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Gender and intersecting
vulnerabilities on the mental
health unit: Rethinking the
dilemma

Elizabeth Kathleen Morton*, Sarah K. McKenzie, Amy Cooper,

Susanna Every-Palmer and Gabrielle Lisa Simone Jenkin*

Department of Psychological Medicine, University of Otago, Wellington, New Zealand

Background: Gender is routinely pitched as a key determinant of vulnerability

for sta� and residents on acute mental health inpatient units. Since the 1960’s

mixed gender units have become more prominent in Western health systems,

yet questions remain around the configuration of these units, including how

to ensure emotional and physical safety of those living and working in them.

Methods: This paper draws on a large study of the lived experiences of 42 sta�

and 43 service users from di�erent acute mental health units in New Zealand.

We conducted thematic analysis of interview data from four units with diverse

architectural layouts to identify key themes central to decisions around gender

and spatial design.

Results: Key themes emerged around gender-related trauma histories, safety

perceptions and vulnerabilities, accommodation of gender-diverse and non-

binary mental health service users, and gender-specific needs and di�erences.

A further theme, of it goes beyond gender emphasized that there are many

other non-gender attributes that influence vulnerability on the unit.

Conclusions: While findings emphasize the need for safe places for

vulnerable people, trauma-informed care, access to sta� who “understand,”

and recreation that is meaningful to the individual, we question if the dilemma

of gender-separation vs. gender-mixing is an outmoded design consideration.

Instead, we argue that a flexible, person-centered approach to provision of

care, which values autonomy, privacy, and safety as defined by each service

user, and that promotes choice-making, obviates a model where gender

accommodations are fore. We found that a gender-exclusive narrative of

vulnerability understates the role of other identifiers in dynamics of risk and

vulnerability, including age, physicality, past violence, trauma history, mental

unwellness, and substance use. We conclude gender need not be a central

factor in decisions around design of prospective built unit environments or in

occupational and clinical decisions. Instead, we suggest flexible spatial layouts

that accommodate multiple vulnerabilities.
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Introduction

Until the 1960’s, psychiatric inpatient facilities in New

Zealand were segregated by sex (1). The “phasing in”

of gender-integrated units coincided with a move toward

deinstitutionalisation, initiated by a decision to halt the planning

and construction of further institutional accommodation (2).

The shift to mixed-gender units emanated from a more

transitory model of mental health inpatient care internationally,

with greater focus on community supports and the mirroring

of “real world” conditions (3–5). However, normalization of

gender mixing could arguably mirror and augment problems

experienced by women in the world outside the unit,

which include a disproportionate experience of male-instigated

violence (6).

A considerable body of research exists on the gendered

aspects of life in adult acute mental health facilities (3, 4, 7–

13). This literature is supplemented by research in specialized

forensic (14–18), general hospital (19–22), and outpatient

mental health (23–26) settings. Many papers examine the

experiences of women (6, 7, 11, 12, 15, 18, 27–46), while

the perspectives of men are notably absent in much of the

qualitative research. This can be partially explained in terms of a

phenomenon of “concealment” whereby men are more likely to

mask indicators of vulnerability, ultimately lending to outsiders

being “blinded” tomale trauma experiences (47).Men are, in this

way, often excluded from status as a vulnerable population.

Literature specific to service user and staff perspectives

on gender separation and mixing in acute mental health

settings exists, but there are caveats to the depth, translational

capacity and scope of some of this research. Most studies

explored attitudes within contemporaneous units of different

setups (12, 48–50). Various qualitative and quantitative research

have sought to understand attitudes toward mixed-gender and

gender-separated design, or to get a sense of the behavioral

phenomena that manifest within these environment types (8).

Qualitative studies have compared the views and experiences

of staff and service users across mixed-gender and gender-

segregated unit settings. Two studies from the United Kingdom

examined the impact of changing psychiatric units from mixed-

gender to gender-segregated (13, 51). The first, a unit re-

configured from a mixed-gender to a men only unit, showed

an increase in staff perceptions of aggression (13), while the

latter found the conversion of two mixed units into two

segregated units resulted in a ‘calmer’ men’s unit, but more

disruption on the women’s unit (51). Another looked at

service user perspectives over a change from gender-segregated

to mixed-gender, finding that non-gender factors, such as

younger age and co-morbid substance use issues, positively

correlated with a preference for gender mixing (52). Studies

have conflicting findings on which model is preferred, with

some concluding service users preferred gender-segregated

accommodation (53), and others favoring gender mixing (52).

A majority of studies reviewed found more female service-

users preferred single-gender inpatient facilities than their male

counterparts (48, 52, 54).

However, there are limitations to current understandings

of gender and issues of gender-separation or mixing in the

acute mental health setting. A proclivity for service users to

endorse the therapeutic milieu to which they were admitted–

and hence familiar with–was sometimes shown (3, 41, 52),

making conclusions about preference and optimum design

difficult. Further, studies of staff experiences and preferences

are mostly limited to those of nursing staff. The positioning

of separation vs. mixing as a base for qualitative inquiry has

been criticized for creating a misnomer of simplicity in the

face of a problem that is complex, textural and nuanced (55).

Some authors recommend future “in-depth research” around

the full phenomenology of gendered experiences on the unit,

as well as discussion around provision of “women only spaces”

(3, 55, 56). Accommodation of gender differences and needs,

adds complexity to development and delivery of models of

care in acute mental health facilities characterized by a diverse

service user population. Literature shows that a person-centered,

identity-relevant, approach in healthcare can benefit treatment

engagement, treatment satisfaction, and treatment outcomes

(57, 58).

Experiences of staff and residents in the mental health

unit are frequently described in terms of being traumatic

(59, 60). A history of gender-related trauma that precedes

admission has been shown to amplify feelings of unsafeness

in mixed-gender inpatient units (32). Issues of physical safety,

especially for women on the unit, are evidenced by reports of

harassment and violence (27, 61, 62). Gender based violence,

in particular violence toward women, is often pitched as a

key incarnation of trauma and abuse on the unit and in the

life histories of service users preceding admission (27, 63,

64). However, the positioning of gender based violence as

meaningful to discussions around unit violence is challenged

by the understanding that a heteronormative framing of male-

to-female violence underplays the lived experiences of many

men (65) and “rainbow” or LGBTQIA+ service users, including

those Māori-defined identities of Takatāpui (same sex oriented

persons) and Irawhiti (transgender and gender diverse persons)

(66). Childhood abuse, and more narrowly childhood sexual

abuse, is a reality for many men (67), especially men who have

experience of inpatient services (68). Given configurations of

abuse can operate between people of the same gender, and that

men and women can sit on both sides of a perpetrator/victim

formulation or vacillate between roles, the pitching of unit

violence as “gender based” is theoretically weak. In this paper

we use “sexual violence” and “sexual harassment” where more

relevant, and use gender based violence only when gender is

positioned as the salient factor. In doing so, we recognize that
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women are reported victims of sexual abuse significantly more

often than men (6).

There is increasing interest in the experience and

accommodation of gender-diverse service users within the

mental health system (24, 26, 69–72). A review of literature

suggests the lexicon of gender has altered in recent years to

reflect a less binary formulation, in keeping with an enterprise to

work with gender-inclusive language and diverse identities (73).

Early literature held biological “sex” as central to discussion

of service users within mental health units, whereas “gender”

is more prominent in the current discourse. This paper uses

“mixed-gender” and “gender separation,” rather than “mixed-

sex” and “single-sex” in discussions relating to mental health

facility layout and organization.

There is little research around the New Zealand experience,

with the only substantive literature identified being a Master’s

thesis (1). From a feminist perspective, Hewitt analyzed

qualitative data collected from seven women and one man

who had spent time on psychiatric units, four as nurses

and three as service users. This thesis provided a historically

contextualized, qualitative exploration of gendered experiences

and attitudes around gender-mixing in the local setting,

concluding that a notion of “normalization” used to justify

the mixing of genders can place women at emotional and

physical risk in the “abnormal” context of an acute mental

health setting. However, the small sample and the fact

this research is now 20 years old constrains generalisability

of findings.

This paper aimed to answer the research question:

“What are gendered experiences on the acute mental health

unit, and what are the spatial implications for unit design

and model of care?”. Using data from a large multisite

qualitative project exploring New Zealand staff and service user

experiences of acute mental health facility design (74), this

study focuses specifically on experiences in relation to gender to

determine its salience with regards to spatial design and model

of care.

Methods

This paper reports on a qualitative analysis of interview

data collected during a 3-year study to understand the built

therapeutic and social environment of New Zealand’s adult acute

psychiatric inpatient facilities. As part of this we were interested

in the socio-political organization of space on the units. In

the current analysis, we focused on the gendered experiences

of service users and staff in four mental health inpatient

units. Gendered experiences are those by which the gender

of interviewees, or their perceptions of gender as it impacted

other parties, is relevant to their experience on the unit, and to

perceptions of the unit environment and social milieu.

Ethics, consultation, and locality
approvals

As part of the initial development of the primary study,

consultation with Otago Ngāi Tahu Research Consultation

Committee was initiated, as per University of Otago criteria, to

involve indigenous Māori in a review of the research proposal.

The ethics application (17/CEN/94) was reviewed and approved

by the Central Health and Disability Ethics Committee. Locality

consent was granted by the four participating District Health

Boards. The study protocol is available in the Australian and NZ

Clinical Trials Registry (ACTRN12617001469303): http://www.

ANZCTR.org.au/ACTRN12617001469303.aspx. The study

protocol assured the participating hospitals that they would net

be identifiable in the research results.

Data collection

Data collection involvedmultiple site visits to inpatient units

across New Zealand between 2017 and 2019 by GJ, a social

scientist, to conduct interviews and collect other data on unit

design. Four inpatient facilities, ascribed here as Unit A, B, C

and D, were selected out of a sample frame of all 20 publicly

funded mental health units in New Zealand. Case facilities were

selected for diversity, in terms of building age, condition, design

and location. The first four units prioritized for inclusion on this

basis agreed to participate. All units were publicly funded, mixed

gender inpatient units, which admitted acutely unwell adults

between the age of 18 and 65 for short term care.

Participant invitation

Posters and study information sheets were displayed in the

main circulation areas of the units and in the staff room prior

to and during the study, and the principal investigator worked

with the management and senior staff to promote the study and

recruit participants. This required frequent daily visits to the

units over 7–10 days, with repeat visits over a 2-month window

for some units where recruitment was more challenging.

Recruitment of sta�

Recruitment involved invitation of staff across the range

of disciplines on the unit, with the aim of including several

nurses, and ideally one of each from the other professions on

the unit; care assistants, social workers, occupational therapists,

psychiatrists, cultural advisors and pharmacists. Staff within

the priority occupations for interview then self-selected to be

interviewed and were interviewed in their work time. Much of

this was organized verbally by conversations between the lead

investigators and the staff involved.
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Recruitment of service-users

As per ethics approval, a list of service users who were

assessed by their lead clinician as competent to consent,

well-enough for the interview, and potentially interested in

participating, was provided to the lead investigator, GJ. With the

help of senior staff on the ward, the principal investigator went

onsite to find the listed individuals and arrange interviews with

those who agreed to participate in the study, interviewing service

users who provided written consent. On a number of occasions

some service users changed their mind about participating

in the research by the time the interview could be arranged:

several decided they no longer wanted to participate, so the

recruitment period was extended until enough participants had

been interviewed.

Due to resource constraints a decision was made to cap the

number of interviews on each ward to 20, allowing 10 with

each of the staff and service user groups, although more were

interviewed in reality.

Interviews

Interviews lasted 30–90min, were audio recorded and

transcribed verbatim. All but 10 took place in a private room on

the unit in a face-to-face setup, with the remainder conducted

by phone.

Analysis

Interview transcripts were read thoroughly by three authors

(EM, AC, GJ), who then met with SM and SEP to discuss the

data. Relevant extracts of the data were then prioritized for

further analysis. The research agenda was to an extent a priori,

insofar as exploration around gender on the unit was sought. A

broadly deductive approach enabled discovery of gender-related

themes, while answering a defined research question. This said,

our approach assumed a dynamic relationship between the

findings and the research questions. We employed thematic

analysis, as described by Braun and Clarke (75), which involves

pattern-finding to represent “meaningful groups” of data (75),

with stipulation of emergent themes based on their “keyness”

(76). Sections of staff and service user transcripts relating to

gender as it impacts unit life, as well as attitudes toward gender

and gender-related issues, were coded line by line by the first

author (EM). These were subsequently assigned key and sub

themes, and these were discussed and agreed upon by the

five contributing researchers. These individuals, with diverse

backgrounds in social science, public health, medical scholarship

and mental health inpatient service-user experience, met over

several virtual workshop sessions to review, dynamically revise,

and agree on key themes. In an iterative process, the research

direction was honed to best capture the “stories” within the data.

Data on the spatial organization of the units were collected

and documented through photographs and architectural plans

of unit layouts. Interview transcripts, which were anonymised

and are reported here in a codified form, indicate: the ward (A,

B, C, or D), their position as mental health service user (MH) or

staff (S), their gender (W orM, T=Transgender), their Ethnicity

(indigenous Māori or non-Māori), and their interview number.

For example, A_MH_M_NM_4=Unit A, Mental health service

user, Male, non- Māori, participant 4 (of service user group in

Unit A).

Results

Participant and unit characteristics
(layouts and design)

Table 1 shows the participant characteristics by ward, and

the unit layouts and relevant design features for each of the

four units.

As shown in Table 1, a total of 85 interviews were conducted

over the four mental health units (43 service users and 42 staff).

The relevant spatial aspects of the units’ designs in terms of

gender are shown in Table 1. These reveal diverse gender spatial

arrangements of rooms, corridors and bedrooms. In terms of the

age of the units, Unit A, C and D were much older, and Unit D

was brand new, but only halfway through the build (two of the

four sections were complete).

Thematic findings

Five central themes, common to both staff and service users,

were identified as relevant to the exploration of gendered aspects

of social life on the unit as influenced by the spatial layout:

1. Gender-related trauma preceding admission.

2. Gender-related perceptions of safety and vulnerability on

the unit.

3. The accommodation of gender-diverse and non-binary

service users.

4. Gender-specific differences and needs.

5. Non-gender attributes that may influence risk and

vulnerability on the unit.

1. Gender-related trauma of service users preceding

admission to the mental health unit was consistently reported

or conjectured by staff and service users. This was notable across

all four units, and reported most often by women service users,

and by staff.Many service users described gender-related trauma

as both observation of others, and as self-observation.

Service users often interpreted their mental distress, and that

of their peers, through a traumagenic lens.

Frontiers in Psychiatry 04 frontiersin.org

https://doi.org/10.3389/fpsyt.2022.940130
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org


Morton et al. 10.3389/fpsyt.2022.940130

TABLE 1 Unit and participant characteristics.

Case A Case B Case C Case D (New)

Participants

Service users–men 4 6 5 5

Service users–women 5 5 7 5

Transgender 1 0 0 0

Total service users 10 11 12 10

Staff men 5 6 4 0

Staff women 4 7 7 9

Total staff 9 13 11 9

Total 19 24 23 19

Unit Characteristics

Beds 22 64 21 32 (first build)

Site situation On hospital grounds Not attached to hospital on

own park like campus

On hospital grounds On hospital grounds

Bedrooms All single All single All single All single

Gender separated

bedrooms/or wings

Yes–some gender

separation by corridor

with attempts to locate

women in the bedrooms

nearest the nurses’

station

No Yes. Gender separated wings of

bedrooms with 2 gender

neutral/family bedrooms at top end of

male and female corridor close to the

nurses’ station, which was used for

vulnerable persons.

No

Bathrooms Unisex (a couple of

bedrooms have own

bathroom)

Some unisex, some female,

some male (In reality people

used which ever bathroom

was free)

Gender separated bathroom on each

wing, and ensuites for the 2 gender

neutral bedrooms

All bedrooms have own bathroom

Can bedroom door be locked

by service user

No No No Yes

Bedroom door window

curtains can be closed from

inside by service user

No Some have curtains on the

inside

All have curtains on the inside Yes, by a blind inside the double

glazing that can be controlled from

the outside and inside

Lounges One unisex lounge At least one woman only

lounge the rest unisex

Has separate women’s lounge on

female corridor, and a small space for

men at the end of the men’s corridor

(but not a proper lounge)

Have only unisex lounges. But has

a flexi unit which is used for up to

three vulnerable service users (with

own courtyard and lounge)

Number of courtyards 1 4 1 2

Unit courtyards Smoking in courtyard Smoking in courtyard Smoking in courtyard Smoke-free courtyards

The most common pre-admission traumas discussed by

participants related to violence toward women, inflicted by men.

As well as preventing sexual violence on the unit, a repeatedly

voiced reason for gender separation by staff was a recognition of

trauma histories by women and the importance of ensuring their

emotional safety:

Many of the women that come through, have had

situations of abuse in their lives. And surely to God we can

keep them separate from the guys. (A_S_M_NM_8)

And we have also had a vulnerable woman that had been

raped and things like that that don’t like being around men.

So, it’s easier to keep the two apart. (C_S_W_NM_1)

Some women were keenly aware of the potential

trauma histories of other women. One woman framed

the trauma of a fellow female service user’s experience

of rape as a consequence of women’s vulnerability in a

patriarchal society:
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She’s gone through a significant amount of pain. And

what it is, is pain that being a female in a male-dominated

world, and not having people that understand the implications

of rape. (B_MH_W_M_1)

Some women service users described post-traumatic

difficulties co-habiting with men on the unit, which contributed

to feelings of discomfort and lack of safety:

if say you’re a female who’s been through trauma, the

last thing you want to do is be in a closed room with

men. (A_MH_W_M_2)

However, while male to female sexual violence is

undoubtedly more common, men also talked about vulnerability

to trauma–as one male service user reflected on his own trauma

preceding admission:

I’d like to say - hey you know things happen, you know.

Things have happened in my life, like I’ve had all this trauma

deep, deep, deep, deep, deep down (A_MH_M_NM_4).

Staff were cognisant of the inherent difficulties of

accommodating service users with past experiences of

gendered violence (violence by the opposite gender) in a mixed

unit setting:

Many have been traumatized by the opposite

gender, and we’re forcing them right into each other’s

faces. (A_S_W_NM_4)

This observation was notably non-specific as to the

gender dynamic at play. Men and women could assume

roles as victim or perpetrator. Provisions to better attend to

the needs of individuals with trauma histories were noted

by a number of staff. These included gender separation,

surveillance, alternative restraint practices, and talk

therapies. Both women service users and staff recognized

the possibility of re-traumatisation for individuals by being

in the unit environment. One staff member, on being

asked why a unit had attempted to separate females from

males, explained how the lack of space on the unit and

mixing of genders exacerbated the traumagenic effects of

the environment:

forcing patients like this, all in crisis, into a little wee

TV room on top of each other, males and females together,

where many have been traumatized by the opposite gender,

and we’re forcing them right into each other’s faces. And

I think their ability to settle and resolve, to settle their

mental state, is reduced and takes a lot longer, because of

the way that our ward’s set up. It actually re-traumatizes

them. (A_S_W_NM_4).

One way of reducing this re-traumatisation and providing

for the needs of trauma-impacted individuals is the use of ‘flexi’

spaces. These featured in Unit D with a mixed gender layout,

where a separate pod or bubble of 2–3 bedrooms (with their own

courtyard, lounge and bathroom, and own staff), are located

in between the open and closed wards (with doors that can be

opened either the high needs ward or the open ward by staff as

needed). This effectively accommodates a small group of service

users who are in a vulnerable place or stage of their wellbeing.

A lot of our female clients have had trauma in the

past. . . , and so we do try to take that on board when we

can. So we do have areas called flexi areas where they can

be nursed away, not necessarily in female-only spaces, but

they can be nursed away from the [male participants on the]

ward. (D_S_W_M_5)

Some facilities provided women’s lounges, for example, Unit

B. However, this differential treatment did not go unnoticed by

some male service users who felt this was unfair:

The only thing that annoys me, is the fact that there’s

a women’s lounge and not a man’s lounge. The women

have a place to go to get away from the men, but

there’s no place where the men can get away from the

women. (B_MH_M_NM_9)

An alternative design strategy was suggested by one staff

member, with common areas set up with ‘little nooks and

crannies, that people can sit and chill’ (C_S_W_NM_1). While

not explicitly relevant to gender needs on the unit, satisfying

service users’ need for space and choice-making may attenuate

feelings of vulnerability and unsafeness. Staff and service users

were aware of lack of space in the communal areas of some of

our case units, as well as seating limitations:

At the moment there’s not enough tables and chairs for

patients (C_S_W_NM_1).

One staff member suggested the policy goal in acute

mental health care settings of using human restraint (hands

on immobilization of the service user) instead of seclusion,

was particularly problematic and traumatizing for those already

suffering from histories of abuse:

They’re trying to push zero seclusion by 2025 and have

only physical restraints. So what about the people that had

been raped and abused? They don’t want hands on, they’d

rather a room to themselves. (D_S_W_NM_2)

Some staff were cognisant of the fact that gender of the

person/s doing the restraining is also likely to be a factor of

significance to the person restrained and their specific trauma

history, and that this could retraumatise them. The staffmember
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(D_S_W_NM_2) highlighted the need to recognize within-

group differences in preferred treatment options.

2. Gender-related perceptions of safety and vulnerability

on the unit were described by both service users and staff.

Often, these perceptions were used to justify the need for gender

separation on the unit. Issues of safety concerned both the

welfare of service users and staff. Recognition of safety issues had

implications for the recruitment and rostering of staff, utilization

of occupational or diversional activities to mitigate agitation and

violence, and the use of unit design to facilitate safe spaces for

service users to commune and to sleep.

Women service users were most likely to voice concerns

about unit safety. While it was not always explicit that

safety concerns and incidents of unit violence followed a

male-on-female configuration, women expressed concern for

other women.

I wouldn’t wish that upon anyone . . . regarding the

safety to think that it was okay to go in there [in

the unit], especially if it was my granddaughters or my

daughter. (C_MH_W_NM_5)

Again, feelings of unsafeness were sometimes linked to the

mixed gender unit layout. Staff and service reported that at times

men entered women’s bedrooms. A service user on the gender

mixed Unit D, commented on the lack of gender separation of

bedroom areas:

Right next door, there’s a guy in there, yeah. It’s just not

safe. (D_MH_W_M_7)

Staff described some of the men on the unit in pejorative

terms, as “predatory,” “philandering” and “violent.” The

potential for danger where these men are in mixed gender units

was noted by a staff member:

We’re managing aggressive, aggro males, that have used

drugs, and have no belief that they’re unwell, with your

grandmother. (B_S_M_NM_3)

In this, gender was just one of multiple vulnerabilities and

risk factors identified by staff perceived to affect safety.

Sometimes male-on-female violence was determined to be a

result of a dynamic of unwellness, while some staff saw elements

of opportunistic intent. The gender mix of staff on shift was

seen as relevant to the incidence of premeditated assaults in

some cases:

When you saw this guy come along and he knew he’s

gonna be violent and you could see the guy looking around

counting, doing a headcount, and thinking ‘is it worth me

being assaulted? No, too many men’ . . . And if you’ve got

mainly female nurses, that’s just how they get their needs

met. (C_S_W_NM_11)

Notably, some staff viewed service user violence on the unit

as enacted by ‘any gender’ (B_S_M_NM_6). Further, a staff

member suggested that vulnerability to violence is not gender or

sexuality specific:

It doesn’t make any difference these days, does it, as far

as sexual preferences and things, so anyone could be at risk

gender-wise. (B_S_W_NM_8)

This staff member appears to describe the increasing

understanding that non-heteronormative identities and sexual

orientations indicate vulnerability that goes beyond a simple

gender formulation. Violence in New Zealand impacts lesbian,

gay and bisexual (77), as well as transgender or non-binary (78)

people to a disproportionate degree.

A staff member also commented that in their view, some

unwell service users “cannot distinguish” between men and

women, when lashing out in response to psychosis-related

threats “They’re just danger, danger” (D_S_W_NM_1).

Staff accounts of gendered safety issues on the unit

sometimes invoked the narrative that women were more

vulnerable when unwell, and that sexual activity and

sometimes assault of women could be a result of illness-

related hypersexuality, specifically as a symptom of mania

presentations. In these accounts, women were more often seen

as the vulnerable parties in sexual assault, while men were more

often seen as perpetrators, though disinhibition and diminished

comprehension of events were speculated:

People become sexually disinhibited as well: I guess

maybe someone who’s manic, or if it’s a bipolar disorder,

or being psychotic. People can do things that they wouldn’t

necessarily do when they’re well. (B_S_W_NM_9)

Sexual relationships between service users on the ward were

talked about as a common occurrence that raised important

issues of sexual safety. A number of staff said they discouraged

romantic and sexual relationships between service users on

the unit because of the nature of the environment and the

vulnerability of those in it.

We don’t encourage it. Because I mean ... You’re meeting

in a place that you know... you’re both put here. You didn’t

both decide to come here to meet up. (B_S_M_NM_4)

Other staff expressed concerns about how they could

support people’s autonomy while also keeping them safe:
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So I’m thinking about the safety of both [parties], but its

the individuals’choices at the end of the day. (A_S_M_NM_9)

Staff worried that service users might not be well-enough

to give informed consent, that a power imbalance might exist

between those “at different points in their recovery,” and

that unwell service users might make sexual decisions they

later regretted.

A lot of these guys are mentally unwell ... they’re

vulnerable.... some of them don’t really know what they’re

doing. (A_S_W_M_1)

Service users did not share the staff view on forbidden

romance on the unit, explaining that relationships established

on the ward could be meaningful and long term.

I met a girl here in 2014. We dated for a year and a half

up until March or May 2015. (A_MH_M_NM_5)

But accounts also provided some hints of impulsivity

around relationship decisions, as can happen outside the mental

health unit.

And this time last week I met a woman here and we’re

actually planning to get married (A_MH_M_NM_5)

Staff expressed discomfort and uncertainty around how

best to manage these romantic relationship situations. They

described a culture of not openly discussing the sexual and

relational needs of service users. There was the sense that it was

a complex issue, one that was often dealt with by pretending it

did not exist, but this led to additional risks.

There are no signs up about um, you know, how you can

keep yourself safe [sexually]. And we’ve got a lot of vulnerable

people here (D_S_W_NM_3)

Some staff raised the matter of sexual frustration amongst

some of the service users in the unit:

‘If a male or even a female . . . is staying in a ward for

a long long time . . . and we talked about their needs. What

about their sexual needs?’ (D_S_W_M_8)

When this issue was raised with management its was

however ignored:

Nobody answered me of course, and I didn’t expect an

answer (D_S_W_M_8)

3. Accommodation of gender-diverse and non-binary

service users

Understanding the needs and accommodations of gender-

diverse and non-binary service users is also relevant to attitudes

about the separation or mixing of genders on the unit.

Discussion related to these issues was found in staff interviews,

and in comments from a transgender service user who identified

as a woman:

it could be more welcoming and better suited, especially

for the gay and lesbian [and] trans community as

well. (A_MH_T_NM_1)

When asked about her attitude toward gender separation

of bedrooms on the unit, she expressed reservations about full

gender separation, explaining that it need not be “necessarily,

like, segregated,” but responded positively to the notion of

some separate spaces for people (like her) who identify

as women:

It would be nice just to have a separate area where people

like myself could just chill out and connect in some way and

support each other (A_MH_T_NM_1)

The service user account suggested that gender-diverse

populations are sometimes initially misgendered or allocated

bedrooms in corridors with the non-identified gender:

I was with nearly all men, down the corridor, and then

I was moved into, where it’s mostly women, where I identify

as (A_MH_T_NM_1)

Staff had varying levels of understanding of the

accommodation needs of gender diverse service users.

Some staff members said that the service user should

elect the type of unit “where they would prefer to

be.” Others considered this to be a decision for

the “government and ministries,” or spoke of the

thorniness of gender logistics as “such a hot topic

these days.”

The provision of unisex toilets was suggested as a good

design strategy by some staff:

If they could be unisex, I think that’s a bit better

for people who have concerns around their gender identity

things. (B_S_M_NM_6)

The provision of “flexi wings” (Unit D) and “swing

beds” (Unit C) was stipulated as useful in accommodating

transgender individuals:
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we’ve got rooms in between them. And what I like about

those rooms, because I also work with transgender clients . . .

that’s really, really good for that. (C_S_M_NM_5)

I think it’s important if they have those in-between ones

for gender (C_S_W_NM_11)

Potential controversies about the bedroom allocation of

gender-diverse service users was related by one staff member.

This pertained to a previous unit set-up:

I can remember many years ago. . . an issue where

a transgender client wanted to sleep in what was a

female dormitory. They identified as female. The people

who most vociferously opposed that were the female

clients. (A_S_M_E_5)

Failure of the unit layout to satisfactorily provide safe and

suitable accommodation of gender-diverse service users was

described by some staff. Limiting factors mentioned included the

financing of a unisex corridor–“we’d have to have three things

set up” (these being a male, female, and unisex wing), resistance

within the cis-gender service user population, and the idea that

different transgender service users had different requirements–

“one size doesn’t fit all.” But the most common sentiment was

one of recognition of need:

We need to accommodate this. But we don’t, we can’t

possibly accommodate them in the situation we’ve got. We

need to be able to. (A_S_M_NM_8)

4. Gender-specific differences and needs

Gender specific differences in the nutritional, recreational,

hygiene, and staffing needs of bothmen andwomen service users

were reported by staff and service users across the four units.

In terms of nutrition, meal portion sizes and the

unavailability of snacks and facilities to prepare food in-

between meals were criticized as inadequate by staff and service

users at several Units. Some staff and service users highlighted

portion size as a need expressly relevant to men:

A lot of them say the portions aren’t as big over here.

But these guys, you get a lot of these guys over here,

especially the boys, they’re big eaters. They’re big strapping

guys (A_S_W_M_1)

Similarly, available physical activity within the units was

criticized by staff and service users as insufficient and lacking

in relevance to the needs and interests of men, sometimes young

men in particular:

If some of these guys could just run up and down,

up and down, up and down, or have a full basketball

court or something, I think that would really, really

help. (B_S_W_NM_8)

I think physical exercise would benefit especially our

young men. . . I think they need something physical because

we’re talking young boys here. We’re talking about the

young men . . . You know, coloring in pictures ain’t

it. (D_S_W_M_8)

Provision of punching bags and basketball hoops and fixed

exercise equipment were suggested by some men service users

and staff in some units. Unit A had a basketball hoop, though

this was broken at the time of interviews. Men service users on

Unit D had indicated their wish for more male-relevant exercise

options in a signed petition sent to the management (which was

and reportedly disregarded).

Occupational activities offered on the units were often

viewed as skewed toward women’s interests, and seen as too

passive, infantile, or culturally inappropriate for men.

There’s ten of us males, in this ward. . . Those

coloring in and mindfulness stuff, that’s what my baby

does. (D_S_W_NM_9)

Drawing therapy is not appropriate for them. We had

a kaumātua [Respected Māori elder] years ago [based

on the unit]. . . and he would do carving and the boys

just loved that. . . And, you know, there’s none of him

around. (C_S_W_NM_2)

In relation to personal hygiene, many women service users

on units where unisex bathrooms were prevalent expressed clear

differences in hygiene needs, in support of gender-segregated or

ensuite bathrooms. These comments were especially present in

the interviews from units with very limited number of ensuite

bathrooms (units A and B) compared with Unit D where all

bedrooms had ensuites.

Men and women use bathrooms for different reasons . . .

Men jack off, and get cum everywhere . . . . so you’ve got the

thing about men, and also woman [have] their periods, and

you know there might be some blood left over on the toilet and

they didn’t realize and it’s embarrassing. (A_MH_W_M_9)

Gender-specific staffing needs were also highlighted by

staff and service users. Observations of need pertained to the

therapeutic and care requirements of both men and women.

Often service users expressed a wish for same gender staff:
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When I interacted with staff, it was mainly being like a

male nurse who I had a rapport with much more so than

with the female nurses. Not because I didn’t like them, the

female nurses, but with guys talk easier with guys - as simple

as that. (C_MH_M_M_3)

I think they need to look hiring more women at the front

for women, and maybe then, men for men .... My lady doctor,

she gets it because she’s a woman. (C_MH_W_NM_5)

One staff member discussed the importance of having access

to psychiatrists of both genders in the interests of provision of

trauma-informed care.

My personal preference is to have a male and a female

psychiatrist on the ward . . . - but at the moment we’ve got

two males in the ward - because some women, who . . . have

had sexual abuse or trauma, don’t like dealing with any of the

men (C_S_W_NM_01).

Another staff member pointed to the need to work with

the individual and their preferences, rather than advocating for

same gender staff to service user.

Some male staff have a really good rapport with certain

female patients. Some female patients can build a good

rapport with male. . . It depends on the patient and the staff

member. (A_S_W_NM_3)

Gender was found to be a consideration in the staff-service

user interactions, in terms of behavior and positioning of staff.

This was seen in terms of protecting emotional and physical

safety for the service user, but also to buffer staff from allegations

of sexually inappropriate behavior or assault. Awareness of the

possibility for false accusations of sexual assault by service users

about staff was a concern for some male staff members:

If you don’t have a female to intervene, they could [make]

accusations and say ‘this person did this to me’. And you,

you know, you cannot say ‘no, no, no’. If they’re all males,

you know, it just puts our staff and also the patients. . . in a

vulnerable situation. (D_S_W_NM_1)

That noted, another staff member suggested that staff

of both genders can be vulnerable to allegations of sexual

inappropriateness or assault.

the females aren’t immune to [allegations of] rape as well.

We get accused as well, you know . . . that’s why I wish they’d

make them segregated a bit better, because it just keeps them

both safe. (A_S_W_M_1)

Other concerns around staff safety were expressed by some

staff including the need for staff to be careful when entering

service user’s bedrooms:

If you’re a female, and you’ve got a male client, and

you’re talking to that person in their bedroom. . . how safe are

you? (A_S_W_NM_3)

Several staff members explained that sometimes, in the

interest of protecting staff, they would select a staff member of

a particular gender to work with a service user depending on

their presentation.

One guy, he used to ring the nurses’ bell, and then

you’d go down there and he’d be masturbating. So when

we get those type of guys, we get the male staff to check

them. (A_S_W_M_1)

5. It goes beyond gender: Non-gender attributes that may

influence risk and vulnerability on the unit

Individual attributes, distinct from gender, were also

described by some staff and service users as relevant to risk and

vulnerability dynamics on the unit. These included those of age,

physique, degree and type of mental unwellness, comorbidities

including substance use, forensic history, trauma history, and

power hierarchies that evolved through unit organization.

Age, for instance being younger or older than the majority

of one’s peers was mentioned several times by staff as a

vulnerability, most often for women service users. Adult acute

services in New Zealand accommodate people from 18 to 65

years of age. While youth and psychogeriatric facilities cater for

ages outside of this bracket, staff noted that people eligible for

these speciality services were occasionally admitted to general

adult inpatient units, usually for short stays with “special” staff

providing one-on-one vigil.

Sometimes we get elderly patients and they have to be

minded, or young, vulnerable females, they have to give them

a minder (A_S_M_NM_9)

Older people were sometimes observed to find the unit

significantly anxiety provoking. Some of these observations

connected perceived vulnerability to very real incidents of

intimidation, coercion and bullying:

For older people if they felt vulnerable, with somebody

who might have been strongly coercing them to [give up]

their food or their things and stuff, and they have to give

it . . . [using] kind of stand-over tactics, and stuff . . . I have

advocated the need to have a separate area for older service

users (D_S_W_NM_9)
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Access to non-cash assets such as food and cigarettes, as

well as unit liberties such as residence on the open unit were

sometimes seen as impacting risk and vulnerability. Possession

of cigarettes/tobacco was sometimes noted by staff as a risk due

to its currency in the acute mental health setting where doors

were locked restricting purchase and access to tobacco. Service

users talked about coercion by other service users:

It can be quite intimidating even with cigarettes . . . Other

people taking your cigarettes off you. And if it’s anybody

too violent, and they want them, you just...I’ve handed all

mine over before unwillingly. Cigarettes are a big problem

in there actually . . . A lot of people have their leave, so they

can just walk over [to the local shop]. . . so you definitely

got access to go over the road, but if you’ve got a bully in

there that wants them then . . . A guy bought a 50 gram

[tobacco] the other day, and by the time everybody had

hassled him, it was 50 grams of cigarettes in a day he provided

everybody. (A_MH_W_NM_8)

Service user forensic history was also a factor staff identified

as impacting on vulnerability. A history of criminal offending

was viewed by staff as having bearing on future risk of

violent behaviors. Staff described service users who had prior

involvement with the criminal justice system as “forensics” or

as “forensic patients.” This suggests active categorization by staff

that distinguishes these service users from their peers. Some staff

comments pointed to a different expectation around behaviors,

types of unwellness, and moral status of these individuals. Such

comments were sometimes derogative in nature. Women and

men were included in staff discussions of this risk.

Like we’ve got one lady at the moment, she’s ex-Forensics.

And yeah, it’s all . . . a risk. Because you’ve got to be aware of

what’s present and what’s past (B_S_W_NM_2)

We were getting a lot of forensic patients here. And we’re

not supposed to say ’forensic patients’. (A_S_W_M_1)

Different understandings of different mental illness

diagnoses were also believed to impact on vulnerability,

requiring different treatment or separation from others. For

example, perception, albeit sometimes erroneous, of heightened

risk of violence was regularly noted by staff and service users for

some presentations:

‘there’s certain people that have been assaulted, myself

included, where someone’s really, really unwell. Paranoid,

schizophrenic, organic’ (D_S_W_NM_2).

Other presentations, such as drug induced psychoses, as

well as comorbid substance abuse issues, were also cited by

staff as impacting on risk and vulnerability. A frequent notion

of substance-related issues being different-in-kind from other

forms of mental unwellness was articulated, with a different

approach to treatment and assessment of risk sometimes

proposed. One staff member described drug-related psychosis

as a ‘completely different ball-game’ to presentations of ‘true

psychotic illness’ (A_S_W_NM_2).

We’ve had a few [people withmethamphetamine-induced

psychosis] come in, and it’s quite scary to work with. You

think, "Ooh” . . . They can be violent. They’re disorganized,

thought-disordered, driven, obviously. But yeah, is this the

[right] place [for that]? (B_S_W_NM_005)

Physical size and strength were also suggested as

impacting risk or vulnerability status, in reference to

both staff and service users. Generally, remarks suggested

that bigger people, especially male service users, were

perceived to be more dangerous, while smaller people,

especially women, were perceived to be more vulnerable.

One staff member commented, when discussing calming and

restraint practices:

‘it’s going to come down to strength on strength . . . if you

get a big guy’ and ‘there’s some big guys you’re not going to be

able to manage’ (A_S_M_M_7).

This said, there were some exceptions. A staff member noted

that, although the bigger male staff might be commonly sent

to deal with aggression on the unit, effective crisis management

could involve women, and those of smaller physique:

‘having said that, there is now a very small,

petite, female [staff member] that comes over, and she’s

good’ (A_S_W_NM_3).

Further, a staff member noted that service user to staff

violence does not follow a strict big-perpetrator-to-small-

victim formulation:

They don’t want to hit the small female, but they’ve got

no qualms hitting the big guy (A_S_M_M_7)

In summary, clearly there are factors other than gender

that impact on perceptions of risk and vulnerability on the

unit, and there are likely to be complex interactions between

these and the gendered factors reported by staff and service

users in our study. Rather than a singular determinant of

risk and vulnerability, gender was revealed to be a factor

that could compound and have a multiplicative effect on

other predictors of risk and vulnerability, including age,

physical size, illness presentation, forensic history, psychosis and

drug use.
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Discussion

The current heterogeneity of acute mental health facility

structure and models of care suggests the question as to

whether mental health units should be mixed-gender or gender

segregated is moot. Proponents of both approaches tend to

argue their position on grounds that include securement of

emotional safety, physical safety, and the optimisation of on-unit

therapeutic value in a gender vulnerabilities framework.

This paper began with the research question: “What are

gendered experiences on the acute mental health unit, and what

are the implications for facility design and models of care?”. In

this framing of the issue our understanding of vulnerabilities in

the acute mental health setting were, much like the literature,

focused on gendered aspects of vulnerability. However, our

findings suggest that while gender is a significant consideration

in the delineation of vulnerability, the dynamic of vulnerability

is more complex than we initially supposed. Interactions with

and between gendered and non-gendered aspects of life on the

mental health unit add to the impression of vulnerability.

We found that women service users spoke more frequently

around trauma experiences, feelings of unsafeness, and hygiene

differences, than their male service user counterparts. However,

trauma preceding admission was not exclusive to women,

and was often but not always characterized by gender-related

events. Staff and service user perceptions around safety on the

unit sometimes conveyed a male-on-female narrative of harm,

but we found that some staff members viewed actual risk as

genderless. We found some staff reported concerns around the

accommodation of gender-diverse service users; some staff and

a transgender service user, found unit organization and model

of care inadequate to provide for the needs of these individuals.

Staff and service users reported perceived gender differences in

domains of recreation, nutrition, hygiene and staffing, although

issues around hygiene and bathrooms were specific to units

without ensuites, or units where ensuites were not the norm.

The recreational and nutritional needs of male service users

were seen in particular by staff, as inadequately accommodated.

Women service users’ concerns were most often aligned with

trauma and fears about safety, whereas areas of concern for

male service users were more often in relation to the objective

fulfillment of activities of daily living.

However, non-gendered considerations with regards to

vulnerability on the unit were also evident. Categories of

vulnerability suggested by study participants include gender, but

also age, forensic and trauma history, degree and kind of mental

unwellness, substance use issues, physical size and strength, and

access to currency including tobacco products and food.

Division of unit space that centers on gender difference

demands substantiation of gender as a meaningful and effective

distinction. Existing literature posits gender has real bearing

on the emotional and physical safety of individuals working or

resident on mental health units. Moreover, gender is seen as

the delimiting factor by which care strategies, resources, and

practical accommodations are directed to service user needs.

This noted, ability of gender separation to mitigate gender-based

violence and harassment on the mental health unit has been

viewed with skepticism, due to the potential for this abuse

to exist outside a heteronormative domain (3). Further, some

literature does acknowledge a complexity that may exceed a

gender-differences formulation (55). Our study highlights that

gender is one of a number of interacting factors relevant to risk

and vulnerability on the unit. Therefore, we advocate that those

decisions around unit design and layout consider these factors in

their multiplicity–with a mixed vulnerability lens. Furthermore,

we argue that an exclusive focus on gender, or any other discrete

factor, in the determination of unit layout is too reductive to

meaningfully aid design.

Implications for model of care and design

Our study uncovers a number of key findings, implications

of which are that the architectural and built environment and

model of care should consider a mixed vulnerabilities lens or

framework. We suggest some key aspects of this below.

A mixed-vulnerabilities framework and individualized

care that considers identity and values the autonomy of service

users – flexibility and choice-making.

Assuming a mixed-vulnerabilities framework, the

assessment of risk of violence and risk of being victimized

is best rooted in an individualized, person-centered approach.

Person-centered models of care promote strengths-based,

flexible, identity-salient, and autonomy-promotive services,

which can be mobilized through shared decision-making and

self-directed support (79). A person-centered model of care,

described as holistic, individualized, respectful and empowering

(80), can benefit treatment engagement and treatment outcomes

(58). This approach promotes service user decision-making in

a context of, often, compulsory intervention where scope for

choice is narrowed. Creation of choice-making opportunities

on the unit can occur in the recruitment of gender diverse staff,

in choices of meaningful recreation activities, in food choices,

and in choices around treatment that may be formalized in

an advance directive. Given shared identity or experience can

create shared understanding, employing staff on the unit with

diverse gender identities could provide service users more

options in terms of with whom they build trust and rapport.

Our findings suggest that, while a situation of unmet needs

and a paucity of options was described by many staff and

service users, facilitation of individual choice-making does not

require decisions informed by gender norms. For example, some

service users and staff commented on a need for gender-suited

activities–especially more physical activities and sports enjoyed
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by many males. Accommodating this need does not require a

focus on gender differences. Providing a basketball hoop creates

an opportunity for all who like shooting hoops to do so.

Trauma informed, trauma-sensitive care

Staff and service users acknowledged trauma as a precipitant

and amplifier of mental unwellness. Some viewed this as a reason

to segregate by gender. Service users have an increased risk of

lifetime trauma, and markedly increased risk of having a post-

traumatic stress disorder (PTSD) diagnosis compared with the

general population (81). Women service users and staff most

commonly referred to trauma histories in the unit population,

recognizing the possibility of re-traumatisation in the unit

environment. Seclusion, restraint, admission to the unit, and on-

unit interactions with other service users were sometimes noted

as traumatic events. Staff spoke of accommodations that could

be made when working with individuals with trauma histories,

including differences in managing restraint procedures, the

importance of access to psychological therapies, and the use of

“flexi” wings to insulate vulnerable service users or those more

vulnerable in the stage of their unwellness, from the broader

unit environment. Use of advance directives around restraint

options, including seclusion; human restraint; and chemical

restraint, would facilitate service user choice-making and add to

ethos and practice of trauma informed care. We add to this set of

recommendations the provision of ensuites to remove a further

potential avenue for vulnerability. In Unit D, in which gender

separation is largely absent, the provision of ensuites for every

service user removed need for sharing of bathrooms.

Currently there is a mental health workforce shortage

in New Zealand (82). The limited availability of on-unit

psychological therapies and the inability of service users to have

a say as to the gender of their clinicians indicate shortcomings

in trauma-sensitive care. It should be noted that while trauma

was mostly referenced in terms of women, trauma was not

exclusive to women and separation by gender would not

always be meaningful for trauma sensitive care. Our study

finds need for individualized, rather than gender-categorized,

accommodations of trauma.

Provision for safety, and clarity around
safety-relevant protocols

Our study found that many service users and staff felt

unsafe in the mental health unit. While participants sometimes

implicated gender as relevant to risk, this view was not

ubiquitous. Irrespective of gender’s role in unit safety, measures

to ensure the physical and emotional safety of people who reside

and work on the unit are essential. Measures of surveillance, de-

escalation, and practices and design features that assure privacy,

are recommended and other recommendations to address safety

on the unit have been explored in a related paper from this

study (83). The units in our study had divergent approaches

to these measures. Unit C used cameras to record activity in

areas that had poor lines of sight. Unit D had more staff in

the shared spaces (rather than situated in a nurse’s station),

which supported safety and could conceivably strengthen service

user confidence on the unit. We recognize this as a progressive

step for safety on the unit, more positive therapeutic relations

and relational safety. More subtle forms of abuse, such as

harassment and coercion are often less easy to monitor. Some

staff spoke about safety-relevant protocols around sexuality

and the initiation of romantic relationships between services

users on the unit. Policies around intimate service user-service

user relationships on the unit were noted as poorly defined,

and some staff acknowledged a need for clearer and more

proactive discussions around relationships that develop on the

unit, service user sexual needs, and policies around service users

having private visits from their significant others on the unit.

Our study identifies need for more explicit discussion of unit

policy around these issues with service user input.

Spaces in the built environment

The built environment can be designed in accordance with

salutogenic principals (84) –comprehensibility, manageability

and meaningfulness–to create an environment promotive of

health. Often, however, units are conspicuously defensive–with

architectures predicated on risk reduction, containment, lines of

sight, and anti-ligature measures. This safety sometimes comes

at the expense of autonomy and liberty (85). The Australasian

Health Facility Guidelines lists consumer rights that include “the

right to receive care in an environment with the least possible

restriction” (86).

In two of the units studied (A and C), these corridors

of bedrooms were gender-segregated. Shared spaces, such as

courtyards and lounges, do seem to facilitate social interactions

on the units. Service users and staff, however, often said

these areas were too small, outdated, and noted a need for

more flexibility within the shared spaces for privacy and social

interaction. Overseas models of design, and recent research (87),

suggests the use of booth seating (for privacy but inclusion)

in communal spaces. The allocation of seating in lounge and

dining areas is important to ensure service users do not feel

excluded from shared spaces, and to promote choice-making

in selection of where to sit. Provision of multiple communal

spaces, including those allocated by gender, would facilitate safe

interactions between service users, and would aid feelings of

autonomy and privacy. Individuals would have choice in the

determination of where to be, and who to be with.

Categorization of units as gender-segregated or gender-

mixed is and continues to be problematic. Provision of

gender segregated spaces within an otherwise mixed gender

environment was common, with bathrooms, lounges
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and sleeping areas conferred to specific genders within a

blended unit.

Incorporation of ensuites, advocated by the Australasian

Health Infrastructure Alliance (88) has mitigated need for

gender-specific bathrooms. Personal ensuites limit concerns

around the mis-gendering of transgender and gender-diverse

individuals. Provision of ‘designated lounges for special groups’

based on perceived vulnerabilities including gender is a further

recommendation. A statement from New Zealand’s Ministry of

Health (89) in 2002 on the design of inpatient facilities noted

that ‘physical separation of male and female bedrooms and

bathrooms now needs priority consideration for both privacy

and safety reasons’. New unit design in New Zealand, such as

that of Unit D in this study, heeds aspects of this guidance, with

greater incorporation of “flexi” areas, ensuites, and the ability for

service-users to use wristbands to lock, and to enter, and secure

personal rooms.

In essence this study indicates that, with the help of creative

architecture, gender becomes less relevant to overall unit design.

Strengths and limitations

Our research draws from a qualitative study (74) that

covers multiple case sites, and engages 85 interviewees, in a

deep-dive of attitudes and perceptions around the aggregate

of built, therapeutic and social elements that shape experience

on the mental health unit. Our findings extend a small

body of research that explores gendered experiences on acute

mental health inpatient units. Semi-structured interviews with

service users and staff promoted deep and organic discussion

of gender on the unit. The service user voice is often

missing in the literature around unit experience, and seldom

sought from people who are residing on the units of the

time of interviews. Although the four units selected as cases

in this study had very different configurations, many of

the themes around gender were consistent across settings.

Interviews captured a breadth of staff and service user identities.

Notably, staff inclusion was not limited to nursing staff, but

also psychiatrists, cleaners, health care assistants, occupational

therapists, consumer advisors, and kaimaanaki (Māori cultural

workers). Existing qualitative literature provides an edifice for

the understanding of problems inherent in the mixed and

separational approaches to unit design and organization. Our

study progresses this literature by moving beyond a this or that

conceptualization of gender accommodations.

The exploration of gender on the unit was a corollary rather

than the agenda of the broader study of mental health facility

design from which data was sourced. This limited the amount

of transcript data pertinent to gendered experience. Further,

selection criteria governed by ethics considerations constrained

service user participants to those who were deemed competent

to provide informed consent. This meant the voices of those

more acutely unwell service users were not captured. Acuity of

illness, and differences of treatment, may bring a different set

of gendered experiences. Those most unwell may be more likely

to experience trauma on the unit–due to an increased risk of

seclusion and restraint, and vulnerability related to unwellness

or medication regimes. It should be noted, we did not ask

specifically about staff violence toward service users, though

questions were asked around whether service users felt safe.

Service user participants were interviewed while they were

inpatients. While this avoids recall bias, some of the service

users’ perceptions may have been influenced by the symptoms

they were experiencing, however this does not make any

distress experienced less real. We deliberately did not ask

about specific mental illnesses, symptoms or diagnoses as

we did not want experiences explained away by particular

conditions as it the common tendency and dominant medical

discourse of much of the literature. We also note that

past literature finds that service users are more likely to

endorse or react favorably to the organization of the unit

in which they are resident (41, 52). Further acquiescence

biases and social acceptability biases may play into the

interview process.

Finally, translatability across the 20 adult acute mental

health facilities in New Zealand and other similar jurisdictions

cannot be assumed. However, the diverse case study design

and the consistency of many of our findings and narrative

around gender and other aspect of vulnerability across these four

cases will likely resonate with other researchers exploring the

narratives of those with lived experience, residents and workers

in acute mental health settings. Certainly, further research in

similar overseas settings is warranted to test this out.

Conclusion

Our study challenges the assumption that gender should

be the central factor at play when considering unit design and

layout strategies in acutemental health facilities.While we found

that gender was a prominent aspect of participants’ accounts

of socialization, trauma, and violence on the unit, it is clear

that other factors may be equally important in accommodation

considerations. Our study located several co-variables that may

have relevance to safety of unit staff and service users. While

we find that no single identifier can be seen as sole motivator

for unit demarcation, a multifactorial view of dynamics of risk

and vulnerability could be used to guide unit organization, in

a way where layout and social organization “flexes” with the

needs on unit at any time. A person-centered approach–whereby

assessment of needs, risks, vulnerabilities, and accommodations

is tailored to the profile of an individual, is recommended by the

study authors.

Frontiers in Psychiatry 14 frontiersin.org

https://doi.org/10.3389/fpsyt.2022.940130
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org


Morton et al. 10.3389/fpsyt.2022.940130

Data availability statement

The datasets presented in this article are not readily

available because in line with the ethics approval from HDEC

ref (17/CEN/94), the full interview transcripts cannot be

shared publicly. This is because of their highly sensitive nature

and the personal accounts which make them potentially

identifiable. For data inquiries please contact the University

of Otago Human Ethics Committee through the following

webpage: https://www.otago.ac.nz/council/committees/

committees/HumanEthicsCommittees.html.

Ethics statement

The studies involving human participants were reviewed

and approved by the Central Health and Disability

Ethics Committee (17/CEN/94). The patients/participants

provided their written informed consent to participate in

this study.

Author contributions

Funding acquisition, ethics and design of study, and

data collection was undertaken by GJ. Identification

of themes, data analysis, and writing original draft

was led by EM with all authors contributing to

reviewing and editing. Triangulation of themes in

the data analysis was undertaken by all authors. All

authors contributed to the article and approved the

submitted version.

Funding

This work was supported by a Marsden Fast Start from the

Royal Society of New Zealand under Grant UOO1623.

Acknowledgments

We thank the four district health boards for their

participation in the research and all the participants who gave

so generously of their time and experiences.

Conflict of interest

The authors declare that the research was conducted in the

absence of any commercial or financial relationships that could

be construed as a potential conflict of interest.

Publisher’s note

All claims expressed in this article are solely those of the

authors and do not necessarily represent those of their affiliated

organizations, or those of the publisher, the editors and the

reviewers. Any product that may be evaluated in this article, or

claim that may be made by its manufacturer, is not guaranteed

or endorsed by the publisher.

References

1. Hewitt D. Safety of Female Patients in Sexually-Integrated Acute
Psychiatric Wards in Aotearoa New Zealand Auckland, New Zealand: Massey
University (2003).

2. Brunton W. The origins of deinstitutionalisation in New Zealand. Health
History. (2003) 5:75–103. doi: 10.2307/40111454

3. Batcup D, Thomas B. Mixing the genders, an ethical dilemma: how
nursing theory has dealt with sexuality and gender. Nurs Ethics. (1994) 1:43–
52. doi: 10.1177/096973309400100106

4. Hide L. In plain sight: Open doors, mixed-sex wards and sexual abuse in
English psychiatric hospitals, 1950s-early 1990s. Soc Hist Med. (2018) 31:732–
53. doi: 10.1093/shm/hky091

5. WHO. Expert Committee on Mental Health: third report [of a meeting held in
Geneva, 24-29 November 1952]. Geneva: World Health Organization (1953).

6. Data Summary: Violence Against Women. Auckland: University of
Auckland (2017).

7. Archer M, Lau Y, Sethi F. Women in acute psychiatric units,
their characteristics and needs: a review. BJPsych Bulletin. (2016)
40:266–72. doi: 10.1192/pb.bp.115.051573

8. Bowers L, Ross J, Cutting P, Stewart D. Sexual behaviours on acute
inpatient psychiatric units. J Psychiatr Ment Health Nurs. (2014) 21:271–
9. doi: 10.1111/jpm.12080

9. Felton G, Abu-Kmeil S. Was the introduction of single-sex wards a mistake?
Ment Health Pract. (2012) 15:21–4. doi: 10.7748/mhp2012.02.15.5.21.c8927

10. Fish R, Hatton C. Gendered experiences of physical restraint on locked wards
for women. Disabil Soc. (2017) 32:790–809. doi: 10.1080/09687599.2017.1329711

11. Judd F. Improving safety for women in psychiatric wards. Aust N Z J
Psychiatry. (2017) 51:194–5. doi: 10.1177/0004867416667825

12. Mezey G, Hassell Y, Bartlett A. Safety of women in mixed-sex and single-
sex medium secure units: staff and patient perceptions. BJPsych. (2005) 187:579–
82. doi: 10.1192/bjp.187.6.579

13. Thomas N, Hutton J, Allen P, Olajide D. Changing frommixed-sex to all-male
provision in acute psychiatric care: a case study of staff experiences. J Ment Health.
(2009) 18:129–36. doi: 10.1080/09638230701879201

14. Bartlett A, Smith JG, Warner L, Hales H. Young men and young women in
secure care: gender differences in the placement of those with mental health needs.
BMC Psychiatry. (2021) 21:433. doi: 10.1186/s12888-021-03440-7

15. Bartlett A, Walker T, Harty MA, Abel KM. Health and social care services for
women offenders: current provision and a future model of care. J Forens Psychiatry
Psychol. (2014) 25:625–35. doi: 10.1080/14789949.2014.944202

16. Brand E, Ratsch A, Heffernan E. Case report: the sexual
experiences of forensic mental health patients. Front Psychiatry. (2021)
12:651834. doi: 10.3389/fpsyt.2021.651834

Frontiers in Psychiatry 15 frontiersin.org

https://doi.org/10.3389/fpsyt.2022.940130
https://www.otago.ac.nz/council/committees/committees/HumanEthicsCommittees.html
https://www.otago.ac.nz/council/committees/committees/HumanEthicsCommittees.html
https://doi.org/10.2307/40111454
https://doi.org/10.1177/096973309400100106
https://doi.org/10.1093/shm/hky091
https://doi.org/10.1192/pb.bp.115.051573
https://doi.org/10.1111/jpm.12080
https://doi.org/10.7748/mhp2012.02.15.5.21.c8927
https://doi.org/10.1080/09687599.2017.1329711
https://doi.org/10.1177/0004867416667825
https://doi.org/10.1192/bjp.187.6.579
https://doi.org/10.1080/09638230701879201
https://doi.org/10.1186/s12888-021-03440-7
https://doi.org/10.1080/14789949.2014.944202
https://doi.org/10.3389/fpsyt.2021.651834
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org


Morton et al. 10.3389/fpsyt.2022.940130

17. Brunt D. The ward atmosphere of single-sex wards in a maximum-security
forensic psychiatric hospital in Sweden. Issues Ment Health Nurs. (2008) 29:221–
41. doi: 10.1080/01612840701869858

18. Cooke K, Bailey D. Women’s experience of forensic mental health services:
implications for practice. J Ment Health Train Educ Pract. (2011) 6:186–
94. doi: 10.1108/17556221111194527

19. Baillie L. Mixed-sex wards and patient dignity: nurses and patients
perspectives. Br J Nurs. (2008) 17:1220–5. doi: 10.12968/bjon.2008.17.19.31461

20. Bryant D, Adams J. Experience of mixed-sex bays in a general hospital. Nurs
Stand. (2009) 24:41–6. doi: 10.7748/ns.24.13.41.s51

21. Freeman HL. The general hospital and mental health care: a British
perspective.Milbank Q. (1995) 73:653–76. doi: 10.2307/3350289

22. Rogers S. Mixed gender wards: what does the evidence indicate? Hosp Q.
(2001) 5:77–84. doi: 10.12927/hcq.16758

23. Peleikis DE, Mykletun A, Dahl AA. Current mental health in women with
childhood sexual abuse who had outpatient psychotherapy. Eur Psychiatry. (2005)
20:260–7. doi: 10.1016/j.eurpsy.2005.01.004

24. Reisner SL, Vetters R, Leclerc M, Zaslow S, Wolfrum S, Shumer D, et al.
Mental health of transgender youth in care at an adolescent urban community
health center: a matched retrospective cohort study. J Adolesc Health. (2015)
56:274–9. doi: 10.1016/j.jadohealth.2014.10.264

25. Slotboom A-M, Hendriks J, Hoeve M, Zahn M. Interpersonal trauma
and mental health problems of male and female antisocial adolescents treated
in a forensic outpatient setting. J Forens Psychiatry Psychol. (2020) 31:137–
55. doi: 10.1080/14789949.2019.1692894

26. White BP, Fontenot HB. Transgender and non-conforming persons’ mental
healthcare experiences: an integrative review. Arch Psychiatr Nurs. (2019) 33:203–
10. doi: 10.1016/j.apnu.2019.01.005

27. Victorian Women and Mental Health Network. Nowhere to Be Safe:
Women’s Experiences of Mixed-Sex Psychiatric Wards. Melbourne (2008). Available
online at: https://wmhnv.org.au/wp-content/uploads/2016/11/Nowhere-to-be-
Safe-Final-layout.pdf/ (accessed January 20, 2022).

28. Cleary M, Warren R. An exploratory investigation into women’s experiences
in a mixed sex psychiatric admission unit. Aust N Z J Ment Health Nurs.
(1998) 7:33–40.

29. Copperman J, Knowles K. Developing women only and gender sensitive
practices in inpatient wards - current issues and challenges. J Adult Prot. (2006)
8:15–30. doi: 10.1108/14668203200600010

30. Cutting P, Henderson C. Women’s experiences of hospital
admission. J Psychiatr Ment Health Nurs. (2002) 9:705–
12. doi: 10.1046/j.1365-2850.2002.00516.x

31. Gallop R, Engels S, DiNunzio R, Napravnik S. Abused women’s concerns
about safety and the therapeutic environment during psychiatric hospitalization.
Can J Nurs Res. (1999) 31:53–70.

32. Gallop R, McCay E, Guha M, Khan P. The experience of hospitalization
and restraint of women who have a history of childhood sexual abuse.
Health Care Women Int. (1999) 20:401–16. doi: 10.1080/0739933992
45683

33. Hassell Y, Bartlett A. The changing climate for women patients in medium
secure psychiatric units. Psychiatri Bull. (2001) 25:340–2. doi: 10.1192/pb.25.9.340

34. Howard L, Flach C, Leese M, Byford S, Killaspy H, Cole L, et al.
Effectiveness and cost-effectiveness of admissions to women’s crisis houses
compared with traditional psychiatric wards: pilot patient-preference randomised
controlled trial. BJPsych. (2010) 197(Suppl. 53):S32–40. doi: 10.1192/bjp.bp.110.0
81083

35. Kennedy J, Fortune T. Women’s experiences of being in an acute
psychiatric unit: an occupational perspective. Br J Occup Ther. (2014) 77:296–
303. doi: 10.4276/030802214X14018723138048

36. Kohen D, McNicholas S, Beaumont K. Inpatient Psychiatric Services for
Women. Women and Psychiatric Treatment: A Comprehensive Text and Practical
Guide. London: Routledge. (2006). p. 47–67.

37. Kulkarni J, Gavrilidis E, Lee S, Van Rheenen TE, Grigg J, Hayes
E, et al. Establishing female-only areas in psychiatry wards to improve
safety and quality of care for women. Australas Psychiatry. (2014) 22:551–
6. doi: 10.1177/1039856214556322

38. Long C, Hall L, Craig L, Mochty U, Hollin CR. Women referred
for medium secure inpatient care: a population study over a six-year
period. J Psychiatr Intensive Care. (2011) 7:17–26. doi: 10.1017/S17426464100
00099

39. Ong YLR. Women need greater safety in psychiatric wards. Aust N Z J
Psychiatry. (2013) 47:970. doi: 10.1177/0004867413484599

40. Parkes J, Freshwater D. Meeting the needs of women in secure mental
health: a conceptual framework for nurses. J Res Nurs. (2015) 20:465–
78. doi: 10.1177/1744987115599670

41. Pemmaraju V, George S, Oyebode F, Xenitidis K, Campbell
C. Not all women fancy single-sex wards: comment. BJPsych. (2006)
188:396. doi: 10.1192/bjp.188.4.396-a

42. Ritsher JEB, Coursey RD, Farrell EW. A survey on issues in the
lives of women with severe mental illness. Psychiatr Serv. (1997) 48:1273–
82. doi: 10.1176/ps.48.10.1273

43. Scholes A, Price O, Berry K. Women service users’ experiences of inpatient
mental health services and staff experiences of providing care to women within
inpatient mental health services: a systematic review of qualitative evidence. Int J
Nurs Stud. (2021) 118:103920. doi: 10.1016/j.ijnurstu.2021.103920

44. Seeman MV. Single-sex psychiatric services to protect women. Medscape
Women’s Health. (2002) 7:4. Available online at: https://www.medscape.com/
viewarticle/440095_3

45. Singh AR. Are women’s mental health units needed? In: Rands G, editor.
Women’s Voices in Psychiatry: A Collection of Essays. Oxford, UK: Oxford
University Press (2018). p. 125–33.

46. Warner L, Ford R. Conditions for women in in-patient psychiatric units: the
mental health act commission 1996 national visit.Ment Health Care. (1998) 1:225–
8.

47. Affleck W, Oliffe J, McKenzie S, Ridge D, Jenkins E, Broom A. Addressing
ethical issues in studying men’s traumatic stress. Int J Mens Soc Commun Health.
(2020) 3:e16–23. doi: 10.22374/ijmsch.v3i1.27

48. Leavey G, Papageorgiou A, Papadopoulos C. Patient and staff
perspectives on single-sex accommodation. J Health Manag. (2006)
8:79–90. doi: 10.1177/097206340500800106

49. Crutchley M, O’Brien A. Exploration of staff attitudes and experiences
towards mixed- and single-sex wards in the national secure forensic service for
young people.Med Sci Law. (2012) 52:210–6. doi: 10.1258/msl.2012.011130

50. Myers DH, Leahy A, Shoeb H, Ryder J. The patients’ view of life in
a psychiatric hospital. A questionnaire study and associated methodological
considerations. Br J Psychiatry. (1990) 156:853–60. doi: 10.1192/bjp.156.6.853

51. Hawley CJ, Palmer M, Jefferies K, Gale TM, Vincent J. The effect of single-sex
wards in mental health. Nurs Times. (2013) 109:20–2.

52. Spiessl H, Frick U, von Kovatsits U, Klein HE. Single or mixed sex wards in
psychiatric hospital from the patients’ viewpoint. Psychiatr Prax. (2003) 30:S151–3.
doi: 10.1055/s-2003-39749

53. Hingley SM, Goodwin AM. Living with the opposite sex: the
views of long-stay psychiatric patients. Br J Clin Psychol. (1994)
33:183–92. doi: 10.1111/j.2044-8260.1994.tb01109.x

54. Becher CW. Caring about sharing. Health Serv J. (1998) 108:30–1.

55. Batcup D. The problems of researching mixed sex wards. J Adv Nurs. (1997)
25:1018–24. doi: 10.1046/j.1365-2648.1997.19970251018.x

56. Batcup D. Final Report OnMixed SexWards. London: Bethlem andMaudsley
NHS Trust, Professional Development Centre (1995).

57. Edvardsson D, Petersson L, Sjogren K, Lindkvist M, Sandman PO. Everyday
activities for people with dementia in residential aged care: associations with
person-centredness and quality of life. Int J Older People Nurs. (2014) 9:269–
76. doi: 10.1111/opn.12030

58. Sidani S. Effects of patient-centered care on patient outcomes: an evaluation.
Res Theory Nurs Pract. (2008) 22:24–37. doi: 10.1891/1541-6577.22.1.24

59. Frueh BC, Knapp RG, Cusack KJ, Grubaugh AL, Sauvageot JA, Cousins VC,
et al. Patients’ reports of traumatic or harmful experiences within the psychiatric
setting. Psychiatr Serv. (2005) 56:1123–33. doi: 10.1176/appi.ps.56.9.1123

60. Hilton NZ, Ham E, Rodrigues NC, Kirsh B, Chapovalov O,
Seto MC. Contribution of critical events and chronic stressors to
PTSD symptoms among psychiatric workers. Psychiatric Serv. (2020)
71:221–7. doi: 10.1176/appi.ps.201900226

61. Thomas C, Bartlett A, Mezey GC. The extent and effects of violence among
psychiatric in-patients. Psychiatric Bull. (1995) 19:600–4. doi: 10.1192/pb.19.10.600

62. Barlow F, Wolfson P. Safety and security: a survey of female psychiatric
in-patients. Psychiatric Bull. (1997) 21:270–2. doi: 10.1192/pb.21.5.270

63.Watson J, Maylea C, Roberts R, Hill N,McCallum S. Preventing Gender-Based
Violence in Mental Health Inpatient Units, (Research Report, 01/2020). Sydney,
NSW: ANROWS (2020).

64. Heather C, Julie D. Outrage becomes determination: advocating to raise
awareness of women’s experience in mixed-sex psychiatric wards. Health Issues.
(2008) 94:14–6.

Frontiers in Psychiatry 16 frontiersin.org

https://doi.org/10.3389/fpsyt.2022.940130
https://doi.org/10.1080/01612840701869858
https://doi.org/10.1108/17556221111194527
https://doi.org/10.12968/bjon.2008.17.19.31461
https://doi.org/10.7748/ns.24.13.41.s51
https://doi.org/10.2307/3350289
https://doi.org/10.12927/hcq.16758
https://doi.org/10.1016/j.eurpsy.2005.01.004
https://doi.org/10.1016/j.jadohealth.2014.10.264
https://doi.org/10.1080/14789949.2019.1692894
https://doi.org/10.1016/j.apnu.2019.01.005
https://wmhnv.org.au/wp-content/uploads/2016/11/Nowhere-to-be-Safe-Final-layout.pdf/
https://wmhnv.org.au/wp-content/uploads/2016/11/Nowhere-to-be-Safe-Final-layout.pdf/
https://doi.org/10.1108/14668203200600010
https://doi.org/10.1046/j.1365-2850.2002.00516.x
https://doi.org/10.1080/073993399245683
https://doi.org/10.1192/pb.25.9.340
https://doi.org/10.1192/bjp.bp.110.081083
https://doi.org/10.4276/030802214X14018723138048
https://doi.org/10.1177/1039856214556322
https://doi.org/10.1017/S1742646410000099
https://doi.org/10.1177/0004867413484599
https://doi.org/10.1177/1744987115599670
https://doi.org/10.1192/bjp.188.4.396-a
https://doi.org/10.1176/ps.48.10.1273
https://doi.org/10.1016/j.ijnurstu.2021.103920
https://www.medscape.com/viewarticle/440095_3
https://www.medscape.com/viewarticle/440095_3
https://doi.org/10.22374/ijmsch.v3i1.27
https://doi.org/10.1177/097206340500800106
https://doi.org/10.1258/msl.2012.011130
https://doi.org/10.1192/bjp.156.6.853
https://doi.org/10.1055/s-2003-39749
https://doi.org/10.1111/j.2044-8260.1994.tb01109.x
https://doi.org/10.1046/j.1365-2648.1997.19970251018.x
https://doi.org/10.1111/opn.12030
https://doi.org/10.1891/1541-6577.22.1.24
https://doi.org/10.1176/appi.ps.56.9.1123
https://doi.org/10.1176/appi.ps.201900226
https://doi.org/10.1192/pb.19.10.600
https://doi.org/10.1192/pb.21.5.270
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org


Morton et al. 10.3389/fpsyt.2022.940130

65. Elkins J, Crawford K, Briggs HE. Male survivors of sexual abuse:
becoming gender-sensitive and trauma-informed. Adv Soc Work. (2017) 18:116–
30. doi: 10.18060/21301

66. Dickson S. Trans and Gender Diverse Responses: Building Rainbow
Communities Free of Partner And Sexual Violence. Wellington, New Zealand:
Hohou Te Rongo Kahukura - Outing Violence (2017).

67. Dube SR, Anda RF,Whitfield CL, Brown DW, Felitti VJ, DongM, et al. Long-
term consequences of childhood sexual abuse by gender of victim. Am J Prev Med.
(2005) 28:430–8. doi: 10.1016/j.amepre.2005.01.015

68. Rose SM, Peabody CG, Stratigeas B. Undetected abuse among
intensive case management clients. Hosp Commun Psychiatry. (1991)
42:499–503. doi: 10.1176/ps.42.5.499

69. Acosta W, Qayyum Z, Turban JL, Schalkwyk GI. Identify, engage,
understand: supporting transgender youth in an inpatient psychiatric hospital.
Psychiatr Q. (2019) 90:601–12. doi: 10.1007/s11126-019-09653-0

70. Hill WJ, Shapiro MA. Transgender youth in the inpatient psychiatric
setting: a literature review and case report. J Psychiatr Pract. (2017) 23:290–
3. doi: 10.1097/PRA.0000000000000244

71. Kealy-Bateman W, Daws T, Ouliaris C. Transgender ward allocation in
single-sexmental health wards: contemporary considerations.Australas Psychiatry.
(2019) 27:50–2. doi: 10.1177/1039856218815747

72. Walton HM, Baker SL. Treating transgender individuals in inpatient
and residential mental health settings. Cogn Behav Pract. (2019) 26:592–
602. doi: 10.1016/j.cbpra.2017.09.006

73. Bamberger ET, Farrow A. Language for sex and gender inclusiveness in
writing. J Hum Lact. (2021) 37:251–9. doi: 10.1177/0890334421994541

74. Braun V, Clarke V. Successful Qualitative Research: A Practical Guide for
Beginners. London: SAGE Publications Ltd (2013).

75. Braun V, Clarke V. Successful qualitative research: a practical guide for
beginners: Successful Qualitative Research. (2013). p. 1-400.

76. Tuckett AG. Applying thematic analysis theory to practice: a researcher’s
experience. Contemp Nurse. (2005) 19:75–87. doi: 10.5172/conu.19.1-2.75

77. Ministry of Justice. Experience of Crime by Sexual Orientation. New Zealand:
Ministry of Justice (2019). Available online at: https://www.justice.govt.nz/justice-
sector-policy/research-data/nzcvs/resources-and-results/

78. Veale J, Byrne J, Tan K, Guy S, Yee A, Nopera TM, et al. Counting
Ourselves: the Health and Wellbeing of Trans and Non-Binary People in Aotearoa
New Zealand. Hamilton: Transgender Health Research Lab, University of
Waikato (2019).

79. Smith GP, Williams TM. From providing a service to being
of service: advances in person-centred care in mental health. Curr
Opin Psychiatry. (2016) 29:292–7. doi: 10.1097/YCO.00000000000
00264

80. Morgan S, Yoder LH. A concept analysis of person-centered
care. J Holist Nurs. (2012) 30:6–15. doi: 10.1177/08980101114
12189

81. Floen SK, Elklit A. Psychiatric diagnoses, trauma, and suicidiality. Ann Gen
Psychiatry. (2007) 6:12. doi: 10.1186/1744-859X-6-12

82. Chambers C. Inside The Frontline of The Mental Health Crisis. Wellington:
ASMS (2021).

83. Jenkin G, Quigg S, Paap H, Cooney E, Peterson D, Every-Palmer S.
Places of safety? Fear and violence in acute mental health facilities: a large
qualitative study of staff and service user perspectives. PLoS ONE. (2022)
17:e0266935. doi: 10.1371/journal.pone.0266935

84. Golembiewski JA. Start making sense. Facilities. (2010) 28:100–
17. doi: 10.1108/02632771011023096

85. Sine DM. The architecture of madness and the good of paternalism. Psychiatr
Serv. (2008) 59:1060–2. doi: 10.1176/ps.2008.59.9.1060

86. Part B - Health Facility Briefing and Planning 0134 - Adult Acute Mental
Health Inpatient Unit. Sydney, NSW: Australasian Health Infrastructure Alliance
(2016). Available online at: www.healthfacilitydesign.com.au.

87. Jovanovic N, Campbell J, Priebe S. How to design psychiatric facilities to
foster positive social interaction - a systematic review. Eur Psychiatry. (2019)
60:49–62. doi: 10.1016/j.eurpsy.2019.04.005

88. HPU134 Adult Acute Mental Health Inpatient Unit. Australasian Health
Facility Guidelines. (2019). Available online at: https://healthfacilityguidelines.com.
au/hpu/adult-acute-mental-health-inpatient-unit-1

89. Ministry of Health. Criteria for the Design and Refurbishment of Psychiatric
Acute and Intensive Care Facilities: A Statement From the Ministry of Health.
Wellington: Ministry of Health. (2002).

Frontiers in Psychiatry 17 frontiersin.org

https://doi.org/10.3389/fpsyt.2022.940130
https://doi.org/10.18060/21301
https://doi.org/10.1016/j.amepre.2005.01.015
https://doi.org/10.1176/ps.42.5.499
https://doi.org/10.1007/s11126-019-09653-0
https://doi.org/10.1097/PRA.0000000000000244
https://doi.org/10.1177/1039856218815747
https://doi.org/10.1016/j.cbpra.2017.09.006
https://doi.org/10.1177/0890334421994541
https://doi.org/10.5172/conu.19.1-2.75
https://www.justice.govt.nz/justice-sector-policy/research-data/nzcvs/resources-and-results/
https://www.justice.govt.nz/justice-sector-policy/research-data/nzcvs/resources-and-results/
https://doi.org/10.1097/YCO.0000000000000264
https://doi.org/10.1177/0898010111412189
https://doi.org/10.1186/1744-859X-6-12
https://doi.org/10.1371/journal.pone.0266935
https://doi.org/10.1108/02632771011023096
https://doi.org/10.1176/ps.2008.59.9.1060
www.healthfacilitydesign.com.au
https://doi.org/10.1016/j.eurpsy.2019.04.005
https://healthfacilityguidelines.com.au/hpu/adult-acute-mental-health-inpatient-unit-1
https://healthfacilityguidelines.com.au/hpu/adult-acute-mental-health-inpatient-unit-1
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org

	Gender and intersecting vulnerabilities on the mental health unit: Rethinking the dilemma
	Introduction
	Methods
	Ethics, consultation, and locality approvals
	Data collection
	Participant invitation
	Recruitment of staff
	Recruitment of service-users

	Interviews
	Analysis

	Results
	Participant and unit characteristics (layouts and design)
	Thematic findings

	Discussion
	Implications for model of care and design
	Trauma informed, trauma-sensitive care
	Provision for safety, and clarity around safety-relevant protocols
	Spaces in the built environment

	Strengths and limitations

	Conclusion
	Data availability statement
	Ethics statement
	Author contributions
	Funding
	Acknowledgments
	Conflict of interest
	Publisher's note
	References


