

Strengthening relationships within intensive psychiatric care: staff perceptions of an attachment training intervention

Abstract:
Introduction
Intensive psychiatric care units can be challenging environments in which to build strong staff-patient relationships. Attachment theory may provide a useful model for strengthening relationships in this setting.

Aim
The aim of this study was to explore staff perceptions of the utility of attachment theory for understanding patient behaviour in the intensive psychiatric care setting.

Methods
Semi-structured interviews were conducted with eleven multi-disciplinary staff members. Interviews focused on the staff member’s experience of learning about attachment theory and applying this perspective to their work on the ward. Transcripts were analysed using reflexive thematic analysis.

Results
The analysis led to the development of three themes: engaging the reflective self, new perspective on others, and cohesive ward culture 

Conclusion
Staff reported that learning about attachment theory supported them to better understand patient distress and associated behaviours. Notably, staff also used attachment theory to reflect on both their own internal states and the internal states of their colleagues. These reflections were suggested to bolster staff wellbeing and improve the ward milieu. 

Implications for practice
Integrating attachment theory into team formulation, ward rounds, and reflective practice groups could have a benefit for clinical practice, staff wellbeing, and team cohesion in this setting.
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Accessible summary
· Relationships are central to recovery in mental illness. However, acute psychiatric wards are notoriously difficult environments in which to build relationships.
· Attachment theory provides a framework that can be used to strengthen relationships in this setting.
· We taught staff working on an acute psychiatric ward about attachment theory and helped them to apply this knowledge to their work on the ward. We then asked staff how their new knowledge had changed how they developed relationships on the ward.
· Staff told us that being aware of attachment theory helped them to better understand their patients and their colleagues. It also improved the overall atmosphere on the ward.

Relevance statement
Developing strong relationships in acute psychiatric care is essential to help patients recover. This paper helps mental health nurses to recognise the role of attachment in this setting. Hopefully, after engaging with this paper, mental health nurses can further consider the role of attachment in their own work.


















The importance of the therapeutic relationship is well recognised in the treatment of mental health difficulties (Baier et al., 2020).  Previous studies have found that patients perceive their relationships with staff as central to their recovery (Walsh & Boyle, 2009; Wood et al., 2019). However, some settings, such as acute psychiatric wards, can be challenging environments in which to build relationships (Bolsinger et al., 2020). Furthermore, some mental health symptoms, for example, the paranoia that can occur in people experiencing psychosis, can disrupt the attempts of professionals to form relationships with their patients (Pipkin et al., 2021). A systematic review conducted by Bucci et al. (2015) concluded that attachment theory may provide a useful framework for informing and improving the relational dynamics of mental healthcare settings. Although the review was narrative, and did not synthesise outcome data, it provided a theoretical argument that attachment theory could add value in the assessment, formulation, treatment, and discharge phases of intervention (Bucci et al., 2015).

Attachment theory
Attachment theory posits that the sensitivity, responsiveness, and availability of our primary caregivers in early life influences how we respond to distress across the lifespan (Bretherton & Munholland, 2018). This process is hypothesised to occur through the development and maintenance of Internal Working Models (IWMs) (Bowlby, 1969). These cognitive-affective structures, which incorporate beliefs and expectations about both ourselves and others, are suggested to guide our care-seeking behaviour at times of distress (Bretherton, 2013). People whose IWM imbues a sense of self-worth, a confidence in their ability to cope with reasonable threat, and an expectation that others are supportive, are described as experiencing attachment security (Gillath  & Karantzas, 2019). Those who have less positive beliefs and expectations about themselves and others are described as experiencing attachment insecurity (Kobak & Bosmans, 2019). 
In adulthood, attachment insecurity is commonly measured on two dimensions: attachment anxiety and attachment avoidance (Brennan et al., 1998). People who are high in attachment anxiety have a low expectation that they can cope with threat. They predict that others will be inconsistent in the care they provide and, as such, people with attachment anxiety learn that amplifying their emotions may increase the likelihood of getting a response from caregivers (Clark et al., 2020). People who are high in attachment avoidance have experienced consistently unavailable caregivers and, as such, have learned that they must cope with threats without the support of others. When faced with difficult situations they will downregulate their distress to demonstrate their own independence and subsequently dismiss offers of support from other people (Mikulincer & Shaver, 2019). There is an overrepresentation of attachment insecurity in people who experience severe mental health difficulties, such as psychosis and bipolar disorder, compared with the general population (Carr et al., 2018; Herstell et al., 2021). The association between attachment insecurity and severe mental health difficulties is of particular relevance when taking into account the treatment pathway for those experiencing acute psychological distress.

Attachment theory and acute psychiatric care
People experiencing acute psychological distress may require inpatient care when their difficulties present a risk to themselves or others. Those whose risk cannot be safely managed on an open acute inpatient ward, may be transferred to a more secure ward, known as an Intensive Psychiatric Care Unit (IPCU).   Whilst people who have experienced acute inpatient psychiatric care report that they can find the ward environment threatening, they also identify that the development of meaningful relationships with ward staff can provide a sense of safety that can support their recovery (De Ruysscher et al., 2020). However, patients often perceive staff to be too busy with non-clinical responsibilities and large caseloads to find time to develop relationships (Hopkins et al., 2009; Staniszewska et al., 2019). Qualitative research with staff has also found that despite being motivated to connect with their patients, staff perceive there to be multiple barriers in forming relationships with patients in this setting (Wood et al., 2019). These include fluctuating levels of wellness within patients and limited access to training in psychological approaches (Boniwell et al., 2015; Wood et al., 2019). 
Given the relational focus of attachment theory, the role of attachment in acute inpatient psychiatric care is increasingly being investigated (Berry, 2021). For example, a recent small-scale cross-sectional study found that the attachment orientation of both patients and nurses is correlated with their ability to regulate their emotions and manage distress in an acute inpatient mental health setting (Wainwright et al., 2021). Studies that assess the impact of a patient’s attachment on their engagement with acute inpatient mental health services are difficult to synthesise due to the diversity of attachment measures that are used across studies (McGonagle et al., 2021). That considered, the available data indicates that if attachment remains unacknowledged in this setting there is a risk that staff could misinterpret the behaviour of patients leading to patients being viewed as disengaged or demanding with negative consequences for staff-patient alliance (Bucci et al., 2019). 
Until recently, there has been no psychologically-informed strategy to support staff in adapting their approach to developing therapeutic relationships with patients based upon their attachment style (Bucci et al., 2015). Addressing this gap, Newman-Taylor et al. (2022) have developed attachment-based cognitive-behavioural models for psychosis. Figure 1 demonstrates a cycle for a person with an anxious attachment style. Packaged as part of a wider attachment-focused staff training programme referred to as ‘Safe & Secure’, these models offer a new tool to aid staff in developing a shared understanding of the attachment needs of those admitted to acute inpatient psychiatric care. However, the utility of Newman-Taylor et al.’s (2022) models, and their influence on staff attitudes and behaviours, has yet to be assessed in a clinical setting.  
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Current Study
There has been a long-standing indication within theoretical literature that an attachment-informed approach may have utility for strengthening staff-patient relationships within inpatient settings (Bucci et al., 2015). However, clinical research to support this theory has not yet been developed, nor have tangible strategies for implementing an attachment-informed approach within an inpatient setting. The recent development of attachment-informed cognitive-behavioural models for psychosis (Newman-Taylor et al., 2022) presents an opportunity to address this gap in the literature. The present study sought to understand the experience of IPCU staff when learning about and applying the attachment-informed approach to patients who experience severe mental health conditions. The aim of the study was to explore staff perceptions of the utility of attachment theory for understanding patient behaviour and strengthening staff-patient relationships within an IPCU.

Methods

Participants
Staff were recruited from a mixed sex, ten bed adult IPCU located within a large general hospital in Scotland. 
Participants were eligible for inclusion in the study if they (i) were over 18 years of age; (ii) were a permanent member of the ward team and had worked on the IPCU for more than one month; (iii) had daily clinical contact with patients experiencing acute psychological distress; (iv) had attended the Safe & Secure workshop and been working on the ward during the eight-week integration phase. 
Safe & Secure Training
Safe & Secure is an 8-week staff training programme designed for staff working in inpatient settings. The programme aims to improve staff knowledge of attachment theory and the links between attachment insecurity and a range of severe mental health conditions. The programme consists of a two-hour workshop in which participants are provided with an overview of the key concepts of attachment theory before being introduced to Newman-Taylor et al.’s (2022) attachment-based cognitive-behavioural models. Trainees then discuss how these models apply to patients on the ward. This is followed by an eight-week integration period. The integration period includes the introduction of attachment theory into wards rounds, team formulations, reflective practice groups, and case consultations. Additional information on the content of the training programme is available in Appendix A.
The two-hour workshops were delivered by the ward Clinical Psychologist (DC) with support from the lead researcher (AD). Four workshop sessions were held across the course of a five-week period to ensure as many staff as possible were able to access the training. The ward Clinical Psychologist (DC) was solely responsible for implementing the training during the integration phase. All training was delivered face-to-face.

Procedure
Following the delivery of the Safe & Secure workshops, a written overview of the study, with details of the lead researcher, was emailed to all ward staff. Those who contacted the lead researcher (AD) were sent participant information sheets and consent forms before being recruited into the study.
Semi-structured interviews lasting on average 41 minutes (range 32 -52 mins) were conducted by the lead researcher (AD). Interviews were conducted over a three-month period with the first interview occurring three months after the last training session. The majority of interviews took place within four months of the final training session (n=9), however, due to increased acuity on the ward during the data collection phase, two participants were interviewed almost six months after the training session. Interviews took place online (n=8), or in-person in a private space within the IPCU (n=3). A debrief form was provided on study completion. Digital recordings of the interviews were deleted following verbatim transcription.
The interview schedule was developed by AD, KG, and KS. It focused on the experience of learning about, and applying, the attachment-focused approach, and included questions such as ‘What did you feel when learning about attachment theory?’, ‘What difference, if any, has the training made to how you form relationships with patients?’. 

Ethics
Ethical approval for the study was provided by the University of Edinburgh’s Research Ethics Committee. The research was conducted in agreement with the Department of Clinical Psychology, NHS Scotland. The project was deemed a service evaluation by the local NHS ethics panel and, as such, all management of the project remained within the research team. 

Analysis
Qualitative analysis
Given the proximity of the research team to both the intervention and the research setting, reflexive thematic analysis (TA) was selected as the method of data analysis. The analytic process adopted a critical realist epistemology and was framed within an experiential paradigm. This paradigm prioritised participants’ meaning-making as they reflected on the changes that the training brought to their own values and clinical practice. Due to the paucity of previous related research, the data analysis process was inductive. The focus of the study on both the experience of participating in the training programme and on the lived experience of working on the ward, directed the analytic process to seek meaning at both a semantic and a latent level. As is standard practice in reflexive TA, all data analysis was conducted by the lead researcher (white, male, mid-thirties) (AD). The analytic process, described in Table 1, followed the six steps of thematic analysis (Braun & Clarke, 2006).
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Reflexivity statement
Several of the individuals who were directly responsible for the development of the Safe & Secure programme were consulted during the development of this project. Due to this, the lead researcher (AD) was conscious of an inner sense of wanting to “get things right” within the research process to avoid biasing the study process. AD recognised that this feeling led to internal tension during the administration of the initial interviews. However, AD felt that his lack of previous experience in the IPCU setting was helpful during the analysis phase. As an analyst, AD held no prior expectations for how care in an IPCU “should look” thus supporting the inductive approach to analysis. 

Results
A total of 20 staff members participated in the Safe & Secure programme (80% of ward staff). The integration phase comprised: case consultations (n=4), ward rounds (n=4), reflective practice sessions (n=4), team formulations (n=3). The integration phase required 20 hours of input from the ward Clinical Psychologist. At the point of data collection, 16 of the staff members who had attended the programme continued to work on the ward. A total of 11 (68.75%) of the available staff members participated in the study. The majority of participants were female (72.7%) with a mean age of 38.4 years (range 24 -61). The average length of NHS employment was 8.27 years (range 1 -30).  Participants came from a range of disciplines including: nursing, art therapy, psychiatry, activities co-ordination, clinical support work, and occupational therapy.

Thematic Analysis of Staff Experience
Based on the grouping of related codes from across the dataset, three themes were developed. An overview of the themes can be found in Table 2.
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Engaging the reflective self
The first theme related to the self-reflection that occurred for participants as they learned about attachment theory and considered how attachment had influenced their personal and professional lives. 

Value of recognising own attachment style

The training prompted staff to reflect on their own attachment style and how this interacts with their patient’s attachment style. Having insight into your own attachment style was reported to bring a deeper understanding of the personal challenges of inpatient work.

”(thinking about) one patient in particular, how his attachment style was then creating a reaction for my own attachment style... if I understand my own attachment style, then I’ll understand what’s being triggered within me.” (P3)

For many staff, being more aware of their own self-regulation strategies, and noticing when these strategies were activated, facilitated self-reflection.

“When I was in challenging scenarios… and where I was feeling stressed, I then figured out what it was about that that was making me feel that way.” (P1)


Detaching from immediate reactions

There was a sense that staff often spent time thinking about their patients when they were away from the IPCU. These thoughts were often self-critical with staff spending more time thinking about their perceived failures.

“(when patients don’t engage) it can make you feel, yeah, bad at your job.” (P5)

Self-awareness, and an ability to reflect on one’s own internal world, was suggested to be helpful in challenging some of this ruminative thinking. For some staff, an increased insight into their own attachment style was reported to lead to less self-criticism and therefore increased wellbeing. 

“And it makes me feel less stressed and less burned out because there’s always a reason and like it’s not actually even really my fault that I feel this way because of XYZ.” (P8)

Participants reflected that the benefit of the programme came from an active engagement with the materials and the opportunity to reflect on attachment theory. 

“It gave you chance to think because sometimes... you are on auto-pilot. You just do things and you’re not really thinking about like attachment. I would never have thought that what I do would fall under the category attachment.” (P15)

In spite of the perceived value of active engagement with the training programme, many participants found it difficult to make time to attend the team formulations and reflective practice sessions that occurred during the integration period. 


Creating space to reflect

Participants viewed the 2-hour training session as a space in which they could explore their own personal reactions to patients in a way that they had not before. A couple of participants highlighted self-disclosure by the training facilitators as important to setting the tone for the session. 

”I think having a clinician speak about attachment is one thing, but having them apply it is another that makes it so much more meaningful.” (P4)

The value of reflection was consistently highlighted by nearly all participants. In the quote below, P7 frames reflection as a chance to “step back”.

“So just being able to step back for a second….yeah, just having a bit more… thought about “why we’re doing it and how we’re doing it.”” (P7)

Reflection was not considered to come without its challenges. Self-reflection was considered by some participants to provoke difficult questions about the quality of the care they were providing. 
“I sit and think “what could have done better?”….you see patients coming here and they are really unwell but when you see them leaving and there is such an improvement. So you’ve obviously done something right. Even if it’s hard to put yourself through that.” (P15)

A new perspective on others 
The second theme captured how staff perceptions of other people’s behaviour changed once they acknowledged the other person’s early life experiences and considered how these experiences may have shaped their internal working models. This shift in perception led to positive changes to staff emotion and behaviour.

It’s not personal 
All participants highlighted the emotional burden of inpatient work and, in particular, the feeling that they were personally responsible for the recovery of patients. Recognising that challenging patient behaviour could be driven by the activation of a patient’s attachment-related expectations, as opposed to due to staff failure, helped staff to relieve some of this sense that they held sole responsibility for the patient’s recovery.
“It feels like less of a personal attack. If something is part of somebody’s pattern of behaviour, then it’s not you as a clinician.” (P1)

Furthermore, recognising that patient behaviour may be attachment-related, as opposed to malicious, helped participants to consider that patients may not be fully conscious of the consequences of their behaviour.

“These are not things that the patient has control over…they are part of mental illness and the extremes of your attachment style coming out. I think that really helps with viewing them as unwell and needing help rather than as bad.” (P6)

However, when the ward environment became particularly chaotic or acute, many participants found their ability to reflect on the psychological drivers of patient behaviour to be limited. 

“Your mind is really just thinking about survival in that moment, and then you’re not really thinking about attachment styles and trying to rationalize what’s going on.” (P3)

Increased empathy
Reframing patient behaviour as attachment-driven, as opposed to intentional, allowed staff to feel a greater level of understanding and, ultimately, compassion toward their patients.
“The training did allow you to kind of increase your tolerance towards that kind of behaviour …because you had a better understanding of why they were behaving that way. A kind of wider window of tolerance… and more kind of compassion.” (P5)
The idea of greater empathy as a mechanism by which staff increased their tolerance to challenging behaviour was present throughout the transcripts. In response to being asked what changed for staff when they felt more empathy for patients, P6 responded:
“I think that improves their resilience to… whatever’s thrown at them. …. I think that it makes them feel that, you know, despite the day being hard and challenging, it’s worth it.” (P6)

Biographical contextualisation
Several participants reported that thinking about the difficult experiences that their patients had experienced in early life, and how this was now disrupting their attempts to recover from mental illness, was upsetting.
“You could acknowledge then, that some people, because of their early experiences, don’t get quite the same treatment…that it can be a bit different.” (P9)
Patients who staff perceived to have attachment avoidance were mentioned as a group who staff were now more aware of. Participants reflected that patients who spent more time in their room were historically overlooked. Recognising that this behaviour may be the patient’s attempt to self-regulate led to concerns about inequity of care.
“It ends up being some kind of inequity in terms of who and who gets staff attention… because there are some people who are just very avoidant…and it’s kind of sad to think that that’s you know a pattern from their childhood that’s still affecting their healthcare.” (P1)

Reframing ward interactions
Participants reframed the behaviour of their colleagues through an attachment lens. Participants reported a greater understanding of their colleagues’ behaviour and an increased empathy. 
“The opportunity to speak with staff about their experience of attachment.. helped me grasp better some of what was going on for them…it’s so easy to fall into a good guys, bad guys mode of thinking.” (P4)
A similar process of reframing occurred in relation to patient behaviour. For example, P13 recognised that identifying their own attachment style during the training session had helped them to recognise that not all people had experienced the same early caregiving environment. 
“It makes me understand that they didn’t have what I had, so, therefore, this can be the reason that that behaviour has happened.” P13
Despite this shift towards considering the role of a patient’s attachment-related expectations in driving their behaviour, when asked which patients they found most challenging to build relationships with, the patient’s gender, forensic history, or diagnosis were the most frequently mentioned obstacles.

Cohesive ward culture
The final theme drew together the comments that participants made about the changes that they felt had occurred at an organisational level due to the implementation of the programme. 

Shared language
The training was considered by participants to provide ward staff with a shared language that made it easier to share their clinical perspectives with other team members.
“I want to say a sense of relief...this is a common language that we can use. It’s not going to be something that I have to explain.” (P4)
Participants reported that this shared understanding, combined with the advice provided in the training session, allowed the team to take a cohesive approach to the treatment of individual patients.
“It’s good to kind of have that shared understanding of why the person is presenting the way they are and how we can approach it all in the kind of same way.” (P5)
Whilst participants valued having a shared language, it was noted that two participants demonstrated some confusion when speaking about the attachment categories. One participant, for example, described working with a patient who demonstrated a pattern of behaviour associated with avoidant attachment before labelling this patient as having an anxious attachment style.

Recognising individual differences across the team
Four of the participants held responsibility for supervising other staff. These participants considered how they could use the training to support their supervisees. 
“It has definitely changed the way that I approached the staff... when they’re getting quite anxious on the ward…actually they probably just want to vent about it and they are probably not as anxious as they think they are… it’s been a really helpful tool... to kind of promote psychological safety in the ward.” (P8)
For many staff, regardless of grade, learning more about attachment theory increased their understanding of the relational dynamics of the ward team. In the quote below, P13 invokes the attachment-focused approach when reflecting on how having a range of personalities working on the ward can be valuable.
“You have different types of staff. So, you have the more vocal one, you have the softener…and now knowing that there’s different attachment styles, you can actually make the nurses a better fit for the patient.” (P13)
However, many staff cited the high turnover of staff and a reliance on temporary staff as barriers to the continued use of training. P7 explained: “staff in bank agencies haven’t… necessarily been embedded within the multi-disciplinary team.” (P7)

Increased confidence in the team
The training was considered to empower staff members to formulate and understand patient behaviour without requiring the input of the ward Clinical Psychologist.
“[when facing difficult situations on the ward].. if it wasn’t for that training then I’d  maybe speak to the ward psychologist because they know better. But as a team, we can now try and help by… thinking back “this is what we’ve learned, in this team talk”...can we just try and use it?” (P14)
Despite being largely positive about the training, and reporting an increased confidence in their ability to relate to patients, a majority of participants suggested that it would be difficult to identify the outcomes of the training. 
“Whatever impact, it’s subtle and probably unseen, but probably there somewhere, but it’s very hard to quantify it.” (P9)

Discussion
This study aimed to explore staff perceptions of the utility of attachment theory for understanding patient behaviour within an IPCU. Thematic analysis led to the development of three themes that addressed the aims of the study: engaging the reflective self, a new perspective on others, and  cohesive ward culture.
The theme of engaging the reflective self adds to current literature by demonstrating the utility of attachment theory as a tool for facilitating self-reflection in staff. Self-reflection, guided by the attachment-based cognitive behavioural models, provided staff with a chance to consider their own personal responsibility for patient behaviour. Whilst personal responsibility on behalf of staff has been identified as crucial for good inpatient care, feeling unable to provide optimal care has been linked to feelings of failure and moral distress in acute psychiatric staff (Jansen et al., 2020). In our study, attributing challenging behaviour to the patient’s attachment-related expectations, as opposed to a personal failure to provide adequate care on behalf of the staff member, facilitated a reduction in emotional reactivity within staff members. Decreased `emotional reactivity, and a decreased sense of personal responsibility for patient behaviour, appears to have positively impacted staff psychological wellbeing.
The decreased emotional reactivity reported by staff may also help explain the shifts in staff perception that occurred at an interpersonal level. These shifts were captured under the theme a new perspective on others. Past research has found that negative perceptions of patient behaviour may be mediated by strong emotional responses, in particular worry, relating to the behaviour (Wheatley & Austin-Payne, 2009). A reduced level of emotional reactivity appeared to allow staff to access an increased capacity for reflection. Staff were more able to recognise that patient’s challenging behaviour may be a manifestation of emotional regulation strategies, developed in response to early life experiences. This, in turn, was linked to greater empathy and more positive perceptions of patient behaviour. Adopting a more positive perspective of a patient’s behaviour may have a self-reinforcing effect. Staff who perceive their relationship with a patient as positive are less likely to view challenging behaviour as intentional (Berry et al., 2012).  
Despite the apparent increase in reflective capacity following the training, staff offered limitations of the attachment-focussed approach. The ability to reflect on the relationship between early life experiences and patient behaviour was reported to be inhibited when faced with violence or clinical acuity. Participants evaluated the attachment-focussed approach as having little utility when assessing and managing risk. Future iterations of Safe & Secure may benefit from highlighting how the attachment-focussed approach can be used with the most unwell patients or in crisis situations.
Participants reported that being able to recognise and value individual differences in attachment styles across the team was helpful. Understanding the attachment needs of other team members is considered crucial to the development of a “well-connected” team (Bevington et al., 2015). Consistent with this, the high turnover of staff and the frequent reliance on temporary staff was cited as a barrier to the sustainability of the attachment-focused approach. An awareness of attachment theory was also linked to a greater understanding of the behaviour of other staff members during stressful periods.  Past qualitative research has shown that staff can experience regret and shame due to their actions, or lack of ability to act, during particularly distressing ward events such as physical restraint (Mooney & Kanyeredzi, 2021). Self-disclosure on behalf of the training facilitators appears to have modelled an absence of shame regarding personal attachment insecurity and had a beneficial effect on the implementation of the programme. 
The third theme, a cohesive ward culture, was consistent with previous research in recognising the importance that staff placed on having a shared language with which to communicate about patients (Kramarz et al., 2023). The ability of team members to effectively share ideas and perspectives about patient care has been shown to strengthen team cohesion in mental health services (Short et al., 2019). Staff frequently commented on their use of attachment styles as a short-hand way of advising colleagues about patients. Whilst framed as a positive development by participants, it can be recognised that factors other than attachment can influence patient behaviour and that the new shared language could lead to the misattribution of normal patient behaviour to their attachment style (Campbell et al., 2014). 
Despite the changes in attitude that were captured across the three themes, almost all participants reported that it was difficult to identify the impact that Safe & Secure had on their clinical practice. Studies assessing team formulation in inpatient mental health wards report a similar effect. Staff recognise the indirect influence of psychology on their practice but struggle to identify examples of its direct application (McTiernan et al., 2021).
Limitations
The lead researcher (AD) was partially responsible for the delivery of the training programme as well as data collection and analysis, leading to a potential bias towards a favourable interpretation in how the data was analysed. In addition, the involvement of the ward Clinical Psychologist (DC) with  the research may have influenced participant responses. Despite this, participants appeared comfortable in offering criticisms of Safe & Secure. The timeline of data collection must also be acknowledged. The final two participants to be interviewed had attended the two-hour training session over six months earlier. These participants reported struggling to remember the content of the session in detail. It is possible that these participants were less reliable historians.
Recommendations for Future Research
Psychological interventions within acute mental health settings are associated with a reduction in patient incidents, improved staff perceptions of patients, and improved relationships between staff and patients (Man et al., 2023). Measuring the impact of Safe & Secure on these variables, alongside rates of readmission, use of restraint, violence and aggression, and length of stay, would provide further support for the use of the programme. 
Conclusion
The current study provided a first opportunity to apply Newman-Taylor et al.’s (2022) attachment-based cognitive-behavioural models within a clinical setting. These models had been suggested to improve care in acute settings by allowing staff to recognise, and positively influence, the cognitive, behavioural, and affective processes common to patients who have attachment insecurity (Newman-Taylor et al., 2022).  Our findings were to some degree consistent with this hypothesis. In particular, the theme a new perspective on others recognised the power of the models in allowing staff greater insight into the attachment-driven thoughts, behaviours, and emotions of patients. As evidenced by the two other themes, staff also used the models to understand their own internal world and the internal world of their colleagues. Staff who were educated about attachment theory reported greater understanding and empathy for both patients and colleagues. Our study has provided evidence that attachment theory can provide a theoretical framework that can strengthen staff-patient relationships within this setting. Staff from a range of disciplines were able to integrate attachment theory into their clinical practice within an eight-week period. Newman-Taylor et al.’s (2022) attachment-focussed cognitive behavioural model provides a suitable template for healthcare professionals seeking to develop an attachment-focussed inpatient service.
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Table 1. Stages of Thematic Analysis
	Stage
	Process

	Familiarisation
	The lead researcher spent time becoming familiar with the data by re-reading the transcripts

	Generating initial codes
	Two rounds of coding took place. Codes were written besides each transcript before being collated in an electronic document. Code titles were standardised across scripts.

	Searching for themes
	Codes that occurred across transcripts were grouped by concept to form subthemes. Unused codes were then re-assessed to see if they fitted within a theme or were to be discarded. The discarded codes mainly related to the logistics of implementing the programme and did not attend to the change that the programme brought about. The analyst’s initial groupings divided codes into those that related to the participant’s internal experience of the programme and how the programme changed their external behaviour.

	Reviewing themes
	Transcripts were reviewed to ensure that the themes accurately represented the ideas that participants were sharing. During this stage, the analyst began to re-assess their initial division of codes into two groupings (internal/external), and began to develop a third theme that related to the systemic influence of the programme. This theme was considered distinct given its focus on the shared experience and influence of the training, as opposed to individual-level changes.

	Naming themes
	Theme titles that provided sufficient clarity without losing the core concept of the grouped codes were drafted. Given the focus of the programme on influencing the perspectives and behaviours of staff, theme titles were selected that best represented the change mechanisms being discussed by staff. Theme titles were further elucidated through reflective conversation with KG. 

	Producing the report
	The report was written with acknowledgement of the recommendations for quality practice in thematic analysis (Braun and Clarke, 2023).







Table 2. Themes developed through reflexive thematic analysis
	Theme title
	Summary
	Subthemes

	Engaging the reflective self
	[bookmark: _Int_FUwFqwk6]The changes in perspective that occurred within staff as a result of reflecting on the role of attachment in both their personal and professional lives
	· Value of recognising own attachment style
· Detaching from immediate reactions
· Creating space to reflect

	A new perspective on others
	The changes in the way that staff perceived the behaviour of patients and colleagues after the training.
	· It’s not personal
· Increased empathy
· Biographical contextualisation
· Reframing ward interactions 

	[bookmark: _Int_tdQBYVzZ]Cohesive ward culture
	[bookmark: _Int_8TlEUqwK]How the culture of the ward changed as a result of the training programme.
	 Shared knowledge/language
 Recognising individual differences across the team
 Increased confidence in team
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