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Introduction: Bringing about lasting improvements and change to staff practice

in mental health (MH) hospitals is urgently needed but difficult to achieve and

maintain. Feedback is a common factor supporting interventions to improve MH

practice but does not occur within a tabula rasa.

Method: This study explored the existing feedback experiences of 11 staff and

managers working in a MH hospital using semi-structured interviews.

Results: Four main themes with sub-themes emerged: Structure and feedback

mechanisms varied by role and profession, feedbacks were either formal and

procedural or informal during interactive flows, feedback focus and mechanisms

differ along professional lines, and feedback can be individualized to roles and

personal factors. The overall feedback environment was shown to be complex.

Discussion: Overall organizational feedback interventions may not be effective,

and applying the “two systems of thinking” and “teachable moments” ideas to

current formal and informal feedbacks may support more effective feedback.

Existing formal and informal feedback mechanisms and focus have strengths and

weaknesses which can be used to improve care once these have been

carefully assessed.

Conclusions: Using concepts such as systems of thinking and teachable

moments for linking formal structured and informal “in the moment” feedbacks

may present useful approaches to improving professional feedback within

MH services.
KEYWORDS

mental health care, staff experiences, feedback, organizational support, multi-
professional collaboration
Introduction

Deveau (1) notes the difficult and complex roles that staff working in mental health care

hospitals undertake. Staff skills, knowledge, and attitude are important in providing quality

support to people in mental health hospitals (2). As noted by Kushlick (3), this requires the

coming together of disciplines, including direct-care staff, with a shared focus on improving

outcomes. Training is one way in which services aim to increase staff skills and knowledge
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and to improve attitudes (4). However, supporting mental health

staff working to implement evidence-based approaches remains

challenging (5).

Authors are often not transparent about the theoretical

frameworks underpinning their research, but approaches seem to

be informed by a number of broad areas. A number of key features

seem to be important in bringing about lasting changes that are

broadly based within organizational behavior theory. These include

combining classroom-based with hands-on training (6, 7), the use

of competency-based training programs (which typically include

instruction, modeling, rehearsal, and feedback) (8) and

organizational support for ongoing staff development (9), such as

that provided by practice leadership. Practice leadership (10) is a

model of management where managers are focused on developing

and maintaining staff support rather than focusing on

administrative processes (11). Higher levels of observed practice

leadership have been found to be associated with a better quality of

support (12).

From an implementation science perspective, previous research

has identified senior leaders as making an important contribution to

creating a positive working environment, though the picture in

practice is rather mixed (13). Leadership interventions may also be

helpful in protecting staff wellbeing (14). First-line managers may

be ill-equipped to provide practice leadership (15), lacking

persistence in approaches, the necessary organization support,

ownership, and autonomy. Recent research in health and social

care settings (15, 16) has focused on staff feedback as an

intervention, an intervention which is broadly drawn from

feedback theory. Formal team communication seems to be better

than informal ad hoc conversations (e.g., those that happen in the

hallway) (17). Feedback that was informed by theory (e.g., goal

setting theory) was found to be more effective than usual

practice (16).

Jones et al. (18) found that feedback from patients could act as

triggers to staff reflection, depending on whether the feedback was

seen as personally relevant to that staff member and that work was

therefore needed to make sure that formal feedback (e.g., data

collected by organizationally led surveys) might have limited value

in this regard. Sheard et al. (19, 20) found that staff needed to believe

that listening to patients was worthwhile and needed to be able to

have the resources and organizational support and permission to

implement change.

The timing of feedback is also influential (21), with studies

suggesting that staff preferred more immediate feedback as they

were learning an approach, shifting to more distal feedback after

they had acquired the skill. The reactions of the recipient to

feedback have been found to influence both the accuracy and the

amount of feedback given (22), with positive reactions maintaining

the accuracy of feedback and neutral or negative reactions

decreasing the accuracy and frequency of feedback.

Feedback is an important component of many interventions to

improve MH care, e.g., audit and compliance with support plans.

Providing feedback is not undertaken within a tabula rasa, e.g.,

existing staff experiences, differing professional work practices, and

cultures will influence responses to feedback. Therefore, the aim of
Frontiers in Psychiatry 02
this research was to understand frontline staff experiences of

feedback within an acute MH hospital. The results may inform

managers and practitioners what feedback methods are likely to be

effective with frontline staff. The results may also suggest to

researchers useful areas for further investigation.
Methods

Semi-structured interviews were conducted with 11 frontline

staff; these comprised a sample of convenience. Interviews were

audio-recorded, transcribed, and analyzed using thematic analysis.

A pragmatic research framework (23) was used to conduct

the study.
Participants and setting

The research setting was a MH hospital operated by an

independent health and social care provider based in Wales. The

hospital provided for a maximum of 40 patients within four

separate units, one of which was locked. Healthcare was provided

by a total team of around 150 staff supported by clinical

psychologists, psychiatrists, and occupational and speech therapists.

The staffing for each shift comprised two registered mental

health nurses (staff nurses) with one acting as the “medication

nurse” and the other one as shift leader. The shift leader was also

responsible for managing/coordinating clinical decision processes,

e.g., multidisciplinary meetings (MDT) and reviews. The patient’s

care and progress was monitored and planned through daily MDT

meetings. Each unit had one or two senior support workers (SSW—

with no nationally recognized training) who allocated and

monitored a daily support worker (SW—with no nationally

recognized training) with tasks and patient activities and routines

over the 12-h shift. The number of support workers per unit varied.

Some patients were on enhanced observation, with one and

sometimes two SW undertaking continuous observation. Daily

psychology support for patients was provided by assistant

psychologists (AP) and positive practice workers (PPW), both

supervised by a clinical psychologist. AP have a frequent presence

on units, and PPW have a dual role of providing psychology input

and as SW.
Procedure

Ethical approval
As service evaluation, ethical procedures were followed as agreed

by the organization’s ethics review process. This included gaining

informed consent, anonymity for participants, and data collected in

privacy using audio-recorded semi-structured interviews.

Data collection and analysis
Interviews and analysis were conducted by the primary

researcher and first author who had no prior association with the
frontiersin.org
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hospital. Interviews were conducted over 4 days in May 2024 (see

Table 1) using a conversational style. Material describing the

purpose and expectations upon participants, in addition to a

consent form, was sent to the hospital and distributed to the staff

by the managers. This material included contact details for staff

interested in participating to contact the primary researcher (first

author) for further information and complete the consent

procedures prior to the interview dates. No potential participants

replied despite a follow-up circulation of material, although

(anecdotally) some staff expressed an interest in being

interviewed. A senior manager contacted wards at the time of

data collection to enable staff who had expressed to participate

and seek volunteers from staff who were “on shift”, had read, or had

heard about the material. They were able to be released from shift

and were happy to discuss participation in person with the

researcher. Inclusion was based upon having been informed of

the research as well as being willing and available for interview

during the data collection period.

An interview topic sheet was devised by the first author which

guided the initial interview questions. The first interview demonstrated

that this prepared topic sheet was not useful due to the very limited

relevant experience of the participants. A pragmatic approach was

taken, and the subsequent interview questions sought to explore the

general feedback, e.g., formats, and focus experienced by frontline staff.

The questions always started with a general question, e.g., “Can you tell

me about who gives you feedback on your work and what it is about”?

The follow-up questions differed depending upon a participant’s

response. With subsequent questions seeking further details focused

upon what feedback covered, e.g., “What sort of things are discussed

with your manager and when”?; who the participant may provide
Frontiers in Psychiatry 03
feedback to, e.g., “When you are organizing and managing a shift, what

sort of feedback do you give to support workers?”. These questions

covered all people that would provide feedback to or receive feedback

from the participant in categories of manager/clinicians, peers, and

patients. It also included settings and formats where this feedback

occurred, e.g., “Do you get any of your feedback in writing or is it all

verbal ‘on the spot’?” Interesting lines of enquiry arose throughout the

interviews which led to additional questions—for example, to

understand how feedback was affected by the structure of frontline

staffing. The interviews lasted around 30 min, with the longest being 47

min and shortest 18 min.

Audio data was transcribed and then entered into software package

NVivo 12 and analyzed for themes following a reflexive process

described by Braun and Clarke (24, 25). Reflexivity and being

grounded in the data was supported by both researchers’ lack of

recent experience in MH hospital settings. The primary researcher read

the transcripts several times, recording notes and ideas for what seemed

important to participants. These notes were amalgamated into a

preliminary thematic structure. A second researcher (second author)

read the transcripts “blind” to the first author’s notes and preliminary

themes, also noting potential themes. The two researchers then shared

and discussed their notes and preliminary themes. This led to several

modifications of views taking time and effort to remain grounded in the

participant’s transcripts. The final thematic diagram and structure was

agreed by both authors.

A report of the first author’s thematic analysis was sent to all

participants with a form asking the participants if they felt that the

results represented their views. One participant responded with an

email saying it was a “beautiful and accurate report”. A second copy

with a reminder was sent with no further responses.
TABLE 1 Staff interviewed and unit staff summary.

Role Number per shift Summary of role Number interviewed

Support
workers (SW)

A total of 80 provided day and
night care for the
whole hospital

Provide patients daily support and observations None

Senior support
workers (SSW)

1 or 2 per unit “Run the shift” organizing SW tasks and patient activities One

Positive practice
workers (PPW)

1 per unit, on shift or
“clinic day”

Split role, three shifts per week as SW which includes “supernumery”
hours within each shift for clinical work; 1 day per week “clinical”
AP role

Two

Assistant
psychologist
(AP)

1 for each unit Clinical work with patients or report writing, largely working on a unit Two

OTs and
speech therapists

Cover the whole hospital Available for consultation None

Mental health
nurses
(staff nurses)

Two on shift per unit One as “medication nurse”; one as “shift leader”
Three: One senior staff nurse, one newly
qualified, and one in training (first year)

Teacher 1 covers the whole hospital Provides educational activity for patients One

Senior
decision makers

NA
Several hospital-based, e.g. unit managers, clinical and operational
directors providing professional support and oversight

Two: One hospital-based and one offsite
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Results

The themes below (see Figure 1 for overall thematic framework)

are supported by textual evidence from participant interviews which

are presented as indented and bold text, denoted by P and a

number, e.g., P4, and the interviewer text is signified with I:.
Theme 1: overall feedback structure:
Complexity

The participants described a complex range of regular processes

and procedures through which feedback was experienced—for

example, routine scheduled individual supervision meetings, staff

team meetings, group and individual meetings of patients and staff,

e.g., connections and outcomes, scheduled therapeutic sessions, e.g.,

clinical work, and regular surveys of staff and patient experiences

and views. Two broad contexts and associated forms of feedback

emerged from the data: feedback during immediate interactive flows

within frontline nursing support teams (e.g., SSW) and more formal

feedback within the psychology team (e.g., PPW).

Feedback was received and given through various mediums: verbal

as part of everyday interactive flow or verbal and written as part of a

structured planned interaction with written records, e.g., regular formal

monthly supervisory sessions. Written-only feedback was provided

usually as clinical psychologist reviews of important records/reports,

e.g., HR20s and clinical program records. A variety of regular meetings

were reported by participants as important sources of feedback: themost

important one for frontline staff and patients being the weekly unit-

based Connections Groups, providing direct feedback on relationships

and activities involving staff and patients. A daily unit meeting between

various professionals and unit-based staff (referred to as a huddle) was

used to feedback patient progress and make decisions regarding their

daily care and treatment:
Fron
P2: In our huddle we have 2 nurses, the RC, somebody from

OT, somebody from psychology (…) So every morning we

have it, they discuss the events from - say today’s huddle

would be about the events from the weekend (…) so we would

have had a full run down of any incidents of anything that

happened over the weekend. All our plans are for today, so we

have a patient on a reduction plan and yesterday they would

have started general observations, so usually that’s something

we would discuss in the huddle,”
A variety of other meetings based at various levels suggested a

complicated structure of meetings to accommodate a variety of staff

roles and feedback needs:
P2: Yeah, we have senior support worker meetings, I know

the nurses have nurse meetings, then we have team meetings

where everyone’s involved, so there’s always an opportunity

to speak up if you’re not feeling comfortable.”
tiers in Psychiatry 04
A quarterly patient outcomes survey reports provided feedback

on what patients thought about their care and treatment, e.g., of their

structured therapeutic (e.g., psychological) interventions. Two

participants mentioned organization-level formal feedback such as

awards, e.g., “recommend a colleague”. Patients were often referred to

as important sources of feedback, both informally as part of

interactive flows (especially for frontline support staff) and more

formally through Connections Group and patient outcomes reports:
P6: Yes, the feedback is documented. The book for the

Connections groups. (…) There’s a book we document the

meetings and whenever they raise something we bring it

forward to the unit manager (….) if there’s feedback say for

the night staff doing something we bring it to the attention of

the team.”
Patients were also sources of feedback through their “observed”

engagement with (clinical) program of support. This could be

feedback to AP/PPW via support staff.
P5: I guess its indirect feedback where patients are actually

using the skills and things that you told them to use, so you

can see that something you’re doing is working. Other times,

patients will say “my perspective has changed on what’s

happened to me and I’ve got hope for the future.”(……)

it’s a quarterly thing (outcomes report) to sum up how things

are going for the patients and one of them is directed

specifically at therapeutic experiences.
At the extreme of distant feedback (usually experienced by

senior decision-makers/clinicians), information was gained from

monitoring (online) communications regarding a specific

intervention to judge effectiveness, e.g.:
P11: I will be asked to be kind of copied into the email

communication mainly, so that as the case progresses I’ll give

people advice and monitor the discussions that are going on

around it and then I’ll find out if my advice is accurate and

followed. Or sometimes that it hasn’t been accurate, and

we’ve needed a different kind of approach. (….) I have to do

lots of communication via email (….) But then other times

I’ll get feedback when I’m going around, I’ll be asking about a

case that I’ve contributed to and then I’ll often get feedback

from the managers and senior clinicians because they’re (….)

complex cases.
Subtheme: general positive environment for
feedback

The hospital setting and overall organization have sought to build

an atmosphere that encourages positive and open feedback to

enhance patient safety. A range of organization interventions had
frontiersin.org
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been implemented, e.g., “see it say it send it” and “recommend a

colleague”. Most participants did not refer to these, and those that did

not feel that these had influence. However, their overall impact was a

shared experience of generally positive working environment, e.g.:
Fron
P6: Yes, sure, they do it in my supervision. It sounds too

positive, but my experience has been very positive.
P2: I’ve been here now, like I said, a long time, so I’ve always

said to the staff “look, I know myself, I know how I can be

(stern and off putting) at times. I don’t mean to offend

anybody and if I do, come and tell me and I will apologize.

Also I expect you to tell me out as well, as I don’t want you to

thinking because I’m a senior, you can’t tell me I’m never

wrong. I need you to tell me that. If I’m not being told, I’m

going to continue to do it wrong.
In summary, feedback in this setting was communication via a

range of mediums and with varied proximity to immediate events.

This ranged from being immersed in managing an “incident” to

attending an MDTmeeting or reviewing emails. Frontline staff were

in the main part of immediate interactive flows, and senior decision

makers were more distant (see Table 2).
Theme 2: feedback—Formal and
procedural versus informal and responsive
part of interactive flows

A majority of participants distinguished between receiving and

giving feedback as part of formal processes and/or as part of the daily

interactive flows. Informal comments or advice as part of interactive

flows were noted as important for maintaining a positive ward climate

and safe emotional environment. Informal “in the flow” feedback was

mostly discussed by participants working at the frontline of daily care

for patients:
P4: I’ve got to be honest some days (……) some patients

trigger other patients and then you’ve got three different

incidents going on. Sometimes it’s impossible for the shift to

run smoothly. However, the team I work with (….) we all
tiers in Psychiatry 05
work really well together and there’s definitely more informal

feedback, than formal feedback, so if I manage to de-escalate

a patient the nurse might come up to me and say ‘well done

for that’ (….) the little comments that are made. Yeh, that

happens quite a lot, we always try to say ‘you’ve done really

well’, or ‘thank you for doing that’, ‘you’ve dealt with that

really well’, little comments like that. I: What you’re saying is

those little comments are quite important? P4: Oh yes, they

bring your mood right up, because sometimes you feel like

you’re not making a difference (….). Little comments, they

make a massive difference.”
The example below of an SSW providing feedback when they

felt a staff/patient relationship was in danger of “‘crossing

boundaries” suggests that knowing what is “going on” when you

are in the flow is not always clear for those monitoring the flow of

daily care. Being part of interactive flows often leaves little time to

clarify the meaning of observations and make decisions:
P9: (If a patient is) requesting the same person all the time

we’ll explain that they need to work with every staff member

and to build these therapeutic relationships (……) And,

obviously sometimes if you’re with the same patient all the

time like boundaries can be crossed and they may think it’s

more of a friendship than a staff to patient relationship, (I:

asks how the feedback is given to staff) I’d say that’s less

formal. I wouldn’t wait for the monthly supervision to say,

bring that up I’d probably do it, if I felt like it on the day, I

would speak to that staff member then, I wouldn’t wait (…)

relationships could worsen.”
What gets noticed within the interactive flows acts as feedback

influencing staff practice, and what gets lost is unknown. As one

participant noted regarding the difference in how “scores” and

“comments” in outcome reports are used:
P5: That was definitely true for that outcome (quarterly

report) stuff. Nothing gets done with those comments (….)

the scores quantitative stuff, that gets put into an Excel sheet,

gets presented and the comments are just lost in the ether.”
TABLE 2 Proximity to daily patient and frontline staff interaction and feedback mechanisms.

Senior manager & clinicians Support & seinor support workers, PPW

Very distant Less distant
In the interactive
flow

Monitoring email
threads. Situations largely
analyzed objectively

Reviewing and
commenting on reports

Attending next-day de-
brief meetings without
involvement in
the incident

Attend and support de-
brief meeting soon after
incidents on units

Immediate emotional
support, e.g., asking the
staff present “are you
OK? Do you need 5 min
out of it?”

Managing/responding to
incidents. Keeping
routine activities running
smoothly. Fast moving
situations often
responded to intuitively
frontiersin.org
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Subtheme: learning how to practice from
watching others

Some participants reported that they learnt how to practice—to

interact with patients, particularly during emotionally tense

situations, i.e., “incidents”, by watching how other staff managed,

then “trying this out” in practice. In line with the broad definition of

feedback, this acts as an addition to more formal feedback such as

discussion in de-brief sessions to assist learning and desired practice

change—for example:
Fron
I: (Let’s) talk about how they learnt to do the job. P2: I’ve

definitely done it by watching and observing, just absorbing

every bit of information I can. Even when it comes to de-

escalation and things like that, I obviously saw what worked

in that moment, with that particular patient, might not work

for another one. So it’s just learning all the things like that,

how you’d speak to one patient is not necessarily how you’d

speak to another. Maybe a bit more firm with one than with

another as it’s what works for them. It’s literally about

observation, taking it all in and then trying it yourself

when you become a more permanent staff member and the

person’s built a bit of a therapeutic working relationship with

you and trusts you a bit more. There are aspects where you

try and do it your own way as well, see what works for you,

but definitely a lot of it is watching and learning.”
Individual style and “tacit” intuitive skills interacted with

objective learning of professional knowledge and skills in working

practice. Feedback is sometimes aimed to changing or recognizing

useful intuitive tacit interactive skills:
P5: So after that feedback (…) I tried to be more open with

how I was feeling, because they (supervisor) said they would

rather know I was indecisive because of XYZ rather than

assuming, so I guess I try to be a bit more open with whatever

it is. But with the positive feedback as well, I’ve tried to use

that to maintain whatever is obviously working for me. So

things like my authentic interactions with people (….).
Subtheme: shared experiences influence how
feedback is perceived

Some participants felt that feedback from colleagues with

shared work experiences had greater value than feedback based

upon the providers’ position or qualification:
P4: I think it definitely makes a difference if it comes from

somebody who’s working alongside you. I think sometimes if

management is ‘oh well done for that’, even though it feels
tiers in Psychiatry 06
good, I think sometimes it’s a little bit like ‘but he wasn’t

there’, do you know what I mean? When it comes from

somebody who was there, I think it can sometimes mean a bit

more. Like I said, I would much prefer to do my supervisions

with a senior than my unit manager, because they get it.”
Subtheme: feedback is emotional as well as
behavioral

Feedback literature focuses upon its use to achieve specific staff

practices, i.e., behaviors. Yet for many participants, especially for

frontline staff, feedback occurred during emotionally charged

situations and was focused upon achieving emotional and

physical safety for staff and patients. Informal immediate

feedback was important for individuals and for its general

contribution to the ward environment or “ward climate”.
P7: I think I always find it differs and it can become complex

and I think sometimes, my biggest hurdle with feedback

sometimes is obviously that emotion behind it (……) because

it’s theirs and it’s how they feel.
P8: Because I think in these sessions, you often become a kind

of separate space for the patients where they can talk to you

about the difficulties they’re having and that often does relate

to staff and they’ll say, oh, you know, ‘they didn’t give me any

talk time, they weren’t supporting me.’ So having to feed that

back to the ward staff, knowing the stress that they’re under

and the long days, you know how hard it is, broaching that is

really, really tough…
Theme 3: feedback experiences differ
along professional lines

Marked differences in feedbacks were seen between frontline

clinical psychology staff and nursing support staff.

Nursing support staff often experienced feedback as informal and

unplanned within interactive flows, focused upon maintaining

emotional/physical safety, managing challenging behaviors, and

maintaining hospital routines. This feedback appeared less focused

upon planned development of practice skills thanmanaging immediate

challenges, e.g., self-injury and aggression. In this example, a staff nurse

talked about directing SW to prevent challenging behaviors:
P6: Even support workers that have been working for a while.

You get situations where you have to tell them, for instance
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Fron
when they get told you shouldn’t be here by a patient. “Listen,

it’s not worth it, you have to disengage from the situation, he’s

not in a frame of mind that you can discuss anything with him.”
“De-escalation” and behavioral management for patients also

included more planned feedback as in debriefing meetings for

practice development and emotional support:
P2: (debriefs …) are all a learning experience. If you can get

to the bottom of the reasoning or rationale behind how that

patient managed to tie a ligature or how they managed to

block their airways, then you know how to risk assess a bit

better I suppose. Nobody ever wants to see it but again I

guess that’s how you learn.
For psychology staff (AP/PPW) working directly with patients,

feedback was usually planned, formal, and monthly focused upon

providing clinical programs, e.g., fire setting and anxiety reduction and

completing written clinical assessments and medico-legal reports, e.g.,

HS20 and Outcomes reports. From an AP recently, a PPW:
P8: Um, I didn’t even realize it was part of my job description

as a PPW, that the ward manager was supposed to do my

supervisions; whereas that didn’t happen. But my psychology

supervisions in providing feedback have always been timely,

even as a PPW I would have them monthly and that’s

continued now in my assistant psychologist role. But

they’ve been, from a psychological perspective, you’re

getting feedback from someone who’s got a much more,

kind of higher expertise than you have. So, having them

formulate patient experiences and difficulties, um from their

perspective and their experiences, is so helpful in how I move

forward with the patients as well. So, I think, if I didn’t have

those clinical supervisions, then I’ve obviously got to have

them, as I not qualified, but the impact on the work that I

would do would be huge and they’ve been really valuable, yea.
P1: For example, I have sessions with one patient every

Tuesday and she’s a learning disability and autistic patient,

so the way we work with her is a bit different. I’m enjoying

that as I’m getting to learn from E (clinical psychologist) how

I would change the way I work with patients. I do really like

working with this patient. Then everything I do in the

session, I feed back to E (…) she’s also given me a structure

where she’s said, when you’re on the ward can you observe

this, so we know how to structure the next session? Can you

observe if she’s using any of these skills?
Other feedback intended to change practice is more planned

and procedural for example, monthly positive monitoring and

SSP reports:
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P1: I think that’s why the SSPs are really important, because

one to one we do positive monitoring forms, which in small is

feedback forms, so me or A would do them with the patient,

one to one, and they give us their feedback on what’s

working. It’s split into three (what’s working well, what

needs to change, what doesn’t work) and we have 2

columns for each (staff feedback and patient feedback). So

they’re really important. So then I would go write up (….) Me

and A would write it into the monthly SSP and then staff are

required to read that and sign it, to say that it is

acknowledged.”
Theme 4: feedback and individuality

A few participants referred to feedback as providing reassurance

regarding their role performance:
P1: …but I kind of used it (supervision) as an hour to ask

how I was doing and if I was actually doing the role correctly,

so then I could learn. (….) Yeah, you don’t know until you

ask, it’s all good me saying I’m fine, I’m doing this, I’m doing

this, but I’m not going to know if I don’t ask.
P10: When I first qualified, I was obviously “impostor

syndrome” and I was “What am I doing?” “rabbit in the

headlights” can’t do, don’t know what I’m doing. My unit

leader was “on me,” “you can do this,” “you can do that,”

(….) I think it’s that belief. If somebody has that belief in you

then you maybe start thinking “well, hang on a minute,

maybe I can do this, maybe I can do that.”
Feedback always interacted with individual personal

factors, e.g.:
P10: I was always very conscious of what kind of manager I

wanted to be and what kind of manager I’m confident in

being. If somebody said to me though “you’ve got to be firm,

you got to do this, you’ve got to,” I wouldn’t feel comfortable

doing that. Therefore, I wouldn’t feel confident doing that:

therefore, I wouldn’t be doing my job properly.
P5: So after that feedback I tried to be less, I tried to be more

open with how I was feeling, (….) so I guess I try to be a bit

more open with whatever it is. But with the positive feedback

as well, I’ve tried to use that to maintain whatever is

obviously working for me. So things like my authentic

interactions with people.
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Discussion

A total of 11 staff within an acute MH hospital were interviewed

in May 2024, and the audio-taped material was transcribed and

subjected to thematic analysis, resulting in four main themes:
Fron
• The complexity of feedback environment which was

positive and open;

• Feedback ranged from formal and procedural to informal

feedback responsive to interactive flows;

• Feedback differed for frontline psychology and nursing

practice support. Psychology feedback was focused upon

delivering and monitoring clinical programs and provided

within reports and regular, structured meetings. Nursing

feedback was focused within immediate interactive flows

during managing/preventing challenging behaviors and

maintaining physical/emotional safety;

• Specific individual factors influenced experiences

of feedback.
This study has limitations. It gathered data in one acute MH

hospital, and the results do not necessarily generalize to other such

services. The study was pragmatic and exploratory and changed its

primary focus from organizational-level feedbacks to an exploration

of the overall feedback environment. Collecting qualitative data

within a busy acute MH hospital presented difficulties for enabling

frontline staff time to attend interviews. This entailed a senior

manager locating and facilitating voluntary participation as the

study was being conducted despite prior dissemination of

information and invitation to participate. This meant that some

groups were not sampled, e.g., ward managers and support workers,

i.e., pragmatic rather than theoretical sampling. Although data

saturation (26) was reached for the professional groups

interviewed, other data may have arisen from missing groups of

staff, potentially leading to different thematic structures or

additional themes. Information regarding the hospital or

organizational policies, e.g., training program and general

environment, were not collected apart from participants.

Grounding data within frontline staff and managers’ experiences

limit the understanding of potential linkages between some aspects

of general policy and staff experience except in relation to selected

targeted overall organizational-level feedback structures.

Interventions (such as recommend a colleague) may not have

intended impact if they are not valued by the frontline staff. Lack of

shared experiences between frontline staff and senior managers may

be one factor reducing the impact of such feedback. However, they

may contribute to an overall culture and positive organizational

working environment. The evidence for impact of organization-

level interventions for a variety of goals is mixed, e.g., improving

“ward climate” (27) with implementation processes a noted

problem for hospital-based interventions (28). The systematic

review of Brown et al. (29) noted a lack of consistent outcomes

and theory of “clinical performance feedback” and suggested a new

complex theory to focus such feedback, while Deveau et al. (30)

showed that senior leaders felt it was personal interactions with
tiers in Psychiatry 08
frontline staff, observations, and individual feedback that were more

effective than more formal communications. This is clearly a useful

area for further study.

Secondly, this study showed a clear distinction between

feedback processes within two different working contexts for

psychology versus nursing supports. Frontline nursing supports

often related feedback as informal and responsive to events within

relatively uncontrolled interactive flows of patient/staff groups.

Frontline psychology support related feedback as planned,

structured interactions within relatively controlled contexts.

Daniel Kahneman’s (31) description of thinking is as two

systems: system 1 and system 2, i.e., “fast and slow” thinking

provides a concept for understanding of feedback in nursing

contexts as focused within fast (system 1) thinking and in

psychology contexts within slow (system 2) thinking. Kahneman

(31) summarizes the two modes of thinking (referred to here as

intuitive/unconscious thinking and rational/conscious thinking):
System 1 continuously generates suggestions for system 2:

impressions, intuitions, intentions, and feelings. If endorsed

by system 2, impressions and intuitions turn into beliefs, and

impulses turn into actions” (Kahneman p 24). “…. In summary,

most of what you think and do originate in your system 1, but

system 2 takes over when things get difficult and it normally has

the last word.” (Kahneman p 25).
Nursing support staff discussed feedback in rapidly changing

situations, responding very quickly to patient behavior which

presented risks to physical and emotional safety in intuitive

thinking mode. Such rapidly changing contexts hinder the ability

to bring into play slow conscious rational thinking as applied by

frontline psychology staff.

For both frontline nursing support and psychology staff,

conscious rational thinking may struggle to maintain primacy and

control (having the last word) of their actions in non-crisis

interactions, when relaxed comfortable face-to-face interaction is

usually maintained intuitively—for example, when AP (P5, see

below) says “I forget it when I come face to face with a human”

and when SSW (P9, see above) discusses their thinking upon

observing a SW “getting too close to a patient”. These examples

show that even when conscious rational thinking is appropriate and

possible, intuitive thinking is always working, providing

“ impressions, intuit ions , intentions, and feel ings” to

guide interactions.

These results suggest that psychologists were more accustomed

to providing/receiving feedback using slow conscious thinking and

nursing supports using intuitive thinking. This appears to match the

daily demands of their roles. However, factors other than daily

context, not specifically explored in this study, are also likely to play

a role in these observed differences, such as the higher educational

and occupational status of psychologists. Different professional

standards, guidance, norms, and work practices may also lead to

different expectations, which reinforce rational conscious thinking

or relational intuitive thinking. Nursing norms and practices may
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reinforce an immediate “caring” focus for interactions and

psychology norms and practices, a more distant role as “therapist”.

Jackson and Stevenson (32) proposed mental health nurses

relationships with patients, as being on a spectrum from

professional, through pseudo professional to ordinary,

subsequently mapped to Kahneman’s two systems of thinking (1)

(see Table 3). This appears equally relevant for psychologists and

other therapists.

Primacy is given to “professional me” and conscious rational

thinking in professional and practice development, e.g., therapeutic

relationships and incident management. Ordinary me and intuition

are perceived as having a problematic or little role. However.

Kahneman’s formulation of skilled intuition (i.e., repeated

immediate unequivocal feedback in a regular practice

environment, p. 414) suggests that the importance given by

frontline staff to immediate feedback delivered within interactive

flows is not misplaced. Kahneman (31) also provides a theoretical

basis for largely practice-based interventions: according

“situational” leadership during an “incident” (33) and training/

modeling good staff practice with aggressive patients (34) upon staff

with the best (largely intuitive) working relationship rather than the

most senior or expert present.

While it feels appropriate to use conscious rational conscious

thinking to improve intuitive responses—can intuition also improve

conscious thinking, e.g., within controlled, structured therapeutic

interactions? Deveau (1) provided two comprehensive examples

where intuition, as a deviation from standardized professional

practice, played a very positive role within: a therapy session and

a challenging patient care situation. This study provided examples

where the participants became aware of intuitive thinking which

they responded to, whether helpful or not:
Fron
I: Do you find that (clinical supervision) guides you at all in a

helpful way to be empathetic but yet follow the sort of

(clinical) program you’ve got in mind? P5: Maybe

somewhat. Quite often whatever I had in mind has gone
tiers in Psychiatry 09
out of the window when I’m face to face with somebody.
System 1 is awake and working effortlessly from the moment we

wake up with effortful system 2 thinking getting involved when

intuition leads to problems or in a practiced manner.

Thirdly, Table 4 shows a spectrum of professional development

activities and proximity (time) to events and focus for feedback.

This study supports other research suggesting that qualified mental

health nurses have limited access to clinical supervision ((CS)

individual guided self-reflection)) in comparison to other health

professions, e.g., psychology (35, 36). Unqualified nursing supports

have rarely reported access to CS. Table 4 suggests the main

opportunity for reflection on practice by mental health nurses

that occurs after “failings” in care is examined in de-briefing

sessions organized and managed by managers or professionals

not involved in “incidents” (e.g. 37).

It is likely in these significant reflection events for nursing

supports that intuitive practice is viewed as having little or negative

effects (see example P6 below).

Intuitive expertise in nursing supports is as unique as individual

life and work experiences. Some will have good intuitive skills for

their work, others not so good. Examples of helpful de-escalatory

interactions with distressed patients were reported in this study.

Intuitive expertise/skills are seen as important sources of good

mental health nursing practice, as “tacit’ skills” (38, 39), and have

been employed to develop nursing practice for reducing restraints

use in acute services (34).

Do reflective experiences separated from interactive flows have

a beneficial effect upon practice within the flow? As in the example,

(P6) above described difficulties (while present and observing) in

prompting a SW to “withdraw and distance themselves” from an

escalating confrontation with a patient. This suggests that linking

feedback delivered within reflection (CS or managerial supervision,

debriefing) to feedback during interactive flows should be more

“joined up”. Develop the links and certainty between various forms

of proximally distant feedback to immediate events—for example,
TABLE 3 MHN engagement mapped to two systems of thinking adapted from (1).

Three subcategories – the three me’s (and their dimensions)

Ordinary intuitive engagement Ordinary/professional
engagement

Professional engagement

Ordinary
communication: lay language through informal concepts

Ordinary Communication:
mingling professional concepts
with everyday language

Communication: structured via professional concepts and jargon

Two systems of thinking and MHN engagement

Engagement guided by intuitive thinking with lazy conscious
oversight, feels effortless and comfortable. Including banter,
humour, self-disclosure and informative responses to questions.
System 1 has no means of alerting system 2 when it gets
into trouble

System 2 ‘waking up’ to more
effort required in guiding the
engagement, may become
noticeable to communication
partner, as hesitancy. System 2
may not recognise its
conscious, planned approach is
required in any
particular situation

Engagement is under system 2 effortful control, is consciously
planned, and control is usually obvious to communication
partners. Therapeutic engagement is structured and setting
becomes contained within professional standards, training
and supervision
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P6 (staff nurse) above reported being “encouraged” to undertake a

management supervision of SW but wanted to wait to link this with

observed (i.e., not subjectively reported) SW practice: P6: “I’ve been

observing support workers. When I feel like I can intervene that’s

when I’ll do one (supervision) …. My first one I want it to be

something specific situation, something the support worker has

to change.”
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Practice coaching has become a distinct professional speciality

similar to CS (e.g., 40) but can also be regarded as immediate guidance

within interactive flows, especially when delivered during teachable

moments (TM). TM are defined as “a synchronous event involving the

unpredictable opportunity for teaching, when the client is open and

ready to learn, and the delivery of key information takes place.” (41

p.7). TM are recognized through a practitioner’s “knowledge, intuition,
TABLE 4 Proximity and focus related to type of feedbacks experienced by nursing and psychology supports.

Psychology Nursing supports Nursing supports Nursing supports

Clinical supervision. Structured,
regular, monthly, and expected
professional practice

Managerial/nursing supervision. Sporadic,
less than monthly (often much less)
than expected

Debriefing (as soon after) an incident as
possible, might be days

Within interactive flows, especially
managing incidents and
preventing escalation

Focus. Subjective and objective
reflection of supervisees experiences
and feelings

Focus. Practice problems, “personal
issues”, knowledge of recent policies, and
working relationships

Focus. Reflection on management of
incidents particularly those with serious
harmful outcomes

Coaching/teachable moments. Focus
upon immediate events and emotional
and physical safety
FIGURE 1

Overall thematic framework.
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and identification of the openness, readiness, and possibility for

learning to occur” (41). Lawson and Flocke (42) suggest that TM are

not always unpredictable, that practitioners can be “cued” through

awareness of their “perceptions, cognitions, and motivations” (p5) to

“create” a TM. This suggests that system 2 maybe cued to become

active by the presence of certain intuitive factors and take over the

interaction, creating a TM. Both Baker (41) and Lawson and Flocke

(42) propose TM as opening the way for learning new (health)

behaviors because of the immediacy of heightened emotional

experience within which feedback is delivered. This reflects the

immediacy of feedback delivered within interactive flows as part of

emotional events shown by nursing supports in this study.
Conclusions

This study showed that frontline staff in one acute MH unit

(and likely to reflect many other such services) work in a complex

feedback environment. Simple organization-level feedbacks showed

limited impact upon frontline staff. However, these may have

contributed to the overall positive hospital climate.

The study suggested feedback as complex encompassing a great

deal of the communication behavior within a setting. Feedback

within frontline nursing and psychology supports were focused

within different contexts and employed different modalities.

Nursing within immediate interactive flows while managing

physical and emotional risks and providing daily care where

feedback was responsive, informal, and verbal. Psychology

feedback was regular, formal, and focused upon delivery of

structured programs, verbal and written.

It is suggested that Daniel Kahneman’s two systems of thinking

—rapid, unconscious, intuitive and slow/conscious and rational—is

a useful approach to understanding these differences within nursing

and psychology feedback contexts and experiences.

Further research is needed to explore the links between

feedbacks that are delivered during practice and within formal

clinical or management supervision. In particular, Lawson and

Flocke’s (42) teachable moments might be used to help develop

what Kahneman refers to as developing intuitive expertise through

experiencing immediate feedback in a regular environment. The

bringing together of formal (distal) and immediate (in the moment)

feedback and development of these as part of a single system of

feedback through which practice is developed could enhance the

quality of support provided and develop the skills of practitioners.
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