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1 Study Summary

Full Study Title Restrictive interventions in acute mental health services and
their impact on accessing timely healthcare services in BME
adult  males:  A  case  study  of  the  experiences  of
Nottinghamshire service users

Short Study Title Male experiences of an acute mental health stay
Ethics Reference Number 18/EM/0192
Study Design Case study involving case notes reviews and interviews with

participants 
Study Participants Adult male patients that were hospitalised in NHCT between

31  March  2016  and  31  March  2018  and  were  restricted
during their stay.

Study Sample Size 20
Study Location/s Bassetlaw, Highbury, and Millbrook Hospitals
Participant Inclusion Criteria The inclusion criteria for participants:

 Male patients over the age of 18
 Were inpatient between 31 March 2016 and 31 March

2018
 Restricted during their stay in hospital
 Have capacity at the time of interview/study

Primary Research Questions • To describe the experiences of adult males that have
been restricted during an acute hospital stay

Secondary Research 
Question/s

• To determine how young BME males are accessing
mental  health services by exploring the use of the Mental
Health Act.

Interventions Participants will be interviewed and their case notes will be
reviewed.  The interview will take approximately 1 hour and
will be conducted over 3 months.
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2 Abbreviations 

AMH Acute Mental Health

BME Black and Minority Ethnic

CDU Clinical Development Unit

CI Chief Investigator

CTO Community Treatment Orders

GCP Good Clinical Practice

ICF Informed Consent Form

ICH International Conference of Harmonisation

NHCFT Nottinghamshire Healthcare NHS Foundation Trust

NHS National Health Service

PIS Participant/ Patient Information Sheet

R&I NHS Trust Research &Innovation Department

REC Research Ethics Committee

3 Glossary
Restrictive interventions: Interventions that may infringe a person's human rights and freedom of 
movement, including locking doors, preventing a person from entering certain areas of the living 
space, seclusion, physical and mechanical restraint, rapid tranquillisation and long-term sedation 
(NICE, 2015).
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4 Rationale
 The division of  Local  Partnerships at  Nottinghamshire Healthcare NHS Foundation Trust

(NHCFT)  has a key objective  to deliver  services  that  meet  the needs of,  and improves
engagement with our diverse communities in developing these services. In its Equality and
Diversity Action Plan for 2017/2018, one of the work streams identified to meet this objective
is to improve Black and Minority Ethnic (BME) access to health care services.  BME are
generally  defined  in  the  NHS as any group  other  than  white  from the  2001 Census.  It
includes  Black  African,  African-Caribbean,  South  Asian,  other  white  (e.g.  Irish  or  other
migrant communities, such as Polish) and non-white minority groups (Greene, et. al., 2008).
In this paper the term refers to all groups other than white British to allow for distinctions in
White European service users. Individuals  of  white British descent  will  be referred to as
white.  

 It has been noted that a crucial deterrent to timely healthcare usage is the quality (or lack
thereof)  of  care that  BME receive in  mental  healthcare institutions (Memon  et.  al, 2016,
Dowrick et. al., 2009, Keating et. al., 2004, McLean et. al. 2003). Mental health professionals
within the organisation have made a few anecdotal observations about the usage of mental
health services by young BME men. They observed that BME males are less likely to access
help for mental health problems from primary care and usually present to secondary care in
a crisis. They also observed that BME males are more likely to be detained and restricted
and have lengthier hospital stays than their white counterparts.

 Parallel  to  this,  the  increased  publicity  of  mental  health  in  BME in  the media  has  also
influenced the development of this piece of work. Repeated statements about BME men
being detained more than white men and being three times more likely  to be restrained
(Campbell 2017, Coulter 2017, NHS Digital 2017) have been made in recent publications.
Annual figures from NHS Digital for 2016/17 showed that the use of community treatment
orders (CTO) was almost nine times the rate of white ethnic group. Furthermore, in a meta-
analysis of past studies, the Synergi Collaborative (2017) found that black people were more
than 4 times likely to be detained under Sections 2, 3, and 4 of the Mental Health Act (MHA)
1983. 

 A study conducted in Birmingham by (Gagwani et. al. 2016) attributed the disproportionate
rates of detention are to higher rates of mental disorders and poorer levels of social support
rather than ethnicity. However, we propose that the clinician’s misinterpretation of culturally
intrinsic nuances as mental illness could have accounted for this (Littlewood and Lipsedge,
1981; Bhugra and Gupta, 2011).  Additionally, the study did not investigate the pathways to
care of individuals and the factors that led to an MHA assessment in the first place, which we
propose to do in our research.

 Two  similar  studies  have  recently  been  conducted  within  the  region  (Healthwatch
Nottinghamshire  2016,  Hui  2017).  Healthwatch  Nottinghamshire  (2016)  explored  the
experiences of various in using mental health crisis services. A majority of the respondents
with  a  history  of  using  crisis  services  reported  having  had  a  negative  experience
(Healthwatch Nottinghamshire, 2016). However, only 22 percent of BME participants were
male.
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 Hui (2017) completed a qualitative study that explored the experiences of living in a high

security hospital (including restriction) of ten BME male (incidentally) patients (Hui 2017).
The study recommended improving access to mental health services and fair treatment of
BME within mental health services (Hui 2017).

 To determine if  there were disproportionate rates of detention and restraint were true for
LP’s patient population, a preliminary exercise was performed by its Clinical Development
Unit. Data was analysed between January 2014 and October 2017. It found that BME men
are  more  likely  to  be  restrained,  or  to  stay  in  hospital  for  longer  especially  if  they  are
unknown to the service. In the findings,  black men were more than twice as likely to be
restrained as white men, and BME as a collective were 5 times more likely to be restrained.
Hence, this study builds on the CDU exercise to explore and explain this discrepancy as
previous research has not addressed this. By comparing the experiences of BME and white
men that  have  been  restricted  during  their  stay  in  NHCFT Acute  Mental  Health  (AMH)
hospitals  we hope to understand the hospital  stay experiences and experiences prior  to
hospitalisation of these subjects. 

 We plan to conduct a case study of adult male patients that have been restricted in an acute
hospital setting over the last two years. It will comprise of case note reviews and interviews. 

 The results will be used to inform how AMH inpatient services can be improved for NHCFT
population in general and to enhance access to mental health services to BME in particular.

 Limitations: 
o We are relying on good quality data that shows accurate recording of ethnic codes in

our  health  record  systems.  It  is  known  that  clinicians  do  not  always  record  the
ethnicity of patients (NHS Digital, 2017), which may reduce the selection pool. The
directorate  team  will  collate  patient  records  where  necessary  to  increase
completeness.

o The study excludes anyone who is  not  currently  being treated by the service so

valuable information may be missed out from this group. 
o Recall bias may alter results. As we are interviewing and asking about events that

may  be  two  years  old,  events  may  be  remembered  differently  from  how  they
occurred. 

o The interviewee may be intimidated by the presence of two people in authority in the

interview  room  which  may  alter  how  a  participant  answers  questions.  The  care
coordinator will  be present as a member of the clinical  team who can assess for
capacity and provide the participant with support if they become distressed during
interview. 

o There is a probability of interviewer bias as the interviewers own views, prejudices

and impressions of the interviewee may influence how the information is assessed
and analysed. 

o English language competence of some of the BME participants may prove to be a

barrier to effective communication, and some meaning may be lost during translation
(Green & Thorogood, 2018). We will have Trust approved interpreters who should
provide adequate interpreting services.
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5 Study Objectives

The main objective is to describe the experiences of white and BME men that have been restricted 
during their hospital stay.

We will also compare:

• the proportion of use of physical restraint for BME men and white men.

• the proportion of use of enforced medication  BME men and white men.

• the proportion of secluded men for BME men and white men.

• the mean number of incidents per patient.

• the proportion of informal admissions into acute mental health (AMH) Services.

• the proportion of Section 2 v Section 3 use in BME men and white men.

• the proportion of Section 136 admissions for BME men and white men.

• the proportion of CTO for BME men and white men.

• the risk ratios of being sectioned and restricted. 

6 Study Design

6.1 Study Outline
 This is a retrospective case study. 
 Cases will  be randomly selected from a pool  of names of all  adult  men that  have been

restricted during their stay in either Bassetlaw or, Highbury or Millbrook hospitals between
March 2016 and March 2018. 

 The  care  coordinator  may  be  present  before  consent  to  assess  capacity.  After  gaining
consent, participants will be interviewed at home or at one of the hospitals per choice to find
out about their experiences of inpatient care. Participants will be able to choose an individual
who can provide them with moral support during these interviews. The interview will be semi-
structured. Notes will be taken during the interview and it will be tape recorded to maximise
accurate analysis. The interviews will be transcribed by the researcher on to Trust servers as
soon  as  practically  possible  following  each  interview.  All  transcribing  is  expected  to  be
completed  2  weeks  after  the  last  interview.  Thematic  analysis  of  the  interviews  will  be
conducted thereafter in an appropriate qualitative analysis software TBC.

 Thematic  analysis  following  Braun  and  Clarke’s  (2006)  guidelines  has  been  chosen  for
analysis because it is an accessible method to use for a novice in qualitative research and is
useful in pointing out similarities and differences between participants (Nowell  et. al. 2017,
Braun et al 2006, King 2004). 

 Patient  health  records  will  also  be  reviewed  and  relevant  data  will  be  extracted.  Data
collected will include demographics, details of hospital admission, length of stay in hospital,
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details of incidents regarding restrictive practices, number of hospital stays, whether patient
was restricted during other hospital admissions. It will be analysed in MS Excel 2010 / SPSS
19.

 The study is expected to last for 6 months.
 The researcher will undertake all research activities. 

6.2 Participant Involvement
 Participants will be identified from a pool of patients that were admitted into NHCFT AMH

services between March 2016 and March 2018. Identified participants will  be assigned a
random number. They will then be stratified into BME and white British groups. Thereafter
ten participants will be randomly selected into each group.

 Invitation  letters  will  be  sent  out  to  participants  to  respond  to.  A  detailed  participant
information  sheet  (PIS)  explaining  the  study  and  informed  consent  form  (ICF)  will  be
enclosed. 

 Potential participants will be given two weeks to respond to invites. If no response is given
another invitation letter will  be sent. If there is no response to the second letter it will  be
assumed that the patient is not interested in taking part.

 Participants will be randomly selected and sent invitations until the sample size is achieved
for each group. 

 Eligible participants that give informed consent will be expected to participate in an interview
for up to one hour. They may be followed up for clarification of issues during the analysis
stage of the study.

 Participant recruitment will begin as soon as all necessary approvals have been given.

6.3 Participant Recruitment
 This study will involve a review of case notes and interviews with past inpatients of AMH

services regarding their care during their hospital stay. It will be set at either the participant’s
home or one of NHCFT AMH hospitals depending on the participant’s preference.  

 Letters  will  be  sent  to  participants  by  their  respective  care  team  at  the  first  instance.
Participants will be given two weeks to respond in writing their willingness to participate. If no
response is  received after  a  second invitation  letter  is  sent,  it  will  be  assumed that  the
participant is not interested in taking part.

 Participant  Information  Sheets  and  ICFs  detailing  the  study  will  be  included  with  the
invitation  letter.  Contact  details  of  the  researcher  will  be  included  if  participants  require
further information or have queries about the study. For those that respond wishing to take
part the researcher will telephone to arrange a meeting for the interview. Informed consent
will be given at this meeting.

 Informed consent will be taken by the researcher.
 The participant will be asked for permission to review their health records and to take part in

an  interview.  Permission  will  also  be  sought  to  notify  their  general  practitioner  of  the
participant’s involvement in the study.

 Participants are expected to be in the interview part of the study for approximately 1 hour.
 Participants will be withdrawn from the study if consent is withdrawn. Participants will be free

to withdraw from the study at any time without giving a reason
 The PIS and ICF will inform participants of their right to withdraw from the study at any time.
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7  Participation Eligibility Requirements

7.1 Inclusion Criterion
 Participant is willing and able to give informed consent for participation in the study.

 Male aged 18 years or above.

 Admitted into Bassetlaw, Highbury or Millbrook hospitals between March 2016 and March

2018.

 Restricted at least once during their hospital stay. 

7.2 Exclusion Criteria
 Unable to give informed consent

 Anyone who is not currently being treated by the service.

7.3 Expected Participant Duration
 It is expected that the interviews will take no more than one hour. Some interviewees may be

followed up over the telephone for clarification of issues during analysis.
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Figure 1: Selection process

Check ethnicity
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7.4 Informed Consent
 The study will  be explained in writing and verbally. The informed consent process will be

conducted by the researcher. It will be initiated when the participant receives the invitation
letter with accompanying PIS and IC, discussed briefly over the telephone when arranging
the interview appointment, and in the interview room. 

 It will be clearly explained that:
A) Informed consent will be received for the use of the participant’s anonymised health 
records.
B) Informed consent will also be received for the interviews, audio recording of them and the 
use of anonymised quotations in publications.
C) informed consent will be needed for their general practitioner to be informed of their 
participation in the study.  

7.5 Participant Withdrawal
 Participants will be withdrawn from the study if consent is withdrawn, and if the participant is

no longer able to give consent.
 The PIS and ICF will inform participants of their right to withdraw from the project at any time

without giving any reason. However, the data collected up to that point may still be used in
the analysis.

8 Research Data

8.1 Data Analysis
 The primary outcome will  be to describe the experiences of adult  males that have been

restrained during an acute hospital stay. The recorded interviews will be transcribed onto a
Word document for analysis. Thematic analysis of the interviews will  be conducted using
either Word and Excel, or an appropriate qualitative software TBC.

 Proportions and averages will be calculated for all other end points. Measures of association
will be calculated to determine strength of relationships. It will be analysed in MS Excel 2010
or SPSS 19.

 Missing data will be removed from analysis. 
 Data  will  be  cross  checked  by  at  least  two  members  of  the  research  team  to  ensure

accuracy of analyses and to reduce bias.
 Data will be stored securely in password protected files on NHCFT servers and on encrypted

devices.

8.2 Participant Sample Size
 We intend to recruit 20 participants, half white and half of BME background so that we can

determine if there are differences in the care received. Purposive sampling will be utilised
from  a  computerised  search  of  adult  males  that  have  been  that  treated  at  Bassetlaw,
Highbury  and  Millbrook  hospitals  between  March  2016  and  March  2018.  Identified
participants  will  be randomly  assigned a  participant  identification  number.  These will  be
stratified  into  BME and  white  British  groups  and  then  10  participants  will  be  randomly
selected for each group.
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 Literature shows that a sample size between 6 and 12 interviews is fairly adequate for the

analysis of a defined research question and homogeneous group (Guest et. al. 2006), thus,
this justifies our sample size. Additionally, the recruitment numbers could be limited by the
fact that this is a hard to reach group due to variable capacity to consent at the time of
interview.

9 Adverse Events
 Participants may be distressed by recalling a potentially traumatic period in their life during 

the interviews. As well as having the care coordinator there to provide support, the 
researcher will be sensitive to the non-verbal cues when asking questions. The researcher 
will emphasise that their participation is completely voluntary; therefore they will be free to 
withdraw from the study during the interview without giving a reason.   

 Participants may also disclose or raise misconduct or safeguarding concerns about their 
time in hospital, we would investigate through normal channels of Trust policy. The 
researcher will reassure the participant that all information disclosed will be dealt with 
sensitively and confidentially and that any concerns will have no impact on their ongoing 
care.

 Participants may also disclose risk to self or others which the researcher will have to report 
to their care team.

10 Regulatory Aspects

10.1 Ethical and other NHS Approvals
 Approvals that will be sought prior to commencing research will be from the Health Research

Authority  (HRA),  NHS  Research  Ethics  Committee  (REC)  and  NHCFT  Research  and
Innovation (R&I).

 Amendments will not to be implemented until approvals sought from relevant bodies – REC
and NHCFT R&I have been granted. 

 The study will be conducted in accordance with the ethical principles based on the UK Policy
Framework for  Health and Social  Care Research (2017), Good Clinical  Practice and the
Declaration of Helsinki (1996). 

10.2 Deception
 We will inform participants of each research activity prior to participating so that there is no

risk of deception. 
 Participants will also be debriefed by the researcher.

10.3 Consent
Participants will be:

 Given information sheets prior to participating
 Informed of all research activities. 
 Given at  least  24 hours to decide whether they wish to participate and will  be told that

participation is voluntary.
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 Given the opportunity to ask questions
 Given the opportunity to notify their general practitioner if willing
 Asked to sign an ICF.

10.4 Right to Withdraw
Participants will be informed that:

 Their participation is voluntary.
 Withdrawal can happen at any time – even during analysis stages.
 In some cases anonymous data may not be withdrawn (as any identifiable information will

have been removed). 

10.5 Confidentiality and Data Protection
Participants will be informed that:

 All information will be treated in a confidential manner.
 All data will be kept in secure storage.
 Identifiable information will be removed.
 Identifiers will be given to anonymise data.
 Access to data will be limited to the research team.
 Data will be stored in accordance with the Data Protection laws and will only be used for

purposes of the research set out in the PIS and this protocol. 
 Data will be stored for 5 years as per NHCFT policy.
 Data on hard copies will be kept in a locked cupboard on Trust premises that only the Chief

Investigator has access to.
 The  researcher  will  hold  a  coding  log  for  the  anonymization  of  study  participants.  Any

personal data will be destroyed after 3 months. This will only be accessible to the research
team.

 Any data will be kept on secure password protected servers and encrypted devices. 
 The data custodian will be Cynthia Mutepfa.
 Study data will be archived according to Appendix 3 of the NHCFT Staff Conducting, Hosting

or Collaborating in Research Policy and Procedure.

10.6 Vulnerable Groups
 The group which will be participating in the research are not considered vulnerable. 

Participants will be assessed for capacity by the care coordinator or approved health 
professional before consenting.

10.7 Confidentiality
 Individual participant information (medical or personal) obtained as a result of this research

is considered strictly confidential. Disclosure to third parties is prohibited.
 Confidentiality will be protected through the usage of identifiers. At identification each person

will be given a unique non-traceable identifier.
 Any data generated will be liable for inspection on request by the Trust R&I and REC.
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10.8 Indemnity

Standard NHS indemnity will cover this study.

10.9 Sponsor
Nottinghamshire Healthcare NHS Trust (or other) will act as the main Sponsor for this study. 

11 Funding
 NHCFT has funded this research. 
 Participants will be reimbursed travel expenses where necessary.

12 Patient and Public Involvement
Members of the public (including service users) are being consulted on the design of the research.
Their opinion is being sought on the appropriateness of the invitation letter and PIS.

13 Dissemination
 The results will be disseminated by the LP Equality and Diversity group. They will be shared 

with the participants, AMH senior management team, and the commissioners.
 The results may be published in psychiatric journals.
 The findings will be made available on the NHCFT Research Repository.

14 Relevant Signatures
Chief Investigator:

Name: __________________________________

Signature: __________________________________

Date: __________________________________

Principal Investigator:

Name: __________________________________

Signature: __________________________________

Date: __________________________________

Sponsor Representative:
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Name: __________________________________

Signature: __________________________________

Date: __________________________________
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