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Damaging dichotomies and confounding contradictions in mental health inpatient nursing: 
Lessons learned from Orwell’s 1984  

 
 

Michael Haslam & Keir Harding 
 

 

 

Abstract 

Purpose: Our discursive paper considers the use of restrictive practices in mental health inpatient settings and how 

these are often prioritised over relational approaches, especially where the diagnostic label of personality disorder 

intersects with risk. 

 

Approach: Key concepts from Orwell’s 1984 are studied for their pertinence to mental health inpatient settings, 

supporting our argument that restrictive practices arise from dichotomous thinking and externalised fears.  

 

Findings: Drawing upon Orwellian themes of power, social control, and digital surveillance from 1984, we highlight 

the role of fear in perpetuating restrictive practices under a guise of benevolent care in mental health inpatient 

settings, especially for those who are diagnosed with a personality disorder.  A lack of preparedness to work with 

complexity in such environments, coupled with a deficit in self-reflexivity and critical thinking, can exacerbate 

challenges.  

 

Originality/value: We use Orwell’s novel to support a critical discourse around those damaging dichotomies and 

inherent contradictions that contribute to restrictive practice in contemporary mental health settings and to 

question whose interests’ these restrictive practices serve.  

 

Implications: To transcend damaging dichotomies and reduce restrictive practices in inpatient settings, we make the 

argument for the adequate preparation and education of the mental health nurse and authentic, collaborative, user-

involved care. 

 

 

Keywords 

Personality Disorder; risk-aversion; restrictive practice; inpatient; mental health nursing; risk management; fear; 

anxiety; relational practice 
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Introduction 

Our discursive paper seeks to highlight how restrictive practice is prioritised within mental health inpatient settings, 

over the relational and interpersonal approaches needed, especially when working with service users with the 

diagnostic label of personality disorder. In our paper, the links throughout to Orwellian themes of power, coercive 

social control, and digital surveillance, are purposeful; George Orwell’s 1984 (Orwell, 1949) providing a framework 

against which we intend to explore the use of restrictive practice (as referring to the use of both chemical and 

physical restraint) for this patient group in mental health inpatient settings.   

 

Published 75 years ago this year, the relevance of this novel’s themes have never been more pertinent to 

contemporary mental health inpatient care in the UK, given the failure by the previous UK government to see 

through planned reforms of the Mental Health Act, despite its perceived obsolescence (Thomas, 2023). The 

necessity, however, for such reforms were illustrated not too long ago by the BBC undercover program, ‘Panorama’ 

(Panorama, 2022) and the ensuing independent review (Shanley, 2024); both which exposed indefensible cultures 

of restrictive practice and abuse in mental health inpatient settings. And in highlighting concerns, they have 

figuratively pricked our collective professional consciences, all while posing an existential challenge to our very 

‘being’ as mental health clinicians.  

 

While we acknowledge that within mental health nursing some of the strategies used to contain people physically 

may be necessary to ensure the physical safety of those under the care of inpatient services (Crowe & Carlyle, 2003), 

and for some may even form an essential element of a healthy therapeutic milieu within such settings (Winship, 

1998; 2006), we may also be failing to recognise the inherent harms caused by the routine use of such measures and 

how they may reinforce for the service user, feelings of powerlessness, and a sense of dehumanisation, and stigma 

(Gillespie & McEwan, 2019). Our central argument here, is that under particular situational forces (Zimbardo, 2007), 

risk management strategies can go beyond a benevolent paternalism, possibly even legitimising violence, in an 

attempt to alleviate the fears and anxieties of society, the organisation and individual mental health nurses.  

 

Furthermore, despite our focus in this paper being upon risk-averse cultures and restrictive practices within inpatient 

settings, we also acknowledge a parallel argument, critical of those narratives that justify the inaction of services 

and individual mental health nurses (Fisher, 2023; Beale, 2022; Ware, et al. 2022) under the guise of ‘positive risk-

taking’. We argue, however, that such practices might be considered the reverse side of the same coin, also arising 

from dichotomous thinking and externalised fears, and so carry the same risk of iatrogenic harm. Such practices can 

also be, and often are, the antithesis of the relational, collaborative approaches needed to support those 

experiencing mental distress. 

 

Our objective here, is not necessarily to discourage, or to attribute moral judgment to, colleagues currently 

employed within mental health inpatient services, but instead, to use Orwell’s novel as an analogy to explore the 

impact of those broader political and institutional forces upon mental health nursing practice. Our hope is that this 

paper will gently prompt individuals to critically examine their own practice, identifying areas of cognitive dissonance 

and to ensure that personal practices reflect a therapeutic milieu.  

 

 

“Doublethink”: Examining inherent contradictions within mental health inpatient care 

In his novel, 1984, Orwell coined the term: “Doublethink”; an idea that a person can hold two contradictory beliefs 

in their mind simultaneously, while accepting both as true (Orwell, 1949). The obvious contradictions in the novel, 

“War is Peace”, “Freedom is Slavery” and “Ignorance is Strength,” are examples of doublethink used as propaganda 

by a totalitarian government to undermine the autonomy and individuality of its citizens, thus establishing a culture 
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of fear to maintain social control. Our application of these contradictory phrases to mental health inpatient settings, 

is used to frame discussions around those inherent contradictions already existing within mental health nursing 

practice, and to support a critical discourse around the use of power and restrictive measures under the rhetoric of 

benevolent care, specifically in environments where staff are fearful, lack the adequate resources to perform their 

role effectively, and are inadequately prepared to work with service users labelled with a personality disorder 

diagnosis.  

 

 

“War is Peace”: the identification and physical containment of the ‘other’ 

We begin by discussing the first contradiction within 1984: “War is Peace” (Orwell, 1949), representing how people 

are united through the fear of a common enemy. In the novel, this fear is used both as a device to justify poor 

conditions, and to maintain social order. This first contradiction, we argue, has a relevance to those practice settings 

where restrictive measures implemented in response to complexity are founded upon dichotomous thinking and 

legitimised by fears and anxieties experienced in respect of perceived risk. 

 

The dominant discourse around safety in mental health inpatient settings, at least at face value, appears compatible 

with ethical mental health nursing practice, implying a benevolent obligation to protect the individual through the 

mitigation of potential harms. Our argument, however, is that risk management strategies are often counter-

productive given that they are misused and often have little to do with the service user and their actual presentation 

(Felton, et al. 2018; Wright, et al. 2007). Paternalistic, restrictive practices are borne out of, and legitimised by the 

fears and anxieties arising from the potential harms posed by those with mental ill-health to wider society, the 

mental health nurse, and their organisation (Kolar, et al. 2023; Slemon, et al. 2017).  

 

Beginning first with the fear experienced at a societal level, western representations construct those with mental ill-

health as being of a fundamental difference, feeding into a popular public perception and discourse that when 

acutely unwell, mental health service users represent the potential to pose harm to self and others (Kolar, et al. 

2023). In a parallel with Emmanuel Goldstein’s role in Orwell’s 1984 as the primal source of public fear and revulsion, 

a damaging dichotomy is established here, positioning the mental health service user as the ‘other’; as diametrically 

opposed to the ‘self' (Wright, et al. 2007; Mckeown, & Stowell-Smith, 2006). As a consequence of this demarcation, 

the chances of denigration and exclusion of the individual are increased, especially at the intersection between the 

diagnostic label of personality disorder and risk. This dichotomous thinking is also conveniently aligned with, and so 

reinforces those toxic neoliberal dichotomies that emphasise ‘us and them’ and ’deserving vs undeserving’ cultures 

(Collier‐Sewell & Melino, 2023).  

 

In relation to those experiencing mental ill-health, this public identification of embodied difference (Shildrick, 2002) 

or ‘otherness’ (Wright, et al. 2007; Mckeown, & Stowell-Smith, 2006) therefore permit us to view mental health 

inpatient settings through a similar lens to that with which Goffman (1961) and Foucault (1967) regarded historical 

psychiatric institutions. Beyond their principal purpose of ensuring the physical safety of all (Veale, et al. 2023; 

Bowers, et al. 2005), mental health inpatient settings may function as both a physical and a psychic barrier 

(Mckeown, & Stowell-Smith, 2006) fixing the ‘other’ at a safe distance of both society and the ‘self’ (Shildrick, 2002).  

 

Such a position allows us to consider the notion that it is society who is the ultimate end-user of psychiatry; mental 

health inpatient units existing as contemporary ‘containers’ of, and as defences against, collective anxieties (Bion, 

1961). It is within this context, that organisations are served with a mandate to pathologise, and supported via 

legislative frameworks, to incarcerate service users (Kolar, et al. 2023), especially those of whom exhibit risk 

behaviours that provoke visceral emotional responses (Harding, et al. 2020). Not unlike the society depicted in 
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Orwell’s 1984, institutions are therefore sanctioned to inaugurate paternalistic measures, serving the dual purpose 

of both maintaining social order, and alleviating public fears and anxiety, through the medicalisation and surveillance 

of individuals whose behaviours deviate from cultural norms (Foucault, 1967). For the mental health nurse working 

in inpatient settings, this sets the stage for tensions at a more individual level between the desire to deliver person-

centred psychotherapeutic care, and shouldering the accountability for patient and public safety (Kanerva, et al. 

2016). 

 

This accountability leads us to consider how the focus of service user risk extends beyond the potential for direct 

physical harms to self and others, to also encompass those indirect occupational, professional, and reputational 

costs. A fear of criticism, blame, sanctions and even a threat of litigation can perpetuate defensive practises (Beale, 

2022; Ware, et al. 2022; Ahmed, et al, 2021; Slemon, et al. 2017; Higgins, et al. 2015) fostering cultures of risk-

aversion and restriction. This issue is further amplified, however, where risk issues intersect with the diagnostic label 

of personality disorder; structural stigma and personal affective heuristics having the potential to colour clinician 

perceptions of risk (Blumenthal, et al. 2018).  

 

Consequently, we argue that restrictive risk-management approaches in inpatient settings can be less a method of 

providing benevolent and optimal care, and more a means of self-preservation for the mental health nurse in the 

face of potential adverse events (Veale, et al. 2023; Ahmed, et al. 2021). The danger here is that in risk-centric 

organisations and teams, risks posed to the service user become secondary; the clinician’s primary focus being upon 

the management of risk to the self and their organisation (Harding, et al. 2020). And so clinical decisions are made 

in respect of anxieties around perceived risk, over those factors perhaps more relevant to service user presentation 

(Felton, et al, 2018; Wright, et al. 2007). Such a position is not a new one, if we consider those observations of 

Menzies Lyth, regarding the management of staff anxieties in hospital settings that ultimately prioritised the needs 

of the institution over those of its patients (Menzies Lyth, 1988). 

 

Often overlooked, however, are those iatrogenic harms experienced by service users, arising from such practices. 

Beyond the use of physical force and coercive measures justified under declarations of ‘last resort’ and ‘best 

interests’, more subtle forms of harm such as discrimination and blame resulting from countertransference 

enactments, and the loss of independence and self-determination are also possible within an organisational culture 

of risk-aversion and restrictive practice. These reinforce for the service user, a sense of powerlessness, 

dehumanisation, and stigma (Gillespie & McEwan, 2019). Yet in the face of indifferent mental health nurses, these 

harms are rarely, if ever, acknowledged (Coffey, et al. 2017); the dehumanisation of service users clouding a person’s 

view like a ‘cortical cataract’ (Zimbardo, 2007, pg.xii).  

 

Moreover, a focus upon strategies to ensure physical safety alone as a way of mitigating those harms to the 

organisation and individual mental health nurse, may result in a reduction in service users’ emotional safety, given 

that this may remove their own method of dealing with intense emotions (Veale, et al. 2023; Harding, et al. 2020). 

Indeed, restrictive, coercive treatments and infringements on autonomy, are said to be contributors, and even 

provocations, to aggression (Jenkin, et al. 2022), and for some, may increase rather than decrease levels of mental 

distress (Ware, et al. 2022). Such measures defy those recovery-orientated approaches which emphasise self-

determination by re-enabling those with mental ill-health to take back, rather than relinquish control (Deering, et 

al. 2019; Felton, et al. 2018). This is particularly problematic for those service users who are diagnosed with a 

personality disorder and who have experienced a misuse of power in their lives (Johnstone, et al. 2018). 

 

Fundamentally, the public fears and anxieties we have described here in respect of perceived service user risk, 

parallel those themes of fear, social control, and coercion present in Orwell’s 1984, thus highlighting the 
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dehumanising effects of societal fear for our service users, especially where risk issues intersect with a diagnosis of 

personality disorder. Furthermore, the fear of legal repercussions for the mental health nurse echoes the 

atmosphere of oppressive scrutiny and punishment in 1984. In both cases, we argue that the fear of external 

consequences leads to and normalises defensive, restrictive practices in inpatient settings that prioritise the 

interests of the mental health nurse and their organisation under a guise of benevolent care. And yet these are often 

to the detriment of the person-centred and relational care approaches needed in these settings.  

 

 

“Freedom is Slavery”: the paradox of using surveillance technologies to improve ‘care’ 

The second contradiction in 1984, “Freedom is Slavery” (Orwell, 1949), represents the idea that paternalism will 

keep people free from danger. Order and social control in the novel are maintained by surveillance under the guise 

of “Big Brother” whom it is claimed, has the best interests of the people in mind.  Given its relevance to those 

paternalistic approaches used within inpatient services to mitigate risk, it is discussed here, specifically in relation to 

the proliferation of technological surveillance in inpatient settings, thus building upon our previous section around 

how restrictive measures in inpatient services in respect of perceived risk, arise from dichotomous thinking and 

externalised fears. 

 

Here, we argue that “Non-contact Health Monitoring to Support Care” (Ndebele, et al. 2022) is perhaps a phrase that 

is reminiscent of Orwellian “doublethink”, given the obvious opposition of the terms “non-contact” and “care”. This 

oxymoron is used to justify the use of modern surveillance technologies over more traditional monitoring techniques 

that involve human interaction and clinical judgement (Holmes, 2008) all while alluding to how care is improved as 

a result. This is facilitated by the ambiguity of the word ‘care’ as used in this context; it’s shift from a verb to a noun 

grounded in neoliberal ideology. That is, its meaning is less an act of feeling concern or interest, than a service 

provided. Ironically, however, it’s use in this context serves to perpetuate the myth of interaction (Lipsky, 1980), 

despite a clear reference to maintaining physical distance from the ‘other’ (Shildrick, 2002). 

 

To be clear, our argument here, is not necessarily a critique of the need for observation in mental health inpatient 

units. We point out that the ethical debate addressing the paternalistic nature of observation; that is its role in 

transferring the responsibility for individual safety from service user to mental health nurse, is already documented 

elsewhere (Warrender, 2018). Indeed, used in response to the immediacy of a mental health crisis, we posit that 

observation saves lives, and when used to engage with those who are experiencing distress, serves as an effective 

intervention, providing it is perceived by the mental health nurse as being more than a meaningless task (McKeown, 

2024; Gillespie & McEwan, 2019; Simpson et al., 2016). Rather, it is the over-surveillance and digitisation of 

treatment carried out under a rhetoric of care that is on the dock here. A blanket use of the panopticon to maintain 

order and control; quite literal ‘technologies of power’ (Foucault, 1977) are legitimised in the name of ‘risk 

management’ (Kolar, et al. 2023; Slemon, et al. 2017), though carry iatrogenic harms for those experiencing a mental 

health crisis. 

 

Despite neoliberal assertions that digital surveillance can save the health service money and standardise treatment 

(Malcolm, et al. 2022), this does not necessarily lead to better outcomes as alluded. Not least, the technology is 

considered controversial (Evans, 2023); its use, effectively maintaining and even intensifying power relations 

(Foucault, 1977), while also a violation of service users’ privacy and dignity under a pretext of providing treatment 

(Holmes, 2008). Furthermore, digital surveillance, as a pragmatic response to risk behaviours, can reduce the 

accessibility of the mental health nurse, and so is to the detriment of relational approaches needed especially when 

working with service users diagnosed with a personality disorder.  
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Given how crucial the physical presence of the nurse is in supporting empathic responses to underlying distress 

(Wright, 2021; Olsen 1998) and in ensuring emotional safety (Veale, et al. 2023), digital surveillance systems are, 

therefore, a folly, prioritising efficiency at the expense of interpersonal connection and engagement needed for 

recovery (Delaney & Johnson, 2014). Such systems have significant implications for the emotional safety of service 

users, supporting avoidance behaviours that divert the mental health nurse from involving themselves directly with 

the distressed individual, at a time when their presence is most needed (Haslam, et al. 2022; Menzies Lyth, 1988). 

And in doing so, minimising those opportunities for mental health nurses to spend more time occupying the same 

relational space as service users at the time of crisis, engaging with them around specific needs (Deering, et al. 2023) 

and working collaboratively on skills and strategies that can support recovery (Ware, et al. 2022; Gillespie & McEwan, 

2019).  

 

Fundamentally, the Orwellian paradox of "Freedom is Slavery" is used here to highlight how an increase in the 

blanket use of digital surveillance technologies in inpatient settings under a fallacy of care provision, raises moral 

concerns when caring for those diagnosed with a personality disorder, given that they not only have the potential 

to intensify forms of biopower, but also limit opportunities for meaningful connection and engagement with 

individuals who are experiencing emotional distress. Furthermore, our discussions emphasise the irony of removing 

individual freedoms within inpatient settings, under a pretext of ensuring the physical safety, although in the act of 

doing so, neglects the emotional safety, of service users. In essence, we argue that the reduction of ‘care’ to the 

monitoring of screens prioritises efficiency over the safety of the individual, thus aligning the mental health nurse 

closer with Big Brother than with Florence Nightingale.  

 

 

“Ignorance is strength”: acceptance of the status quo and insufficient preparation of the nurse  

Our final contradiction from Orwell's 1984, “Ignorance is strength” (Orwell, 1949), represents the idea that the 

absolute acceptance of orthodoxy, even in the face of obvious contradiction, strengthens and maintains the status 

quo. ‘Ignorance’ here, might refer to a clinician’s lack of comprehension of, or desire to challenge, those reductionist 

biomedical hegemonies that maintain hierarchical relations and power differentials within the context of mental 

health inpatient settings, especially where decision-making and power are centralised, and held by the psychiatrist 

(Kolar, et al. 2023). Within these systems it is often the mental health nurse, operating at the forefront of care, who 

is entrusted with executing psychiatry’s ‘dirty work’ (McKeown, 2023a; Gadsby & McKeown, 2021). Again, in a 

parallel with members of the party in Orwell’s 1984, their role is also one that complicitly enacts institutional power 

in fulfilment of the societal and organisational agendas discussed in the earlier sections of this paper (Liberati, et al. 

2023; Lipsky, 1980; Foucault, 1967), through a range of coercive, restrictive and at times, punitive measures.  

 

Furthermore, in a further parallel with Orwell’s novel, we suggest that the individual fears arising from the potential 

for individual scrutiny, criticism and sanctions discussed in earlier sections of this paper, skew the focus of the mental 

health nurse, providing an expedient distraction from the damaging effects of neoliberalism upon the services 

delivered. Contemporary mental health nursing practice is conducted against a backdrop of service fragmentation, 

resource limitations, harmful workforce deficits, systemic constraints and redundant metrics (Ahmed, et al. 2021) 

breeding staff burnout and moral injury, neither of which are conducive to compassionate and relational care 

(Liberati, et al. 2023; Beale, 2022). A paucity of resources; doing "more with less", however, is passively accepted by 

organisations and clinicians in times of economic austerity, despite its potential to reduce the quality of services 

offered and this feeding back into a service response that relies more heavily upon restrictive, coercive practices 

(McKeown, et al. 2019).  
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‘Ignorance’, within this context, also extends to the lack of preparedness to work with complexity in inpatient 

settings. Against a backdrop of ongoing critical discourse around the direction of mental health nurse education in 

the UK and beyond (Warrender, et al. 2023; McKeown, 2023; Haslam, 2023; Connell, et al. 2022) we acknowledge 

that the move towards generic nursing curricula is contentious and, in keeping with the theme of Orwell’s 1984, is 

its own confounding contradiction of sorts. Such a move seeks to upskill mental health nurses in irrelevant 

procedural-based skills under the guise of improving the physical health of our service users, though by doing so, 

illogically risks the dilution of the specialist skillset needed to deliver safe and effective mental health care. While 

undoubtedly, mental health nurses have needed upskilling in physical health care skills to meet the complex needs 

of service users, our critique here lies in the sort of skills required, and the extent to which these are needed over 

those mental health-specific skills considered more critical to the role. 

 

Fundamentally, this position neglects the unique needs of those of our service users and the challenges that the 

mental health nurse faces in practice (Haslam, 2023; Connell, et al. 2022). The profession is one borne from conflict; 

mental health nurses, already walking a tenuous tightrope between paternalistic restrictive practices and 

collaborative, recovery-orientated care (Felton, et al, 2018; Hurley, et al, 2022). Arguably, however, the need for a 

nuanced understanding of complex power dynamics and those advanced relational and interpersonal skills required 

to navigate said challenges are poorly served in mental health nursing curricula, in favour of more technical, and 

quantifiable aspects of care (Lamph, et al. 2023; Connell, et al. 2022). As such, we argue that despite the increasing 

complexities of those we work with, the profession remains just as ill-equipped (if not, more so) to work with service 

users diagnosed with a personality disorder than it was 20 years ago (Bateman & Tyrer, 2004; National Institute for 

Mental Health England [NIMHE], 2003) and the creeping genericization in mental health nursing curricula further 

compounds this issue, shifting the mental health nurse even further away from being the sort of nurse service users 

require them to be (Haslam, 2023).  

 

The implications of the inadequate preparation of the mental health nurse to work with complexity include a limited 

or skewed grasp of risk assessment. Those who locate risk, for instance, within the person rather than considering 

wider contextual and environmental factors, will likely prioritize the reductionist and procedural aspects of risk 

assessment, and are naturally more risk-averse (Coffey, et al. 2017), thus aligning their practice with that of the 

biomedical model. Especially in environments where meaningless ‘box-ticking’, administrative tasks associated with 

defensive practices are already prioritised above those skills needed for relational working (McKeown, 2024; 

Simpson et al. 2016), such an approach is an example of technocratisation of mental health nursing, serving 

neoliberal systems, and again prioritising the needs of organisations over the people cared for (Fisher, 2023; 

McKeown, et al. 2017; Menzies Lyth, 1988; Lipsky, 1980). Furthermore, the repercussions of inadequate preparation 

might also be extended to those mental health nurses who lack the self-reflexivity in the face of complexity (Romeu-

Labayen, et al. 2022; Troupe, et al. 2022; Burke, et al. 2019), especially where it is necessary to recognise and to 

challenge existing personal cognitive heuristics around decision-making within the context of risk. 

 

Critical thinking skills and the confidence to challenge poor practice are also necessary to facilitate the cultural 

changes needed for the reduction of restrictive practices in inpatient settings (Muir-Cochrane, et al. 2018; Bowers, 

et al. 2015). Without such qualities, our educational establishments may inadvertently become breeding grounds 

for the harmful dichotomous ‘us and them’ thinking, discussed in previous sections of this paper. This is especially 

an issue when coupled with an exposure to clinical cultures where experienced clinicians lacking understanding in 

the face of distress (Ware, et al. 2022; Muir-Cochrane, et al. 2018) disseminate those harmful “splitting the team” 

mantras. Where this happens, misplaced beliefs around collusion and service user manipulation compound poor 

attitudes, and in toxic environments risk the ‘othering’, dehumanisation (Wright, et al. 2007; Zimbardo, 2007) and 

even the objectification (Felton, et al. 2018) of service users. Conversely, increasing clinicians understanding may 
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reduce conflict and containment events and therefore contribute to a more efficacious treatment milieu as 

exemplified by Psychological Informed Planned Environments (Kuester, et al. 2022; Turley, et al. 2013) and Safe 

Wards (Bowers, et al. 2015). 

 

Fundamentally, the Orwellian paradox of "Ignorance is strength" is discussed here both in relation to a blind 

acceptance of those damaging biomedicine-centric hegemonies, and those harmful resource limitations that impact 

upon the care delivered in mental health inpatient settings. Such complacency, we argue, ultimately positions the 

mental health nurse as complicit in perpetuating restrictive practice. Furthermore, we suggest that where risk 

aversion and restrictive practices are often rooted in dichotomous thinking and externalised fears as discussed in 

previous sections of this paper, the notion of ‘ignorance’ here might also be extended to include the lack of effective 

preparation of the mental health nurse to work with complexity. While accepting that many of the challenges raised 

in this paper will not be resolved by nurse education alone, we still posit that increasing understanding, self-

reflexivity, and critical thinking skills, would ensure that the profession would better meet the complex needs of 

service users, particularly those diagnosed with a personality disorder. 

 

 

A manifesto for collaborative, user-involved care?  

Extending our 1984 analogy further, we ask readers to reflect upon the concept of "Room 101” (Orwell, 1949) where 

individuals' worst fears are realized. Perhaps, we might suppose, we are already living in a version of “Room 101” 

and through our experiences of powerlessness, have already learned to accept (though not necessarily to love) the 

status quo, akin to a neoliberal-induced, profession-wide Stockholm syndrome. Considering, however, an urgent 

requirement to redress the balance, our final section goes beyond the mere recognition of restrictive practice and 

dichotomous thinking, and beyond educational approaches, to emphasising user-involved approaches as a further 

antidote to some of the issues discussed in this paper.  

 

We begin this final section with the ideal “where there is equality, there can be sanity” (Orwell, 1949); contrasted 

starkly against the dystopian society painted in the novel. Speaking to a broader concept of resistance (Tyner, 2004), 

this sentence represents what could be, if individuals were to unionise and reject the oppressive constraints of the 

status quo, in favour of a healthier and more democratic society. In a direct parallel with mental health nursing 

practice, McKeown (2024; 2023; et al. 2017) challenges us to do the same, proposing the forging of cross-sectional 

links with those who use services in order to democratise mental health care. Similarly, Collier‐Sewell & Melino 

(2023) invite us to a ‘radical re-imagining’ (pg.4) of future mental health nursing care, if we are to look beyond the 

constraints of existing practice and come together in solidarity and cooperation with our service users.  

 

We suggest that perhaps such an aspiration may not actually be that radical, after all. Especially considering those 

progressive ideologies of democratic user involvement in therapeutic communities between the 1930s and 1990s 

(Clarke, et al. 2024; Winship et al. 2009). In order for us to be successful, however, a starting point is in our eschewing 

of damaging dichotomies, in favour of launching a unified challenge upon those structural causes of inequality that 

contribute to some of the issues discussed in this paper. Such a discursive shift would go some way to remedying 

the ‘crisis of legitimacy’ currently facing mental health nursing (McKeown, et al. 2017). 

 

Still, recognizing that achieving this ideal may nevertheless be arduous (emancipatory approaches requiring as much 

the commitment and motivation of those who wield the power, as they also demand careful and thoughtful 

negotiation, Einboden, et al. 2024), crucial first steps to reducing power differentials in the caring relationship at a 

more local level include enhancing individual user involvement in the decisional aspects of their own treatment. 

While in the initial stages of a crisis, it may be necessary for the mental health nurse to hold the responsibility for 
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the management of risk, the service user’s role as a partner in risk assessment and management is essential (Kanerva, 

et al. 2013), supporting individualised and flexible measures that minimise restrictive cultures and harmful practice 

(NHS England 2024; Ware, et al. 2022). Yet where there is a noticeable absence of service user voice in assessments 

and decision-making around risk, this may be a contributor to risk-aversion and an antecedent to restrictive practice 

and oppressive inpatient environments (Felton, et al. 2018).  

 

Collaborative partnerships in risk management, therefore, do not only support relational and interpersonal 

approaches (Lamph, et al. 2023), but are also for the service user, a part of the process of regaining personal control 

(Liberati, et al. 2023; Deering, et al. 2019), thus going some way to resolving those existing tensions between the 

exertion of organisational control and the promotion of personal agency.  Authenticity here, is also crucial; an 

incongruence between those ideas expressed and action taken appearing disingenuous, and otherwise undermining 

service user trust. 

 

The justification for not involving service users in their risk assessment and management likely arises out of a 

misplaced view that a discussion of personal risk can increase distress or hinder the therapeutic alliance (Coffey, et 

al. 2017). Arguably, such a defence is purported by the clinician who may themselves lack the confidence to discuss 

service user risk with them and find such dialogue difficult (Ahmed, et al. 2021), taking us back to our earlier 

argument pertaining to the adequate preparation of the mental health nurse to work with complexity. Without 

service user collaboration, however, risk assessments are likely to focus solely upon the potential harms to others, 

while overlooking service user priorities and strengths (Ball, 2020; Deering, et al. 2019), so lacking user ‘investment’ 

in subsequent risk management and safety planning (Butler & Haslam, 2024).  

 

Furthermore, where the service user is excluded from risk assessment and management, there are missed 

opportunities for intersubjectivity; a collaborative ‘sense-making’ through a reciprocal dialogue around risk 

behaviours that can support a shared humanity and mutual understanding (Haslam, et al. 2024; Deering, et al. 2023; 

Harrison, et al. 2018; Crossley, 1996). As such, without service user collaboration, risk assessments may be 

considered as irrelevant and ‘meaningless’ (Simpson, et al. 2016), serving little purpose beyond the demonstration 

to colleagues that an administrative task has taken place, or being used to legitimise action that may elicit discomfort 

in clinicians (Coffey, et al. 2017).  

 

Concluding our discussion, while Orwell’s 1984 is usually read as a cautionary tale against oppressive systems, the 

novel also speaks more broadly to ideas of discipline and resistance (Tyner, 2004) that resonate with contemporary 

mental health care. Our own playful application here of Orwell's novel, provides a lens through which we might 

better understand those critical issues defining the current landscape of mental health inpatient care, especially for 

those diagnosed with a personality disorder. Lessons learned, highlight the dehumanising effects of societal fear and 

enactments of institutional power for our service users, and the promotion of organisational and individual interests 

above those of the person being cared for. Through the novel, Orwell could be challenging us to scrutinise and reform 

those systems that support restrictive mental health nursing practices under a guise of benevolence, so that instead 

they prioritise interpersonal connection and the relational approaches needed. We end our paper by suggesting a 

reorientation of the mental health nurse priorities to support a contestation of existing damaging dichotomies, and 

work alongside our service users in an authentic and collaborative way across mental health settings. Viewing service 

users as active agents in their own treatment is an ethical imperative and would be the first step to supporting a 

reform of mental health inpatient care so that it is more compassionate and empowering for those who need to use 

it. Such a move would shift the balance of power and pave the way to more ethical and relational-based mental 

health nursing practice.  
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