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Background: Patients with intellectual disability in psychiatric services are rarely asked about their experien-
ces when admitted to inpatient units.
Aim: To enhance the understanding of ward atmosphere for inpatients with co-occurring intellectual disabil-
ities (ID) and mental illness by exploring patients’ experiences from a specialised mental health inpatient unit.
Methods: A selected sample of 10 adults with comorbid mental illness and ID were recruited for a qualitative
interview study based on Gunderson’s conceptualisation of therapeutic components in mental health wards.
The patients were interviewed by two experienced clinicians and interviews were analysed using directed
content analysis.
Results: Patients’ experience of their relationships with ward staff seemed central to their experiences of sev-
eral aspects of mental health nursing. Feeling safe, contained, and validated, were further important aspects.
However, the patients seemed to have little influence on treatment choices and did not report participating in
shared decision-making.
Conclusions: The patients’ answers in this study are in line with previous research on ward atmosphere for
patients in the general population. However, more research is necessary to inform future mental health nurs-
ing for patients with ID, both in inpatient and ambulatory services.
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Introduction
People with intellectual disabilities (ID) are at increased
risk of developing severe mental illness (Munir 2016,
Cooper et al. 2007) and treatment will occasionally
require admission to inpatient wards (Bakken and
Martinsen 2013). Assessment and evaluation of treat-
ment of mental illness in individuals with ID may be
challenging (Fletcher et al., 2016, Rysstad et al. 2020):
individuals with ID may have limited verbal language
skills or related difficulties affecting verbal communica-
tion (WHO 2018). Hence, symptoms may not be
reported or directly observable to others. Although cer-
tain behavioural expressions of core symptoms of men-
tal illness have been identified, e.g. disorganized

behaviours in schizophrenia (Bakken et al. 2007), such
behavioural equivalents may differ considerably
between individuals. Thus, symptom recognition
remains complex and challenging in mental illness in
individuals with ID, and this complexity needs to be
managed in mental health nursing in this population,
including attention to the symptom presentations and
experiences of each specific individual (Taua and
Farrow 2009, Donner and Gustin 2020).

Qualitative research is an under-utilised approach in
research in (Beail and Williams 2014), and co-occurring
ID and mental illness. However, emerging findings tak-
ing subjective experiences of people with ID into
account demonstrate that this may reveal more perspec-
tives than interviewing third parties (Douma et al.
2006, Moss et al. 1996). It is therefore important for
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research to explore ways of facilitating access to the
subjective experiences of people with ID, and use this
first-hand information as a main source of information
about these individuals’ experiences of mental illness.
Qualitative studies exploring the views of individuals
with ID may contribute to new understandings, new
perspectives, and altered practices (Scott and
Havercamp, 2018, Rose and Kroese 2018). Though
recent studies have shed light on the experiences of
psychodynamic therapy by individuals with ID
(Statham and Beail 2018), their experiences of emotion
regulation (Littlewood et al. 2018), and belonging to a
cultural minority (Larkin et al. 2018), the experiences
of individuals with ID and mental illness being admit-
ted to inpatient hospital wards remain under-researched.

The understanding of ward atmosphere as a potential
therapeutic arena has been a central tenet of inpatient
treatment in mental health services for almost a century
(Gunderson 1978, Moos 1972, Jones 1953, Main 1946,
Sullivan 1931). The concept of ward atmosphere, also
described as social or emotional climate, was coined by
Moos and Houts (1968). However, few studies have
explored experiences of ward atmosphere among people
with ID (Bakken et al. 2012). As a therapeutic ward
atmosphere has been found to have positive impact on
patient outcomes in inpatient mental health services for
patients without ID (Smith et al. 1996, Eklund and
Hansson 1997, Friis 1986), investigations of ward
atmosphere for patients with ID are important to ensure
that inpatient services for this population are suffi-
ciently adapted to their needs.

For inpatients without ID, two largely overlapping
areas of research have dominated the literature on ward
atmosphere: Gunderson’s conceptualisation of thera-
peutic components in mental health wards (Mare 2001,
Gunderson 1978), and research focusing on ward
atmosphere in mental health inpatient units (Bell et al.
2018, Chester et al. 2015, Schjødt et al. 2003, Eklund
and Hansson 1997, Moos and Houts 1968). From the
latter, an instrument for measurement of ward atmos-
phere, the Ward Atmosphere Scale (WAS) was first
published in 1974, and remains the most widely used
instrument for measuring the psychosocial climate of
inpatient units (Røssberg and Friis 2003). However, the
WAS has proven difficult to score for patients with co-
occurring ID and mental illness in hospital settings,
even when administering it as an interview rather than
as a self-report measure (Bakken et al. 2012).

Largely overlapping with the concepts of the WAS,
Gunderson’s therapeutic components (Gunderson 1978)
are viewed as an important contribution in the creation
of therapeutic milieus (Maree 2001), and numerous
studies have investigated their clinical applicability
(Maree 2001, Farkas-Cameron 1998, Smith et al. 1996,
Kurz-Cringle et al. 1994): Containment involves the
provision of food, shelter, screened windows, and

seclusion if necessary, to protect the patient from harm
and facilitate self-regulation in vulnerable phases.
Support aims at supporting and strengthening the
patient’s ego-functions, making the patient feel better.
Support emphasizes experiences of wellbeing and feel-
ing safe. Structure involves adapting the environment to
the patient, providing predictability. Structure includes
defined rules, daily schedules, fixed appointments etc.
Involvement is the process of helping the patient to
improve social skills, aiding the patient in connecting
with other people and breaking out of isolation. Staff-
members contribute to involvement by facilitating and
participating in activities with the patient. Validation
affirms the patient’s thoughts, feelings, and personality,
including staff members accepting the patients’ experi-
ences of failure, and respecting patients’ needs to be
alone. Validation also involves viewing the patient’s
symptoms as meaningful, rather than signs of illness
(Gunderson, 1978).

Mental health services have undergone considerable
changes in the last decades, from viewing the patient as
an ‘object’ needing treatment and care, to the current
focus on shared decision-making, where the patient and
the clinician work together to make treatment choices
and decisions (Elwyn et al. 2010). However, for people
with co-occurring ID and mental illness, there are
numerous challenges in the practice of shared decision-
making (Bigby et al. 2019). These challenges may
result in failure to take these individuals’ opinions and
perspectives into account in the development and adap-
tation of mental health services. People with ID are
often represented by significant others, which may
involve a risk of misunderstanding the patient's inner
states, or a lack of focus on what is important to the
patients themselves (Scott and Havercamp 2018, Rose
et al. 2013). Thus, in addition to Gunderson’s five com-
ponents, autonomy was included as a sixth component
for this study, as the opportunity to make decisions for
oneself and the ability to influence one’s surroundings
has been found to be important to mental health
(Killaspy et al. 2016, Lefcourt 2014).

Aims
The current study aims to enhance the understanding of
ward atmosphere for inpatients with co-occurring ID
and mental illness, by exploring patients’ experiences
from a specialised mental health inpatient unit:

How do patients with intellectual disabilities and co-
occurring mental illness experience the ward atmos-
phere in a specialised inpatient unit for this population?

Methods
Design and setting
Because open-ended questions may be challenging for
the population under study (Sommmerstad, 2020), a
qualitative study was designed based on Gunderson’s
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five therapeutic components, plus autonomy. This
included the construction of a semi-structured interview
guide based on these six components, and subsequent
use of directed content analysis (Hsieh and Shannon
2005). The study was planned, organised and carried
out in a regional specialized mental health department
for patients with intellectual disabilities (SPID). The
SPID only allows referrals from other hospital-level
services in mental health care or habilitation, serving a
geographical area comprising more than half of
Norway’s population (see Bakken et al. 2008 for further
information regarding the organization of services in
Norway). At the time of the study, the department con-
sisted of two separate inpatient units, each with capacity
for five patients. All the authors are employed by this
department in various capacities, and three have previ-
ous experience from the inpatient wards. However,
none of the authors had worked in the wards for several
years prior to the current project. The current study is
part of a project concurrently exploring experiences of
ward atmosphere in patients, staff, and patients’ family
members. Because the views of people with ID is rarely
explored in the research literature, it was decided to
report these in a separate paper, and staff and family
members’ experiences will be reported in subse-
quent papers.

Participants and recruitment
The study was approved by the Division of Mental
Health and Addiction and the Data Protection Official
at the Oslo University Hospital. Written consent was
provided by all participants themselves. The consent
form included information regarding the method, the
storage and use of information from the participants, as
well as the option of withdrawing their consent. Ward
atmosphere and its relationship with treatment outcome
were also described.

Patients were recruited for the study based on con-
secutive admissions within the same calendar year.

Inclusion criteria were being 16 years or older, having a
diagnosis of intellectual disability and/or an autism
spectrum disorder, having suspected or confirmed men-
tal illness, being able to answer questions verbally,
being able to consent verbally or in writing, and not
being in an acute phase of mental illness at the time of
the study. Of the twelve recruited participants, two
were later excluded: one was not able to answer the
questions verbally and one was in an acute phase at the
time of the interview. The therapists read and explained
the content of the consent form to the participants to
ensure that they were fully aware of the procedure, their
rights, and the option of withdrawing their consent at
any time without any implications for their treatment.

On admission to the department, all participants
were assigned a team of mental health professionals
including a team leader (mental health nurse/ID nurse),
an individual therapist (usually a clinical psychologist),
a psychiatrist, and several nurses and nurses’ assistants.
Thorough, multidimensional assessments were carried
out for all participants using a combination of standar-
dized assessment tools, 24-h observation, interviewing
family members and professional caregivers from their
homes, gathering developmental histories, as well as
reviewing all existing medical charts. The ten included
participants (ages 16–46) received inpatient treatment
for three to six months (M¼ 4.4months, SD¼ 1.07).
Participant characteristics are presented in Table 1.

Measures
The semi-structured interview guide included altogether
36 questions covering Gunderson’s components
(Gunderson 1978) and autonomy. In addition to these
questions, the interview guide also included introduc-
tory questions concerning informants’ interests and
activities. The full interview guide can be seen in
Appendix 1.

Table 1. Characteristics of the 10 participants.

Patient
Gender
/age

Intellectual
disability level/
Autism spectrum
disorder (ASD)

Mental disorders
at discharge

Months of stay
before interview Length of interview

1 M /27 Moderate Schizophrenia 3 25min
2 M/16 ASD Anxiety, depression 4 20min
3 M/21 Mild, ASD Depression 4 55min
4 M/43 Moderate, ASD Psychosis 4 15min
5 M/21 Mild Anxiety 6 90min
6 F/25 Moderate Obsessive

Compulsive
Disorder,
Attention, Deficit,
Hyperactivity
Disorder
(Inattentive type)

5 40min

7 F/46 Mild Blandet PF 5 45min
8 F/17 ASD Depression 4 40min
9 F/26 Mild Blandet PF 3 50min
10 M/26 Mild, ASD Schizophrenia 6 20min
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Procedure
All interviews were conducted individually by either
the first or the last author, both clinicians with exten-
sive experience working with the population in ques-
tion. All participants were familiar with the
interviewers prior to the interviews, but neither of the
interviewers had been directly involved in any of the
participants’ treatments. Participants were allowed to
choose where the interview took place and whether to
be accompanied by a trusted staff member. Eight inter-
views took place in the SPID with a trusted staff mem-
ber present. The two (three) remaining interviews were
conducted in patients’ homes, alone with the inter-
viewer. Participants were provided with a snack during
the interview. Seven of the ten participants agreed to
interviews being audio recorded, while the remaining
three allowed the interviewer to take notes. Interviews
were conducted during the last month of each partici-
pant’s stay in the SPID or during the first month
after discharge.

Informants’ response patterns varied considerably:
four consistently gave brief responses, using few words
to answer each question. Interviews for these inform-
ants lasted approximately 15–25min each. The remain-
ing six informants provided more extensive and
detailed answers, with total interview time approximat-
ing 40–90min. Two informants using more words
started talking about topics during the interview which
the interviewer(s) found challenging to relate to the
questions asked, requiring careful probing, structuring
and reminders of the question.

Analyses
Interviews were analysed using directed content ana-
lysis (Hsieh and Shannon 2005), with predefined cate-
gories based on Gunderson’s five components plus
autonomy. Participants’ responses were analysed using
a two-step procedure: all transcripts were read thor-
oughly and repeatedly by the first and last authors, and
then all responses were organized by the six compo-
nents for each interview. In step two, all responses
were sorted by question in each variable and then
finally summarized. Responses were interpreted in the
context of the questions asked, and any interpretation in
light of more abstract concepts not directly uttered by
participants is described in the presentation below.

Results
No meaningful differences in the patients’ response pat-
terns were identified as being associated with level of
ID or adaptive functioning. All informants contributed
with descriptions for all six components, but informants
varied as to which questions elicited answers within
each component, and components varied as to the fre-
quencies of responses elicited. For instance, only four

of the informants provided answers to questions 1 and
5 regarding containment. In general, questions starting
with ‘how’ or ‘why’ seemed to elicit fewer answers.

In the presentation below, informants are identified
by numbers following each quote. Quotes were chosen
by author one in collaboration with two other authors to
display nuances and variability within each component.
All informants are represented by at least two quotes
and quotes from at least four different informants were
included for each component.

In response to the introductory questions, nine par-
ticipants described positive experiences from the SPID.
Interviewed after discharge, one patient expressed:
‘You were more in agreement on what to do. The best
thing about the ward. There were nice chats. And there,
I didn’t have those thoughts about taking my own life’
[7]. Another, still admitted, used few words but smiled
and nodded eagerly when asked about whether he was
OK in the SPID: ‘Long walks. Yes, good here.’ [3]. A
third patient was admitted twice in a short period, the
first time voluntarily. ‘It wasn’t good when I was here
voluntarily. [… ] I left and I didn’t come back. I think
it’s quite good to be here now. I think it’s good that
they make it work for me being sectioned. Now I feel
that they are helpful and that they listen to me. No, you
see, they have made me more motivated to manage
things’ [9].

The first component, containment, concerns provi-
sion of food, shelter, and protecting the patient from
harm. All ten informants expressed generally feeling
safe and protected in the SPID, even if a majority also
expressed that they had also felt restless or afraid dur-
ing their stays. ‘Very safe. I liked everyone there’ [1].
Nursing staff making time for them was described as
contributing to the feeling of safety: ‘The staff always
made time. There was always someone I could ask’ [7].
None of the informants made negative utterances
regarding staff members or fellow inpatients. However,
one of the informants spontaneously described an epi-
sode where the staff had been perceived as insecure: ‘I
remember some summer temps who hadn’t understood
how to test the alarms’ [5], indicating that staff confi-
dence may have contributed to the informant’s feeling
of safety. One informant also indicated that they occa-
sionally felt misunderstood by staff: ‘It [misunderstand-
ings] happens easily. Not often, but sometimes’ [6].
Several informants talked about the food served in the
ward, which included some negative utterances: ‘It’s
very basic food, too much bloody carrots and pota-
toes’ [8].

The second component, support, aims to strengthen
the patient’s ego-functions, and consequently to make
the patient feel better about themselves. This compo-
nent included several questions about staff behaviour,
with answers indicating that the informants experienced
staff as having sufficient knowledge of their needs to

Sommerstad et al. Clinical implications for mental health nursing

342 International Journal of Developmental Disabilities 2021 VOL. 67 NO. 5



provide adequate assistance and support. ‘Yes, I get a
lot of assistance. To go to the store and go home. It’s
nice to be here’ [10]. Nine informants answered the
question about practical support, expressing that they
got the practical assistance they needed. ‘When I say
that there is something I want to do, it usually happens.
It’s like a regular life being here. Just different rules’
[3]. A question concerning whether it was helpful for
informants to be committed to the inpatient ward eli-
cited no direct answers regarding how they found it
helpful, but several informants answered this question
positively in indirect ways, implying that they perceived
their stay as helpful: ‘I hear it from a lot of people in
my surroundings that I have gotten more mature and
much more happy, and that I like myself more. So it’s
very good, and I feel it myself, too’ [9]. One informant
expressed dreading the discharge from the SPID: ‘But
it’s going to go back to the same old things when I get
home’ [7]. One patient used few words, but answered
these questions by nodding, smiling and saying ‘I like it
here’ [4].

Structure may represent predictability though rules,
daily schedules and fixed appointments. Six patients
expressed that they thought there were a lot of rules
and restrictions in the SPID. ‘Rules are: Don’t speak
too loud, be kind and helpful’ [1]. One informant talked
about how he was not allowed to smoke during the
night: ‘Yes, there were a lot of rules. No smoking after
11 at night and no entering the kitchen.’ [5]. Three
informants expressed that there were some rules, while
one did not think there had been many rules at all: ‘Got
to do what I wanted. And it was okay.’ [7]. Six patients
had a fixed, daily schedule for their activities Monday
through Friday: ‘Yes, I have a schedule. Every day. I
think it’s nice’ [1]. ‘It was sort of like home. There’s a
plan with bowling and stuff like that. There’s swim-
ming too. And I work out a little. I need a lot of help,
you see’ [3]. Several informants made indirect utteran-
ces indicating that they found this structure helpful: ‘I
give up very easily and get tired and bored. And we’ve
agreed that I am going to school to be able to have a
hobby’ [9]. The remaining four either had a weekly
schedule or no schedule at all: ‘Few rules here. I get to
decide what I am going to do. I don’t do much during
the day. The usual: music, lessons, computer games.’
[2]. Weekends were described in a positive light, with
particular emphasis on social activities and the food
being different than weekdays: ‘The staff makes pizza
or something. It’s nice.’ [10].

Involvement concerns improving social skills: fre-
quently breaking out of isolation, for the most part
through activities outside the ward. Six of the inform-
ants expressed that the staff had gotten to know them
well and knew their preferred activities: ‘The best
things were all the trips and that I got help’ [5]. Two
patients answered that they did not know whether staff

was aware of their preferred activities, while two
thought staff did not know them well: ‘I don’t know if
the staff knows me well’ [2]. However, all informants
talked positively about interactions with staff, and pro-
vided examples of activities they had done with staff
members: ‘I do all kinds of things with “Mary Ann”.
We always come up with something fun. I think they
are very kind and understanding. A lot of different
activities, going places to do things. The staff members
are very kind and understanding’ [9]. Doing activities
together with the staff was perceived as important, and
examples included playing cards, chess, table tennis,
swimming, running, hiking or other outdoor activities
such as visiting amusement parks or shopping malls.
Activities across different arenas were mentioned,
including inside the wards or the activity centre of the
SPID. Informants expressed how these activities gave
them positive experiences: ‘I get the feeling of being on
a cabin trip when I am playing cards, and it feels good.
It’s the good feeling’ [3].

Validation affirms the patient’s personality, thoughts
and feelings through acceptance of the patient and
viewing their symptoms as meaningful. The questions
concerning this component seemed to elicit less exten-
sive responses from informants, with more answers of
‘don’t know’ or similar. Of the examples provided,
most were concerned with positive experiences from
activities or feedback the informants had received from
staff members, including comments about emotional
expressions or achievements. ‘They say I am good.
Look after me. ‘You look very happy today’” [1]. ‘I get
these notes from my team ‘Today you’ve done well
controlling your impulses’ and blah blah and stuff like
that. It gives me motivation’ [9]. Another patient
nodded and smiled when staff was mentioned. He was
accompanied by his primary nurse: ‘I think they care
how I feel’ [4].These examples indicate that informants
experienced positive feedback regarding their achieve-
ments, as well as staff being interested in understanding
how they were feeling, as validating experiences.
However, one patient was not so sure of being under-
stood by staff members ‘No, nobody sees what I am
feeling. No, you see, my body language is apparently
not very clear’ [8].

Autonomy concerns the ability to make one’s own
decisions and influence one’s surroundings. Eight of the
informants expressed that they felt staff listened when
they talked about topics that were important to them. A
majority also expressed that they could decide for them-
selves how to spend their days and what activities they
wanted to attend: ‘Yes, I could decide for myself’ [6];
‘Yes, I got to decide more in the ward than here [in a
group home]. We agreed what we were going to do that
shift and it felt safe and good. And you, you made
time, you didn’t just guess what I was going to say’ [7].
As for who was making decisions in the SPID, three
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informants thought it was the psychiatrist, psychologist
or the team leader who had the final word: ‘The doctor
decides the most. I decide a little’ [1]. Six informants
did not answer this question or answered that they did
not know, while one informant expressed not caring
about who makes decisions: ‘I don’t care about who
makes decisions here. I trust the staff and know them
well. They listen to me’ [3]. Questions regarding what
staff members make decisions about were only
answered by two informants: one expressed that staff
decided when there was a need to be quiet, and one that
they decided the subject of conversations. Three
patients expressed feeling angry or sad when they were
not allowed to make decisions, while others expressed
the opposite: ‘It’s the doctor and psychologist and team
leader who make decisions. I don’t get angry when I’m
not allowed to decide for myself’ [1]. Several inform-
ants also talked about lack of economic autonomy or
about the differences between the ward and living in a
group home.

Discussion
Aspects of the six components explored were described
by all participants, but the respective components varied
considerably as to how many and how elaborate
responses they elicited For all participants, descriptions
of their relationships with ward staff permeated
throughout the six components and their descriptions of
them, underlining the centrality of developing personal
relationships between patients and staff in creating a
therapeutic ward atmosphere also for individuals with
co-occurring ID and mental illness. The current findings
highlight several areas for further exploration in future
research on adaptation of mental health nursing practi-
ces for individuals with ID.

Components involving specific conditions, such as
containment, were described by a number of partici-
pants and were generally described more extensively.
As examples of containment, several participants men-
tioned food, staff always making time, and staff mem-
bers being easily accessible. However, few participants
described how this contributed to make them feel safe.
It is possible that difficulties in abstraction, which are
often present in individuals with ID, made it challeng-
ing for the participants to describe the more abstract
aspects of this component (Finlay et al. 2001).
However, it is also possible that these difficulties
affected participants’ subjective experiences of the ward
and their relationships with nursing staff, making con-
crete conditions more important to their experience of
containment, i.e. the provision of food they enjoy, con-
tinuous availability of staff members, and staff expli-
citly showing that they were making time for the
patients may thus have been important as concrete sig-
nifiers of containment.

These results suggest that use of and adherence to
concrete signifiers, such as keeping appointments and
being physically and visually available for patients,
may be one way to reach through to patients in ways
that go beyond spoken language (Donner and Gustin
2020). Joint activities with staff may be another, includ-
ing systematic observation of patients’ reactions to
stimuli and activities, while using gestures, posture and
facial expressions to communicate (Birnbaum 2017). A
third way to facilitate communication, although sparsely
studied, is to name the elements in the ongoing commu-
nication, attempting to aid patients in putting into words
experiences they may have difficulties expressing ver-
bally themselves (Alnes et al., 2011, Axberg et al.
2006). For example if the patient does not want to get
out of bed and seems sad, the nurse may interpret this
and attempt to put their experience into words ‘I see
that you want to stay in bed today. I wonder if you are
feeling sad or afraid.’ However, these approaches
require mental presence, creativity and continuous
reflection by nursing staff, going beyond technical and
procedural approaches (Donner and Gustin 2020,
Birnbaum 2017, Bakken and Smeby 2004).

Several participants described how they had felt
understood and validated by ward staff, while some par-
ticipants expressed that they did not think staff under-
stood what they were feeling. The participants in the
present study mostly had mild or moderate ID and were
included because they were assumed to be able to
answer the questions in the interview (Finlay et al.
2001). However, several participants had difficulties
answering more abstract questions about validation and
being understood. This is in line with previous qualita-
tive research involving interviews with patients with ID
(Ptomey et al. 2017, Robertson et al. 2014). Donner
and Gustin (2020) described the experiences of psychi-
atric nurses working with individuals who have difficul-
ties communicating verbally, finding that nurses’
understanding of the unspoken narrative relied on com-
passion and willingness to engage while remaining in
the uncertainty of not knowing. Furthermore, the partic-
ipants in the study by Donner and Gustin conveyed that
even though a person may have difficulties in verbally
communicating their needs, this does not mean that
they are unaware of their needs or what they
find helpful.

Nurses’ understanding of patients’ non-verbal com-
munication has previously been found to increase
patients’ experiences of safety and trust (Pounds 2010),
and findings from Bakken et al. (2017) suggest that
also nonverbal communication by staff may facilitate
validation in individuals with ID. A previous study on
nurse communication skills, which involved patients
mostly communicating non-verbally, found emotional
support, responding meaningfully, performing joint
attention, and task sustenance were all effective
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communication strategies in patients with ID, autism
and psychosis (Bakken et al. 2008). Participants in the
current study describing that they felt safe, listened to,
and enjoyed being in the ward may be interpreted as an
indication that they felt validated and understood, in
spite of having difficulties describing this more expli-
citly. In patients with more limited verbal language
skills, both due to ID and co-occurring severe mental
illness, nonverbal communication by nursing staff is
likely to be central in creating a therapeutic ward
atmosphere. This highlights the importance of further
research into nonverbal communication by staff in
inpatient settings for individuals with ID.

In response to questions relating to autonomy, most
participants described being able to decide what activ-
ities to do and how to spend their time. However, none
of the participants described being involved in shared
decision-making regarding treatment choices. This find-
ing is reflected in previous research finding that shared
decision-making for patients with ID requires substan-
tial support from professional and informal caregivers
(Bigby et al., 2019), suggesting significant potential for
improvement in mental health nursing for patients with
ID. However, questions remain as to how to adapt and
customize the often highly complex and academic
information involved in decision-making in psychiatric
treatment to these individuals.

Awareness that decisions are being made and what
these entail is a prerequisite for participation in shared
decision-making, suggesting that procedures for clear
communication of treatment decisions and their impli-
cations is an important first step in the process of devel-
oping more appropriate interventions for shared
decision-making in people with ID and co-occurring
mental illness. Moreover, the current findings highlight
the importance of autonomy in areas that are not dir-
ectly treatment related, such as patients having influ-
ence on their daily activities, what foods they eat, etc.
Focusing on the patient’s strengths and special interests
(Koegel et al. 2013) may be an area of unused potential
when assessing areas for intervention in mental health
nursing for patients with ID and aid in increasing
patients’ experiences of being able to impact their sur-
roundings, which is a core element of autonomy
(Lefcourt, 2014).

The current study has several limitations. The partic-
ipants all had mild or moderate ID, and while this
group constitute the overwhelming majority of the ID
population, these findings are not necessarily applicable
to individuals with severe or profound ID. The inter-
view guide was highly structured, and while the experi-
ences from the interviews suggest that the participants
profited from a more concrete and structured approach
in the interview setting, important aspects of the partici-
pants’ experiences may have been overlooked. The
researchers conducting the interviews were affiliated

with the wards in question, which may have led to par-
ticipants under-reporting negative aspects of their expe-
riences. On the other hand, several of the participants
were insecure with strangers, and an unfamiliar inter-
viewer may have elicited less exhaustive accounts, at
least from some of the participants. Several of the par-
ticipants also had difficulties describing some of the
components investigated, indicating that the current
findings need to be supplemented by exploration of
these components among ward staff and family mem-
bers of the participants.

In conclusion, this qualitative study indicates that
Gunderson’s components of ward atmosphere in
inpatient psychiatric wards may be a useful framework
for explorations of the experiences of individuals with
ID in such settings. Findings indicate that concrete sig-
nifiers and nonverbal communications are important,
and to date under-researched, aspects of adapting men-
tal health nursing practices to the ID population.
Considerable work also remains regarding the involve-
ment of people with ID in shared decision-making in
psychiatric treatment and care. The interview used in
this study, especially the autonomy component, may
assist mental health nurses in relation to information
about decision-making. The current findings are in line
with previous suggestions that although individuals
with limited verbal language skills may not always be
able to verbalize their needs, they are aware of what
they experience as helpful. Finally, the current results
suggest that admission to a specialist ward may be feas-
ible for individuals with ID and co-occurring mental ill-
ness when necessary, and that individuals’ experience
of their relationships with ward staff is a central aspect
of their experience of such admissions in general.
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Appendix 1

Questionnaire
Introduction
1. What makes you happy?
2. How are you now?
3. Do you have any special interests?
4. How old are you?
5. How long have you been here in the SPID?
6. Do you know any of the other patients?
7. What do you like to do when you are at home?

Containment
Containment includes provision of food, shelter,
screened windows, and seclusion if necessary, i.e. to
protect the patient from harm. Containment should
endorse self-regulation in the patient in vulner-
able phases.

1. What is it like for you here in SPID?
2. Do you feel safe? Are you restless? How do the

staff members approach if you are restless?
3. What do you think about the other patients?
4. Are you often afraid? If your answer is “yes”, do

you know why?
5. Do you often experience arguing in SPID? Do you

often argue?
6. Is the food OK?

Support
Support aims at supporting and strengthening the
patient’s ego-functions; hence it makes the patient feel
better. Support emphasizes experiences of wellbeing
and feeling safe.

1. Do you think well about yourself?
2. How do you feel being admitted here?
3. Do you get enough help and support here?
4. Are there any of the staff members that you

know well?
5. Do the staff members know when you need help?
6. Is being a patient in the SPID useful for you?

Structure
Structure may change inappropriate milieus for the
patient. The ward structure may represent predictabil-
ity. Structure is defined roles, daily schedules, fixed
appointments etc.

1. Are there many rules here?
2. Is there a regular meeting for all patients?
3. Do you decide yourself how you spend the day

when you are admitted here?
4. Describe your day – when you get up and what

you do.
5. Are there any common events for the patients dur-

ing the week-ends?
6. Do you have a daily schedule?

Involvement
Involvement is the process of helping the patient to
improve social skills: frequently breaking out of isola-
tion. Staff members contribute by facilitating and par-
ticipating in activities with the patient.

1. What do you enjoy doing together with
staff members?

2. Can you tell something about the staff members
in SPID?

3. Can you tell about the activities you attend?
4. Are there many common activities here?
5. Which activities do you attend together with staff?
6. Do you know staff members well; do they know

what you like?

Validation
Validation affirms the patient’s personality. Staff mem-
bers accept the patient’s failures, and respect the
patient’s need to be alone. The patient’s symptoms are
viewed as meaningful, rather than signs of illness.

1. Is staff concerned about your well-being? If “yes”,
how do they show it?

2. Are you allowed to be yourself?
3. Are staff members good at feed-back?
4. Are you getting nice comments?
5. Do staff members catch the mood you are in?
6. Do you get more help when needed? Are staff

closer to you?

Autonomy
Autonomy is included as a milieu variable in this study
because of new research that points out autonomy as
vital for experiencing good mental health. Both clinical
experience and research underpin being able to influ-
ence one’s surroundings as positive for good mental
health. For people with ID, autonomy is especially
important as lack of cognitive capacity often leads to
important decisions being taken by proxy.
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1. Who is the most deciding person here (in
the SPID)?

2. What does the staff decide?
3. Do you have confidence in the people working in

the SPID?

4. Do you know the people here (in the SPID) well?
5. Do you think the staff members listen, when

something is important to you?
6. Do you get angry or unhappy if you are not

allowed to decide for yourself?
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