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The use of Positive Behaviour Support Plans in mental health inpatient care: A 

mixed methods study 

Accessible Summary 

What is known on the subject 

 There is a drive to use positive and proactive approaches to mental 

healthcare to reduce the use of restrictive practices such as seclusion and 

restraint. 

 Positive behaviour support plans have been used successfully to do this in 

learning disability services and, in England, it is now a regulatory 

requirement that anyone with challenging behaviour should have an 

individualised behaviour support plan. 

 However, positive behaviour support plans specifically have not been 

evaluated as part of routine mental healthcare and mental health nurses͛ 

and relatives͛ attitudes towards them are unknown.  

What the paper adds to existing knowledge 

 This evaluation of Positive Behaviour Support Plans in routine mental 

health inpatient care found that they had not been widely implemented 

or completed as intended.  

 Barriers to the use of the plans included confusion among nurses and 

relatives around the principles of positive behaviour support, including 

how, when and for whom the plans should be used, difficulties in being 

aďle to desĐƌiďe the fuŶĐtioŶ of a patieŶt͛s behaviour and lack of 
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engagement with relatives and patients. 

 Nevertheless, nurses and relatives valued the plans, in particular for their 

potential to facilitate holistic care.  

What are the implications for practice 

 To use the plans successfully, mental health nurses will need training to 

understand fully the rationale behind the positive behaviour support 

approach and will need to engage more with relatives and patients. 

 Commitment to the approach from the whole care team and organisation 

will be needed to implement the plans consistently for all patients. 

Abstract 

Introduction: An international drive is to minimise restrictive practices in mental 

healthcare. Positive behaviour support Plans (PBSPs) help staff prevent behaviour 

which would require restrictive intervention. Originating in learning disability 

services, data within mental healthcare are limited.  

Aims: To evaluate PBSPs within a mental health-inpatient service; understand 

ŵeŶtal health Ŷuƌses͛ aŶd ƌelatiǀes͛ attitudes to theŵ aŶd uŶdeƌstaŶd the 

barriers and facilitators for their use in routine mental healthcare. 

Method: Mixed methods - quality-ratings and interviews with relatives and 

nurses.  

Results: PBSPs were poorly implemented. Relatives and nurses valued the 

potential of PBSPs to facilitate holistic care, though no relative had contributed to 

one and not every eligible patient had one. Barriers to their use included 

confusion around positive behaviour support, including how, when and for whom 

PBSPs should be used, and difficulties describing the function of a behaviour. 

Discussion: The potential of PBSPs to improve mental healthcare is recognised. 

However, there are barriers to their use which should be addressed to ensure 
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that PBSPs have been properly implemented before their impact on patient-care 

can be assessed.   

Implications for practice: Mental health professionals implementing PBSPs should 

engage with relatives and patients, gain organizational commitment and ensure that 

those involved understand fully the positive behaviour support approach. 

Key words: positive behaviour support, restrictive practices, violence, aggression, 

mental health nursing 

Relevance Statement 

This paper addresses a key priority for mental health nurses internationally: the 

need to minimize the use of restrictive practices. Positive behaviour support 

plans have been used to facilitate this in learning disability services. This paper 

evaluates their use in inpatient mental health settings from the point of view of 

nurses and carers. The plans were viewed positively, though they were poorly 

implemented. This paper provides information for mental health nurses about 

barriers and facilitators to the use of the plans. This information will help mental 

health nurses to understand what is needed to implement the plans and to 

evaluate their impact on patient care.   
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Introduction 

Restrictive interventions, such as restraint and seclusion, are used in mental 

health inpatient units to manage patients who are violent or aggressive. Other 

restrictive practices, such as ward rules, limit setting or restrictions regarding 

leave are also employed routinely (Xyrichis et al., 2018). However due to findings 

of harm associated with such practices (Hammer et al., 2011; Theodoridou et al., 

2012), there is an international drive to minimise their use (LeBel 2014). Mental 

health nurses have been encouraged instead to think and act proactively, that is 

to act to prevent issues arising which may require the use of restrictive practices 

(Cockerton et al., 2015). However, current care planning tends to be reactive and 

has been criticized as ͚oǀeƌlǇ foĐused oŶ ŵaŶagiŶg pƌoďleŵs͛ (Barratt et al., 

2017), bureaucratic and damaging to therapeutic engagement (Simpson et al., 

2016) and lacking involvement from service users and their families (Doody et al., 

2017; Simpson et al 2016; Grundy et al., 2015). 

One existing, proactive and preventive behaviouƌ ŵaŶageŵeŶt sǇsteŵ is ͚Positive 

behaviour support͛ (PBS). PBS is a values-led, multi-component framework which 

aiŵs to iŵpƌoǀe iŶdiǀiduals͛ ƋualitǇ of life ďǇ iŶĐoƌpoƌatiŶg a person-centred 

approach and compiling personalised interventions through comprehensive PBS 

plans (PBSPs) (LaVigna & Willis 2012, Allen et al., 2005). PBSPs are designed to 

pƌoŵote uŶdeƌstaŶdiŶg of ǁhat pƌeĐipitates aŶd ŵaiŶtaiŶs aŶ iŶdiǀidual͛s 

challenging behaviour (Clark et al., 2017a) with the aim of prevention of 

aggression and violence. The UK DepaƌtŵeŶt of Health͛s guidaŶĐe ;2014) states 

that services that support people who present with challenging behaviours 

should use ͚ƌeĐoǀeƌǇ-based approaches and delivery of care in accordance with 

the pƌiŶĐiples of positiǀe ďehaǀiouƌal suppoƌt͛. The Care Quality Commission (the 

independent regulator for health and social care in England) requires evidence of 

“Đaƌe ƌeĐoƌds to ĐoŶfiƌŵ people ǁith ďehaǀiouƌ that ĐhalleŶges haǀe had a ƌeĐeŶt 

holistic assessment and an individualised behaviour support plan (or equivalent) 

which is reviewed regularly (CQC 2017).  

PBSPs have been applied mostly in learning disability settings, where a large 
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Đlusteƌ ƌaŶdoŵised ĐoŶtƌolled tƌial ;‘CTͿ of PBSP͛s ;Ŷ=23 community 

intellectual disability services) (Hassiotis et al., 2018a) found no benefit for 

staff training in positive behaviour support versus treatment as usual. However, 

this may be because the training was too burdensome (three 2-day face to face 

workshops) and covered too wide a range of interventions to be effective. The 

authors identified implementation issues which suggests that this may have 

been the case. Nevertheless, a positive effect has been found in relation to 

mental healthcare: a small RCT (n=39 patients) of PBSPs (Davies et al., 2019) 

conducted in a forensic psychiatric intensive care unit found significant 

reductions in aggression frequency and severity and in the frequency of other 

challenging behaviours with some benefits retained at 12 months. However, in 

that study (Davies et al., 2019), PBSPs were tested under trial conditions which 

included significant input from psychology and occupational therapy staff from 

the outset and extensive, targeted staff training, so conditions for the use of 

the PBSPs were optimal.  

It is not known whether PBSPs are effective when used as part of routine 

mental healthcare, i.e. as a supplement to existing care plans, with limited 

resources for training and where the extent of collaboration with the 

multidisciplinary team may vary. Furthermore, it is also unknown how PBSPs, 

which are informed by a potentially novel model of care (PBS), might be 

perceived by mental health nurses who are key in care planning and delivering 

physical interventions (Stubbs et al., 2009).  The importance of attitudes in 

managing challenging situations and in reducing restrictive interventions such 

as restraint has been acknowledged (NHS Protect., 2014; RCN., 2014) and 

Ŷuƌses͛ attitudes haǀe ďeeŶ fouŶd to iŵpaĐt oŶ the delivery of a range of 

interventions (Bee et al., 2015; Farrelly et al., 2016; Price et al., 2018). 

UŶdeƌstaŶdiŶg ŵeŶtal health Ŷuƌses͛ attitudes to the use of PBSPs ǁill 

therefore be important in determining if and how they can be implemented in 

practice. Finally, the iŵpoƌtaŶĐe of ƌelatiǀes͛ iŶǀolǀeŵeŶt iŶ Đaƌe plaŶŶiŶg has 

been noted (Grundy et al., 2015) but it is unknown whether PBSPs will 

facilitate this as is intended.  
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The current feasibility study was therefore conducted to evaluate the 

implementation of PBSPs within a mental health inpatient service. The aims were 

to understand mental health Ŷuƌses͛ aŶd ƌelatiǀes͛ attitudes to and use of PBSPs 

and to understand the barriers and facilitators for using them in routine mental 

healthcare. 

Methods 

Setting: The study was conducted within a large mental health NHS inpatient 

hospital in London, UK. Three study areas were selected in order to include 

patients with varied diagnoses, illness severity and care needs: a male psychiatric 

intensive care unit (PICU), a feŵale aĐute ǁaƌd aŶd a ŵiǆed geŶdeƌ oldeƌ peƌsoŶs͛ 

ward (total 50 beds). Favourable ethical review of the study was provided by the 

Proportionate Review Sub-committee of the South West - Cornwall and Plymouth 

Research Ethics Committee (REC reference number: 17/SW/0074). 

Design: Mixed-methods were employed including quality of completion ratings of 

the PBSPs and interviews of nurses and relatives of patients with a PBSP. 

Positive Behaviour Support Plans: The PBSP, which adopts a bio-psycho-

pharmaco-social framework (Clark and Clarke, 2014; Clark et al., 2017), was 

designed by a Nurse Consultant in Acute and Restrictive Practice (author LLC). 

The biological domain is always analysed first, through full physical examination, 

in order to prevent diagnostic overshadowing. The psychological domain is 

considered next, including diagnosis, family history, stressful life event and 

engagement with mental health services and therapies. The pharmacological 

domain is then explored, this includes current medication and side effects, use of 

street drugs, over the counter medication, smoking and alcohol habits. Social 

factors, including family dynamics, relationships, sexuality, religiosity, spirituality 

and support networks are identified in addition to housing, education and finance 

issues.  

Challenging behaviours are recorded on an antecedent-behaviour-consequence 
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(ABC) chart and triggers and risk factors identified. An initial management plan is 

formulated which is regularly reviewed and amended as information is gathered. 

The PBSP is iŶteŶded to ďe foƌŵulated ǁith the patieŶt͛s cooperation and with 

the input of their nearest relatives (with patient permission) where possible. The 

PBSP and an implementation manual is available from the author LLC. In the 

three months prior to this study, 83 multidisciplinary staff members from across 

the NHS Trust attended a six-hour workshop led by LLC designed to change 

attitudes and knowledge of restrictive practices and to introduce the PBSPs. 

However, as the study started, the Trust withdrew funding for all training due to 

staffing shortages and no more workshops could be delivered. Instead, LLC 

provided ward based training on how to use the PBSPs on an as needed basis, 

this was designed to ensure that most staff had received training in the important 

aspects of the intervention such as the underlying theory and how to complete 

the PBSPs. 

Participants and recruitment: The nearest relatives of patients with a PBSP and 

nurses working within the study areas were interviewed. The records of all patients 

admitted to these areas during a six-month study period in 2018 were examined 

in order to identify who had a PBSP. Ward staff then provided a participant 

information sheet (PIS) to all eligible nearest relatives, and obtained the contact 

details of those willing to participate. The research assistant (FL) contacted these 

relatives and obtained written, informed consent prior to conducting the 

interview and gathering basic demographic data. All nurses working within the 

study areas during the study period were provided with a PIS by FL and asked to 

contact her if they wished to participate.  

Data Collection: The number of PBSPs in use and of incidences of seclusion, 

violence or aggression reported for patients with a PBSP over the six-month study 

period were extracted from patient records. The quality of completion of each 

PBSP was rated using a standardised tool developed for this study informed by 

related published instruments (Sugai et al., 2001; Browning-Wright et al., 2007). 

Items (n = 32) designed to assess whether each element of the PBSP had been 
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completed as intended were scored as 0=Not completed (i.e. nothing recorded), 

1= Partially completed (i.e. some information had been recorded but this was not 

complete, for example challenging behaviour was described but patieŶt’s ŵeŶtal 

and physical health presentation was not recorded), 2= Fully completed (i.e. all 

expected information was recorded). A total quality score for each PBSP was 

calculated by summing all scores for all items of each PBSP (i.e. 0 = no item fully 

completed to 64 = all items fully completed). Inter-rater reliability was tested by a 

research nurse and FL independently rating a 10% sample of the completed forms 

aŶd fouŶd to ďe high ;CƌoŶďaĐh͛s alpha: Ϭ.ϳϭ to Ϭ.ϳϱͿ. 

Interviews were conducted face to face by FL and were informed by a topic guide. 

The topic guide for relatives explored their understanding of restrictive practice 

and their perceptions of the PBSPs (an example PBSP was presented). In addition, 

the topic guide for nurses explored their experience of using PBSPs. Topic guides 

were revised iteratively, for instance, during the first 4 interviews, the researcher 

noted that the use of agency staff was cited as a barrier to using PBSPs, so this 

was addressed during subsequent interviews. Interviews were digitally recorded 

and transcribed verbatim. However, two relatives declined to be recorded, so 

written notes were taken. 

 Data analysis: Descriptive statistics for the number of PBSPs in use, the quality of 

completion ratings and the number of incidences of the use of seclusion and of 

violence or aggression were prepared using SPSS statistics software (IBM SPSS, 

version 24, 2016), a non-linear regression analysis was conducted to test the 

relationship between the number of incidents involving each patient and the 

quality rating score of their PBSPs.  

Interview data from each sample (relatives and nurses) were analysed separately 

using thematic analysis (Braun and Clarke, 2006). Data analysis and collection 

were iterative. Data were coded and themed by two authors who independently 

read the transcripts to identify themes. The two authors then agreed themes, 

which were further confirmed through discussion within the whole team which 

included a service user advisor.  
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A ͚tƌiaŶgulatioŶ pƌotoĐol͛ (Ashour, 2018) was then used to combine and compare 

all data souƌĐes. Thƌee steps ǁeƌe iŶǀolǀed: ϭͿ ͚soƌtiŶg͛ of data to identify barriers 

and facilitators to the implementation of the PBSPs; ϮͿ ͚ĐoŶǀeƌgeŶĐe ĐodiŶg͛ to 

identify similarities and differences between the two interview datasets; 3) cross-

checking the consistency of data items from the interviews and the PBSP quality 

of completion ratings. At each stage, data were independently coded by at least 

two researchers and themes agreed within the multi-disciplinary team.  

Results 

During the six-month study period, 30 PBSPs were in use; nearly all were on the 

male PICU (n=29) and only one on the female acute ward; none had been 

Đoŵpleted oŶ the oldeƌ peƌsoŶs͛ ǁaƌd. QualitǇ of ĐoŵpletioŶ ƌatiŶgs iŶdiĐated 

that most of the items had not been completed as intended (highest quality 

rating = 42 for 1 PBSP, lowest = 0 for 2 PBSPs; mean = 13.7; SD = 10.95). Fifteen 

PBSPs (50%) scored very low (< one third of the maximum score). 

The 30 patients with a PBSP were involved in 23 incidents of seclusion (range 0 to 

5, mean 0.77, SD 1.22); ϯϯϱ ͚iŶĐideŶts͛ ;ƌaŶge Ϭ to Ϯϳ, ŵeaŶ ϱ.ϴϯ, SD ϳ.ϲϭͿ, 

including 108 incidents of aggression towards others; 5 incidents of self-harming; 

47 incidents of destructive behaviour (such as property damage); and 175 other 

incidents where the details were not specified. There was no relationship 

between the number of incidents involving each patient and the quality rating 

score of their PBSPs (R
2
 = 0.02, F (2, 27) = 0.23, p > 0.05).  

 Interview Participants: Seven relatives (i.e. relatives of seven patients) and 13 

nurses agreed to be interviewed; their demographic details are shown in Table 1. 

Interviews lasted from 15 minutes to 1 hour. Summary themes are present with 

supporting quotes identified by R (relative), P (mental health nurse) and a 

number representing the order of interviews (e.g. R1-7, P1- 13, each participant 

was interviewed once only). 

Relatiǀes’ Vieǁs: Tǁo ďƌoad theŵes of ͚understanding and awareness of 
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restrictive practices͛ and ͚PBSPs as an aid to patient care͛ ǁeƌe ideŶtified.  

Theme: Understanding and awareness of restrictive practices 

‘elatiǀes ǁeƌe Ŷot faŵiliaƌ ǁith the teƌŵ ͚ƌestƌiĐtiǀe pƌaĐtiĐe͛ ďut ǁeƌe faŵiliaƌ 

with the concept and felt that, if applied rigidly, some restrictive practices could 

impact negatively on their loved ones. 

 ͞Ǉou ĐaŶŶot take ĐertaiŶ thing in, like drinks and food that we bring. 

 That’s Ŷot alloǁed aŶǇŵore. TheǇ are oŶlǇ alloǁed to go out iŶ the 

 gardeŶ area at ĐertaiŶ tiŵes.͟ [R4] 

  “TheǇ took his glasses aǁaǇ ǁheŶ he ǁas iŶ seĐlusioŶ ...he ǁouldŶ’t 

 recognise himself in the mirror and he would think that he is his voices 

 and that he has died and there is soŵeoŶe else iŶ his ďodǇ.͟ [R2] 

However, there was also consensus that restrictive practices are sometimes 

necessary for patient safety.  Some relatives cited example of how they 

themselves, in the process of caring, had used restrictive practices to keep their 

relative safe physically or from getting into other harmful situations, such as 

building debt.  

  ͞I think they are just there to protect the patients… and to allow the 

 doctors to do the ǁork theǇ Ŷeed to do.͟ [R5] 

 “We try to restrict a lot of things with X. When he came out last time, all 

 his deďts ǁere paid off…… deďts upset hiŵ so ǁe alǁaǇs tell hiŵ he 

 ĐaŶŶot haǀe it ;ŵoŶeǇͿ.͟ [R4] 

Theme: PBSPs as an aid patient care 

No ƌelatiǀe ƌeĐogŶised the teƌŵs ͚positive behaviour support plan͛ oƌ ͚positiǀe 

ďehaǀiouƌ suppoƌt͛ aŶd Ŷo paƌtiĐipaŶt had seeŶ theiƌ ƌelatiǀe͛s PBSP. 

IŶǀolǀeŵeŶt iŶ theiƌ ƌelatiǀe͛s Đaƌe ǁhilst iŶ hospital seeŵed to ďe ƌestƌiĐted to 

attending ward rounds, rather than active participation in any form of planning 
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care. However, when participants were shown an example PBSP and its purpose 

described, perceptions were positive and a number of potential benefits to 

patient care were suggested.  

 ͞To ŵe this souŶds great. Anything that helps him to try and get deeper 

 to ǁhǇ he does thiŶgs.͟ [Rϰ] 

The perceived benefits included the potential of the PBSPs to facilitate 

comprehensive care and better communication. Relatives liked that the PBSPs 

appeared able to capture all theiƌ ƌelatiǀe͛s Ŷeeds, to eŶsuƌe that those Ŷeeds 

were met, and to identify who could help. 

  ͞Ǉou see that there are plans in place for every problem, there are people 

 that are goiŶg to ďe helpiŶg.͟ [Rϳ].  

  “It gives you more details, you can know better my dad, more 

 iŶforŵatioŶ aďout hoǁ he is aŶd ďehaǀes… ŵaǇďe ŵore for staff to kŶoǁ 

 hiŵ ďetter.͟ [Rϲ] 

Most relatives emphasised that they could have added to the PBSP, had they 

been given the chance, as they aƌe aǁaƌe of theiƌ ƌelatiǀe͛s ͚tƌiggeƌs͛. The 

potential for PBSPs to help when patients are unable to communicate their own 

needs was also described. 

 ͞“he doesŶ’t like to ďe ďǇ herself aŶd it is Ŷot alǁaǇs possiďle for 

 somebody to be there for her but is a trigger that she shouldŶ’t ďe ďǇ 

 herself.͟ [Rϭ] 

  ͞I like that is ǀisual aŶd Ǉou ĐaŶ see ǁhat it is that soŵeoŶe is 

 uncomfortable with even if theǇ doŶ’t speak out.͟ [Rϱ] 

The relatives agreed that PBSPs could improve continuity of care by ensuring 

consistency between themselves, hospital and community staff. 

 “If we all communicate, we are all on the same page that would help with 
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 ĐoŶsisteŶĐǇ of Đare.͟ [Rϱ] 

 ͞WheŶ he is disĐharged, I ǁould like the ĐoŵŵuŶitǇ teaŵ to use this aŶd 

 create their own plans but based oŶ this, ĐoŶtiŶue this.͟ [RϮ] 

However, some relatives felt that following a plan would require them to devote 

more time to their relative than they were able to give.   

 ͞I doŶ’t kŶoǁ ǁhether I haǀe got the tiŵe to ďe ŵuĐh of that full-time 

 Đarer, to giǀe up ŵǇ joď aŶd ďe Ϯϰ hours there.͟ [Rϳ] 

 

Nurses’ ǀieǁs  

Divergent views and understandings were expressed, though two superordinate 

theŵes of ͚ĐoŶfusioŶ͛ aŶd ͚holistiĐ͛ Đaƌe Đould ďe ideŶtified.  

Theme: Confusion  

There was consensus that it is important, for the wellbeing of patients, to reduce 

the use of restrictive practices and to employ alternative strategies.   

 ͞I aŵ Ŷot reallǇ restraiŶt frieŶdlǇ … I thiŶk ǁorkiŶg ǁith patieŶts ďefore it 

 gets to that stage, more communicative more therapeutiĐ.͟ [Pϵ] 

 ͞I ǁould proďaďlǇ saǇ that ǁe haǀe to ďe ŵore ĐoŵŵuŶiĐatiǀe rather 

 than hands on, more negotiating, picking up on warning signs - the 

 triggers - thaŶ haǀiŶg ĐoŶtaĐt.͟ [Pϵ] 

However, across all interviews, it was apparent that there was considerable 

confusion around the use and purpose of PBSPs. This appeared to stem from 

confusion around the concept of Positive Behaviour Support (PBS) which was a 

new model for the nurses. Most participants equated PBS to practices such as 

encouraging positive behaviour, prevention and de-escalation. None described 
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the full bio-psycho-pharmaco-social framework or distinguished the approach 

from other models.  

 ͞if the ďehaǀiour is positiǀe, ǁe eŶĐourage theŵ to do it ŵore. For 

 example, if they manage their rooŵ ǁe go aŶd saǇ, ͞ǁell doŶe Ǉour rooŵ 

 looks ĐleaŶ, looks ǀerǇ tidǇ todaǇ aŶd Ǉou did trǇ to ŵake aŶ effort͟. If 

 theǇ ǁashed, Ǉou just ĐoŵŵeŶt at the ǁaǇ theǇ look ͞oh this looks good 

 oŶ Ǉou͟.͟ [PϮ] 

The nurses who were most positive about the PBSPs appeared to have a more in 

depth understanding of PBS however. 

 ͞TheǇ ;PB“PsͿ are ǀerǇ useful, ďetter thaŶ the old sĐhool Đare plan…. 

 because you actually learn why people ďehaǀe the ǁaǇ theǇ do.͟ [Pϰ]  

Lack of understanding of PBS appeared to be related to a lack of clarity and 

consensus over which patients should have a PBSP. Some staff recognised that 

the PBSPs were designed to be used for all patients.  

 ͞ǁe do for all of theŵ. Just like [a] Đare plan. Every patient that comes in 

 you have to have a care plan, so we have PBP“ for eǀerǇ patieŶt.͟ [PϭϬ] 

Others considered them only for the management of violence and aggression. 

More than one person reported that their care decisions were influenced by 

whether they felt the patient was responsible for their aggressive behaviour or 

not. Both perceptions could lead to not using the PBSPs, for instance some felt 

that PBSPs were not useful for patients experiencing a psychotic episode until 

they had sufficient capacity to contribute, whereas others were unwilling use a 

PBSP with patients whom they felt were uncooperative.  

  ͞;ǁe use itͿ if a patieŶt is preseŶtiŶg aggressiǀe or aďusiǀe, aŶd preseŶt a 

 risk for the other patieŶts aŶd staff.͟ [P7]  

 ͞if that ďehaǀiour Đoŵes froŵ their state of ŵiŶd, for eǆaŵple if they are 
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 psǇĐhotiĐ, theŶ I doŶ’t fiŶd it ĐhalleŶgiŶg. …….. If theǇ haǀe ĐapaĐitǇ aŶd 

 are being aggressive and abusive than I fiŶd it ǀerǇ ĐhalleŶgiŶg.͟ [Pϳ] 

CoŶfusioŶ ǁas also appaƌeŶt iŶ aŶ eǆpƌessed ĐoŶfliĐt ďetǁeeŶ Ŷuƌses͛ 

perceptions of what they felt was good for patients and what they considered 

policy was directing them to do.  

 ͞Ŷot lettiŶg theŵ sŵoke ǁhiĐh is a ďig oŶe for ŵe ďeĐause I thiŶk that is a 

 ridiĐulous poliĐǇ.͟ [Pϲ]  

They also highlighted that policy could be inconsistently applied as considerable 

discretion in decision-making is left to individual staff members whose 

interpretations of it could vary considerably. This variation may depend on 

individual staff member͛s willingness to tolerate challenging behaviour.  

 ͞EǀeŶ seĐtioŶ ϭϳ leaǀe that the doĐtors giǀe is restriĐtiǀe. For eǆaŵple, 

 patients can only be taken out twice daily or once daily or not take them 

 out after siǆ, eǀeŶ oŶ that it is ǁritteŶ at Ŷurses’ disĐretioŶ so still Ŷeed to 

 use your oǁŶ assessŵeŶt ǁhether to do it or Ŷot.͟ [PϮ]  

  ͞We haǀe got differeŶt thresholds. “oŵe people ŵaǇ respoŶd ǀerǇ ;erŵͿ, 

 they can take it personally while others may just be objective and deal 

 ǁith ǁhat has ďeeŶ said.͟ [Pϱ] 

Finally, there appeared to be some confusion around how or when to use 

restrictive practices.  

  ͞if I go oŶ a ǁard to restraiŶ a patieŶt aŶd staff saǇ ͞Oh, ǁe ĐaŶŶot 

 restraiŶ patieŶts, less restriĐtiǀe praĐtiĐe͟ I ǁould saǇ ͞You ĐaŶ do it, is aŶ 

 eŵergeŶĐǇ͟ ……… “o, soŵe people doŶ’t understand it very well, they 

 think that we ĐaŶ’t touĐh theŵ at all.͟ [Pϯ] 

 ͞We say in mental health law that we always act reasonably and with 

 ŶeĐessitǇ... But is there a poliĐǇ or aŶǇthiŶg to saǇ ǁe doŶ’t seĐlude if 
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 somebody is shouting or threatening iŶ a speĐifiĐ ǁaǇ, Ŷo there isŶ’t. Is 

 doǁŶ to the perĐeptioŶ of the Ŷurses or teaŵ.͟ [Pϴ]  

This state of confusion around practice and what is acceptable appears to have 

reduced the ability of staff to implement the PBSPs consistently and 

appropriately.  

Theme: Holistic care  

The nurses described several ways in which the PBSPs could facilitate a more 

holistic approach to care. Some made favourable comparisons with the care plan, 

suggesting that the PBSP was more comprehensive. 

 ͞it ;PB“PͿ giǀes Ǉou a ŵore detailed look at the persoŶ. As a Ŷurse Ǉou ĐaŶ 

 see you are not just looking at mental health [of the] person, you [are] 

 looking at hoǁ eǀerǇthiŶg iŶteraĐts.͟ [Pϴ]  

 ͞it is a ǀerǇ ĐoŵŵuŶiĐatiǀe tool, aŶd it deĐlares ǁellŶess and is very 

 iŶteraĐtiǀe. I use it ǁith ŵǇ patieŶts … gettiŶg to reĐogŶise ǁhat are 

 triggers, ǁhat are predispositioŶs,͟ [Pϵ]  

PBSPs were also considered to improve collaborative care, through in improving 

teamworking, 

 ͞We all agree oŶ ĐertaiŶ ǁaǇs aŶd eǀerǇoŶe oŶ the ǁards kŶoǁs ǁhat 

 the plan is for this patient. There is a continuity of care because every 

 staff member on every day basis applies the agreed plan.͟ [Pϳ] 

and through facilitating the involvement of patients and relatives, though it was 

noted that patients often do not have a relative or anyone willing to be involved 

in their care. 

  ͞Ǉou sit doǁŶ ǁith the patieŶt, Ǉou ideŶtifǇ the risks aŶd iŶ ǁhat ĐoŶteǆt 

 it happens, and you also create a space and environment for the patient 

 to think and contemplate on how we can help them. So, you come up with 
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 a plan ǁith the patieŶt, alǁaǇs froŵ the patieŶts’ prospeĐtiǀe. You see 

 the ǁorld froŵ the patieŶts’ prospeĐtiǀe.͟ [Pϱ]  

  ͞soŵetiŵes the faŵilǇ kŶoǁs the patient more than you know them and 

 if the patient is willing to involve them that even helps much more than 

 you dealing with it as a staff on the ward by Ǉourselǀes.͟ [Pϭ] 

One nurse was clear that through engaging more with patients via the PBSPS they 

were less likely to use of restrictive interventions.  

 ͞Rather thaŶ saǇ ͞off Ǉou go to seĐlusioŶ͟ or use seĐlusioŶ as a threat, it 

 doesŶ’t Đross ŵǇ ŵiŶd Ŷoǁ ;siŶĐe the iŶtroduĐtioŶ of PB“PsͿ. I kiŶd of 

 engage with the patients more, become more vigilant and spent time 

 ǁith ŵǇ patieŶts.͟ [Pϵ]  

Other nurses highlighted challenges around using the PBSPs. For instance, the 

perception that it is difficult to engage agency staff with PBSPs was common. It 

was suggested this was because, not being part of the team, agency nurses lack 

motivation to deliver more than basic care.  

 ͞iŶ ŵǇ ǁard there is a lot of ageŶĐǇ staff, there are staff ŵeŵďers ǁho 

 sometimes may come there who are not particularly interested in 

 following the plan of the teaŵ͟ [Pϭϭ] 

The PBSPs were considered by some to be time-consuming to complete, though 

this was not necessarily a negative view.  

  ͞Is there a ǁaǇ to ŵake it less ĐoŶsuŵiŶg? MaǇďe a ďit shorter or 

 effeĐtiǀe ǁaǇ to fill it iŶ.͟ [PϮ]   

  ͞I thiŶk iŶitiallǇ ǁheŶ it ǁas eǆplaiŶed to ŵe, I thought, ͞oh God, that’s 

 reallǇ tiresoŵe͟, ďut doiŶg it is reallǇ fuŶ aŶd doiŶg it ǁith the MDT teaŵ 

 is reallǇ like good.͟ [Pϴ] 

Data triangulation: Identification of Barriers and Facilitators to PBSP use 
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Specific barriers and facilitators to using the PBSPs were extracted from both the 

relative and nurse interview data. These, and the ratings of agreement, 

dissonance or silence between samples for each barrier and facilitator are shown 

in Table 2.  

There was agreement between the samples for most of the 16 identified barriers 

(n= 10) and 11 identified facilitators (n = 7). Partial agreement was found for one 

ďaƌƌieƌ: ͚patieŶt ŵaǇ Ŷot ďe eŶgaged͛. Several staff stated this, however, one 

relative suggested that PBSPs could help when patients are un-able to 

communicate their own needs. Partial agreement was also found for one 

facilitator: ͚positiǀe attitude towards PBSPs͛; this positivity was found in relatives 

and most, but not all staff. Five barriers and three facilitators were only found in 

the staff data; these related to how and which staff complete the plans and for 

which patients. There were no incidences of dissonance (disagreement) between 

the samples. 

These fiŶdiŶgs ǁeƌe ͚Đƌoss-ĐheĐked͛ agaiŶst the Ƌuality rating scores for the 30 

PBSPs in use. Those aspects of the PBSPs which were incomplete for 70% or more 

PBSPs were considered areas in which the nurses had difficulty. These were 

related to: the description of, rationale for and process of planned interventions; 

the delivery of holistic or personalised care; aŶd the patieŶts͛ ďehaǀiouƌ. This 

difficulty was reflected in the barriers and facilitators to implementing the PBSPs 

found in the interview data. For instance, in both nurse and relative data, some 

confusion around the principles of restrictive practice and of PBS was evident. 

This lack of understanding would necessarily result in difficulties in identifying 

specific interventions to include in PBSPs. Similarly, not being able to describe the 

foƌŵ oƌ fuŶĐtioŶ of a patieŶt͛s ďehaǀiour may reflect a lack of understanding of 

PBS principles. In contrast, though there was strong consensus among nurses and 

relatives that PBSPs facilitate holistic care, this was not reflected in the manner in 

which nurses had completed them, i.e. aspects of the PBSPs which reflect the bio-

psycho-pharmaco-soĐial Ŷatuƌe of patieŶts͛ diffiĐulties oƌ the iŶteƌaĐtioŶ of theiƌ 

mental and physical state were not completed for the majority of PBSPs. 
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Discussion 

This initial study of the use of PBSPs as part of routine mental healthcare adds to 

findings from studies in learning disability services. It was conducted in an 

inpatient setting with the support of a Nurse Consultant in Acute and Restrictive 

Practice (LLC). However, the PBSPs were found to be poorly completed and not 

implemented for every eligible patient. Relatives and mental health nurses, 

nevertheless recognised the potential value of PBSPs to facilitate holistic care and 

to minimise the use of restrictive practices. Specific barriers to the implementation 

of PBSPs in mental healthcare were identified which may explain why they were not 

used as intended in this setting.  

For instance, there was evidence of confusion around how and when PBSPs should 

be used and for whom. This confusion appeared to be grounded, in part, in a lack 

of understanding of the principles of positive behaviour support which was a new 

approach to care for the nurses and relatives interviewed. Positive behaviour 

support is a multi-component framework for behaviour management which 

includes (a) developing a bio-psycho-pharmaco-social understanding of the 

challenging behaviour; (b) the inclusion of stakeholder perspectives and 

involvement; (c) using this understanding to develop, implement and evaluate the 

effectiveness of a personalised and enduring system of support; (d) enhancing 

quality of life outcomes for the focal person and other stakeholders (Gore et al., 

2013). Unless this is fully understood, nurses are unlikely to be able to deliver all 

the necessary elements (LaVigna and Willis, 2012; MacDonald et al., 2010; Gore 

et al., 2013). This is demonstrated in our findings that the PBSPs in use were 

poorly completed, that relatives had not been involved in completing any PBSP 

and in the limited amount of patient involvement reported. 

Lack of participation in care planning of relatives and patients within mental 

health services is common and reported in studies eǀaluatiŶg ͚shaƌed deĐisioŶ-

ŵakiŶg͛. Shaƌed deĐisioŶ-making is considered a guiding principle of mental 

health policy (Slade, 2017). However, many mental health inpatients report not 

feeling sufficiently involved in decisions around their care (CQC, 2009) and how 
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best to embed shared decision-making in practice is unknown. A recent cluster 

randomised trial in community mental health teams in the UK (n = 18 teams, 350 

staff, 604 patients, 90 carers) (Lovell et al., 2018) tested the efficacy of a co-

delivered training intervention designed to improve patient and carer 

involvement in care planning. The trial was well conducted, training was well 

attended and acceptable to staff, however, despite this, it had no significant 

effects on patient outcomes.  

In the current study, Trust-wide training, in the form of a six-hour workshop, had 

been delivered to some staff while others had received ad hoc ward-based 

training following Trust-imposed cuts to formal training. Whether this was 

sufficient to inform about PBSPs and to change attitudes towards restrictive 

practice is unknown. It is possible that more training, possibly delivered on an 

ongoing basis to account for high staff turnover (i.e. staff leaving and 

replacements being untrained) and the use of temporary (i.e. agency) staff, 

would be an improvement. However, the EQUIP trial (Lovell et al, 2018) 

demonstrates clearly that training alone is insufficient to effect change in care 

delivery. 

Organisational culture is one factor which impacts on healthcare performance, 

though the exact relationship is unknown (Scott et al., 2003). In this study, nurses 

expressed divergent views concerning internal policies and several noted 

difficulty in engaging agency staff with the ward ethos. The underpinning ethos of 

positive behaviour support is that a reduction in challenging behaviour occurs as a 

result of efforts to improve overall quality of life (Allen et al., 2005). However, our 

data suggest that, though advocating an holistic approach to care, many staff 

were focused primarily on managing challenging behaviours and were selective 

about which patients received a plan. This appeared to be related to variations in 

Ŷuƌses͛ attitudes, including their willingness to tolerate challenging behaviour, 

interpretations of ward rules and policies and perceptions of patients. The role of 

staff attitudes has also been examined in studies of de-escalation of aggression 

(Price et al., 2018) where a ͚ďiopsǇĐhiatƌiĐ͛ formulation of deserving (illness-

A
cc

ep
te

d
 A

rt
ic

le



 

This article is protected by copyright. All rights reserved 

related) and undeserving (non-illness-related) challenging behaviour has been 

found to be a barrier. Similarly, clinician attitudes have been found to impact 

negatively on their engagement with other positive and proactive care approaches 

such as joint crisis plans (Farrelly et al., 2016) and service user-led care planning 

(Bee et al., 2015). It appears that a culture of positive and proactive care must 

exist throughout an organization at every level in order to facilitate the routine 

use of PBSPs. 

Our findings of inadequate use and implementation of BPSPs are consistent with 

those of an RCT of a multi-component positive behaviour support intervention 

within a forensic mental health setting (Davies et al., 2018) which, despite 

improvement in patient outcomes, reported difficulties with implementation. A 

strength of our study is that we tested a simplified intervention (PBSP) as part of 

routine care, this has enabled us to identify specific barriers which need to be 

addressed when training staff and implementing this approach. Though this was a 

small study within one hospital, confidence in our findings can be derived 

through our use of mixed methods and a robust triangulation protocol for 

combining different datasets. A limitation is that views of patients were not 

sought, this was because the study was conducted in acute settings and patients 

were considered by the clinical team to lack the capacity to consent to 

participation in research. However, a service user representative was recruited to 

the study team and contributed to all stages of the study, including data analysis 

and reporting. 

Implications for mental health nursing 

There is an international drive to implement positive and proactive approaches to 

care for patients with mental health problems in order to reduce the use of 

restrictive practices. This research provides new insights into the challenges faced 

by mental health nurses when implementing a positive behaviour support 

intervention in inpatient settings. In order to be effective, future initiatives will 

need to ensure that nurses and all those involved understand the rationale and 

theory behind this approach, that patients and relatives are fully engaged and 
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that the whole care team and organisation has adopted the model. 

Conclusions 

This study has shown that nurses and relatives perceive PBSPs as potentially 

beneficial for patients in inpatient settings. It has also identified specific barriers 

and facilitators to the use of PBSPs in these settings; these appear to be 

underpinned by confusion around key concepts such as restrictive practice and 

positive behaviour support and lack of engagement with relatives and patients. 

Further research is needed to determine the impact of properly implemented 

PBSPs on patient outcomes and the use of restrictive interventions. PBSPs are 

unlikely to be effective however, without the commitment to the approach of the 

whole care team and organisation. 
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Table 1. Participant characteristics 

  Relatives (n)  

Total n = 7 

Nurses (n)  

Total n = 13 

Gender Female 6 6 

 male 1 7 

Ethnicity White or white 

British 

3 6 

 Black or black 

British 

1 5 

 Other 3 2 

Age group 26-45 years 2 8 

 46-56 years 4 5 

 65+ years 1 0 

Employment 

status 

Employed 4 13 

 Unemployed 2 n/a 

 retired 1 n/a 

Highest 

academic 

achievement 

Completed 

Secondary 

School 

6 Diploma in 

Nursing 

6 

 Diploma  1 BSc (Hons) 

Nursing 

5 

 - n/a MSc 2 

Relationship to patient: 

Parent 

 

2 

Years since 

qualifying: 

< 5 years 

 

3 

Child 2 5-10 years 3 

Sibling 2 10-15 years 4 

Partner 1 >15 years 3 
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Table 2. Barriers and Facilitators to PBSP use: convergence between nurses and 

relatives  

Barriers A PA S 

Lack of clarity of purpose re restrictive practice -   

Perceived discrepancy between nurses/relatives views 

and policy in terms of patient needs  

-   

Lack of understanding of underlying principles of 

positive behaviour support 

-   

Staff ͚ďlaŵiŶg͛ patieŶts ;e.g patieŶts ǁith peƌsoŶalitǇ 

disorder seen as more responsible for their actions than 

those with psychosis) 

  staff 

only 

Staff attitudes (lack of therapeutic relationship, staff 

ǁith loǁ ͚toleƌaŶĐe͛Ϳ 

-   

Disagreement over who should have a PBSP   staff 

only 

PBSPs confused with care plans   staff 

only 

Patient may not be engaged (too ill, unrealistic 

expectations) 

 -  

Poor relationship between patient and relative -   

Not all patients have relatives   staff  

Hard to engage all staff   staff  

Agency staff may not be motivated to use PBSPs   staff  

Some teams not familiar with PBSPs   staff  

PBSPs are time consuming -   

PBSPs are unfamiliar -   

Relatives need help to use PBSPs -   

Facilitators A PA S 

PBSPs are easy to complete and update   staff  

Desire to reduce restrictive practice -   
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Positive vs punitive approach is welcomed -   

Positive attitude towards PBSPs  -  

Desire to provide individualised care -   

PBSPs perceived to improve collaborative and 

personalised care  

  staff  

Relatives see benefits of PBSPs -   

PBSPs facilitate communication -   

Whole team can use and review -   

PBSPs improve continuity of care -   

Patient considered central to plan -   

A = agreement (consensus in both samples); PA = partial agreement (found in 

both samples, but some dissonance between or within samples); S = silence (a 

finding in one sample only); NB no dissonance (disagreement between samples) 

was found.
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