering a clinical setting for the first time  
can be a daunting experience. Learn how to enhance your skills 
through reflection and put your theory into practice.

•	 Newly qualified nurses – confidently make the transition from 
student to qualified nurse with this dedicated collection of articles.
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student resources

Explore 
the student 

section 
today

Available in the 
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