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Background
In-patients in crisis report poor experiences of mental healthcare
not conducive to recovery. Concerns include coercion by staff,
fear of assault from other patients, lack of therapeutic oppor-
tunities and limited support. There is little high-quality evidence
on what is important to patients to inform recovery-focused
care.

Aims
To conduct a systematic review of published literature, identi-
fying key themes for improving experiences of in-patient mental
healthcare.

Method
A systematic search of online databases (MEDLINE, PsycINFO
and CINAHL) for primary research published between January
2000 and January 2016. All study designs from all countries were
eligible. A qualitative analysis was undertaken and study quality
was appraised. A patient and public reference group contributed
to the review.

Results
Studies (72) from 16 countries found four dimensions were
consistently related to significantly influencing in-patients’
experiences of crisis and recovery-focused care: the importance

of high-quality relationships; averting negative experiences of
coercion; a healthy, safe and enabling physical and social
environment; and authentic experiences of patient-centred care.
Critical elements for patients were trust, respect, safe wards,
information and explanation about clinical decisions, therapeutic
activities, and family inclusion in care.

Conclusions
A number of experiences hinder recovery-focused care and
must be addressed with the involvement of staff to provide high-
quality in-patient services. Future evaluations of service quality
and development of practice guidance should embed these four
dimensions.
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Patient experience is a vital source of evidence that can drive the
provision of high-quality health services.1,2 Mental health in-
patients report a range of experiences including fear of assault,
concerns regarding coercion, limited recovery-focused support
and lack of therapeutic activities.3–8 A triennial review of mental
health services in England by the Care Quality Commission
(2017)9 highlighted several serious concerns about in-patient
care, including wards located in older buildings not designed to
meet the needs of acute patients, unsafe staffing levels and
overly restrictive care in wards far from patients’ homes and
families.

The National Health Service (NHS) is under pressure to deliver
timely, effective and affordable care with increasingly constrained
resources. The National Institute for Health and Care Excellence,
the NHSNational Quality Board and others have restated core prin-
ciples of patient-centred care including dignity, compassion, choice
and autonomy,3–5,5–8 and called for a strengthening of the patient
voice. Healthcare providers are now required to collect data to
assess patients’ experiences of care.9–12 However, the impact of
this data collection on services is unclear13 because of: the diverse
and poor-quality feedback methods,14 a lack of consensus about
which experiences are most salient (and hence should be asked
about), and limited evidence about how patient experience data
can guide service improvements.13,15 Such challenges highlight the
need for robust evidence to inform best practice, with clarity
about the experiences of most importance to patients. In response
to this need, this systematic review aimed to identify the most
salient experiences of people using in-patient mental healthcare to
inform the provision of high-quality services.

Method

The review was divided into a scoping review to ascertain the nature
and size of the evidence base, and the main systematic review.

Protocol and registration

The EURIPIDES (Evaluating the Use of Patient Experience Data to
Improve the Quality of Inpatient Mental Health Care) systematic
review was registered in 2016 on PROSPERO: CRD42016033556.

Scoping review

Before the systematic review, a scoping review was conducted to
ascertain the extent, range and nature of studies to map emerging
key themes without describing the findings in full or performing a
quality check16 and to inform the main review. Six key authors
known to be experts in mental health patient experience were con-
tacted for new or unpublished reports and studies.

Patient and Public Involvement Reference Group

The Patient and Public Involvement Reference Group (PPIRG)
included 10 service users, recruited by the Mental Health Foundation,
with experience of in-patient care or caring for someone who had
been an in-patient. They were invited to two meetings: first, to
obtain their views on the themes identified in the scoping review,
with the potential to add further concepts they felt had not been
identified; and second, to obtain their opinions on themes identified
in the main systematic review and to contribute to the interpretation
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of our findings. A full description of the patient involvement in the
study is reported using the GRIPP2 Short Form Checklist in Table 1.

Identification of studies for the systematic review

Guided by the themes that emerged from the scoping review, search
terms and a search strategy were developed and applied to the data-
bases MEDLINE, CINAHL and PsycINFO. An example of search
terms and results is reported in Fig. 1. Reference lists of included
papers were scanned. The search deviated from the protocol in that
only three of five databases were searched due to the large numbers
of abstracts retrieved (Web of Science and Embase were not used).

Inclusion and exclusion criteria

All study designs were considered if papers included experiences of
current or former in-patients of mental health institutions. No
restrictions were applied based on country. Articles were included
if they reported primary research, were peer reviewed and published
in English between January 2000 and January 2016. Papers were
excluded if they were not primary studies, based on pre-2000
data, included children and adolescents (aged under 18 years) or
were not in the English language.Where study participants included
both in- and out-patients, only data regarding in-patient experi-
ences were extracted. Reviews (Table A.1) were noted and reference
lists scanned, but excluded from the review to avoid bias.

Study selection

Titles and abstracts were screened (C.M., G.C.), 20% of which were
independently cross-checked for agreement before obtaining full-
text articles (S.S. and C.M.). Full texts were obtained where the
abstract was unclear. Any disagreements could be resolved by con-
sensus (C.M., G.C. and S.S.) but no disagreements occurred.

Data extraction

The data extracted, using Microsoft Excel (version 2013), included
citation details, sample recruitment and research methods,

findings related to key concepts and any other emerging con-
cepts (C.M.).

Quality and risk of bias in individual studies

The quality of the studies were evaluated by the Critical Appraisal Skills
Programme (CASP) Qualitative Checklist,17 undertaken by C.M.
Because of the heterogeneity of the included studies, many of which
were descriptive in their approach, this checklist provided an appropri-
ate basis for comparison between studies. The only question change in
the CASP checklist was from ‘Is the qualitative methodology appropri-
ate for this study?’ to ‘Is the methodology appropriate for this study?’

Data analysis

The scoping review informed the development of a thematic frame-
work, which guided but did not restrict the review. A narrative syn-
thesis of the themes was undertaken.18 As the researcher read each
study, an initial preliminary synthesis of the study was undertaken
and emerging sub-themes were identified. The researcher was then
able to compare themes and sub-themes within and across studies
and further develop them into the main themes. Themes were sum-
marised in a descriptive form, allowing for the findings of all review
studies, regardless of study design, to be aggregated and summarised.
We used the concept of data saturation to help us decide when to
complete data extraction. Saturation of data is judged to have hap-
pened at a point where no new themes are being identified in the
studies when compared with what has already been extracted.7 It
is a useful approach for large reviews where the addition of further
papers is unlikely to change key findings.

Results

PPIRG

Key themes identified in the scoping review were discussed in detail
by group members who critiqued their content and identified add-
itional areas such as boredom. The PPIRG provided content and

Table 1 Reporting Patient and Public Involvement in the EURIPIDES study using GRIPP2

GRIPP2a Short Form item Description

Aims:
Report the aim of Patient and Public Involvement in the study

(a) Ensure there is a patient voice included at all stages of the EURIPIDES study;
(b) to discuss the scoping study themes and to identify additional ones service users feel are

important;
(c) to discuss the themes and sub-themes identified in the main review to ensure face and

content validity.

Methods:
Provide a clear description of the methods used for Patient
and Public Involvement in the study

The Patient and Public Involvement Reference Group was established by the Mental Health
Foundation. Members were varying in background and experience. The Group met
regularly and at key points during the study. The group were facilitated by D.C.-K. who
ensured they felt able and were supported to contribute and challenge methods.

Study result outcomes:
Report the results of Patient and Public Involvement in the
study, including both positive and negative outcomes

The Patient and Public Involvement Reference Group provided a strong patient and carer
perspective. They critiqued the content of the themes identified in the scoping review,
identifying additional areas such as boredom. They provided content and face validity of
the themes and sub-themes identified in themain review. They provided real life examples
of the themes from their own experiences. The Patient and Public Involvement Reference
Group also checked if the themes from international studies resonated in a UK context.

Discussion and conclusion outcomes:
Comment on the extent to which Patient and Public
Involvement influenced the study overall. Describe positive
and negative effects

The Patient and Public Involvement Reference Group was important in confirming the
systematic review had identified the themes of importance to patients and carers. This
was particularly important because the strength of the patient voice was uncertain in the
papers reviewed.

Reflections/critical perspective:
Comment critically on the study, reflecting on the things that
went well and those that did not, so others can learn from
this experience

The Patient and Public Involvement Reference Group worked well in the study. On reflection
more embedded forms of involvement, with members of the group working more closely
on the analysis, may have embedded the service user voice more strongly into the study
and could have created the conditions for the co-production of knowledge and possibly
additional sub-themes.

a. Staniszewska S, Brett J, Simera I, Seers K, Mockford C, Goodlad S, Altman DG, Moher D, Barber R, Denegri S, Entwistle A, Littlejohns P, Morris C, Suleman R, Thomas V, Tysall C. GRIPP2
reporting checklist: tools to improve reporting of patient and public involvement in research. BMJ 2017; 358: j3453.
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face validity for the identified themes and provided real-life exam-
ples of the themes from their own experiences. The PPIRG also pro-
vided an opportunity to check if the themes identified from
international studies resonated in a UK context.

The systematic review

A total of 4979 abstracts were screened and 116 papers fulfilled the
inclusion criteria (Fig. 2). Two consecutive sifts were conducted

due to an error in the first search of the PsycINFO database omit-
ting 2980 hits which was identified after the first sift was com-
pleted. The first sift of 1999 hits resulted in 72 relevant papers
for the review; 11 papers were from same studies.19–29 Following
this, the second sift of 2980 abstracts resulted in an additional 44
studies fitting the criteria (total n = 116). Drawing on the princi-
ples of data saturation,30 additional studies that repeated themes
already identified were excluded from the main review. In total,
eight studies added new themes and were included at this stage.

Results Search type Actions

1 exp Inpatients/ or inpatient*.mp. 73 820

2 service user*.mp. 2556

3 patient/ 17 869

4 exp "Commitment of Mentally Ill"/ 6286

5 involuntary.mp. 10 996

6 1 or 2 or 3 or 4 or 5 108 766

7 exp Hospitals, Psychiatric/ or psychiatric.mp. 218 311

8 psychiatry.mp. or Psychiatry/ 74 187

9 Mental Disorders/ 139 896

10 7 or 8 or 9 341 433

11 exp Patient Satisfaction/ 67 505

12 (satisf* or experience*).mp. [mp=title, abstract, original title, name of substance word,

subject heading word, keyword heading word, protocol supplementary concept word,

rare disease supplementary concept word, unique identifier]

930 899

13 11 or 12 933 891

14 6 and 10 and 13 3204

15 limit 14 to yr="2000–Current" 2181

16 limit 15 to english language 1943

Fig. 1 Example of search strategy from MEDLINE.
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A total of 16 systematic reviews (Table A.1) which investigated
in-patient experience were identified. In total, 72 studies
were included in the review, a third of which were from the
UK24–47 (n = 24)19–21,25,27,31–49 (Supplementary Table 1 available
at https://doi.org/10.1192/bjp.2019.22). Although studies using
qualitative methods were most common (Table A.1), studies using
patient experience questionnaires and patient record data were
also included. The CASP checklist identified many of the papers
as being of medium to poor quality.

Timing of data collection in included studies

Little information was provided about the timing of data collection in
over a third of papers (37%), other than describing participants as in-
patients at the time.25–27,31,32,35,36,43,44,48–63 Data were mostly collected
just before,28,29,45,64–73 immediately after discharge20,45,59,74,75 or from
former in-patients.22,23,34,37–39,41,42,46,47,63,76–80 This suggests that
patients were recovering when experiences were elicited. In three
studies, data collection coincided with a ward event (e.g. refurbish-
ment).81–83 A number of studies (n = 12, 17%) collected data shortly
after an event such as admission,19,21,84–86 seclusion, sedation or
restraint.24,33,87–92

Identification of key themes

Patient experiences were categorised into four overarching themes
or dimensions of experience: the importance of high-quality rela-
tionships; averting negative experiences of coercion; a healthy,
safe and enabling physical environment and ward milieu; and
authentic experiences of patient-centred care. These key themes
accompanied by sub-themes are described in detail below.

The importance of high-quality relationships

The importance of high-quality relationships was the most consist-
ently reported theme.

Important factors in developing such relationships with staff
included being treated with respect, feelings of stability, recognising
empathy and high-quality communication19,23,24,27,28,35,36,38,
39,51,55,60,61,63,78,87,90 with staff who patients felt were trustworthy,
reliable35,63,69 or helpful.27,51,54,62 Good staff–patient relationships
facilitated the in-patient care pathway in mental health institu-
tions28,35,39,51,68 and reduced the use of coercive measures.35,45,78

Ward rounds were an important setting for staff–patient interaction
and patients reported these as helpful and informative.44

Records screened
(n= 440)

After duplicates removed
(n= 5928)

Records excluded at second stage
title/abstract sift (n= 235)

Full-text articles excluded,
with reasons (n = 83)

Literature reviews: 16
Not fulfilling criteria: 13
Pre-2000 data: 16
Intervention type: 11
Individual treatment: 8
Testing a new instrument: 2
Carer experiences: 5
Complaints: 1

Studies satisfying inclusion
criteria (n= 122)

Records screened
(n= 4979)

Records excluded at
title/abstract sift (n= 4539)

Records identified through database searching
(n= 12 622)

Full-text articles assessed for
eligibility (n= 205)

Importance of relationships in mental
health care: 25
Experience of coercion: 10
Physical environment and the milieu: 3
Patient centred care: 6

Studies fulfilling inclusion criteria
but not included due to data

saturation (n= 44)
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Fig. 2 PRISMA (Preferred Reporting Items for Systematic Reviews and Meta-Analyses) 2009 flow diagram.
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Potential barriers to therapeutic relationships included: gender-
specific problems – male nursing staff were not welcome if the
patient had a history of abuse by male perpetrators36,78 or where
gender-specific cultural barriers existed (e.g. a Muslim woman
supervised by a male nurse);68 lack of meaningful communication
– where communication was compromised due to differences in
culture, language, religion,34,39,57,68 through use of coercive mea-
sures33,60 or where technical language used by staff was not easily
understood;19 absence of regular ward staff – patients were upset by
the absence of regular ward staff due to office duties, shift working,
reliance on temporary staff23,24,27,28,35–37,39,45,46,51,54,55,63,69 and
having extended waits to speak to staff24,36,46,54,77,80,82 particularly
at ward rounds;43 poor staff attitude – where patients complained
that staff ignored them,57,87,88,91 displayed indifference24 or insuffi-
cient understanding of patients;78 inconsistent staff behaviour –
reports of staff interpreting ward rules inconsistently, causing
confusion;19,23,27,31,33,36,46,49,82,91 staff abuse – some patients reported
abuse by staff, including provocation, bullying, shouting or belittling
of patients.19,23,27,28,33,39,56,62,78,79,83,87,88

Relationships with other patients and with relatives:
Patients relied on other patients for information about ward activ-
ities and rules, to share experiences and when debriefing after group
sessions.22,45,77,82,83 However, arguments and violence between
patients36,39,48 generated fear and isolation for some, causing
them to retreat to their rooms for safety or to abscond.23,37,39,49,65,80

Isolation from family caused distress. Patients reported that
having a friend or family member with them would have helped
with orientation79 and they could have helped staff with assessments
and treatment plans.22,38,53 However, family members felt left out of
decision-making about care.92

Averting negative experiences of coercion

The second main theme was concerned with experiences of coer-
cion. All patients expected to be treated as ‘normal human
beings’24,29,77 and addressed professionally, including during
restraint.87 Patients wanted the reasons for coercive measures to
be communicated so they could understand them as this helped
some patients trust staff and feel safe.46,67,75,79,87 Patients valued
persuasion over threats of force60 and coercion,78 which could
bring back memories of past history of violence and neglect.33,88,89

Where coercive measures were discussed in the studies, these
included experiences of sedation, seclusion and restraint. It has
been reported that Black and minority ethnic patients are more
likely to experience coercion than White patients.

Ethnicity: Two studies examined the commonly held perception
that Black and minority ethnic patients experienced more coercion
on admission than other patients.21,74 The findings were not conclu-
sive: although hospitals in the UK with higher proportions of Black
and minority ethnic patients employed more coercive practices, this
was independent of individual patient ethnicity.21,74

Sedation: Some patients recognised that medication was import-
ant for the in-patient care pathway.20,39,41 Some trusted staff to decide
on appropriate sedation,32,52 whereas others felt empowered to decide
on timing and dose of medication when administered on an ‘as
needed’ basis.32 However, patients also voiced concerns that included
lack of communication about consent, information about medication
and advanced wishes;39,52 lack of confidentiality regarding medica-
tion;32,42 perceived overmedication32,39,41,46,47,52,69 (including over-
looked or ignored reports of side effects);28,41 and fear of harm

during forced medication,20,32,39,54,60,78 for example patients in crisis
reported a fear of being raped by staff or of dying.20,41,78,88

Seclusion: Some patients reported seclusion as helpful or neces-
sary24,57,79,88 and that they felt safe as staff were nearby.24,57,88,90

Patient concerns included having insufficient information about
the reasons for seclusion23,24,46,57,88 before or after the event.24,57

Seclusion was perceived as a punishment79 and associated with
limited contact;57,88 lack of concern by staff;89 degradation and
humiliation, e.g. lack of facilities24,57,89 or being stripped of clothing
in front of staff members;61,79,89,91 and violation of rights88 and
dignity.61

Restraint: Restraint was described as forcible manual or mech-
anical restraint and typically involved several staff, mostly
nurses23,60,78,88,92 but occasionally security staff.78,92 Restraint was
described negatively25,33,78 and fear of restraint prevented patients
from seeking help earlier.33 There was a risk of harm if mechanical
restraints were used,87 although these were not used in all countries.
Talking with staff following restraint or being allowed to examine
records of the event was considered helpful.33

In addition to the use of coercive measures, patients also
described perceived punishment by staff19,35,41,80,91 in the form of
the removal of leave entitlements,35 removal of furniture and per-
sonal items41,91 and not being able to stay up in the evening.19,80

Patients described this as a violation of their rights.23,57,58,88

A healthy, safe and enabling physical environment and ward milieu

The third main theme focused on a healthy, safe and enabling envir-
onment. This contributed to how relatives felt when visiting,92 how
patients felt about themselves39 and how they reacted to treat-
ment.36,39,42 Johansson et al (2003)63 argued that the physical envir-
onment was as important to patients as receiving satisfactory care.
A number of studies reported that patients saw hospital as a ‘sanc-
tuary’80 or a ‘safe space’62 where they could have time to reflect away
from day-to-day stressors,38,50 be kept safe19,39,48,54 and experience
a caring, therapeutic environment.80

Patients felt that their in-patient care pathway was aided by con-
nection to the ‘real world’61 and that being made to feel
‘normal’24,28,51,77 was important. This included being allowed to
walk around hospital grounds.39,80 Older establishments often had
extensive grounds and patients reported that access to these
spaces resulted in less need for medication.32 Access to a place of
worship was comforting,51,68 as was freedom to make small
decisions31,41 such as making snacks62 or hot drinks.36 Private bed-
rooms were important,80 being near windows enabled ward-bound
patients to enjoy the outside and fresh air,83 and appropriate use of
colour was described as conducive to recovery.80 An environment
where staff and patients mixed together reduced feelings of
stigma51 and encouraged favourable interactions.63

Patients reported several environmental problems that were not
conducive to recovery-focused care. Some of these were associated
with arguments and violence between patients.36,39,48 Other envir-
onmental problems included noise from doorbells, alarms and tele-
phones.82 Poor positioning of the nurses’ stations often created
physical divisions between patients and staff, reducing inter-
action.61,80,92 Communal spaces sometimes lacked privacy for visit-
ing relatives or opportunities for physical activity,49 especially for
those under close observation.92

There were also contradictory reports. In several studies,
some patients described hospital as a place of confinement rather
than therapy.19,29,36,37,39,42,80 There were analogies with
prison29,36,39,42,80 and punishment.37,39 This was particularly so in
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secure units with a lack of outside space39 and where more patients
were admitted compulsorily.29

Ward milieu: Related to environment was the experience of
ward milieu, which was shaped by the conduct of staff. Staff pro-
vided structure, order and safety82 and were responsible for creating
a congenial atmosphere.54 Feeling safe was a prime concern to
patients48,65 who perceived wards to be safe when they viewed
staff as trustworthy,35 caring and supportive.35,38 Wards were some-
times criticised as being too busy36,49,54 and reactive to events such
as restraint,56,79,92 seclusion91 or violence.23,58,80 Patients felt vulner-
able to the latter,23,37,39 fearful of other patients49,78 and worried
about security of belongings.36,65,80 Fear contributed to withdrawing
within the ward49,81 or leaving hospital.37,80

Ward routines also shaped patients’ experiences. The day51 was
often structured to include individual and group therapies as well as
other activities, e.g. puzzles, conversation or listening to music.92

Evenings were typically less structured.51 Some patients relished
the leisure time24,38,50,54 and some took this as a time for personal
reflection.38,51,57 However, others were uneasy38,51 and reported
insufficient36,49 activity. 23,24,39,49, 68 The location of the hospital –
being close to family – was important to patients79 and they appre-
ciated the inclusion of, and support from, families.22,38,53

Boredom: ‘Boredom’ or having little to do was mentioned in
several studies.23,24,27,41,51,54,59,68,80,82,83,91 Patients suggested that
inactivity slowed the in-patient care pathway,59 reduced self-
efficacy,41 exacerbated symptoms80 and was related to aggression
and violence on the ward.23 Some patients reported that inactivity
encouraged poor health outcomes, e.g. saying that they would eat,
sleep or smoke but not exercise.24,59,80,83

Authentic experiences of patient-centred care

The final theme brought together a collection of sub-themes focused
on authentic experiences of patient-centred care, which included
shared decision-making, sensitivity to gender and culture and the
provision of information.

Shared decision-making: Two studies reported that patients’
involvement in treatment decisions was associated with positive
experiences of care.50,65

Gender and cultural differences: Patients wanted to be
understood and seen as individuals, and this was framed in
respect of their gender, ethnicity and religion.33,34,68,78 Some
patients described cultural differences in perceptions of privacy,
and reported concern that staff had not recognised or responded
to their discomfort in accepting care from differently gendered
staff,68 for example during restraint and sedation,33 or for women
with a history of sexual abuse by male perpetrators.78 More posi-
tively, female patients tended to prefer single-gender wards
(where they felt safer36). Where this was not available, female
patients were satisfied on mixed wards if they had access to a
quiet room, if their privacy was respected and if they had access
to personal hygiene products.81 Faith also mattered: prayer and
rituals (e.g. hand washing) offered comfort to some patients68 but
were not always understood or accommodated by staff.34

Provision of information: There were several reports in which
patients felt they had not received sufficient information about their
diagnosis,23,65,69,87 treatment,20 treatment plan,23,32,52,57,60,65,69,87,88,90,91

choices or rights.20,46,53,64,86 Timing was also important as patients
found it difficult to understand or remember this information when
unwell.45,69

Discussion

The aim of this review was to identify the most salient aspects of in-
patient experience to support improvements in care in ways that are
conducive to recovery-focused care. To the best of our knowledge
this is the largest review of its type in the UK and internationally,
with 72 included studies, of which a third were from the UK.
A strength of the review was the involvement of the PPIRG who
provided important face and content validity checks and were
able to identify additional areas of experience, such as boredom,
which could be built into the main review.

The review makes an important contribution to the field of
mental health in-patient experiences through the identification of
four key, interlinked themes: the importance of high quality rela-
tionships; averting negative experiences of coercion; a healthy,
safe and enabling physical environment and ward milieu; and
authentic experiences of patient-centred care. These themes and
their associated sub-themes represent the active ingredients of a
high-quality mental health in-patient experience (as well as the
common causes of very poor experiences). The identified themes
can be used to design and deliver high-quality services, provide
content for the development of robust patient experience question-
naires or inform qualitative methods that aim to evaluate salient
aspects of patient experience. They provide evidence for the devel-
opment of practice guidance that supports the implementation of
high-quality services.

A consistent thread across all four themes was the key role of
staff in facilitating a high-quality patient experience. However,
staff operate within the context of a wider system that needs to
support the delivery of care. It was not always possible to under-
stand this context from the studies reviewed as many did not
provide such wider contextual information. This would have been
useful, particularly in understanding why some studies reported
very negative experiences and others reported more positive experi-
ences. Future studies might consider reporting contextual informa-
tion to aid interpretation.

It is important to note that the findings of studies relating to dis-
charge appeared to be influenced by the research design, with ques-
tionnaires identifying high levels of satisfaction whereas experiences
captured using qualitative methods were described differently.
Future studies should pay careful attention to the way in which
design might affect the reporting of experiences.

Limitations

A limitation of this review, common to all secondary research, is
that it is reliant on the conduct and content of primary studies
which may have included biases that we could not account for.
Few studies mentioned the involvement of patients in data collec-
tion20,39,46,79 and research design,20,27,39,46,79 and the study
authors’ professional perspective is often unreported. It is therefore
unclear to what extent a study finding reflects the patient voice or
whether it predominantly reflects the researchers’ interpretation
of their data. Ensuring greater clarity about whose voice is repre-
sented, as a means of minimising bias, represents an important
methodological challenge for future research. In future reviews,
the case could be made to focus on studies where there is evidence
of a strong patient voice in the conduct and interpretation of the
study.

Although we used the concept of data saturation to decide when
to stop data extraction, it is always possible that other papers con-
tained nuances in themes that were unintentionally omitted. The
risk of bias in this review may have been partially mitigated by
our scoping review which identified key authors and included a cit-
ation search of their papers and other literature reviews. In addition,
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the PPIRG provided important assurance of face and content
validity.

Our study relies on secondary analysis of qualitative data. The
findings we have presented are drawn from the reports from parti-
cipants in primary studies. Many of these claims (e.g. the perceived
role of good relationships in reducing a range of unwanted out-
comes, the role of boredom in exacerbating those outcomes) are
reported across multiple primary sources. However, an important
limitation of secondary research involves the gaps that exist in
studies. A key gap in this review was the lack of experiences
from people of Black and minority ethnic groups, which appears
to be under-researched. Future studies should ensure they build eth-
nicity into their design.
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Appendix

Table A.1 Other systematic reviews

Author Date Focus of review
Number
studies Years searched Key findings: headings or themes from findings

Binnema93 2004 Psychiatric patients and boredom Not stated
but ?18

Appears to be
1994–2003

Boredom is a lack of experience of meaning; many
psychiatric patients experience boredom and lack
opportunities to experience meaning. This
indicates a lack in the therapeutic potential of the
hospital environment which needs to change

Cutliffe et al94 2015 Evaluations of in-patient mental health
care experiences in six countries

Not stated Not stated Convergence and congruence in patient experience
evaluations, overall disturbing picture of in-patient
mental healthcare, major disconnect between
policy and practice, problems caused by a
multitude of variables, can learn from therapeutic
relationships

Duncan et al95 2010 Cochrane review: Shared decision-
making interventions for people with
mental health conditions

2 All to 2008 Effects of interventions: clinical outcomes; health
service-related outcome: rate of readmission to
hospital; secondary outcomes: level of consumer
involvement in decision-making process,
consumer satisfaction with information provided,
provider satisfaction, consumer concordance with
treatment plan, consultation time

Ford et al96 2015 Experience of compulsory treatment
and implications for recovery-
orientated practice

5 2000 onwards Views of the justification of compulsory detention,
power imbalance, lack of information or choice

Gerolamo97 2004 Patient outcomes after treatment in
acute care psychiatric hospitals and
wards

47 1991–2004 Readmission, rehospitalisation, recidivism; symptom
and function improvement; client satisfaction;
suicide and self-injury

Hopkins et al98 2009 Responsiveness as context to
understand patient perceptions and
expectations to in-patient mental
healthcare

10 1998–2008 Respect for dignity, confidentiality, autonomy, prompt
attention, amenities, access to social networks,
choice of provider

Katsakou and
Priebe99

2007 Patient experiences of involuntary
hospital admission and treatment

5 Selected papers
are from
2001–2003

Lack of autonomy and not included in decision-
making, quality of care and not being cared for,
emotional impact of involuntary treatment and
feeling devalued, respect and autonomy, being
cared for and treatment benefits, being a human
being like other people

(Continued )
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100 words
100 words…on psychobiotics

Timothy G. Dinan

That gut microbes, collectively called themicrobiota, influence brain development and functioning is viewed as a new paradigm
in neuroscience with implications for psychiatry. These gut microbes communicate with the brain via a number of routes includ-
ing the vagus nerve and the production of molecules such as short-chain fatty acids. In major depressive disorder the gut micro-
biota shows a significant decrease in microbial diversity which is associated with a peripheral inflammatory phenotype.
Psychobiotics are bacteria which, when ingested in appropriate amounts, have positive mental health benefits. Preliminary
studies with bacteria such as Bifidobacterium longum indicate anxiolytic activity in healthy volunteers.
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