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Abstract
People who are mentally unwell and have committed a criminal offence are cared for
by forensic mental health services. Their treatment is provided in secure hospitals so
that any risks to the public are minimised. The complex nature of the mental health
difficulties experienced by this clinical population means that they are typically
treated in secure hospitals for several years, incurring high economic and personal
costs. The need for meaningful approaches to treatment and management of these
individuals is therefore paramount. The first paper systematically reviewed eighteen
qualitative research papers that explored stakeholder perspectives on the personal
recovery approach to care in forensic contexts. Principles of personal recovery were
perceived to be meaningful and applicable in forensic contexts if adaptations were
made to overcome inherent barriers such as restrictions due to risk management.
Methodological quality of the reviewed studies was limited by shortcomings in the
transparency of study procedures. The second paper explored the experiences of a
significant subpopulation of forensic service users who were discharged to the
community subject to conditions including ongoing monitoring, then recalled back to
a secure hospital due to a relapse in their mental state or other indicators of increased
risk. Using grounded theory, a theoretical model was developed of how these
individuals make sense of being recalled. This was found to be a recursive process
influenced by their perceptions of events before their recall, during the recall itself,
and their subsequent experiences.
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Recovery in forensic mental health: A systematic review
Owen Paul Rye, Harris Manchester College, University of Oxford,
Doctorate in Clinical Psychology (Trinity Term, 2017)
Abstract
Purpose: UK forensic mental health policy advocates that forensic services apply
principles of personal recovery. However, the meaning and relevance of these
principles in forensic services is questionable, given the inherent prioritisation of
managing risk. This review examined the growing body of qualitative research into
this topic.
Design/methodology/approach: A systematic review was conducted, searching five
databases using search terms relating to personal recovery, forensic mental health,
and qualitative methods. Studies were included if they used a qualitative or mixed
methods design, primarily focused on personal recovery, and described personal
recovery. Selected studies were evaluated for methodological quality using an
established appraisal tool.
Findings: 18 studies were identified. A range of qualitative approaches were used to
explore the perspectives on recovery of forensic service users, staff, and non-staff
carers. Overall, recovery principles were perceived to be meaningful and applicable
in forensic services if adaptations were made to overcome challenges, such as
restrictions due to risk management. Only inpatient services were represented and
transparency of study procedures was often limited, especially regarding recruitment
and researcher reflexivity.
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Research implications: Future qualitative research should explore this topic in
community contexts and report study procedures transparently.
Practical implications: Principles of personal recovery can be meaningfully applied
in forensic mental health contexts if adaptations are made to accommodate specific
complexities, such as managing risk.
Originality/value: This systematic review included studies exploring the
perspectives of a range of relevant stakeholders in forensic services, and appraised
them comprehensively.
Keywords: Recovery, Qualitative, Forensic mental health
Article classification: Literature review

Chosen journal: Journal of Forensic Practice (for author guidelines see Appendix A)
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1. Introduction
1.1 Recovery in Mental Health
Recovery in mental health has been conceptualised in two ways: ‘clinical
recovery’ and ‘personal recovery’ (Slade et al., 2008). Clinical recovery is
traditionally used within the medical model of mental illness to describe the
remission of a person’s symptoms and their return to a standardised level of
functioning (Resnick et al., 2005). This accords with symptom-based approaches to
diagnosis and outcome measurement (Zisman-Ilani et al., 2013). The concept of
personal recovery developed within the context of the ‘consumer-survivor
movement’, and is thus rooted in individuals’ accounts of living with serious mental
illness (Frese and Davis, 1997). Personal recovery is intentionally distinct from
clinical recovery because it recognises that people can lead meaningful lives despite
continuing to experience symptoms of their mental health condition (Onken et al.,
2007). This perspective offers hope to people living with long-term mental health
difficulties, and thus promotes their agency in the process of their recovery (Lysaker
and Leonhardt, 2012). Although the medical model of clinical recovery continues to
predominate in mental healthcare, the principles of personal recovery have been
increasingly integrated into policy and practice over recent years (Jacob, 2015). In the
UK, the adoption of personal recovery principles have been enshrined in the crossgovernment mental health outcomes strategy ‘No health without mental health’ (HM
Government, 2011), and implementation of personal recovery-oriented policies in
clinical practice has been supported by a non-governmental organisation,
Implementing Recovery through Organisational Change (ImROC; e.g., Shepherd et
al., 2010).
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The nature of personal recovery is inherently unique to each individual, so
there is no consensus on a single definition of it (Mountain and Shah, 2008).
However, conceptualisations of personal recovery commonly include having hope for
the future, re-establishing one’s identity, having meaning and purpose in life,
empowerment by having responsibility and choice, a focus on strengths, and
connectedness with others (Anthony, 1993; Andresen et al., 2003; Slade, 2009;
Leamy et al., 2011; Stickley and Wright, 2011). The current review focuses on forms
of personal recovery that are consistent with this conceptualisation. In line with the
majority of literature on this topic, hereafter the concept is simply referred to as
‘recovery’.
1.2 Recovery in Forensic Mental Health
The expanding implementation of recovery principles has prompted
consideration of their applicability in specialist services, including forensic mental
health contexts (Turton et al., 2011). Forensic services provide care and containment
for people who are mentally unwell and have committed a criminal offence, or are at
high risk of doing so (McInerny and Minne, 2004). The dual aim of forensic services
is to support the needs of forensic service users (FSUs) by engaging them in multiple
forms of rehabilitative treatment to address both their mental health difficulties and
their offending behaviour, whilst also protecting the public from the potential of
harmful behaviour by FSUs (Sugarman and Dickens, 2015).
Managing risks in forensic services often involves the containment of FSUs in
secure hospital wards, and/or restricting their liberties, such as with curfews and
alcohol intake limits (Dickens et al., 2015). This inherent emphasis on risk presents a
significant challenge to implementing recovery principles that aim to promote service
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users’ autonomy (Barker, 2012). Similarly, it is difficult to foster hope for FSUs who
are detained as inpatients for indefinite durations until they are judged by
professionals to present sufficiently low risks; indeed, many FSUs stay longer in
secure hospitals than if they had served custodial sentences (Völlm et al., 2016).
Despite these and other challenges, the potential utility of applying recoveryoriented approaches in forensic contexts has been advocated by researchers,
practitioners, and policy-makers (Drennan et al., 2014; Hillbrand et al., 2010;
Mitchell and Callaghan, 2015).
1.3 Research into Recovery in Forensic Mental Health
As with any form of healthcare intervention, it is important that the wide-scale
implementation of recovery-oriented approaches is supported by an empirical
evidence base (Shepherd et al., 2014). Furthermore, in order to employ recovery
principles in a way that is meaningful and not tokenistic, it is crucial that their
implementation is based specifically on empirical evidence that accounts for the
complexities of forensic contexts (Mann et al., 2014).
The body of literature about recovery in forensic mental health has grown
steadily over the past decade; it now comprises a mixture of theoretical papers (e.g.,
Dorkins and Adshead, 2011), practice-based evidence of the feasibility and
effectiveness of its application (e.g., Corlett and Miles, 2010; Gudjonsson et al.,
2011), and exploration of the meaning and process of recovery-oriented approaches
from the perspectives of those who experience them in action, primarily FSUs and
forensic service staff (e.g., McKeown et al., 2016).
This last category, research into lived experiences of recovery in forensic
contexts, is closely aligned with the spirit of the consumer-survivor movement from
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which philosophies of recovery evolved. Given that recovery is a personal process, in
order for its evidence base to be meaningful, it should be rooted in lived experiences
(Andresen et al., 2010). Coffey (2006) has advocated that understanding the views of
FSUs is important in order to develop services in ways that are acceptable to their
consumers, on the basis that services that are more acceptable to their consumers will
thereby have more clinical utility. This has been echoed in policy guidance for
implementing recovery in mental health services (Shepherd et al., 2008).
Additionally, the value of appreciating the experiences and opinions of forensic
service staff and other non-staff carers of FSUs (such as family and friends) becomes
evident once we recognise the vital roles they have to play in the collaborative
process of recovery for the people in their care (Hillbrand et al., 2010).
Qualitative research methodologies offer a systematic approach to
investigating the subjective experience of individuals and groups (Thompson and
Harper, 2012). The value that qualitative research places on service users’
perspectives is deemed to be more acceptable and meaningful to FSUs (MacInnes et
al., 2011), and the typically inductive (bottom-up) nature of qualitative methods is
generally better placed to generate novel insights from individuals than the deductive
(top-down) approaches used in quantitative research (Tapp et al., 2013). Qualitative
research can therefore be considered to constitute the keystone in forming an
evidence base for recovery-oriented approaches in forensic mental health contexts.
1.4 Qualitative Research into Recovery in Forensic Mental Health
The growing rate of qualitative studies of recovery principles in forensic
contexts reflects the impetus for meaningful empirical evidence in this field, driven
by policy needs.
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Two systematic reviews have recently been published which both aimed to
evaluate and synthesise this research literature. Clarke et al., (2016) identified 11
studies of FSUs’ perceptions of recovery, evaluated these using criteria described by
the Critical Appraisal Skills Programme (CASP; 2013), and conducted a thematic
synthesis that generated six superordinate themes. Shepherd et al., (2016) identified
only five studies of FSUs’ experiences of recovery, and also evaluated them using
CASP (2013) criteria, and conducted a meta-synthesis that generated three
overarching themes.
Whilst these two reviews synthesised emergent themes of FSUs’ views on
recovery, they excluded research into the views of forensic service staff and other
carers of FSUs, who are also recognised as key stakeholders in making recovery a
reality (Shepherd et al., 2008). Clarke et al. (2016) also appear to have prioritised
synthesising the qualitative literature rather than describing a comprehensive critical
appraisal of its methodological quality, except for appraising the ethical
considerations of identified studies. Although Shepherd et al. (2016) reported their
critical appraisal in detail, they only identified and reviewed five studies; given that
Clarke et al. (2016) identified several more studies that were published before the
date of Shepherd et al.'s (2016) search, this suggests that their search strategy and
selection criteria may have been too narrow. Moreover, this body of literature has
continued to grow since the search dates of these two reviews.
1.5 Aims for the Present Review
Qualitative research constitutes the keystone of empirical evidence for
recovery, and the implementation of recovery principles in forensic mental health
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contexts should be based on recommendations that are derived from studies of
sufficient methodological quality.
Although two systematic reviews in this field have recently been completed,
these either prioritised synthesising findings of FSUs’ perspectives at the expense of
reporting a comprehensive critical appraisal of the methodological quality of studies
in this literature, or there is evidence to suggest that their strategy for selecting studies
may have been too narrow. They also limited their focus to research with FSUs,
excluding other important stakeholders.
The present review aims to identify and summarise the qualitative research
literature of recovery in forensic mental health contexts, and to critically appraise this
literature’s methodological quality. Fulfilling these aims should provide a foundation
on which practitioners, researchers and policy-makers can critically apply the
empirical evidence base to meaningfully implement and evaluate recovery in forensic
contexts.
2. Method
2.1 Search Strategy
A systematic search was conducted on 7th May 2017 using the National
Institute for Health and Care Excellence’s Healthcare Databases Advanced Search
facility (https://hdas.nice.org.uk). Five online electronic databases were searched:
AMED (Allied and Complementary Medicine), BNI (British Nursing Index),
CINAHL (Cumulative Index to Nursing and Allied Health Literature), Medline, and
PsycINFO. The search was constructed using a combination of key terms relating to
recovery, forensic mental health, and qualitative research methods (see Appendix B
for a detailed description of searches). Duplicate results were removed manually.
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Eligibility for inclusion was assessed in three stages according to the criteria
below. First, the titles of identified papers were reviewed, then abstracts of papers not
excluded in the first stage were reviewed, and finally the full texts of papers not
excluded in the previous two stages were reviewed.
To identify additional relevant papers, the reference lists of fully reviewed
papers were hand searched, the contents pages of key journals (Journal of Forensic
Psychiatry and Psychology, Criminal Behaviour and Mental Health, International
Journal of Forensic Mental Health, and Journal of Forensic Practice) were hand
searched, and key terms were also entered into the academic search engine Google
Scholar. Additional papers were only counted as search results if the title and abstract
were judged to be relevant. The full texts of these additional papers were then
reviewed to assess their eligibility for inclusion.
2.2 Eligibility Criteria
Studies were included in the review if they were published in English, as a full
research article in a peer-reviewed journal that was available in printed or online
form. Included studies had to primarily focus on recovery in forensic mental health
contexts, using a qualitative or mixed methods research design. To be included,
studies had to describe recovery in accordance with the conceptualisation set out
earlier (see Section 1.1), and this description had to be given in the introduction
section prior to data collection or analysis; this was an attempt to exclude studies that
sought to investigate clinical recovery, and studies which applied the recovery
concept retrospectively in light of their findings.
Studies were excluded if they used a purely quantitative research design.
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The study selection process was conducted primarily by O.R., who initially
identified twenty studies that appeared to meet this review’s eligibility criteria. These
twenty studies were secondarily rated for selection by C.Ch. using the same eligibility
criteria. The final selection of these studies was discussed between O.R. and C.Ch.,
which led to the exclusion of two studies that were judged to not explicitly describe
recovery in accordance with this review’s conceptualisation in their study
introductions. One other study was also considered for exclusion on this same basis,
but it was ultimately included because it was judged to sufficiently espouse recovery
principles.
See Figure 1 for a flowchart of the eligibility screening process.
2.3 Data Extraction and Critical Appraisal
A data extraction form (Appendix C) was developed and used to capture key
features of the reviewed studies: location, service context, research questions,
research aims, methodological approaches, data collection methods, data analysis
methods, sampling criteria, participant demographics, and key findings and themes.
The methodological quality of reviewed studies was evaluated using the
‘RATS’ (Relevance, Appropriateness, Transparency, and Soundness) critical
appraisal tool (Clark, 2003) (see Appendix D). The RATS tool was selected for use in
this review because it is specifically designed for appraising qualitative research, and
it is more comprehensive than many other equivalent tools, such as the CASP (2013)
criteria.
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Databases searched:
AMED, BNI, CINAHL,
Medline, PsycINFO

812 records identified
272 duplicates removed
540 titles screened
407 excluded based on title
133 abstracts reviewed
62 excluded based on abstract
37 additional records identified
from manual search
108 full text records reviewed
90 excluded based on full text:
Full text not available in English language n=1
Not peer-reviewed research article n=12
Review paper n=4
Not in forensic mental health context n=18
18 articles included in review

Not primarily focused on recovery n=33
No prospective conceptualisation of recovery n=6
No qualitative research methods n=15
Data reported more fully in another article n=1

Figure 1. Flow chart of study selection process
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3. Results
Eighteen studies were identified for inclusion in this review. A summary of
each study is presented in Table 1, and an overview of their characteristics and key
findings is described below. Each study was allocated a number in the first column of
Table 1, so that for the rest of this review the studies could be cited either by these
numbers or by using the conventional citation format.
3.1 Characteristics of Reviewed Studies
Twelve studies (1-8, 11, 12, 16, 17) were based in the United Kingdom, of
which nine (1-5, 8, 11, 16, 17) were each based in one of the UK’s four high-secure
hospitals: Ashworth, Broadmoor, and Rampton in England, and the State Hospital in
Scotland. The other three UK studies (6, 7, 12) were based in medium-secure and/or
low-secure inpatient services in England. Three studies (9, 10, 18) were based in
Australia’s south-eastern state of Victoria, across two inpatient services of
unspecified security levels. Two studies (14, 15) were based in a maximum-security
hospital in northern Sweden. The final study (13) was based in British Columbia,
Canada, in a hospital with high-, medium-, and low-security units. All of the
reviewed studies conducted research in inpatient contexts, with no outpatient
participants.
Three studies (2, 6, 7) used mixed methods designs, and the other fifteen
studies (1, 3-5, 8-18) used purely qualitative methodologies. Three of the purely
qualitative studies (3, 4, 17) used action research approaches, and two (3, 18) used
ethnographic research approaches. Many studies reported using multiple methods of
data collection and analysis. Data collection methods used were: face-to-face
individual interviews (twelve studies: 5, 6, 8-15, 17, 18), focus groups (six studies: 3,
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Table 1.
Summary of reviewed studies
#

First author
(publication
year)

Research aim(s)

Methodological approach(es)

Participant demographics

Key findings and themes1

FSUs only, not reported clearly in terms of n.

Therapy groups for male
FSUs who had
perpetrated homicide
offered a structured and
supportive environment.
This facilitated ‘narrative
shifts’ in the FSUs’ selfexpressed identities,
which were interpreted
as the FSUs coming to
terms with and taking
responsibility for having
offended, as part of the
process of recovery.

1) Data collection method(s)
2) Data analysis method(s)

Location
Service context
1

Adshead
(2015)
Broadmoor
Hospital,
Berkshire,
England
High-secure
hospital,
only male
FSUs admitted.

“Not explicitly a
research study”
(p.74) but
implicitly aimed
to explore which
themes of
recovery were
evident in
therapy groups
for male FSUs
who had
perpetrated
homicide.

1) Review of clinical process
notes from two therapeutic groups
for FSUs who had perpetrated
homicide. One group was for
FSUs who knew the homicide
victim - this had been running for
10 years. The second group was
for FSUs to whom the homicide
victim was a stranger - this had
been running for 4 years. All
group sessions were one-hour
long in duration, but the frequency
of them is not reported. Group
sessions were facilitated by three
therapists. The clinical process
notes were made immediately
after the group sessions based on
therapist recall, with content of
notes agreed between therapists,
including main themes, and
verbatim quotes as much as

The sample of clinical process notes
reviewed was drawn from over 400 data sets
based on 41 FSUs who attended either
therapy group over a 10-year period. The
most recent 2-year period was specifically
sampled (160 sets of notes), and unspecified
previous data sets from the full 10-year
period were also referred to, based on
“relevance”.
FSUs
Genders: All male, none female.
Ages:

Mean = Not reported.
Range = 19-63 years.

Ethnicities: Not reported.
Psychiatric diagnoses: All FSUs admitted to
the facilities were “diagnosed with severe
mental illnesses (such as paranoid

The therapists’ roles in
facilitating these narrative
shifts included being
curious, not expressing
judgment, and
encouraging FSUs to

Table 1. (continued)
Summary of reviewed studies
#

First author
(publication
year)

Research aim(s)

Participant demographics

Key findings and themes1

possible.
2) A pragmatic approach based
on thematic analysis
(Aronson,1994) that was actively
focused on identity and sense of
self.

schizophrenia and/or severe personality
disorder, usually of an antisocial or
borderline category)”.

take responsibility for
what was discussed.

Mixed quantitative and qualitative
design. Qualitative aspects were:

FSUs and staff. N=387 across two time
points2: n=194 at T1, n=193 at T2.

1) Self-report questionnaires:
qualitative data collected from
written responses to open-ended
items of the DREEM OC-R for
staff and DREEM RM for FSUs
(Ridgway 2014).

FSUs - N=143 (n=75 at T1, n=68 at T2)

Methodological approach(es)
1) Data collection method(s)
2) Data analysis method(s)

Location
Service context
1
(ctd)

2

Ayres (2015)
Broadmoor
Hospital,
Berkshire,
England
High-secure
hospital,
210 adult male
FSUs.

“To determine
patient and staff
views of the
recovery
approach in a
forensic highsecure service”
(p.30).

2) Qualitative data analysed using
inductive thematic analysis (no
specific form is cited).

Index offences: “All homicide - including
murder, manslaughter on the basis of
diminished responsibility, and unfitness-toplead.”

Genders: 143 male, 0 female.
Ages: Not reported.
Ethnicities: Not reported.
Psychiatric diagnoses: Not reported.
Index offences: Not reported.
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No themes were explicitly
identified or described.

The qualitative findings
from both FSU and staff
participants identified
four main themes:
(i) “Engage patients in
meaningful activity,
occupation, education
and therapies”
(ii) “Be there to listen to
and understand patients”
(iii) “The journey to
recovery is long and
hard”

Table 1. (continued)
Summary of reviewed studies
#

First author
(publication
year)

Research aim(s)

Methodological approach(es)

Participant demographics

Key findings and themes1

Other - Ward type: 55 on assertive
rehabilitation ward, 42 on high dependency
ward3

These themes showed “a
strong correlation with
the values and beliefs
required to support the
recovery approach in a
forensic high secure
setting” (p.26).

1) Data collection method(s)
2) Data analysis method(s)

Location
Service context
2
(ctd)

Staff - N=244 (n=119 at T1, n=125 at T2)
Genders: Not reported.
Ages: Not reported.
Ethnicities: Not reported.
Professions4: 115 qualified nurses, 47 health
care assistants, 11 therapy assistants, 5
qualified occupational therapists, 1
occupational therapy assistant, 15
psychiatrists, 9 psychologists, 24 technical
instructors, 1 social worker.
3

Chandley
(2014)
Ashworth
Hospital,

“To explore the
concept, and
application, of
“recovery” in the
care and clinical

Action research and ethnography.
1) Participant observation, a
monthly focus group, internal
teaching including co-production

FSUs and staff. Not explicitly reported,
possibly due to action research design.
Focus groups were “attended by upwards of
20 patients and 20 nurses”.
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Many core principles of
recovery were already
implemented in service
delivery, to the extent
that they had a “taken for

Table 1. (continued)
Summary of reviewed studies
#

First author
(publication
year)

Research aim(s)

Methodological approach(es)

Participant demographics

Key findings and themes1

1) Data collection method(s)
2) Data analysis method(s)

Location
Service context
3
(ctd)

Merseyside,
England
High-secure
hospital,
provided by
NHS.

management of
patients
detained in one
UK high-security
hospital.”
(p.203).

granted” (p.210) status.

and co-delivery of personal stories
and lectures on recovery.

Staff participants viewed
recovery principles as an
essential part of their
role.

2) No method of analysis is
explicitly described.

There were “constraints
and contradictions”
(p.203) when applying
recovery principles in
forensic service contexts.
No themes were explicitly
identified or described.

4

Cromar-Hayes
(2015)
Ashworth
Hospital,

1) To “move
practice - so that
the language of
recovery is
embedded in
the ward’s

Action research.
1) Focus groups, which were
audio recorded and transcribed.
2) Thematic analysis (no specific
form cited).

Staff only. Not reported in terms of n,
possibly due to action research design.
Focus groups of nursing staff (qualified and
unqualified) weekly; 2 concurrent groups (1
per ward); 3 cycles of 4 months with staff

26

Recovery was evident in
the high secure services,
but “some of the core
values are limited by the
tension created by
competing priorities; that

Table 1. (continued)
Summary of reviewed studies
#

First author
(publication
year)

Research aim(s)

Methodological approach(es)

Participant demographics

Key findings and themes1

from different shifts. 53 total focus group
sessions (28 on mental illness ward, 25 on
personality disordered ward).

is, care versus custody”
(p.32).

1) Data collection method(s)
2) Data analysis method(s)

Location
Service context
4
(ctd)

Merseyside,
England
High-secure
hospital,
two highdependency
wards (one for
mental illness,
one for
‘personality
disordered’
FSUs),
only male
FSUs admitted.

language, both
in
documentation
and discourse”
2) To “alter the
ward experience
- it was hoped
that by
embracing the
essence of
recovery those
on the wards
would
experience a
positive change”
3) To “empower
nurses” (p.33).

27

Eight emergent themes:
(i) “Whose recovery?” the issue of whether
recovery is imposed on
FSUs by staff
(ii) Relationships - risks
and benefits of building
rapport, collaboration and
empowerment
(iii) Hope - including the
dilemma for nursing staff
of creating false hope
(iv) Honesty - can be
difficult due to risk issues
(v) Control - nursing staff
had a “perceived lack of
control” in the care team

Table 1. (continued)
Summary of reviewed studies
#

First author
(publication
year)

Research aim(s)

Methodological approach(es)

Participant demographics

Key findings and themes1

1) Data collection method(s)
2) Data analysis method(s)

Location
Service context
4
(ctd)

(vi) Power - nursing staff
felt oppressed
(vii) Fear - due to risks
(viii) Protective factors nursing staff needed to
feel secure before they
could support recovery

5

Ferrito (2012)
Broadmoor
Hospital,
Berkshire,
England
High-secure
hospital,
only male
FSUs admitted.

“To explore the
process of
‘recovery’ and
redemption in
the narratives of
a sub-group of
homicide
perpetrators
who were
admitted to a
secure hospital
for treatment”
(p.329).

1) Individual semi-structured
interviews using an interview
schedule, which were audio
recorded and transcribed.
2) IPA (Smith, 1996).

FSUs only, N=7.
Genders: 7 male, 0 female.
Ages: Mean = 30.86 years.
Range = 25-46 years.
Ethnicities: Not reported.
Psychiatric diagnoses: 4 schizophrenia, 1
schizophrenia and BPD, 1 schizoaffective
and psychopathic disorder, 1 psychopathy
and ASPD.
Index offences: 7 homicide.

28

Themes of recovery and
redemption had meaning
for FSUs who had
perpetrated homicide.
Six superordinate
themes:
(i) “The role of past
experiences”
(ii) “Impact on personal
development”
(iii) “Periods of ‘loss of
grip on reality’”
(iv) “Reframing: events

Table 1. (continued)
Summary of reviewed studies
#

First author
(publication
year)

Research aim(s)

Methodological approach(es)

Participant demographics

Key findings and themes1

1) Data collection method(s)
2) Data analysis method(s)

Location
Service context
5
(ctd)

6

via therapeutic
intervention”
(v) “Internal integration”
(vi) “Roadblocks to the
process of recovery”.
Frayn (2016)
Langdon
Hospital,
Devon,
England
Secure hospital
with 4 mediumsecure wards,
2 low-secure
wards, and 2
open facilities,
110 male
FSUs.

The only
explicitly stated
aim is clinical
rather than
research: “To
reproduce the
principles of the
recovery college
approach in a
forensic setting
in Devon”
(p.29). Implicitly,
the study’s
research aim is
to describe that

Mixed quantitative and qualitative
design case study. Qualitative
aspects were:
1) Semi-structured interviews, and
standardised participant feedback
forms (a type of questionnaire).
2) No method of analysis is
explicitly described.

FSUs and staff. Not reported clearly in terms
of n.
8 participants were interviewed, including
recovery college facilitators (both staff and
people with lived experience of mental health
problems) and recovery college students
(FSUs).
Other n (i.e., feedback forms completed by
recovery college students) are not reported.

“It is possible to
successfully adapt
recovery college
principles to the unique
context and constraints
of a forensic campus […]
it has provided positive
educational experiences,
broadened horizons and
generated hope” (p.34).
Two identified themes:
(i) The recovery college
approach supported a
shift in emphasis from

29

Table 1. (continued)
Summary of reviewed studies
#

First author
(publication
year)

Research aim(s)

Methodological approach(es)

Participant demographics

Key findings and themes1

1) Data collection method(s)
2) Data analysis method(s)

Location
Service context
6
(ctd)

process as a
case example.

treatment to education
(ii) The value of cofacilitation.
A dilemma was identified
of encouraging more
FSUs to attend whilst
maintaining the appeal
for FSUs that attending is
their choice.

7

Green (2011)
South-east
England
Medium-secure
unit.

“To develop a
brief and simple
questionnaire
[…] to measure
service-users’
experience of
recovery over
their in-patient
journey that is

Mixed quantitative and qualitative
design. Qualitative aspects were:
1) Focus groups, guided by a
comprehensive review of the
recovery approach literature.
2) Qualitative data analysed using
content analysis techniques
(specific form uncited).

FSUs only, N=12.
Genders: 12 male, 0 female.
Ages: Mean = 35 years.
SD = 7.5 years.
Ethnicities: Not reported.

30

The qualitative findings
identified five themes:
(i) “Working together”
(ii) “Support and
preparation” (hope,
working towards goals)
(iii) “Empowering serviceusers”
(iv) “Providing good role

Table 1. (continued)
Summary of reviewed studies
#

First author
(publication
year)

Research aim(s)

Methodological approach(es)

Participant demographics

Key findings and themes1

Psychiatric diagnoses: 12 ‘mental illness’, 7
of which had comorbid diagnosis of
‘personality disorder’.

models”
(v) “Things to do”
(opportunities to engage
in activities).

1) Data collection method(s)
2) Data analysis method(s)

Location
Service context
7
(ctd)

8

reliable and
feasible for use
in forensic
mental health
services”
(p.255).

Laithwaite
(2007)
The State
Hospital,
Carstairs,
Scotland
Maximumsecurity
hospital with 11
wards covering
admissions,
rehabilitation

“To generate a
vivid account of
the perspectives
and experiences
of people with
psychosis
residing in
maximum
security”
(p.313).

Index offences: Not reported.

These themes were used
to develop and validate a
measure of recovery.
1) Individual unstructured
interviews, which were audio
recorded and transcribed.
2) Grounded theory (Strauss and
Corbin, 1990; Charmaz, 1990).

FSUs only, N=13.
Genders: 12 male, 1 female.
Ages: Mean = 39.15 years.
Range = 22-60 years.
Ethnicity: Not reported.
Psychiatric diagnoses: 10 schizophrenia, 3
bipolar affective disorder.
Index offences: 3 sexual offence, 1
manslaughter, 3 attempted murder, 3
assault, 1 attempted rape, 1 murder and
sexual offence, 1 violent assault.

31

Two themes identified:
(i) “Past experiences of
adversity”
(ii) “Recovery in the
context of being in
hospital”.
Two reciprocally related
higher-order concepts
evident across both
themes:
(i) “Relationships”
(ii) “A changing sense of
self”.

Table 1. (continued)
Summary of reviewed studies
#

First author
(publication
year)

Research aim(s)

Methodological approach(es)

Participant demographics

Key findings and themes1

1) Data collection method(s)
2) Data analysis method(s)

Location
Service context
8
(ctd)

and continuing
care,
male and
female FSUs

9

McKenna
(2014a)
Melbourne,
Australia
Secure
‘extended-care’
facility; adult
inpatient unit
with 26 beds
that is an
external wing of
a metropolitan
hospital.

‘Tasks’ involved in
recovery included:
(i) “The importance of
Relationships”
(ii) “Development of trust”
(iii) “Coping”
(iv) “Valued outcomes”.
“To provide a
description of
service delivery
in a secure inpatient mental
health service,
which has
developed a
self-professed
recovery
orientation as its
model of care.
The intent was

1) Individual interviews with FSUs
and with staff, which were guided
by an interview schedule and
prompts, and were audio recorded
and transcribed. One focus group
with non-staff carers of FSUs,
which was recorded with written
field notes.

FSUs, staff, and non-staff carers of FSUs.
Total N=20.

2) Content analysis, using a
general inductive approach
(Thomas, 2006), then codes
aligned deductively with preexisting domains of recovery.

Psychiatric diagnoses: Not reported.

FSUs - n=4
Genders: Not reported.
Ages: Not reported.
Ethnicities: Not reported.

Index offences: Not reported.
Staff - n=11
Genders: Not reported.

32

Stakeholders of a
forensic service were
able to “embrace the
challenges of imposed
recovery and […]
maintain a recoveryoriented focus" (p.69).
Participants across all
three groups described
aspects of service
delivery which integrated
into the eight content
domains of recovery that

Table 1. (continued)
Summary of reviewed studies
#

First author
(publication
year)

Research aim(s)

Methodological approach(es)

Participant demographics

Key findings and themes1

Ages: Not reported.

the interview schedule
was based on:
(i) “A common vision: a
journey toward “a life
worth living””
(ii) “Promoting hope”
(iii) “Promoting autonomy
and self-determination”
(iv) “Meaningful
engagement”
(v) “Focusing on
strengths”
(vi) “Holistic and
personalized care”
(vii) “Community
participation and
citizenship”
(viii) “Managing risks by
taking calculated risks”.

1) Data collection method(s)
2) Data analysis method(s)

Location
Service context
9
(ctd)

to determine the
extent to which
elements of
service delivery
resemble the
domains of
recoveryoriented care
specific to the
demands of the
Australian
jurisdiction”
(p.64)

Ethnicities: Not reported.
Professions: 1 consumer consultant, 1
manager, 1 lead nurse, 3 registered nurses,
1 enrolled nurse, 1 consultant psychiatrist, 1
social worker, 1 occupational therapist, 1
psychologist.
Non-staff carers of FSUs - n=5
Gender: Not reported.
Ages: Not reported.
Ethnicities: Not reported.
Relation to FSUs: Not reported.
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Table 1. (continued)
Summary of reviewed studies
#

First author
(publication
year)

Research aim(s)

Participant demographics

Key findings and themes1

1) Individual interviews with FSUs
and with service staff, which were
audio recorded and transcribed.
Reviewing written documents.

FSUs, staff, and written documents. N=20.

2) Thematic analysis, using a
general inductive approach
(Thomas, 2006)

Ages: Not reported.

The service transformed
to a recovery-oriented
model, demonstrating
that this is possible in
forensic contexts. The
culture shift required a
clear conceptualisation of
recovery, commitment to
change, awareness of
limitations, adaptations,
and leadership.

Methodological approach(es)
1) Data collection method(s)
2) Data analysis method(s)

Location
Service context
10

McKenna
(2014b)
Melbourne,
Australia
Secure
‘extended-care’
facility; adult
inpatient unit
with 26 beds
that is an
external wing of
a metropolitan
hospital.

“To describe the
organizational
procedure that
enabled the
systematic
transformation
of a custodial
mental health
service to a
service with a
self-professed
recovery
orientation as its
model of service
delivery”
(p.227).

FSUs - n=4
Genders: Not reported.

Ethnicities: Not reported.
Psychiatric diagnoses: Not reported.
Index offence: Not reported.
Staff - n=12
Genders: Not reported.
Ages: Not reported.
Ethnicities: Not reported.
Professions: 1 consumer consultant, 1
manager, 1 lead nurse, 3 registered nurses,
1 enrolled nurse, 1 consultant psychiatrist, 1
social worker, 1 occupational therapist, 1

34

Four major themes:
(i) ““We had this whole
paradigm shift that
needed to happen””
(ii) ““Think recovery”: the
development of a
manualized guide”
(iii) ““Stepping out my
recovery”: adaptation of

Table 1. (continued)
Summary of reviewed studies
#

First author
(publication
year)

Research aim(s)

Methodological approach(es)

Participant demographics

Key findings and themes1

psychologist, 1 quality improvement
manager.

the service guide to the
secure care context”
(iv) “Developing the
culture”, which was
subcategorized to consist
of
(a) “The right people”
(b) “Education”
(c) “Reflective learning”
(d) “Leadership”.

1) Data collection method(s)
2) Data analysis method(s)

Location
Service context
10
(ctd)

Documents n=4

11

McKeown
(2016)
Ashworth
Hospital,
Merseyside,
England
High-secure
hospital,
only male
FSUs admitted

“To explore
diverse
viewpoints
regarding how
people make
sense of
recovery and
experiences of
recovery
oriented

1) Semi-structured individual
interviews. Additionally, a series of
three focus groups with a
subsample of five FSUs.
Interviews and focus groups were
all guided by a list of topics
devised by the research team in
consultation with an FSU
representatives group. Interviews

FSUs and staff. N=55
FSUs - n=25
Genders: 25 male, 0 female.
Ages: Not reported.
Ethnicities: Not reported.
Psychiatric diagnoses: Not reported5.
Index offences: Not reported5.
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“Innovations for recovery
oriented practice are
being enacted in high
secure environments
and, notwithstanding
institutional imperatives
of security and control,
do have palpable
meaning for service
users and staff” (p.240)

Table 1. (continued)
Summary of reviewed studies
#

First author
(publication
year)

Research aim(s)

Methodological approach(es)

Participant demographics

Key findings and themes1

Staff - n=30

Four themes identified:
(i) “The importance of
meaningful occupation”
(ii) “Valuing relationships”
(iii) “Recovery journeys
and dialogue with the
past”
(iv) “Recovery as
personal responsibility”.

1) Data collection method(s)
2) Data analysis method(s)

Location
Service context
11
(ctd)

assessment and
treatment
initiatives within
the hospital”
(p.235).

and focus groups were all audio
recorded and transcribed.
2) Thematic analysis (Coffey and
Atkinson, 1996).

Genders: Not reported6.
Ages: Not reported6.
Ethnicities: Not reported6.
Professions: 10 nurses, 7 health care
assistants, 10 occupational staff/technicians,
3 “other staff roles”.

12

Mezey (2010)
South London,
England
4 wards in a
medium secure
unit.

“To explore
forensic
psychiatric
patients’
perceptions and
experiences of
recovery and to
identify whether
they had
different
narratives and

1) Face-to-face interviews coconducted by two researchers - a
service user researcher and a
psychiatric trainee. The interviews
were developed through
discussion and piloting with team
members and three FSUs. The
interviews were divided into two
sections: first, a narrative section
with open-ended questions and

FSUs only, N=10.
Genders: 8 male, 2 female.
Ages:

Mean = 37.1 years.
Range = 24-56 years.

Ethnicities: 4 white, 6 BME.
Psychiatric diagnoses: 7 paranoid
schizophrenia, 3 schizoaffective disorder.
Index offences: 2 manslaughter, 5
GBH/ABH, 1 rape, 2 arson.

36

“Core recovery concepts
of hope, self-acceptance,
and autonomy are more
problematic and appear
to be less meaningful to
individuals, who are
detained for serious and
violent offences” (p.683).
Participants defined
recovery in terms of
symptom reduction,

Table 1. (continued)
Summary of reviewed studies
#

First author
(publication
year)

Research aim(s)

Methodological approach(es)

Participant demographics

Key findings and themes1

1) Data collection method(s)
2) Data analysis method(s)

Location
Service context
12
(ctd)

patients, that
could inform
service planning
and
interventions”
(p.684).

probes, and second a series of
semi-structured questions. The
interviews were audio recorded
and transcribed

feeling better about
oneself, and generally
being able to live an
ordinary life.

2) A thematic analysis using the
open coding tools of grounded
theory (Strauss and Corbin,
2009), followed by a directed
content analysis (Hsieh and
Shannon, 2005).

Five themes identified
about what helped to
bring about recovery:
(i) “Diagnosis, psychoeducation and
medication”
(ii) “Secure detention as
a route to recovery”
(iii) “Security vs.
sanctuary”
(iv) “Time”
(v) “Positive relationships
and attachments”.
Impediments to recovery
were the physical
environment/atmosphere,

37

Table 1. (continued)
Summary of reviewed studies
#

First author
(publication
year)

Research
aim(s)

Methodological approach(es)

Participant demographics

1) Data collection method(s)

Key findings and
themes1

2) Data analysis method(s)

Location
Service context
12
(ctd)

13

stigma, negative
relationships and
interactions.

Nijdam-Jones
(2015)
BC Forensic
Psychiatric
Hospital,
British Columbia,
Canada
190 beds across
9 low-, mediumand high-secure

“To understand
the qualities of
service that
were identified
as being
important and
meaningful to
recovery in this
forensic
hospital”
(p.159).

Part of a broader mixed
quantitative and qualitative
methodology evaluation. This
study only reported qualitative
aspects.

FSUs only, N=30.

1) Individual semi-structured
interviews using a mixed-method
interview guide, which included
standardised quantitative
measures and open-ended

Psychiatric diagnoses: 18 schizophrenia, 5
schizoaffective disorder, 3 bipolar disorder,
2 “stated psychotic disorder”, 2 “did not
know their diagnosis”.

Genders: 24 male, 6 female.
Ages:

Mean = 40 years.

Ethnicities: 26 white, 4 “other”.

Index offences: Not reported.

38

Five themes emerged:
(i) “Involvement” in
psychosocial
programmes
(ii) “Belief and adherence
to social norms and
rules”
(iii) “Attachment to
supportive individuals:
Staff, friends and family”
(iv) “Commitment” to

Table 1. (continued)
Summary of reviewed studies
#

First author
(publication
year)

Research
aim(s)

Methodological approach(es)

Participant demographics

Key findings and
themes1

questions. Interviews were audio
recorded and transcribed.

Other - Substance abuse: 16 FSUs reported
a history of alcohol or substance abuse.

work-related activities

2) Thematic analysis (Braun and
Clarke, 2006), using a hybrid
inductive and deductive approach
(Fereday & Muir-Cochrane, 2006).

Other - Previous admissions:
Mean = 3.
Median = 2.
Range = 0-15.
SD = 3.6.

1) Data collection method(s)
2) Data analysis method(s)

Location
Service context
13
(ctd)

units,
adult FSUs.

Other - Length of stay for current admission:
Mean = 46.1 months.
Median = 23 months.
SD = 54.8 months.
14

Olsson (2014)
Sundsvall
Forensic
Psychiatric
Hospital,
Sundsvall,
Sweden

“To explore
how forensic
patients who
had decreased
their assessed
risk of violence
experienced
their turn
towards

1) Individual interviews, using an
interview guide. Interviews were
audio recorded and transcribed.
2) Latent content analysis
(Graneheim and Lundman, 2004).

FSUs only, N=10.
Genders: 8 male, 2 female.
Ages:

Mean = 36 years.
Range = 26-62 years.

Ethnicities: Not reported.
Psychiatric diagnoses: Not reported.
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(v) Concern about the
indeterminacy and
“length of stay”.
The first four themes
mapped closely onto
Hirschi’s (2002)
criminologically-derived
social bonding theory, as
well as relevant literature
on recovery.
The journey from highrisk to recovery was
“long and arduous”
(p.510), but was aided by
a safe environment and
supportive nursing care.
Three themes identified:
(i) “The high-risk phase:

Table 1. (continued)
Summary of reviewed studies
#

First author
(publication
year)

Research
aim(s)

Methodological approach(es)

Participant demographics

Key findings and
themes1

Index offences: Not reported.

facing intense negative
emotions and feelings”
(ii) “The turning point
phase: reflecting on and
approaching oneself and
life in a new way”
(iii) “The recovery phase:
recognising, accepting
and maturing”.

1) Data collection method(s)
2) Data analysis method(s)

Location
Service context
14
(ctd)

Maximumsecurity clinic,
approximately
100 beds
divided into 8
care units.

recovery”
(p.506).

15

Olsson (2016)

“To determine
what resources
key workers
and forensic
staff use to
avoid or
prevent violent
situations. The
aim is to
explore how
these

Sundsvall
Forensic
Psychiatric
Hospital,
Sundsvall,
Sweden

Other - Length of stay for current admission:
Median = 4.7 years.
Range = 3-7 years.

1) Individual interviews using a
semi-structured interview guide
with open-ended questions.
Interviews audio recorded and
transcribed.
2) Content analysis (Hsieh and
Shannon, 2005).

Staff only, N=13.
Gender: 7 male, 6 female.
Ages:
Mean = 40 years.
Range = 30-60 years.
Ethnicities: Not reported.

40

Staff ‘key workers’
avoided and prevented
violent situations through
knowledge, support, and
actions on three levels:
(i) “Internal knowledge”,
including perceiving
FSUs’ frames of mind

Table 1. (continued)
Summary of reviewed studies
#

First author
(publication
year)

Research
aim(s)

Methodological approach(es)

Participant demographics

Key findings and
themes1

Professions: 3 registered mental health
nurses, 1 registered nurse, 9 assistant
mental nurses.

and ward atmosphere
(ii) “Peer security”
through shared collegial
responsibility
(iii) “Control-oriented
strategies” including risk
management and having
a clear mission.

1) Data collection method(s)
2) Data analysis method(s)

Location
Service context
15
(ctd)

Maximumsecurity forensic
psychiatric
hospital.

practices
resemble the
domains of
recoveryoriented care
and to provide
a baseline
understanding
of practice in
preparation for
transformation
to recoveryoriented
services in
forensic care”
(p.507).

Other - Years in the forensic profession:
Mean = 7 years.
Range = 2-35 year.

These three levels were
related to domains of
recovery, including hope,
collaboration, strengthsbased approaches,
empowerment and
choice.

41

Table 1. (continued)
Summary of reviewed studies
#

First author
(publication
year)

Research
aim(s)

Methodological approach(es)

Participant demographics

Key findings and
themes1

1) Focus groups, following five
steps (Cronin, 2008) including
open-ended questions. Focus
groups were audio recorded and
transcribed.

FSUs only, N = 7.

2) Thematic analysis (Braun and
Clarke, 2006) along with its
reconceptualisation as saliency
analysis (Buetow, 2010).

Ethnicities: 1 Asian Pakistani, 1 Asian
Kurdish, 2 Black African, 1 Black Caribbean,
1 White British, 1 White Irish.

A motivational group
program promoted
principles of recovery. “It
is possible to incorporate
recovery principles even
at the earliest stage of
the treatment pathway in
high secure hospital”
(p.99).

1) Data collection method(s)
2) Data analysis method(s)

Location
Service context
16

Skinner (2014)
Rampton
Hospital,
Nottinghamshire,
England
High-secure
hospital.

“This
evaluation
explores the
extent to which
a program, at
the earliest
stage of a
treatment
pathway in a
high secure
hospital, can
achieve its goal
of contributing
to the recovery
process” (p.89).

Genders: 7 male, 0 female.
Ages:

Mean = 33.71 years.
Range = 23-57 years.

Psychiatric diagnoses: 1 schizophrenia, 3
paranoid schizophrenia, 3 other psychotic
illnesses.
Index offences: 1 no index offence, 3
murder, 3 GBH.
Other - MHA Section: 1 Section 3 admission
for treatment, 3 Section 37/41 hospital order
with restrictions, 1 Section 38 interim
hospital order, 2 Section 47/49 Home Office
transfer.
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Five key themes:
(i) “Gaining confidence”
(ii) “Hope”
(iii) “Gaining control and
taking responsibility”
(iv) “Identifying
strengths”
(v) “Social support”.

Table 1. (continued)
Summary of reviewed studies
#

First author
(publication
year)

Research
aim(s)

Methodological approach(es)

Participant demographics

Key findings and
themes1

Action research.

Staff only, N=8.

1) 12-item semi-structured
questionnaires, which participants
had the options to self-complete in
written form or to answer the
questions in an informal interview.

Genders: Not reported.

More recently qualified
nursing staff were more
knowledgeable and
positive about the
recovery approach than
nursing staff who had
been qualified for longer.

2) A three stage framework of
qualitative analysis (Miles &
Huberman 1994).

Other - Years qualified:
≥10 years = 2
5-10 years = 3
≤5 years = 3

1) Data collection method(s)
2) Data analysis method(s)

Location
Service context
17

Souter (2015)
Rampton
Hospital,
Nottinghamshire,
England
High-secure
hospital,
men’s
personality
disorder
admission ward,
provided by
NHS.

“To gauge the
level of
understanding
among the
qualified nurses
on the ward on
the importance
and perceived
relevance of
recovery”
(p.72).

Ages: Not reported.
Ethnicities: Not reported.
Professions: 8 qualified nurses.

“The findings highlight
that further development
is required in staff
training and education on
recovery” (p.72).
No themes were
explicitly identified or
described.
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Summary of reviewed studies
#

First author
(publication
year)

Research
aim(s)

Methodological approach(es)

Participant demographics

1) Data collection method(s)

Key findings and
themes1

2) Data analysis method(s)

Location
Service context
18

Walker (2013)
‘TEH’,
Fairfield,
Victoria,
Australia
Rehabilitation
ward of a secure
forensic
psychiatric
services facility
with 118 FSUs.

“To understand
staff and
patients’
understandings
of the function
of community
day leaves
(CDLs)
conducted as
an aspect of
rehabilitation in
a secure
forensic
psychiatric
services facility
in Australia
(TEH), and to
evaluate how a
recovery model

Ethnography (Minichiello et al.
2004).

FSUs and staff, N = 19 (across 10 Community
Day Leaves).

1) Observations, field notations,
and semi-structured individual
interviews. Interviews were audio
recorded and transcribed.

FSUs - n=9

2) Thematic analysis
(Liamputtong and Ezzy 2006)
guided by a comparative method.
Synthesis of findings from
different sources was guided by a
process of narrative analysis
(Polkinghorne 1995).

Ethnicities: Not reported.

Genders: 9 male, 0 female.
Ages: Not reported.

Psychiatric diagnoses: “Predominant diagnosis
of patients was schizophrenia” (p.112).
Index offences: Not reported.
Other - Length of stay for current admission:
Mean = 7 years.
Staff - n=10
Genders: Not reported.
Ages: Not reported.
Ethnicities: Not reported.
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FSU participants and staff
participants expressed
their understanding
differently, but had a
similar understanding of
the function of community
day leaves: to
successfully reintegrate
and practice daily living
skills.
“Recovery principles
practiced included
developing a sense of
connectedness to others,
power over their own
lives, the roles they value,
and therefore, hope for
themselves.” (p.109).

Table 1. (continued)
Summary of reviewed studies
#

First author
(publication
year)

Research
aim(s)

Methodological approach(es)

Participant demographics

Key findings and
themes1

Professions: 7 psychiatric nurses employed
at the hospital, 1 agency psychiatric nurse, 1
occupational therapist, 1 psychiatric support
officer.

No themes were
explicitly identified or
described.

1) Data collection method(s)
2) Data analysis method(s)

Location
Service context
18
(ctd)

was enacted”
(p.110).

Other - Years of employment:
Mean = 5 years.
Range = 18 months - 18 years.
Notes:
1

Themes presented in inverted commas are repeated verbatim from the source material without assignation of paginated references.

2

Participants included at each time point were independent volunteer samples from the same population, and due to anonymity procedures the study authors were blind to how many
participants from T1 and T2 were the same individuals and how many were unique individuals.
3

Subsample participant numbers are those reported in the study, but they do not add up correctly to any reported sample total.

4

Total N across both time points reported, not broken down into T1 and T2.

McKeown et al. (2016) explicitly stated that “To encourage as wide as possible participation, we did not collect information regarding service user participants’ index offence, length of
stay, or diagnosis” (p.235).
5

6

McKeown et al. (2016) explicitly stated that “For the staff, we restricted ourselves to identification of participants’ job role” (p.235).

ABH = Actual bodily harm; ASPD = Anti-social personality disorder; BME = Black and minority ethnicity; BPD = Borderline personality disorder; DREEM = Developing Recovery
Enhancing Environments Measure; FSUs = forensic service users; GBH = Grievous bodily harm; IPA = Interpretative Phenomenological Analysis; MHA = Mental Health Act; NHS =
National Health Service; OC-R = Organisational Climate-Recovery; RM = Recovery Markers; SD = Standard deviation; T1 = Time point 1; T2 = Time point 2.
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4, 7, 9, 11, 16), questionnaires (three studies: 2, 6, 17), and reviews of written clinical notes
or other documents (two studies: 1, 10). Data analysis methods used were: thematic analysis
(nine studies: 1, 2, 4, 10, 11-13, 16, 18), content analysis (five studies: 7, 9, 12, 14, 15),
grounded theory approaches (two studies: 8, 12), interpretative phenomenological analysis
(one study: 5), narrative analysis (one study: 18), saliency analysis (one study: 16). In one
study (17) a “three stage framework” for analysis was used, and in two studies (3, 6) no
methods of data analysis were explicitly reported.
In terms of study participants, eight studies (1, 5, 7, 8, 12-14, 16) used data collected
exclusively from FSUs, seven studies (2, 3, 6, 9-11, 18) used data collected from both FSUs
and staff (in one of these studies [9], data were additionally collected from non-staff carers of
FSUs), and three studies (4, 15, 17) used data collected exclusively from staff.
3.2 Key Findings of Reviewed Studies
3.2.1 Principles of Recovery
Sixteen studies (1, 2, 4-9, 11-18) explicitly identified in their findings at least one of
the principles of recovery that comprise the conceptualisation of recovery adopted for this
review (see Section 1.1):


‘Hope for the future’ was identified in ten studies (4-7, 9, 14-18)



‘Re-establishing one’s identity’ was identified in three studies (1, 5, 8)



‘Having meaning and purpose in life’ was identified in nine studies (2, 5-7, 9, 11, 13,
16, 17)



‘Empowerment by having responsibility and choice’ was identified in eight studies (1,
4, 6, 7, 9, 11, 13, 15)



‘A focus on strengths’ was explicitly identified in four studies (9, 14-16)



‘Connectedness with others’ was identified in eleven studies (2, 4, 7, 8, 11-16, 18).

Chandley et al. (2014) discussed their findings with reference to principles of
recovery, but did not explicitly identify any of the principles in their own data. McKenna et
al. (2014b) did not explicitly identify any principles of recovery in their findings, although
this may be because the anomalous focus of this study was on the processes of a service’s
operational change to a recovery orientation, rather than directly exploring recovery itself.
3.2.2 Challenges, Barriers and Dilemmas
A range of challenges, barriers and dilemmas to implementing recovery in forensic
contexts were identified in the findings of reviewed studies.
Nine studies (3, 4, 9-12, 14, 15, 17) explicitly identified the dilemma of implementing
recovery principles (particularly empowerment) in forensic contexts where managing risks
and ensuring safety almost invariably takes precedence. Methods of managing risks (ranging
from restrictions on liberties and inpatient detainment to mechanical restraint and
tranquilisation) were described as “coercive” (Olsson et al., 2014, p.507) and “controlling”
(Chandley et al., 2014, p.204), and were widely regarded as disempowering to FSUs due to
limiting their opportunities to develop autonomy. However, Olsson and Schön (2016) found
that ensuring safety on inpatient wards was an important prerequisite to facilitating recovery.
Four studies (3, 5, 12, 18) identified that issues of stigma experienced or perceived by
FSUs not only included mental health stigma, but double or even triple stigma about FSUs’
offending behaviour and their detainment in secure care. These additional forms of stigma
presented challenges to FSUs’ recovery, especially the process of self-acceptance involved in
re-establishing their identities, and being accepted by others as an aspect of connectedness.
Nijdam-Jones et al. (2015) identified another, more practical, barrier to FSUs having
connectedness with others: simply being in hospital isolates them from family and friends.
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Two studies (4, 6) identified the dilemma created by the unilateral imposition of
recovery models by organisational policies and forensic service staff. Frayn et al.'s (2016)
case study of a recovery college illustrated this irony: the staff wanted higher attendance of
FSUs at college in order to engage them in recovery-oriented activities, but having attendance
as an optional choice was imperative to supporting the recovery principle of empowerment.
Four studies (4, 12-14) identified another dilemma faced by forensic service staff:
their efforts to foster FSUs’ hopes for the future could easily lead them to create false hope,
compounded by the indeterminacy of many inpatient FSUs’ length of stay in secure hospitals.
Other identified challenges and barriers to implementing recovery in forensic contexts
were the sometimes volatile atmospheres of secure hospital wards (12, 14, 15), FSUs
experiencing breakdowns in communication with forensic service staff (5, 12, 17), the
opposition of forensic service staff to adopting recovery principles in their practice (10, 17),
and the difficulty many FSUs had in trusting others due to past experiences of trauma (5, 8).
3.2.3 Strengths and Ways of Overcoming Barriers
Three studies (3, 4, 9) identified the vital role of nursing staff in proactively building
relationships with FSUs in order to foster hope, help FSUs feel connected with others, and
empower FSUs by giving them choices as part of collaborative approaches to care planning.
Two studies (9, 18) identified that ‘positive risk-taking’ was an approach that forensic
service staff used in an attempt to overcome the barriers created by issues of risk
management. Olsson and Schön (2016, p.508) identified that “shared collegial responsibility”
among nursing staff helped to support atmospheres of safety on inpatient wards, which
facilitated recovery.
Four studies (6, 9, 11, 18) identified that FSUs must have access to facilities within
the restrictions imposed on them if they are to engage in rehabilitative activities that can
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contribute to them having a sense of meaning and purpose. For inpatient FSUs with sufficient
leave privileges, this included reintegration into the local community (9, 18) and attending
off-ward but on-site leisure, education and workshop facilities (6, 11). For inpatient FSUs
who were restricted to staying on their ward, this was facilitated by on-ward activities (11).
Two studies (3, 10) identified that engaging forensic service staff in education and
reflection about recovery principles enhanced their adoption of recovery-oriented practices.
McKenna et al. (2014b) identified that forensic service staff’s implementation of
recovery principles was aided by having a manual for this, which incorporated adaptations for
the forensic context.
3.2.4 Relevance and Applicability of Recovery in Forensic Contexts
Ten studies (3-6, 9-11, 16-18) explicitly concluded that principles of recovery were
relevant and applicable in forensic contexts, and a further six studies (1, 2, 8, 13, 14, 15) were
judged to implicitly support the same conclusion. Many of these studies acknowledged that
the nature of forensic services presented challenges to applying recovery principles, and
therefore adaptations were necessary for recovery-oriented approaches to be implemented.
Mezey et al.'s (2010, p.683) conclusions also acknowledged such challenges and the
need for adaptations, but they additionally concluded that recovery principles “appear to be
less meaningful” to FSUs; it was not explicit whether this study supported the application of
recovery principles in forensic contexts, but this additional conclusion suggested it might not.
Green et al. (2011) did not state any conclusions about the relevance or applicability
of recovery principles in forensic mental healthcare, which is likely due to this study’s focus
on the development of a measure of recovery.
No studies explicitly concluded that recovery was irrelevant in forensic contexts.
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This review’s critical appraisal of the eighteen studies is presented below, following
the structure of the domains and questions of the RATS tool (Clark, 2003; see Section 2.3).
3.3 Relevance of Study Question
Is the research question explicitly stated and justified? Is it important for medicine or
public health? Is it linked to the existing knowledge base (literature, theory, practice)?
Only three studies (4, 16, 18) explicitly stated their research questions. The other
fifteen studies (1-3, 5-15, 17) did not explicitly state any research questions; nevertheless, the
line of enquiry in these studies was implicitly evident from the literature discussed in their
introductions.
All but one study (Ayres et al., 2015) were judged to be sufficiently linked with the
existing knowledge base (in terms of theory, previous empirical evidence, policy, and
practice) such that the rationale for conducting their research was justified, interesting, and
ultimately relevant to advancing the field of forensic mental health. Ayres et al. (2015) did
not set out a sufficient rationale - the authors relied upon only citing their own earlier work as
the empirical basis for their present research, without further describing the work they cited.
3.4 Appropriateness of Qualitative Method
a) Is qualitative methodology the best approach for the study aims?
In seventeen studies (1-16, 18), qualitative methodology seemed to be the best
approach for the studies’ aims; their aims were predominantly exploratory, seeking to
understand the perspectives of people with lived experiences of recovery in forensic contexts,
for which qualitative methods are well-suited. The remaining study (17) aimed to evaluate
staffs’ understanding of recovery - its qualitative methodology was indeed suited to eliciting
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“variability of the responses” (p.73) that it sought, but a mixed-methods design incorporating
additional quantitative measures may have been better able to fulfil its aims as an evaluation.
b) Is the study design justified? Why was a particular method (for example,
interviews) chosen?
In terms of the specific qualitative methodological approaches to research design
(incorporating data collection and analysis), five studies (10, 12-14, 16) offered complete
justifications for selecting the approaches used.
Six studies (2, 4, 5, 7, 8, 17) sufficiently justified their approach to at least one but not
all methodological elements. For instance, Cromar-Hayes and Chandley (2015) provided a
clear rationale for using an action research design, however, whilst they described their data
collection method of facilitating focus groups and their use of thematic analysis, no
justification of the last two aspects was offered to illustrate why these particular approaches
were favoured over alternatives.
Seven studies (1, 3, 6, 9, 11, 15, 18) did not sufficiently justify any aspects of their
selected methodological approaches.
3.5 Transparency of Procedures
3.5.1 Sampling Strategy
Are criteria for selecting the sample explained and justified? Why were these
participants selected as the most appropriate to provide access to the type of knowledge
sought by the study?
The criteria for selecting the sample used was fully explained and justified in seven
studies (5, 8, 11, 13-15, 18), all of which adopted purposive sampling approaches in an
attempt to include the perspectives of specific individuals or groups who had direct
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experience of the phenomena under investigation. One further study (17) justified its use of a
purposive sampling strategy, although it did not explicitly state the inclusion and exclusion
criteria that were applied.
Eight studies (1, 3, 6, 7, 9, 10, 12, 16) did not justify their sampling strategy
explicitly, although they all gave sufficient background for an informed reader to infer that
the samples they selected were likely to be the most appropriate for providing the type of
knowledge that they sought.
The final two studies (2, 4) provided insufficient detail on which to judge the
appropriateness of the samples they selected. Ayres et al. (2015) recruited FSUs and staff
from a high-secure hospital, but did not provide a theoretically-grounded or policy-driven
rationale for doing so. Cromar-Hayes and Chandley (2015) explored nurses’ views on
implementing recovery in two high-secure wards, but they provided no clear reason for
excluding other staff groups or FSUs. Although the samples used in these two studies had
reasonable face validity, the lack of explicit detail about their sampling criteria makes it
indeterminable whether these samples were the most appropriate to meet these studies’ aims.
3.5.2 Recruitment
a) How and by whom was recruitment conducted?
Only Ferrito et al. (2012) explicitly described how and by whom recruitment was
conducted. Six studies (1, 4, 8, 13, 16, 18) reported how their recruitment was conducted, but
were ambiguous about who was involved. Three of these studies (4, 13, 18) gave no
indication who conducted the recruitment, and the other three (1, 8, 16) described only who
was involved in identifying potential participants but not who made the approach to invite
potential participants to join the study.
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The remaining eleven studies (2, 3, 6, 7, 9-12, 14, 15, 17) did not sufficiently describe
either how or by whom recruitment was conducted. Two (7, 12) of these studies described
who identified potential participants but not who approached them. Additionally, whilst
McKeown et al. (2016) credited two of their authors with roles in recruitment, it is unclear
what aspects of recruitment their involvement extended to. The other eight studies (2, 3, 6, 9,
10, 14, 15, 17) did not describe the conduct of their recruitment processes at all.
b) Who chose not to participate and why?
Green et al. (2011) was the only study that described who declined to participate and
why. A further four studies (5, 8, 15, 17) explicitly reported that everyone who was invited to
participate agreed to do so.
Nijdam-Jones et al. (2015) recruited FSU participants who voluntarily responded to
posters and a brief presentation at the hospital, so no one actively declined their invitation,
although they do not report any considerations of why many FSUs may not have responded.
Similarly, Walker et al. (2013) invited FSUs to participate at a ward community meeting, and
they do not reflect in their report on those who did not voluntarily respond; furthermore, one
FSU agreed to participate in the ethnographic observation phase of their study but then
declined to subsequently being interviewed, and no reason for their refusal is given.
Frayn et al. (2016) offered possible reasons why some FSUs may not have
participated in the recovery college that they studied, but these were general rather than
specific about individuals. Olsson et al. (2014) and Skinner et al. (2014) both reported how
many FSUs declined participation, but only gave the reasons why for FSUs who were unable
to take part due to practical reasons (moving out of hospital, and having other commitments
at the same time as study activities); for other FSUs who did not participate, no reasons were
described. Adshead et al. (2015) reported that four FSUs refused to attend the therapeutic
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group that they studied, but did not describe their reasons for refusal. McKeown et al. (2016,
p.236) ambiguously reported that “only small numbers of staff and service users refused
invitations to participate”, without specifying further who or why. Mezey et al. (2010, p.685)
described that two FSU participants “changed their minds” prior to being interviewed, but no
reasons why they did so were reported.
Four studies (2, 3, 9, 10) did not describe their recruitment at all, so these provided no
details about who chose not to participate or why. Lastly, Cromar-Hayes and Chandley
(2015) also did not describe who chose not to participate or why, but furthermore it is
ambiguous whether their action research approach meant that participation in the study was
essentially non-optional for their nursing staff participants.
c) Was selection bias discussed?
Six studies (1, 2, 5, 12, 13, 17) explicitly discussed the possibility of selection bias as
part of their limitations, and these mostly reflected that any selection bias in their recruitment
was inherent due to their topic focus. For example, FSUs who attended therapy groups
became more socialised to reflecting on their experiences, a characteristic which in turn
increased their likelihood of participating in reflective research interviews about the therapy
groups.
Eight studies (3, 7, 8, 11, 14-16, 18) did not explicitly discuss selection bias, but based
on other details reported about their recruitment, the potential for selection bias appears likely
to be minimal and not giving rise to any particular issues.
Both studies by McKenna et al. (2014a, 2014b) used data from “purposively selected”
samples, however they described no details about the bases for purposive sampling; although
the nature of purposive sampling created possibilities for selection bias, they did not discuss
this issue at all. The aforementioned ambiguity about whether Cromar-Hayes and Chandley's
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(2015) action research was optional or not for nursing staff poses issues about selection bias
that are not discussed, and any potential biases are unknown without details of who did and
did not participate.
Frayn et al. (2016) did not discuss selection bias, but the voluntary nature of
attendance at the recovery college they studied meant that those FSUs who attended and gave
feedback were likely to be aligned with the recovery principles under investigation. Similarly,
staff who were interviewed for the study were purposively “selected on the basis of long-term
involvement with the [recovery college]” (p.31), which meant that they would likely have
had a strong investment in it and may therefore have been biased to speak positively of it.
3.5.3 Data Collection
a) Was collection of data systematic and comprehensive? Are methods explicitly
outlined and examples, such as interview questions, given?
Six studies (1, 5, 8, 13-15) explicitly described their methods of data collection and
gave verbatim examples of interview questions used, demonstrating that their collection of
data was systematic and comprehensive.
Although not entirely explicit, the data collection of nine further studies (2, 4, 9-12,
16-18) appeared to be mostly systematic and comprehensive. Four of these studies (9, 11, 16,
18) did not provide examples of specific questions used in their interviews and/or focus
groups, but they did describe the nature of questions or topics that they used to elicit data.
The same is true of Cromar-Hayes and Chandley (2015), although their report was less
comprehensive as it did not describe who facilitated their focus groups. McKenna et al.
(2014b) and Mezey et al. (2010) outlined their methods of data collection explicitly, except
that neither provided examples of specific questions, and nor did they describe the nature of
questions or topics. Ayres et al. (2015) used questionnaire measures to collect data, and
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whilst these are described comprehensively, the process by which they were administered is
not described at all. Souter (2015) also used questionnaires and described these
comprehensively, but did not provide any details about the conduct of interviews which were
offered to participants as an alternative method of data collection.
The final three studies (3, 6, 7) did not provide enough detail about their data
collection to judge whether it was systematic and comprehensive.
b) Are characteristics of the study group and setting clearly described?
Only three studies (1, 8, 17) clearly described both their study group and setting.
Twelve studies (2-4, 6, 9-11, 13-16, 18) clearly described the study settings, but provided
only minimal information about the study authors’ affiliations and, in eight cases, also their
professional roles. Conversely, Mezey et al. (2010) described their study group but did not
describe the setting beyond that it was a medium secure unit. Green et al. (2011) also only
described their study setting generally as a medium secure unit, but they also did not describe
their study group except for author affiliations. Lastly, Ferrito et al. (2012) neither described
their study group (except author affiliations) nor the setting, except generally that it was a
secure forensic service.
c) When was data collection stopped and why?
Two studies (4, 13) clearly described the end of their data collection and justified why
this was deemed reasonable: Cromar-Hayes and Chandley (2015) reported that they reached
data saturation, and Nijdam-Jones et al. (2015) described factors that prospectively guided
the sample size they used. Additionally, Chandley et al. (2014) explicitly described that their
action research project was ongoing at the time of publishing their report about it, which is
justified for this methodology. Laithwaite and Gumley (2007) reported reaching theoretical
sufficiency, but they did not justify why they used this principle to end their data collection.
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Eleven studies (1, 5, 7, 9-12, 14-16, 18) did not clearly describe when or justify why
their data collection ended, although based on the sizes of their datasets with respect to the
methodological approaches they used, the end of their data collection appears reasonable.
Three more studies (2, 6, 17) also did not explicitly discuss the end of their data
collection, but in these cases it is not possible to judge whether this was reasonable within
their study designs.
3.5.4 Role of Researchers
a) Do the researchers occupy dual roles (clinician and researcher?)
Only six studies (8, 11, 12, 16-18) discussed explicitly in their main text (i.e.,
excluding author affiliations) whether or not any of their researchers occupied dual roles as
clinicians alongside their researcher roles. In two of these studies (8, 17) the primary
researcher (who was the only one to have direct contact with participants) also held a clinical
role in the study setting. In another two of these studies (12, 18), the converse was true - the
primary researcher (again, the only one to have direct contact with participants) was
independent of the study setting. The other two of these studies (11, 16) described that some
of their researchers had clinical roles alongside their researcher role, but it is not possible to
determine what effects this may have had because neither study sufficiently described which
researchers were involved in the different aspects of each study (e.g., recruitment, data
collection).
The remaining eleven studies (1, 2, 4-7, 9, 10, 13-15) did not explicitly discuss in
their main text anything about the roles of their researchers.
b) Do the researcher(s) critically examine their own influence on the formulation of
the research question, data collection, and interpretation?
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Laithwaite and Gumley (2007) were the only reviewed study that critically examined
the influence of its researchers on the conduct of the study - they explicitly described their
engagement with methods of reflexivity which helped them achieve this.
All other seventeen studies (1-7, 9-18) reported no efforts in this vein at all.
3.5.5 Ethics
a) Is informed consent detailed?
Ten studies (5, 8-10, 12, 13, 15-18) explicitly stated that informed consent was given
by participants. Of these, only Walker et al. (2013) comprehensively detailed (i) who sought
participants’ consent, (ii) that participants had mental capacity to give consent, and (iii)
ethical considerations about coercion and participants’ rights with respect to giving consent.
Although some of the other studies did address some of these aspects, no others specified
who sought participants’ consent.
Two further studies (1, 14) described that participants gave consent, but it is not
explicit that their consent was informed with respect to the specific research study.
The remaining six studies (2-4, 6, 7, 11) did not discuss participants’ consent at all.
b) Is a discussion of anonymity and confidentiality presented? How were anonymity
and confidentiality ensured?
Ayres et al. (2015) reported collecting data using anonymous questionnaires, which
assured the anonymity of respondents. Skinner et al. (2014) also stated clearly how they
ensured anonymity and confidentiality in their study, by anonymising data and keeping it in a
locked filing cabinet.
Seven further studies (1, 5, 11, 12, 14, 17, 18) also explicitly referred to issues of
confidentiality. Ferrito et al. (2012) described that they removed identifying details so that
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disclosed material would be anonymised, and they ascribed quotes to pseudonyms. Adshead
et al. (2015) and Walker et al. (2013) explicitly stated that they used pseudonyms to ensure
confidentiality. Three studies (11, 12, 14) reported that anonymity and confidentiality of
participants’ information was assured, but they did not detail how; they did all anonymise
quotes used (ascribing them numbers, generic roles such as ‘staff’, or not ascribing them to
any source at all), but this step was not explicitly described. Souter's (2015) only explicit
reference to confidentiality was as a limitation of his study, that the anonymity of participants
could possibly be compromised from the small sample (eight nurses).
Six studies (4, 8-10, 13, 15) did not discuss anonymity or confidentiality explicitly,
but it is evident that they all took steps to ensure that reported quotes did not identify
participants. Neither Green et al. (2011) nor Chandley et al. (2014) made explicit reference to
issues of confidentiality, but they also did not present any quotes or other potentially
identifiable material in their reports. Frayn et al. (2016) did not explicitly discuss anonymity
or confidentiality, yet they ascribed people’s names to extended accounts of three participants
- it is unclear if these were the participants’ real names or pseudonyms.
c) Was approval from an ethics committee received?
Ten studies (5, 8-15, 18) explicitly cited or described that they received approval from
an ethics committee. Seven studies (1-4, 6, 7, 17) made no reference to ethical approval at all.
Skinner et al. (2014) stated clearly that their study did not require ethical approval because it
was an evaluation of a service.
3.6 Soundness of Interpretative Approach
a) Is process of analysis described in-depth?
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Seven studies (5, 8, 12-16) explicitly described the processes of their analyses with
enough detail for the analyses to be replicable. All seven of these studies also cited the
specific analytic guidelines that they used.
Six more studies (1, 9-11, 17, 18) also cited the specific analytic guidelines used, but
they only reported general details about the processes of their analyses, such that no reliable
attempt at replication could be made on the basis of what they explicitly reported.
Three studies (2, 4, 7) did not describe their analytic processes beyond very generally
naming the forms of analyses used (thematic analysis and content analysis), and these were
not cited as being based on any specific analytic guidelines. Lastly, neither Chandley et al.
(2014) nor Frayn et al. (2016) described any methods of analysis at all.
b) How were themes derived from the data? Were alternative explanations sought?
Six studies (5, 8, 12-14, 16) clearly described how they derived themes from the data,
and sought alternative explanations in the process. Three of these studies (5, 8, 16) implicitly
used inductive approaches to derive themes, and the other three (12-14) explicitly described
combining inductive and deductive approaches.
Three further studies (9, 10, 15) clearly described how themes were derived from their
data, but they provided no evidence of seeking alternative explanations. Of these, McKenna
et al. (2014a) and Olsson and Schön (2016) explicitly described combining inductive and
deductive approaches, whilst McKenna et al. (2014b) explicitly described using an
exclusively inductive approach.
Cromar-Hayes and Chandley (2015) demonstrated evidence of seeking alternative
explanations, but their description of how themes were derived from their data was too brief
to be clear. Similarly, three other studies (1, 2, 18) only minimally described how themes
were derived from their data, and did not appear to seek alternative explanations either.
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Adshead et al. (2015) explicitly claimed to use a deductive approach, and Ayres et al. (2015)
explicitly described using an inductive approach. The other two studies (4, 18) implicitly
appeared to use inductive approaches.
The remaining five studies (3, 6, 7, 11, 17) did not describe at all how themes were
derived from their data.
c) Are the interpretations clearly presented and adequately supported by the
evidence? Were quotes used and on what basis were these chosen?
Thirteen studies (1, 4, 5, 9-18) presented their interpretations clearly and adequately
supported these with evidence from their data. All of these studies used quotes as a form of
supporting evidence, although only five (9-11, 15, 18) explicitly described the basis on which
they selected quotes - typically to ‘illustrate’, ‘support’, or ‘exemplify’ themes.
Laithwaite and Gumley (2007) clearly described each of their themes in turn, but their
attempt to bring these together into a grounded theory was so complex that their description
of it became incoherent. They did not present their grounded theory in diagrammatic form (as
is commonly done in grounded theory studies), yet doing so may have helped to improve the
coherence of their presented interpretations.
Frayn et al. (2016) presented a range of their participants’ views as ‘illustrations’ of
their findings. However, their findings were not necessarily interpretations; in line with their
aim to report a case example, their findings were generally descriptive rather than analytical.
The interpretations of the remaining three studies (2, 3, 7) were either not clearly
presented, or were not adequately supported with evidence. The data presented by Ayres et
al. (2015) appeared to support the interpretations that the authors made, but this can only
depend on the reader’s inference, without links being made explicit in their presentation of
findings. Chandley et al.'s (2014) presentation of their interpretations is generally clear, but
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their supporting evidence appears to have been selected on an a priori basis in a manner that
suggests bias, with quotes inserted haphazardly and not attributed to any sources. Green et al.
(2011) provided no supporting evidence at all for their interpretations, and these were only
briefly described.
d) Was trustworthiness of data checked? Was an audit trail or triangulation
employed?
Twelve studies (4, 5, 8-16, 18) described methods of checking the trustworthiness of
their data and analyses. In terms of audit trails, all of these twelve studies reported
transcribing audio recordings of their interviews and/or focus groups, and only three studies
(8, 16, 18) reported additional means: using memos, field notes, or reflective journals.
Methods of triangulation reported were: discussing analyses within studies’ research teams
(9-12, 14-16), member checking with subsamples of study participants (4, 13), consultation
either with independent researchers (5, 8, 16) or with FSU representatives (11), using
supervision (8), and synthesising multiple methods of data collection (18). Skinner et al.
(2014) explicitly stated that they deemed member checking to be unnecessary in their study
due to the thoroughness of their data collection.
The remaining six studies (1-3, 6, 7, 17) did not describe or discuss any methods of
checking the trustworthiness of their data or analyses.
e) Are findings presented with reference to existing theoretical and applied literature?
Fourteen studies (1, 3, 5, 7-16, 18) presented their findings with sufficient reference to
previous theoretical and applied literature on topics of recovery in forensic mental health.
Two studies’ reports of their findings (4, 17) became confused by shifts in their topic
focus between the introduction and discussion. Cromar-Hayes and Chandley (2015) started
with reference to recovery in generic and forensic mental health contexts but then framed
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their results primarily with reference to reflective practice in mental health nursing rather
than recovery. Similarly, Souter (2015) introduced new topics (such as links between
histories of abuse and personality disorders) in his discussion of his study’s findings, which
detracts from the initial focus on recovery in forensic mental health. Furthermore, Souter
does not cite any other empirical research to justify his advocacy of the potential benefits of
recovery-oriented approaches.
Frayn et al. (2016) referenced theoretical and empirical literature about recovery
colleges as their topic of focus in their paper’s introduction, but they discussed their own
findings with minimal reference to any literature, and would have benefitted from doing so.
Ayres et al. (2015) made no reference to other empirical literature except for passing
references to their own earlier work and citing the psychometric measures that they used.
f) Are limitations discussed?
Ten studies (1, 2, 5, 8-10, 12, 13, 16, 17) explicitly discussed their limitations with
sufficient depth that they offered meaningful considerations for interpreting study findings.
Three further studies (14, 15, 18) did explicitly describe some of their limitations, but
these were described so briefly that the considerations offered seemed to be tokenistic.
Frayn et al. (2016) only discussed limitations of the recovery college project that was
the subject of their study, but they offered no consideration of limitations of their study itself.
Green et al. (2011) did explicitly discuss general limitations of their mixed methods study,
but none of these considerations were about the qualitative phase of the study.
The remaining three studies (3, 4, 11) did not discuss their limitations at all.
g) Is the manuscript well written and accessible?
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Fifteen studies (1, 4-7, 9-18) were judged to be well written, and are accessible to
their health sciences audience, as well as being accessible to lay audiences in some cases.
Laithwaite and Gumley (2007) articulated their introduction and methodology well,
but their description of their findings and their discussion became convoluted and thus less
accessible; this seemed to be due to their attempt to frame their interpretations in terms of
multiple interacting theoretical issues.
Chandley et al. (2014) explicitly chose to use an unconventional structure for their
report in an attempt to reflect the recursive nature of their action research methodology.
Although well intended, this led to their omission of any explicit description of their data
collection and their analysis, which ultimately makes it difficult for a reader to understand
what happened in the study. Furthermore, the ostentatious language and writing style used is
frequently inaccessible, and significant and sometimes controversial claims about issues in
forensic mental health are made without referencing these with any evidence.
The introduction to Ayres et al.'s (2015) study does not follow a logical flow of
related ideas, but instead moves abruptly from one subtopic to another, which precludes the
possibility of a clear rationale for the study being set up.
4. Discussion
This review aimed to identify and summarise the qualitative research literature of
recovery in forensic mental health contexts, and to critically appraise its methodological
quality.
Eighteen studies were identified, which explored the perspectives of different
stakeholders (mainly FSUs and forensic service staff) using a range of qualitative approaches.
The findings of these studies generally indicated that recovery principles were meaningful
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and applicable in forensic services, although adaptations were often needed to help overcome
specific challenges created by the complexities of forensic contexts.
The literature only investigated recovery in inpatient services, and so it is not known
whether the findings are generalisable to community forensic contexts with outpatient FSUs.
Whilst inpatients constitute the greatest proportion of FSU populations (and, correspondingly,
they are apportioned the most resources) (Centre for Mental Health, 2011), the meaning of
recovery principles for FSUs living in the community should also be specifically explored so
that their needs can also be understood and supported. The imperative for this is highlighted
by the high rates of rehospitalisation in forensic services, which may be partly attributable to
insufficient aspects of community care (Chiringa et al., 2014).
Barriers and dilemmas to implementing recovery principles in forensic contexts were
identified empirically in many of the reviewed studies, which reflected concerns that are
commonly cited in the broader theoretical literature, such as the tension between managing
risk and empowering FSUs (e.g., Drennan and Alred, 2012; Pouncey and Lukens, 2010). The
pervasiveness of such challenges highlights the need for evidence-based policy guidance for
implementing recovery in forensic contexts. Existing resources, such as the ImROC briefing
paper ‘Making recovery a reality in forensic settings’ (Drennan et al., 2014), provide a
starting point, but should be formalised in policy to ensure that they are adopted by services.
This review’s critical appraisal of the reviewed studies indicates variable levels of
methodological quality. The use of qualitative approaches was judged to be appropriate in all
eighteen studies, and the majority of studies framed their research questions and their
findings in relation to other literature in the topic area. However, significant shortcomings
were commonly identified in the ‘transparency of procedures’ appraisal domain, as follows.
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The omissions and ambiguities of recruitment procedures in all studies except one
makes it indeterminable whether recruitment was conducted in a manner that was ethically
appropriate and scientifically credible. At worst, it is possible that participants could have
been recruited through implicit or explicit forms of coercion by researchers or by other
people involved in recruitment such as forensic service staff. Although the conjecture of such
a scenario may seem extreme, such ethical considerations are especially important in research
with vulnerable populations. FSUs are especially vulnerable to exploitation such as coercion,
due multiply to the effects of impairments in their mental health on their capacity to make
informed decisions, and their diminished legal rights (Arboleda-Flórez and Weisstub, 2013).
These issues were the basis for Coffey's (2006, p.73) concern that “given the complexity of
ethical issues with largely captive populations, there is a striking absence of discussion of
ethical problems in forensic mental health research”. This concern clearly remains valid over
a decade later given that the vast majority of reviewed studies (all of which were published in
the intervening years) did not explicitly describe these essential and ethically sensitive
aspects of their procedure. Further to the ethical issues raised by this, the omissions and
ambiguities of recruitment procedures increases the possibility of selection bias, an issue of
credibility and validity which was also not explicitly addressed in most studies.
A second significant shortcoming in the transparency of procedures was the absence
in all but one study of any explicit examination of the influences that researchers had on the
development, conduct and interpretations of the studies. Such critical self-awareness in
research is known as reflexivity (Finlay and Gough, 2003), and its use is regarded as being
especially important in qualitative research as a way to enhance transparency and reduce bias
(Dev et al., 2009). The subjectivity of qualitative research is a common point of criticism for
its scientific integrity, but as Finlay (2002, p.531) argues, “through the use of reflexivity,
subjectivity in research can be transformed from a problem into an opportunity”.
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Unfortunately, the absence of explicitly reported reflexivity in the majority of reviewed
studies limits the rigour and credibility of their findings.
4.1 Implications for Future Research
In light of shortcomings identified in the reviewed studies, future qualitative studies of
recovery in forensic mental health should explicitly report their procedures in full, especially
aspects which may implicate ethical issues. Further to this, qualitative researchers should
engage in and describe methods of reflexivity to enhance the integrity of their findings.
Research is needed to investigate recovery in community forensic contexts with
outpatient FSUs, given that the existing literature was only conducted in inpatient services.
Building on the empirical foundation of the reviewed qualitative studies, future
research in this field could use experimental or quasi-experimental research paradigms to
systematically investigate the feasibility and effectiveness of implementing recovery
principles in forensic mental healthcare.
4.2 Implications for Clinical Practice
Principles of recovery appear to be meaningful in inpatient forensic services, but often
need to be adapted in order to address challenges that are specific to forensic contexts. The
most commonly identified principle of recovery in the reviewed studies was ‘connectedness
with others’, which forensic service staff (especially nurses and nursing assistants) can help
FSUs to develop by proactively forming relationships with them. This also creates a means
by which forensic service staff can try to foster FSUs’ hope for the future, and enhance
FSUs’ sense of empowerment by facilitating a collaborative approach to their treatment.
Studies investigating the meaning and implementation of recovery principles in
community contexts with outpatient FSUs were not identified by the present review. The
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generalisability of findings in the reviewed studies to community contexts can therefore not
be guaranteed.
4.3 Strengths and Limitations of this Review
One strength of the present review is its inclusion of studies which explored the
perspectives of all relevant stakeholders, extending beyond FSUs to forensic service staff and
other non-staff carers of FSUs. Studies of these perspectives were excluded from the two
earlier systematic reviews of this topic (Clarke et al., 2016; Shepherd et al., 2016) but their
inclusion here offered important insights on the topic that were not identified by FSUs, which
is deemed to justify the incurred reduction in sample homogeneity by including staff and nonstaff carers.
This review’s use of the RATS (Clark, 2003) critical appraisal tool is another strength,
as its comprehensiveness facilitated the identification of strengths and limitations in the
literature that may have been overlooked if a less comprehensive appraisal tool had been
used.
A potential limitation of the present review was its stringent exclusion of studies that
did not prospectively describe recovery in accordance with the conceptualisation adopted for
this review (see Section 1.1). This selection criterion was employed in an attempt to
maximise the homogeneity of reviewed studies and minimise the influence of subjectivity in
study selection, both of which were arguably achieved. Yet, it is recognised that recovery is
personally defined and thus inherently heterogeneous; the six studies excluded by this
criterion may still have had relevance to the topic in its broader sense. Similarly, excluding
grey literature served to increase the homogeneity of reviewed studies, but this was likely at
the expense of potentially illuminating insights directly from the perspectives of those with
lived experiences.
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4.4 Conclusion
The qualitative research investigating recovery in forensic mental health is varied in
quality. Strengths of this literature are the relevance of topics studied and the appropriateness
of qualitative approaches used. Weaknesses in the reviewed studies were most commonly
identified in the transparency of their procedures, which prompted uncertainty about ethical
conduct and limited their scientific credibility.
Notwithstanding the variable methodological quality of the reviewed studies, the
unequivocal conclusion of their collective findings is that recovery is meaningful and
applicable in forensic mental healthcare if adaptations are made to address the particular
challenges of forensic contexts.

Implications for practice:


Principles of personal recovery are meaningful in inpatient forensic services.



Forensic service staff (especially nurses and nursing assistants) can help
forensic service users to feel connected with other people by proactively
forming relationships with them. This can enhance their personal recovery.



Facilitating a collaborative approach to forensic service users’ treatment can
increase their sense of empowerment, and give them hope for the future.



Applying these principles of personal recovery in inpatient forensic services
should be done with adjustments to ensure that safety and security are not
compromised.



The application of these implications to community contexts cannot be
guaranteed because research into personal recovery in outpatient forensic
services has not yet been published.
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Abstract
Background: A high proportion of forensic mental health service users (FSUs) are recalled
to secure hospitals from conditional discharge in the community. The limited research on
recall to date has preliminarily identified why FSUs are recalled, but not how they make
sense of the process. Aims: To develop a conceptual understanding of how FSUs make sense
of the process of being recalled to hospital. Methods: A constructivist grounded theory
approach was used. Semi-structured interviews were carried out with eleven FSUs from
different levels of forensic service security who had been recalled varying numbers of times
(range=1-5) across a wide timeframe before being interviewed (range=2 months-16 years, 2
months). Results: A theoretical model was constructed to illustrate the process of how FSUs
make sense of being recalled. FSUs appraise being recalled on a continuum from negative to
positive based on their experiences when conditionally discharged and their reflections on the
circumstances of being recalled. The nature of their appraisal reciprocally influences their
subsequent attitudes towards forensic services and their engagement with treatment.
Conclusions: FSUs make sense of being recalled in a recursive process influenced by their
perceptions of events before and during the recall itself, and their subsequent experiences.

Proposed journal: Criminal Behaviour and Mental Health (see Appendix E for submission
guidelines)

83

1. Introduction
1.1 Forensic Mental Health Services
Forensic mental health services (hereafter simply ‘forensic services’) provide care and
containment for people who are mentally unwell and have committed a criminal offence, or
who are at high risk of committing a criminal offence (McInerny et al., 2004). Forensic
services are designed to assess, treat, and manage the people in their care with the dual aim of
improving their mental health and reducing their risk of committing further criminal offences
(Sugarman et al., 2015).
In the UK, forensic services for adults comprise inpatient services (secure hospitals)
and outpatient community services. Secure hospitals are graded into ‘high’, ‘medium’, and
‘low’ levels of security, as determined by the degree of physical, procedural and relational
security that they provide (National Health Service Commissioning Board, 2013).
Community forensic services are provided either by forensic community mental health teams
or outreach liaison with generic community mental health teams by staff from secure
hospitals (Coid et al., 2007).
Adult forensic mental health service users (FSUs) are a heterogeneous population (for
population demographics, see Appendix F). Most FSUs are detained subject to sections of the
Mental Health Act (MHA; 2007). FSUs who are judged to pose a risk of serious harm to
others may additionally have restriction orders (MHA Section 37/41) imposed by the
Ministry of Justice (MOJ) to limit their movement and discharge (Sarkar, 2010).
Definitive data about the full population size of FSUs in the UK is not available.
However, the MOJ publishes an annual report about FSUs subject to restriction orders in
England and Wales, which constitutes the majority of FSUs in the UK. The latest available
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figures from the end of 2016 identified a total of 7,193 of these FSUs across inpatient and
outpatient settings (MOJ, 2017).
Providing secure care is very expensive: inpatient forensic services alone account for
approximately 20% of public expenditure on all adult mental health care, despite FSUs
representing a relatively small clinical population (Centre for Mental Health, 2011). The
economic burden is only one measure of the multitude of costs entailed by forensic services
and their users, which realistically reflects incalculable loss of personal and societal potential
(Sugarman et al., 2015).
1.2 Trajectories through Forensic Services
The first point of entry to forensic services for all FSUs is admission to a secure
hospital ward with the least restrictive level of security needed to manage them (MOJ, 2017).
When FSUs’ mental health improves and any risks that they pose decrease, they then
progress to lower levels of inpatient security until they are sufficiently well and safe to be
discharged to the community or, if they were transferred into secure hospital from prison and
have a criminal sentence to serve out, transferred back to prison.
However, the trajectories of FSUs through services are rarely linear, and more often
than not they are characterised by twists and turns, including transfers up and down levels of
security (e.g., medium to low then back to medium), and back and forth between hospitals
and the community (Centre for Mental Health, 2011). Explanations of this are multifactorial,
but include fluctuations in FSUs’ mental health and presenting risks, with FSUs being moved
to services that are most able to care for them and manage them safely (Kennedy, 2002).
Research into the complex trajectories of FSUs through services often refers to the
negative psychological consequences of long durations living in institutional settings, which
have been conceptualised throughout various bodies of literature as ‘institutionalisation’.
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Approximately two-thirds of FSUs will spend at least two years in secure hospitals, and many
FSUs may also have spent additional time serving a custodial sentence in prison (Rutherford
et al., 2008). When living in institutional settings, people have less control over their
environment and activities, reducing their opportunities for autonomy which has been
associated with diminished self-efficacy and self-esteem (Wilson et al., 2011).
The eventual discharge of FSUs to the community therefore represents a substantial
transition with many challenges, including the need for FSUs to take increased responsibility
for meeting their daily living needs, and the potential for exposure to stressors that may
impact on a person’s emotional wellbeing and thus increase their risk of (re)offending. In
light of this, it seems unsurprising that both FSUs and forensic service staff express anxieties
about community discharge, despite service pathways being designed to offer a model of
stepped care and rehabilitation programmes to prepare FSUs for moving from an institutional
setting into the community (Centre for Mental Health, 2011).
1.3 Recall to Secure Hospitals
The movement between hospitals and the community is frequently observed in FSUs
subject to restriction orders (MHA Section 37/41). The discharge of these restricted FSUs
requires the approval of either a Mental Health Review Tribunal (MHRT) or the Secretary of
State for Justice. The vast majority (88%, n = 499 in 2016) of discharges of restricted FSUs
to the community are not absolute discharges; instead, they are subject to conditions requiring
FSUs' continued engagement with supervision and treatment provided by community
services whilst there continues to be a substantial risk of harm to public safety or the health of
the FSU (MOJ, 2017; Wrench et al., 2010). Conditionally discharged FSUs may also be
directed to live in a place specified by the Secretary of State (Fennell, 2008). Discharge
conditions are determined through comprehensive risk assessment, and can include
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attendance at clinical reviews, compliance with medication, abstention from substance
misuse, and limits on consumption of alcohol.
During conditional discharge, if a restricted FSU’s mental health remains stable and
their presenting risks are judged to be sufficiently low, then an MHRT or the MOJ usually
agree to absolutely discharge them from the care and oversight of forensic services (MOJ,
2009). However, if their mental health deteriorates whilst they are conditionally discharged,
or their presenting risks escalate to a level that is judged to be unmanageable in the
community, then it is likely that the FSU will be recalled to a secure hospital for further
containment and treatment (MOJ, 2009). Breaches of discharge conditions are not in
themselves grounds for recall, but are considered to be ‘risk-related behaviours’ that may
indicate actual or potential deterioration in an FSU’s mental health which may increase the
risk of them engaging in offending behaviour. For further details about the process of recall,
see Appendix G.
Each year, there are approximately half (51% in 2016) as many occasions of FSUs
being recalled to a secure hospital each year as there are conditional discharges being granted
(MOJ, 2017). In 2016, there were 255 incidents of conditionally discharged restricted FSUs
being recalled to a secure hospital. This high rate of FSU recalls compares to only 80
conversions from conditional discharge to absolute discharge in the same calendar year
(MOJ, 2017).
The high rates of recall incur financial costs of providing further inpatient care for
FSUs, as well as increasing the total length of stay in hospitals for FSUs (Centre for Mental
Health, 2011). Longer inpatient stays can lead to deleterious effects of institutionalisation,
such as reduced self-efficacy and self-esteem as described earlier (see Section 1.2). Given
this, reducing the incidence of recall would presumably be beneficial for forensic services
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and for individual FSUs. However, recall should not necessarily be judged as inherently
negative or a failure; its utility should be considered on the basis of a more comprehensive
understanding of its function as a clinical and legal process.
1.4 Research on Recall
There is currently no published research that has evaluated recall as a process in
forensic service pathways, which makes it difficult to determine whether it is a helpful or
unhelpful process for FSUs and for forensic services in terms of outcomes such as FSUs’
mental health.
To consider the utility of recall in forensic services, it is necessary to understand what
leads FSUs to be recalled to secure hospitals from conditional discharge in the community,
what the clinical and legal outcomes of recall are, and to understand what the experience of
being recalled is like for FSUs themselves.
A literature search identified only three studies to date which report explicitly on the
recall of FSUs. As part of a broader study of outcomes for conditionally discharged FSUs,
Riordan et al. (2006) identified that lack of social support, drug misuse and self-harm were all
significant predictors of recall. O’ Sullivan et al., (2013) interviewed five male FSUs who
were ‘dually diagnosed’ (i.e., with comorbid paranoid schizophrenia and substance misuse)
about their experiences, following their recall to a medium-secure ward. The authors used
Interpretative Phenomenological Analysis (Smith et al., 2009) to identify factors leading to
these FSUs’ recall that included loss of and exclusion from social support networks, the
disabling effects of substance misuse on developing an adaptive life in the community, and
feeling helplessly at the mercy of systems. Aspirations of recovery, particularly meaningful
occupation and social integration, were seen as factors that could have reduced the likelihood
of substance relapse and subsequent recall if they had been fulfilled, but they were not.
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Chiringa et al. (2014) interviewed six ‘dually diagnosed’ male FSUs who had been recalled
to a medium-secure ward about their perceptions of why they had been recalled. The authors
used a method of qualitative analysis informed by grounded theory (the form of which was
unspecified) to identify that the participants felt they had not been given sufficient
justification or explanation for their recall by professionals. The participants also perceived
that standards of aftercare provided by community services were poor, that they felt lonely,
and that their opportunities for independence were limited by excessive service surveillance.
Existing research on recall has thus begun to identify what factors can contribute to
the recall of FSUs, as well as exploring the perceptions of a subpopulation of FSUs about
their experiences of being recalled. However, the literature on recall is currently limited, so it
would be premature to make conclusions about the clinical and legal utility of recall.
At this early stage of research into recall, it could be most helpful to pursue further
qualitative investigation of FSUs’ views on recall in an attempt to profit from the rich
understanding of the process that only those with lived experience of it can offer (Tapp et al.,
2013; Coffey, 2006). The two previous qualitative studies of FSUs’ experiences of recall
illuminated what FSUs’ perceptions of being recalled were, including why it happened (O’
Sullivan et al., 2013; Chiringa et al., 2014). It could be helpful to build on these findings by
elevating the understanding of FSUs’ experiences of recall to a more conceptual level in
terms of the psychological mechanisms involved in how FSUs make sense of the process of
being recalled to a secure hospital from conditional discharge in the community.
1.5 Study Aims
This study aims to develop a conceptual understanding in the form of a theoretical
model of the psychological mechanisms involved in how FSUs make sense of the process of
being recalled to hospital. Using grounded theory, this study aimed to answer one question:
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How do FSUs make sense of the process of being recalled?
2. Method

2.1 Design
The study design used a modified version of constructivist grounded theory
(Charmaz, 2014). As the research question focused on understanding the process of how
FSUs make sense of being recalled, grounded theory was chosen as the most suitable
approach because it provided a methodical framework to develop an explanatory theoretical
model of the data that was rooted in the accounts of study participants (Charmaz, 2014).
Further details on the rationale for choosing constructivist grounded theory are described in
Appendix H.
2.2 Participant Selection
A purposive sampling strategy was used in an attempt to include participants from a
range of settings; namely, inpatients from different levels of ward security (medium-secure,
low-secure, and a pre-discharge unit1), and outpatients living in the community.
Inclusion and exclusion criteria were developed with the aim of recruiting a relatively
homogenous sample. People were eligible to participate in the study if they:
- Were aged 18 years or older;
- Were a current service user of the forensic mental health service;

1

Pre-discharge units are designed to prepare FSUs for conditional or absolute
discharge by bridging the gap between low-secure wards and supported accommodation in
the community. They are kept locked, but FSUs residing in them are granted a set of keys so
that they can come and go independently in accordance with their level of unescorted leave.
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- Had been recalled to a secure hospital unit from conditional discharge in the
community under Section 37/41 of the Mental Health Act (2007) on at least one
occasion;
- Were able to speak and understand English;
- Did not have a diagnosed learning disability;
- Were judged by their clinical care team and the researcher not to present an
unmanageable degree of risk to themselves or to others in an interview situation;
- Had mental capacity to give willing and informed consent to participate in the study
in accordance with the Mental Capacity Act (2005).
2.3 Study Context
Participants were recruited from a forensic mental health service in the south of
England. The service encompasses three counties in England, with three hospital sites for
secure wards located in three highly populated, industrialised towns with ethnically,
socioeconomically, and culturally diverse populations.
2.4 Ethical Considerations
Prior to the commencement of data collection, relevant approvals were obtained.
Approval of the study was granted by the Oxford Doctoral Course in Clinical Psychology
(Appendix I) following the development of a detailed dissertation proposal. Ethical approval
was granted by the ‘South Central - Oxford B’ NHS Research Ethics Committee (Appendix
J) and the Health Research Authority (Appendix K). Sponsorship and site approval
(Appendix L) were granted by the NHS Trust that hosted the forensic service.
Key ethical considerations included that FSUs may have felt coerced to participate,
the subject matter potentially being distressing for participants to talk about, any risks of

91

harm which participants could pose to themselves or others (particularly the researcher), and
the likely event that participants’ responses may refer to criminal activity. Further details
about these ethical considerations and how they were managed are described in Appendix M.
2.5 Recruitment
The purposive sampling strategy provided a basis to recruit participants from different
levels of forensic service security in different phases, according to what was indicated by the
concurrent and iterative data analysis process (see Section 2.7): first from low-secure wards,
then from a pre-discharge unit, and then opening recruitment to FSUs in medium-secure
wards and outpatient FSUs who were living in the community.
Potential participants were identified through eligibility screening of patient records
by qualified clinical psychologists who worked in the forensic service. FSUs who met study
inclusion criteria were approached by the identifying psychologist or another member of the
FSU’s usual care team to invite them to participate in the study, providing them with a brief
verbal description, letter of invitation (Appendix N) and participant information sheet
(Appendix O). Potential participants were given at least 24 hours to consider the information;
if they were interested in participating, they provided written agreement for the researcher to
meet with them directly (Appendix P), and if they were not interested in participating then
they were not approached further about the study.
Across all settings of the forensic service sampled, 33 FSUs were identified as being
eligible to participate. Twenty of these potential participants were approached by a member
of staff from their usual care team, as described below. The other 13 eligible FSUs were not
approached, either because clinicians from the FSUs’ usual care team did not follow up on
approaching eligible FSUs to invite them to participate (n = 6; 2 females, 4 males; 3 mediumsecure, 3 community), or because the researcher was no longer seeking to recruit further
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participants from their forensic service setting due to the evolving needs of the purposive
sampling strategy (n = 7: 1 female, 6 males; 3 low-secure, 4 community).
Nine of the twenty FSUs who were approached to take part in the study declined: all
of these were male, five were on medium-secure wards, two were on low-secure wards, and
two were outpatients in the community. Reasons for declining to participate were only given
by three FSUs, all of whom were on medium-secure wards: one did not want to be audio
recorded (which was an essential feature of taking part), one was concerned that their data
would not be secure if they took part, and one was “not interested”.
The researcher met with the other eleven potential participants in person to discuss the
study, introduced by a clinician familiar to the potential participant to help them feel at ease
and reduce the possibility that the researcher was perceived with suspicion. The discussion
followed the structure of the participant information sheet, outlining the details of the study
and what participation would involve, giving an opportunity for the researcher to answer any
questions. If potential participants wished to proceed with participation following the
discussion, then the researcher sought and obtained their consent in writing (Appendix Q).
Eleven FSUs gave their written informed consent to participate in the study.
Participants all consented for a member of their care team to collect demographic
information about them from their patient records, including details of their hospital
admissions (Appendix R). This was then shared with the researcher.
2.6 Data Collection
Participants each engaged in one individual face-to-face semi-structured interview
facilitated by the researcher, which was carried out directly after participants gave consent.
Interviews took place at forensic service buildings, either in private rooms on wards, or in
off-ward visiting rooms, depending on each participant’s current status (inpatient/outpatient,
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leave, risk). Interviews ranged in duration from 31 minutes to 67 minutes (mean = 52
minutes, SD = 10.17). All interviews were audio recorded on an Olympus DS-3500 Digital
Voice Recorder.
The interviewers’ questions were guided by a schedule of topics, questions and
prompts (Appendix S). The first iteration of the interview schedule was developed
provisionally by the researcher, guided by the principles of data collection and intensive
interviewing in constructivist grounded theory (Charmaz, 2014). The researcher then
discussed this version with two of their supervisors (SH and CCo) and consulted with a group
of FSUs (none of whom participated in the study) in order to finalise it (for further details
about the development of the original interview schedule, see Appendix T). The interview
schedule included specific questions and prompts in the following topic areas: experiences of
living in the community on conditional discharge, experiences of being recalled, how
participants made sense of being recalled, how participants felt about being recalled (at the
time and subsequently), what could have helped prevent participants from being recalled, and
participants’ views on forensic mental health services and other systems involved in the
process of recall. In accordance with the theoretical sampling principles of grounded theory
(Charmaz, 2014), the interview schedule was added to over the course of the study in an
attempt to incorporate questions that could elicit data that was relevant to further developing
the ongoing analytic process.
In order to orientate the interview conversations, all interviews started with the same
question. Participants’ responses guided other questions asked, including the order and form
of topic areas and questions taken from the interview schedule, which was therefore used
flexibly.
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Participants were paid £10 in cash at the end of interviews, as reimbursement of their
time and effort.
Interviews were transcribed in MS Word, removing identifying details such as names
and places. Anonymised transcript data were imported into NVivo 11 computer software.
2.7 Analysis
The data were analysed following the methodological principles and procedure of
constructivist grounded theory (Charmaz, 2014), the stages of which are described below.
The researcher’s familiarity with the data is an important aspect of the analytical
process, so the researcher listened again to the audio recording of each interview once before
proceeding to code its respective transcript.
The coding process began with initial line-by-line coding of the transcripts through a
close reading of the data, breaking it down into its smallest component parts and assigning
each of these parts a short label, using gerunds (verb forms which function as nouns) as much
as possible to capture action (see Appendix U for an example of initial line-by-line coding).
As it became apparent that some initial codes related to others, these were provisionally
grouped into ‘focused codes’. As initial coding proceeded and more focused codes were
formed, the method of coding moved from coding line-by-line to coding by ‘incidents’,
which were sections of data that conveyed an overarching meaning, typically spanning
several lines of text (Charmaz, 2014) (see Appendix V for an example of initial ‘incident’
coding). After initial coding had been completed, focused coding was carried out to draw
together the remaining initial codes into meaningful groups that formed the foundations for
tentative analytic categories. These categories formed the basis for the development of the
theoretical model, and they were re-analysed and revised as necessary throughout the process
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until the theoretical model was completely constructed (refer to Appendix W for the finalised
codes and categories derived from the data).
A method of ‘constant comparison’ (Charmaz, 2014; Appendix X) was employed
throughout the analysis to compare all data, codes and categories to themselves and to each
other. This included looking for similarities, differences and subtleties that aided the
researcher in remaining open to making new insights about the data. The researcher
specifically paused the coding process after interviews three, six, eight, and eleven to conduct
more in-depth reviews of the data following the constant comparative method. After
analysing data from 11 interviews, no novel concepts emerged and thus the analysis was
considered to have reached theoretical sufficiency (Dey, 1999), whereby categories were well
enough described to fit the data and further data collection would be unlikely to add to them.
The researcher wrote memos throughout the analysis to record their ongoing
interpretations of the data and their ideas about the emerging theory (Charmaz, 2014)
(summary versions of key memos are provided throughout the results to illustrate the ongoing
process; see Appendix Y for a full example of a memo made during theory construction).
2.8 Reflexivity
Constructivist grounded theory recognises that researchers’ subjective beliefs about
the social world are never fully dormant and therefore these influence the conduct of
research, by way of reflexivity (Charmaz, 2008). Rather than attempting to suppress this
influence, Charmaz (2014) advocates that researchers enhance their awareness of their own
beliefs so that they are better able to recognise how these shape the research they conduct.
The researcher was a Trainee Clinical Psychologist who had never worked in the
service from which participants were recruited, and they had no previous knowledge of the
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participants recruited for the study. The researcher did have prior experience of working
clinically as an Assistant Psychologist in a different forensic mental health service.
The impact of the researcher’s earlier experiences on their beliefs and potential biases
was considered throughout the study using methods to enhance their reflexivity. A reflective
journal was kept throughout the research to record the researcher’s reflections and ideas so
that they were prompted to consider how their own beliefs shaped the study’s design, data
collection and analysis (see Appendix Z for excerpts). Before commencing data collection,
the researcher engaged in a bracketing interview facilitated by a peer who was also
conducting qualitative research.
These methods of enhancing reflexivity elucidated the researcher’s motivation to
undertake the study as being primarily driven by working clinically in inpatient mental health
services, where they perceived patients who had long stays in hospital to develop low selfefficacy and external loci of control which the researcher viewed as “institutionalisation”.
The researcher’s impressions that FSUs were ‘institutionalised’ by forensic services thereby
compounded their prior critical opinions that forensic services held a disproportionate amount
of power to control the liberties and, ultimately, lives of FSUs to the point that FSUs could
lose their personhood. Having interacted with FSUs on a personal level through therapeutic
activities as an Assistant Psychologist, the researcher had experienced the humanity of FSUs
first-hand, and they therefore wanted to ensure that agencies of greater instrumental power
(i.e., those who design and deliver forensic services, including the government and the NHS)
appreciated this too. Undertaking qualitative research using the perspectives of FSUs was the
researcher’s attempt to ‘give voice’ to this marginalised group of people, and thus to advocate
for forensic services to be designed and delivered based upon the needs of FSUs themselves.
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The bracketing interview also highlighted that it would be useful for the researcher to
find out more about their supervisor’s beliefs about recall of FSUs by interviewing them (see
Appendix AA).
2.9 Credibility
To enhance credibility of the analytical procedure and constructed theory, the
researcher’s initial line-by-line coding of excerpts from three interview transcripts was
reviewed by a colleague who was familiar with grounded theory methodology and coding.
This generally validated the researcher’s coding practices, and guided the researcher to label
codes more succinctly in subsequent analyses. The researcher consulted with a grounded
theory specialist regarding the naming and grouping of analytical categories, and the
development of the theoretical model. This consultation process guided revisions of the
categories and model until these were judged to adequately account for findings in the data.
3. Results
3.1 Participant characteristics
Eleven FSUs gave their written informed consent to participate in the study.
Characteristics of participants are summarised in Table 1 to help situate the sample.
Participants were each assigned a participant number and a pseudonym to protect their
confidentiality.
Participants were predominantly male (ten men, one woman), aged between 26 and 55
years old (mean = 38.91 years, standard deviation = 9.67 years). Eight were white British,
one was black African, one was Pakistani, and one was white Irish.
Eight participants were currently inpatients: four on low-secure wards, three on
medium-secure wards, and one on a pre-discharge unit. The remaining three participants were
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Table 1.
Participant characteristics

P#

Pseudonym

Gender

Age

Ethnic
group

Current

Current psychiatric

level of

diagnoses (ICD-10)

security

(primary listed first)

No. of
recalls

Time elapsed1 since:
First FMH
admission

First recall

Latest
recall

1

Andrew

Male

49

White

Low

Schizoaffective disorder

1

16y 3m

0y 10m

0y 10m

2

Benjamin

Male

33

Black

Low

Schizoaffective disorder

1

10y 9m

5y 3m

5y 3m

3

Caleb

Male

37

Asian

Low

Paranoid schizophrenia

2

11y 2m

3y 3m

0y 10m

4

David

Male

55

White

PDU

Paranoid schizophrenia

4

20y 2m

12y 2m

4y 10m

5

Evan

Male

48

White

Community

Schizoaffective disorder

3

18y 2m

16y 2m

7y 0m

6

Francesca

Female

28

White

Medium

Emotionally unstable PD

1

10y 5m

0y 3m

0y 3m

7

Gavin

Male

33

White

Low

Schizoaffective disorder,

3

16y 6m

13y 8m

2y 6m

dissocial PD
8

Henry

Male

41

White

Medium

Schizophrenia (unspecified)

1

14y 8m

0y 11m

0y 11m

9

Ian

Male

26

White

Medium

Dissocial PD, emotionally

1

8y 8m

0y 2m

0y 2m

unstable PD, ADHD,
Tourette’s disorder
10

Jacob

Male

31

White

Community

Paranoid schizophrenia

5

13y 4m

4y 0m

0y 2m

11

Keith

Male

47

White

Community

Schizoaffective disorder,

1

11y 6m

5y 6m

5y 6m

schizophrenia (unspecified)
1Up

to time of data collection

Notes: ADHD = Attention-deficit hyperactivity disorder; FMH = Forensic mental healthcare service; ICD-10 = International Statistical
Classification of Diseases and Related Health Problems 10th Revision (World Health Organization, 2016); P# = Participant number, PD =
Personality disorder, PDU = Pre-discharge unit

living in the community on conditional discharge. All eleven participants were currently
under Section 37/41 of the Mental Health Act (2007), and the index offences that led
participants to first be admitted to forensic services were categorised as ‘violent’ in all eleven
cases. Psychiatric diagnoses given to participants (including comorbidities) were:
schizoaffective disorder (n=5), paranoid schizophrenia (n=3), unspecified schizophrenia
(n=2), emotionally unstable personality disorder (n=2), and dissocial personality disorder
(n=2), Tourette’s syndrome (n=1), and attention-deficit hyperactivity disorder (n=1).
Participants had been recalled between one and five times (median = 1). The range of
time since they were first recalled was between 2 months and 16 years 2 months (mean = 5
years 8 months), and the range of time that had elapsed since their latest recall up to point of
interview was between 2 months and 7 years 0 months (mean = 2 years 5 months).
3.2 The ‘Making Sense of Being Recalled’ Model
3.2.1 Overview of the Model
Making sense of being recalled is a process that centrally involves appraising recall on
a continuum from negative to positive, which is influenced by experiences before, during,
and after the recall. In turn, the appraisal itself influences subsequent experiences and
reflections that are related to being recalled. Crucially, the recursive nature of this process
means appraisals of being recalled can change over time; such re-appraisal represents
movement along the continuum. The process is represented by Figure 1.
Prior to being recalled, FSUs’ experiences of living in the community on conditional
discharge range across two continua: ‘adaptation’ and ‘connectedness’. Those enjoying life in
the community feel more connected with others, whereas those struggling feel disconnected.
The extent of perceived adaptation and connectedness in the period directly before the event
of recall influences appraisal of recall.

Following recall to a secure hospital, FSUs reflect on the circumstances of the event
of recall and consider the extent to which they agree with explanations for their recall and if
being recalled was an appropriate measure. Their level of agreement, along with their sense
of agency in actions and decisions that led to their recall, contribute to where FSUs fall on the
appraisal continuum.
Subsequent experiences with forensic services are shaped by FSUs’ appraisal of being
recalled, and their appraisal is reciprocally influenced by their experiences. Positive
appraisals lead to positive attitudes about forensic services, which in turn reinforce positive
appraisals; an equivalent feedback loop reinforces negative appraisals and attitudes.
FSUs who appraise their recall positively describe higher levels of engagement with
treatment. This is driven not only by the positive appraisal itself, but also by personal goals
and motivational factors in their lives. Engaging with treatment reinforces positive appraisals
of being recalled, as well as strengthening positive attitudes about forensic services.
The elements involved in the process of making sense of being recalled are explained
in further detail in the following sections. Quotes from participants (credited to pseudonyms,
see Table 1) are used to illustrate the concepts of the model; the quotes used were selected as
exemplars, and also to represent the perspectives of all eleven participants. Memos are also
included to demonstrate the analytical process; these are written in the first person as a
reflective account.
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Figure 1. A theoretical model illustrating the process of 'making sense of being recalled' for forensic mental health service users

3.2.2 Experiences of Living in the Community on Conditional Discharge
Participants talked about their experiences of living in the community whilst they
were conditionally discharged, often with a focus on the period of time leading up to when
they were recalled. Factors contributing to how positively life in the community was
experienced were related to participants’ degree of adaptation and connectedness, along two
continua respectively.
Most participants identified times when they were enjoying life in the community
prior to the period leading up to their recall:
“It shows, y’know, how good I was, y’know, I was doing the first six, seven
years in community before the problems I had which I got recalled for.”
(Caleb)
Factors contributing to this included paid or voluntary work, and recreational
activities that were personally meaningful to them:
“…those days I was um working with a, er, studio […] and I was doing
recordings, so I was more into like my music and how I can deliver it…”
(Benjamin)
Being engaged in the community helped participants to feel connected with others:
“I did make a lot of good friends in [town], there’s some really nice people
there, you know; they care as well” (Keith)
Experiences of feeling supported, whether through personal relationships or by
professionals, further contributed to the degree of connectedness:
“Yeah, I had a whole team there - the help was there if I needed it” (Henry)

In contrast to enjoying aspects of conditional discharge, many participants also
described experiences of struggling to cope with stressors they encountered in the period
leading up to when they were recalled:
“I had so much going on, with this, that, and the other […] and <oogh!>
everything flew in the air!” (Andrew)
Sources of stress varied, but included difficulties in relationships with family
members or friends, and having insufficient financial support or losing money gambling.
Many participants who historically had issues taking illicit drugs felt frustrated that
they were exposed to drugs, either through friends they had reunited with or in their local
area:
“At odd times they’d come and knock and it was just getting to me, and it
was frustrating me, annoying me, and all of that circle - I didn’t, don’t need
that.” (Caleb)
Most of those participants relapsed into taking drugs, and two other participants
described taking drugs to cope with the stress they were experiencing:
“I was so anxious it, it maybe was my way of dealing with it […] coping
with that at the time, sort of how I was feeling, so I think that’s why I took
the line of cocaine.” (Ian)
The change from being in hospital to the community also presented challenges:
“A lot of it was stress, some of it was-- you were going through things that
you’d been sheltered from the whole time you were in here [hospital], so
your emotions are a bit more different.” (Francesca)
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Memo:
The code ‘struggling’ encapsulated many forms of difficulties, including
issues in interactions with others. But the active nature of such interpersonal
stress was distinct from the latent sense of loneliness and abandonment that
permeated some participants’ accounts. Recognising this also prompted me to
realise that some participants’ experiences of feeling ‘connected’ were not
necessarily associated with ‘enjoying’. To reflect these differences, I split
connectedness and adaptation into two separate theoretical codes in this category.

Several participants described feeling disconnected - isolated, and unsupported by
others:
“I was in a house with all these people but we didn’t really socialise with
each other, it’s more like you live in a room, and I had a television, and a
bed, and stereo station and a sink and all that, and, er, you know, it was, it
was a really nice room, but (sighs) I dunno (pause) I don’t know, I just felt,
I started feeling lonely.” (Evan)
Such difficulties with feeling disconnected in supported accommodation extended
beyond the milieu to perceived shortcomings in the support provided:
“The care was pretty poor. There wasn’t-- the communication was really to
a minimal with them and their staff” (Keith)
Aftercare from the community forensic service was also perceived as insufficient by
some:
“I would’ve rather they knew exactly what I was doing, rather than just
coming to see me as if it was a tick box exercise.” (Francesca)
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Memo:
Although the majority of participants described difficulties just prior to
the point when they were recalled, many of them had reflected that life in the
community had been good earlier on during their conditional discharge particularly participants who had been in the community for longer periods (up to
seven years in two cases). A few participants felt that their life had been going
well at the time when they were recalled. I needed to ensure that the change and
variety of experiences in the community came across, which led me to adopt
continua for the theoretical codes of ‘adaptation’ and ‘connectedness’.

Most participants described degrees of struggling and feeling disconnected in the
period leading up to their recall, signifying movement for participants along the ‘adaptation’
and ‘connectedness’ continua based on their experiences.
This change often happened gradually with a sense of inevitability:
“It was a sort of, a sort of steady downward slope sorta thing.” (Andrew)
Or, alternatively, it happened suddenly as an acute response to events:
“I had a massive argument with my wife […] and, er, by this time (pause)
I’d, I’d had enough - I was really, really, I’d just had enough, and, um,
(pause) I wanted to kill myself.” (David)
Movement across the continua was bi-directional, meaning that adaptation could
change from struggling in the earlier stages of conditional discharge to enjoyment at the time
they were recalled:
“…towards, I don’t know, like the end of, before I got recalled, I kind of
found my own way - I got a job, and I was actually doing things, so all that
support I thought I needed I didn’t actually need…” (Francesca)
3.2.3 Reflecting on the Circumstances of Being Recalled
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Participants’ accounts of the events that took place when they were recalled varied not
only in terms of the content of what happened, but how each individual participant reflected
on the circumstances of when they were recalled.
Memo:
A cornerstone of interviewing participants was me asking them about
what led to them being recalled, to develop my understanding of how they made
sense of it. They offered me explanations of what they perceived had prompted
their recall, sometimes noting how their perceptions of precipitating events were
different to the accounts of the agencies (forensic services and the Ministry of
Justice) that were ultimately in charge of recalling them.
These parts of the interviews and data posed challenges to me. My
interpretations of participants’ explanations were susceptible to my own biases as
a practising clinician with prior experiences of working with FSUs who had been
recalled. Further still, participants’ explanations were likely to have been
influenced by the accounts of professionals if the recall was subsequently
discussed between them.
I had intentionally decided to not collect data from participants’ clinical
records as an aspect of the study’s design that could help me to remain open and
curious about participants’ views, which I endeavoured to understand on their
terms here.

A plethora of explanations for being recalled were given by participants, frequently
including reference to taking drugs, becoming mentally ill, breaching discharge conditions,
and receiving insufficient support from forensic services. Other less frequently cited factors
that participants identified included interpersonal conflict, being evicted from
accommodation, gambling, and in one case re-offending (“theft of a motor vehicle” - Ian). In
many cases, participants identified multiple factors with interacting effects:
“I got recalled for-- indirectly though ketamine use, um, which I think was
down to me losing contact with my son, and I think I was using it for
escapism more than anything. […] I was thinking the worst. His mother,
being a scorned woman, didn’t, er, comfort me by saying don’t worry, he’s
with us, he’s okay, everything - she’d say things like your, your paranoia is
unfounded, which I felt was quite, made me worry even more” (Keith)
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Memo:
Each account was unique. Whilst there may have been common factors
identified to explain why they had been recalled, the circumstances of each
participant on each occasion of being recalled varied greatly. In most respects, the
content of what participants told me (their explanations) was incidental to the
process that I was investigating of how they made sense of it. After initially
coding these data in terms of ‘explanations’ for recall, I then began to recognise
patterns in the ways that participants reflected on the circumstances, and re-coded
data accordingly.
In considering explanations for being recalled (either their own, or what
they perceived as the account of agencies), participants were engaged in a
reflective process that contributed to their opinions of how much they agreed with
being recalled.

Some participants’ explanations indicated their agreement with being recalled, usually
referring to their recognition that they were experiencing difficulties in the community:
“Well I can understand why [forensic staff] thought that it was needed,
‘cos like I said before, even I didn’t feel I was right.” (Andrew)
Disagreement with being recalled resulted from differences in perception between
themselves and the agencies involved. Participants either disagreed with agencies about
whether alleged events that prompted their recall actually took place, or they disagreed with
being rehospitalised as the outcome of precipitating events:
“…they said I was coming back here, and then I was like asking could I
read the warrant, and apparently my self-harm had gone up, and there was
suspicion that I wasn’t taking my medication (pause) but, um, (pause) it
didn’t add up.” (Francesca)
“…drugs shouldn’t be a reason for someone to be in a long time. […] it
doesn’t necessarily need to come in back into hospital for it…” (Gavin)

108

Memo:
The other pattern I perceived when I was re-coding participants’ accounts
of their circumstances when they were recalled was how they described varying
degrees of agency in being part of the decisions and action that led to their recall.
Some had actually asked staff to be rehospitalised, whereas others had been told
by staff that they were going to be recalled without having any opportunity to
discuss it first.

In terms of their perceived role in the decisions and actions that led to their recall,
some participants described having a high degree of agency:
“I wanted a total cut out from where I was in, so I asked for help in a, in, in
a way, say look can you take me to hospital and let me sort my head out.”
(Caleb)
However, many participants described having a low level of agency in the process:
“Well the doctor and the teams decide to bring you back in, um, but I think,
yeah, if it was down to me I probably would’ve just stayed out there.”
(Jacob)
3.2.4 Appraising Being Recalled
Participants made an appraisal of their recall based on a combination of what their
experiences on conditional discharge in the community had been like prior to being recalled,
and through reflecting on the circumstances of being recalled.
Participants who were higher towards the disconnected and struggling ends of the
continua tended to appraise being recalled to hospital positively. For these participants,
coming back into hospital was perceived as fair and necessary, providing respite from
difficulties in the community, and offering the chance to engage with support:
“I think some of the times I needed to be recalled so I could get off of the
drugs, ‘cos if I stayed in the community then, um, probably just would’ve
got worse, and worse, really, yeah.” (Jacob)
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“…this time right now, y’know, the benefits to get out of the system and the
hospital is, er, is important for me to utilise all the, er, opportunity I get
here…” (Caleb)
Similarly, those participants who agreed more with their recall, and especially those
who had a higher degree of agency in the process, appraised recall positively:
“so I, er, ended up, um (pause) asking them if they could put me in hospital,
be good to help me…” (David)
Conversely, negative appraisal was more likely among participants who had been
enjoying their lives in the community and had felt connected with others at the time of being
recalled. They perceived being recalled as unfair and unnecessary, disruptive to their lives,
and restricting:
“…it’s torn my family apart, hasn’t it, really?” (Ian)
“…you’re only supposed to do that amount of time, (pause) sort of,
detained, in a way, if you deserve it really, I think.” (Gavin)
Furthermore, participants who expressed disagreement with being recalled also
appraised recall negatively, particularly if they had been actively opposed to it at the time:
“Well, the second time that I-- I was just pissed off about that drug dealer,
and I, I’m sure I took the medication. But then, you know, I got recalled - it
was all, it just happened all of a sudden, I wasn’t expecting to get recalled
or nothing, I didn’t think I wanted to get recalled.” (Evan)
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Memo:
My interviews with participants were inherently retrospective, and I
realised that their accounts comprised a mixture of information/perceptions that
they may have held at the time when they were recalled, and
information/perceptions that had subsequently been subsumed into their accounts
through hindsight, introspection, and discussing the recall with other people such
as clinicians and solicitors. Furthermore, participants’ perspectives on being
recalled may have changed in light of their subsequent experiences - not least the
events/time in hospital after being recalled.
By purposively sampling participants from different levels of security, I
had the opportunity to speak with participants who had a wide range of
experiences post-recall - some over months, some over many years. At points
during data analysis I found myself at a loss for how to account for such
heterogeneity. But ultimately, this is what illuminated a core principle of my
developing theory: making sense of being recalled is a recursive process of
experience, reflection, and appraisal.
Appraisal was therefore a continuum in itself, subject to change of reappraisal. Being continuous also accommodated for appraisals that indicated
ambivalence.

Participants’ appraisals were not static; they were dynamic, open to revision in light
of subsequent experiences, the passage of time, and further reflection on precipitating factors:
“I was guns blazing […] that’s changed over time. […] I was past caring,
so I probably did need to be put in a -- so I could become to care for myself
again” (Keith)
“Well, it might have been a positive, because a) I was, was feeling lonely,
so I was in a place of safety and with people, and b) I got away from the
drug dealing shithead, who, who, who was – you know, I think a lot of
people who were living there at the time were under stress because of what
was going on” (Evan)
Some participants expressed ambivalence about being recalled, endorsing both
positive and negative aspects of being recalled:
“At the end of the day I was taking too much on, and I needed to slow down
a little bit, get the right medication to, y’know, get my brain balanced, get
more coordination, and stuff like that. And being here has helped me to a
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degree where I hopefully will be charged--discharged from here. […] And I
haven’t broken any laws, haven’t broken any recolations (sic) or nothing,
and it’s a situation I’m still in now. I still to be up, still at loggerheads with
the Home Office that’s ‘sposed to treat me. Okay fair enough, in the past,
yes, there probably was a problem with me, but that’s not me now.”
(Andrew)
3.2.5 Attitudes towards Forensic Services and Staff after Being Recalled
Participants’ appraisals of being recalled reciprocally influenced their attitudes about
forensic services, staff, and systems (particularly the MOJ): positive appraisals reinforced
positive attitudes, and negative appraisals reinforced negative attitudes.
Participants who held negative attitudes expressed feeling powerless in respect to
forensic services, and that continuing to be detained after their recall was a form of
persecution:
“Other people are always in charge when you’re under section, cos it’s not
like you’ve just got a doctor to please, or everyone else to please, it’s some
person sitting in some office in the government innit (sic), that you never
even meet.” (Francesca)
“All I can say is the reasons they put me-- that’s when they’re-- when it
comes to the point like, because of my beliefs, I have to be in hospital,
that’s where it’s all wrong.” (Benjamin)
Positive attitudes about forensic services indicated how participants felt supported by
staff:
“…from my point of view, um (pause) I think there’s a good system here,
um, and the team are there for, y’know, for them to help you…” (David)
3.2.6 Engagement with Treatment
Appraising recall positively, as well as having positive attitudes about forensic
services was associated with participants’ level of engagement with treatment after being
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recalled. Higher degrees of engagement included participating in rehabilitative activities such
as occupational and psychological therapies, and were often driven by personal goals and
motivational factors in their lives that were oriented towards a better future for themselves
through personal change:
“…when I got recalled now, it’s a different story, I’m being totally honest
now, and, and er I wanna change my ways and I want a different lifestyle,
y’know, I got, I got motivation like my daughter, family, y’know all that
plays a part but (1 second inaudible), the point is that I’m, I’m cooperating
more than I was before, and that makes a lot of difference, you see?”
(Caleb)
Some inpatient participants described lower degrees of engagement, even suggesting
that they were simply ‘going through the motions’ of hospital processes and anticipating their
discharge to the community again without meaningfully engaging in rehabilitative treatment:
“All I understood of that I was in hospital and I have to be discharged, and,
er, I just have to play the game, follow myself through until I get out.”
(Benjamin)
“And I know I can come off meds and be fine, y’know, but I just take them
to (pause) think the doctor knows best, and does he really? Not necessarily,
y’know?” (Gavin)
Participants’ engagement was observed to reciprocally influence their appraisal of
recall and their attitudes towards staff:
“I’m getting’ all the help I need this time, I’m talkin’ about it, and boy have
I been through a lot, I’ve been through, I’ve been absolute hell, I was, er, in
my opinion I was a walking zombie for all that time, and like there’s
nothin’ I can really say now - I’m in the system, I’m, I’m going through the
system, I’m talking with [psychologist] which is (pause) alright, so
beneficial and all that, like, to sit down and talk about it and, type of thing,
everything I been through and that, but, um, (long pause) yeah um, I’m just
really gutted that all this weren’t sorted out years and years ago on the first
time, really, er, yeah.” (Henry)
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4. Discussion
4.1 Summary of Findings
This study aimed to develop an understanding of how FSUs make sense of the process
of being recalled to a secure hospital from conditional discharge in the community. The
developed theoretical model illustrates that making sense of being recalled is a recursive
process for FSUs, revolving around their appraisal of how negative or positive they perceive
their recall to be.
FSUs’ appraisals of being recalled were variably influenced by:


Their perceived adaptation and connectedness with others in the community
prior to being recalled;



Reflecting on the circumstances of being recalled, including their sense of
agency in the process and considering explanations of why they were recalled;



Their attitudes about forensic services, staff, and systems;



Their engagement with change after being recalled.

These findings build on previous qualitative research with ‘dually diagnosed’ male
FSUs who had been recalled to medium-secure units, including their understanding of why
they were recalled (O’ Sullivan et al., 2013; Chiringa et al., 2014). Experiences of
disempowerment, unfairness, and inadequate support in the community that were described
as major themes in these earlier studies were also identified in the accounts of some FSUs in
the present study. However, through the broader inclusion of FSUs from different levels of
security, whose various and sometimes multiple recalls took place over a wider range of time,
the present study demonstrates how FSUs’ perceptions of being recalled may be amenable to
change over time and in light of subsequent experiences.
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The finding that recall is appraised positively and negatively by FSUs is similar to
findings in generic mental health contexts that psychiatric patients also perceive involuntary
hospitalisations in terms of positive and negative aspects (Katsakou et al., 2007).
4.2 Procedural Justice
Recall was perceived positively by FSUs who agreed that it was necessary in the
circumstances, and negatively by FSUs who disagreed with explanations for why it
happened, especially those who also felt that they had little involvement in the process. This
key finding resonates with the theory of procedural justice, which posits that individuals’
perceptions of fairness when interacting with authority figures are based more on the qualities
of the interaction than its outcome (Lind et al., 1988). Specifically, that individuals who feel
that their ‘voice’ is heard during decision-making situations, and who feel that they were
treated with dignity and respect by authority figures, are more likely to perceive clinical and
legal processes as being fair and just. This consequently leads them to feel more positively
about the outcome of decisions about them, and higher perceptions of procedural justice are
theorised to “facilitate subsequent therapeutic process” (Tyler, 1992, p.439). Support for the
theory has been described at length in criminological literature, and it also has been measured
empirically in ‘mental health courts’ in the USA, where individuals who have criminally
offended and are presenting with mental health issues are considered for diversion to receive
care instead of being imprisoned (Canada et al., 2014; Kopelovich et al., 2013).
The concept of procedural justice is surprisingly absent in mental health research
conducted in the UK, but its manifestation in this study’s theoretical model of how FSUs
make sense of recall indicates that it is relevant to clinical practice in forensic services.
Further to the intrinsic value of enhancing procedural justice, its association with
improving mental health (Kopelovich et al., 2013) and reducing the likelihood of reoffending
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(Wales et al., 2010) supports the hypothesis that it can enhance therapeutic engagement. This
is also provisionally supported by the present study’s finding that FSUs who appraised their
recall positively were typically more engaged with rehabilitative treatment following their
recall. This suggests that there would likely be clinical and legal utility in working to enhance
FSUs’ sense of procedural justice during the events of their recall, which would include
ensuring that their perspectives are heard by professionals when decisions about recall are
being made, and to ensure that they are treated with dignity and respect throughout the
process of recall.
4.3 Engagement Following Recall
Whilst the notion of enhancing procedural justice offers a potentially promising
mechanism for improving the experience and outcomes of recall, it is important to recognise
that its application in the formal judicial settings of mental health courts is not equivalent to
the various circumstances in which recall takes place in the UK. In its extremes, recall of
FSUs may be carried out as an acute response to crises such as suicide attempts or violent
reoffending. These situations place pressure on professionals to ensure the safety of FSUs,
themselves, and the public, and can understandably lead them to prioritise actions that
manage immediate risks over FSUs’ care (Riordan et al., 2005). Therefore, the circumstances
of recall may limit or even jeopardise the potential for conferring a sense of procedural
justice for FSUs at the first opportunity.
However, although the factual events of recall are fixed, FSUs’ appraisal of their
recall was found to be dynamic, influenced by their attitudes about and engagement with
forensic services subsequent to being recalled. Therefore, there may be opportunities for
improving FSUs’ appraisals of their recall at a later stage.
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In addition to established forms of treatment and rehabilitation facilitated by forensic
services, it could be helpful for forensic service staff to engage specifically with FSUs about
their experiences of being recalled. Further to Chiringa et al.,'s (2014) finding that FSUs often
did not feel that the reasons for their recall were explained or justified to them, there are
likely to be opportunities post-recall for staff to retroactively enhance FSUs’ sense of
procedural justice, such as in clinical reviews or therapy sessions. In the first instance,
clinicians involved in the recall of an FSU should discuss the reasons for their recall with
them as soon as is reasonably practicable - whilst this may not be possible at the time in acute
situations, it should remain a priority for clinicians to facilitate for the benefit of FSUs (Jones,
2015).
Notably, no FSUs in the present study explicitly described forensic service staff
discussing the recall with them subsequent to the event. To date there has been no research
into the perceptions of forensic service staff about recall, although evidence in this study that
some FSUs disagreed with staff’s explanations for their recall suggests that there may be
incongruity between the lived experience of recall for FSUs and the way it is seen or
approached by staff. Reconciling this could be facilitated by forensic service staff attempting
to collaboratively support FSUs in the process of making sense of being recalled, which
could help to foster positive attitudes and increase engagement among FSUs who appraise
their recall negatively.
Support for this assertion is evident in the literature on personal recovery in forensic
services, wherein collaborative treatment practices by forensic service staff with FSUs has
been found to empower FSUs and increase their engagement with rehabilitative treatment
(Gudjonsson et al., 2011; Ayres et al., 2015). The merits of staff fostering relationships with
FSUs that are perceived as being caring and supportive is highlighted by yet more research in
generic mental health contexts of involuntarily hospitalised patients (Hughes et al., 2009).
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4.4 Strengths and Limitations
A key strength of the present study was its broader sampling strategy relative to
previous qualitative studies of recalled FSUs. Interviewing FSUs from different levels of
security, including those who were again conditionally discharged and living in the
community, was pivotal to discovering that making sense of recall involved the recursive
influence of experiences subsequent to the recall events themselves. The sampling strategy
also meant that the present study stood to be more representative of the range of FSUs in
forensic services, rather than being tied to one level of security, a diagnostic group, or gender.
Notwithstanding these merits of the sampling strategy, it is possible that the sample
was biased. Firstly, the recruitment procedure may have been biased by clinicians in the
forensic service not following up on approaching FSUs who had been identified as eligible.
Data about this were not systematically recorded, but the researcher had noted that some
clinicians expressed apprehension to invite FSUs who were “unsettled” (i.e., mentally ill) to
participate, which may have led to the exclusion of such FSUs from the study, even though
FSUs’ current mental state was not set as a study eligibility criteria. Secondly, the FSUs who
did participate may have been those who were motivated to express strong views on being
recalled, whilst those who declined to take part may have been ambivalent about their recall.
This could offer some explanation for why the middle range of the model’s appraisal
continuum was underrepresented in the data.
Theoretical sampling of the collected data did not identify much evidence for
ambivalence, and theoretical sampling through further recruitment was not possible due to
constraints on time and resources and the inherent challenges of engaging this population in
research which could also account for the high declination rate. Nonetheless, FSUs’
appraisals of recall were conceptualised as a continuum on the basis of evidence that they

118

appeared to be influenced by subsequent experiences. This evidence was, however, limited to
the interpretation of FSUs’ retrospective accounts in a cross-sectional research design
because time constraints meant that longitudinal follow-up was not feasible.
4.5 Reviewing the Researcher’s Reflexivity
The researcher engaged in methods to enhance their reflexivity throughout the study,
as described earlier (see Section 2.8). The impact of the researcher’s beliefs had been
continuously considered throughout data collection, analysis, and reporting, as illustrated by a
sample of memos that were reported throughout the study results (Section 3.2).
In line with the constructivist grounded theory approach used, the researcher’s prior
beliefs about the research topic and context were deemed to interact with the perspectives of
participants to generate a co-constructed account of the phenomenon of recall. This included
the researcher revising their initially critical stance about the power of forensic services in
light of interviewing some participants who expressed positive opinions about the function of
forensic services to detain FSUs in order to provide ‘respite’ and ‘opportunity’ to recover.
Overall, the researcher judged that the findings of the study were a representative
account of the experiences and opinions of the FSUs who participated, and that the
researcher’s influences on the conduct of the study were explicit through their reflexivity.
4.6 Clinical Implications
As a recursive process, making sense of being recalled continues throughout FSUs’
subsequent treatment with forensic services: during their stay in a secure hospital, and into
further occasions on conditional discharge in the community. FSUs’ attitudes towards and
engagement with forensic services post-recall is influenced by whether they appraise their
recall negatively or positively. It is important for forensic staff to recognise if FSUs appraise
their recall negatively in order that they may intervene accordingly. Engaging FSUs more
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actively in their treatment by working collaboratively with them can help to increase their
positive attitudes towards forensic services. This in turn could facilitate increased positivity
in FSUs’ appraisals about being recalled, which may reciprocally reinforce their engagement,
and therefore potentially improve recovery rates for FSUs.
4.7 Implications for Future Research
The recall of FSUs to secure hospitals is an under-researched topic area, and further
investigation into it would help to develop understanding of it as a clinical and legal process.
The concept of procedural justice (Lind et al., 1988) was perceived to have manifested
in the theoretical model developed in the present study. Further research examining its
relevance to the experiences of recalled FSUs would help to elucidate if the proposed process
of appraising recall is comparable to the mechanisms of procedural justice.
The present study and previous qualitative explorations of FSUs’ lived experiences of
being recalled has highlighted that their perceptions and explanations of recall may differ
from the views of forensic service staff, who are key agents in the recall process. A
qualitative exploration of staff’s perceptions of recall might illuminate how their accounts
compare to FSUs.
The cross-sectional design of the present study limited the interpretation of changes in
FSUs’ appraisals of their recall over time to inference based on retrospective accounts.
Further research to investigate the proposed mechanism of dynamic appraisal longitudinally
is vital in order to assess its conceptual validity.
The research literature on involuntary admissions in generic mental health contexts
demonstrated relevance to the interpretation of the present study’s findings, indicating that
there appear to be parallel psychological processes involved. A newly published study in that
literature has developed and validated a questionnaire to measure psychiatric patients’
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attitudes towards involuntarily hospitalisation (Gabriel, 2017). If the validity of this tool in
forensic services was demonstrated through empirical study then this could provide a
quantitative tool to assess FSUs’ attitudes towards being recalled.
4.8 Conclusions
This study explored the lived experiences of FSUs in a topic area which has had
limited attention in research to date: recall to a secure hospital from conditional discharge in
the community. The findings proposed a grounded theory model of how FSUs make sense of
their recall by appraising it on a continuum from negative to positive. The negative impact of
negative appraisals on FSUs’ engagement with treatment is important for clinicians to
recognise; through collaboratively supporting FSUs in the process of making sense of being
recalled, clinicians may be able to increase the treatment engagement of this group of FSUs.
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Line

Database2

Search Term

1

AMED, BNI, CINAHL, Medline, PsycINFO

recover*.ti,ab

2

AMED, BNI, CINAHL, Medline, PsycINFO

forensic.ti,ab

3

AMED, BNI, CINAHL, Medline, PsycINFO

offend. ti,ab

4

AMED, BNI, CINAHL, Medline, PsycINFO

offence*.ti,ab

5

AMED, BNI, CINAHL, Medline, PsycINFO

secur*.ti,ab

6

AMED, BNI, CINAHL, Medline, PsycINFO

convict*.ti,ab

7

AMED, BNI, CINAHL, Medline, PsycINFO

“special hospital*”.ti,ab

8

AMED, BNI, CINAHL, Medline, PsycINFO

2 OR 3 OR 4 OR 5 OR 6 OR 7

9

AMED, BNI, CINAHL, Medline, PsycINFO

qualitative.ti,ab

10

AMED, BNI, CINAHL, Medline, PsycINFO

phenomenolog*.ti,ab

11

AMED, BNI, CINAHL, Medline, PsycINFO

“grounded theory”.ti,ab

12

AMED, BNI, CINAHL, Medline, PsycINFO

interview*.ti,ab

13

AMED, BNI, CINAHL, Medline, PsycINFO

observation*.ti,ab

14

AMED, BNI, CINAHL, Medline, PsycINFO

“action research”.ti,ab

15

AMED, BNI, CINAHL, Medline, PsycINFO

“focus group”.ti,ab

16

AMED, BNI, CINAHL, Medline, PsycINFO

“content analy*”.ti,ab

17

AMED, BNI, CINAHL, Medline, PsycINFO

“thematic analy*”.ti,ab

18

AMED, BNI, CINAHL, Medline, PsycINFO

“discourse analy*”.ti,ab

19

AMED, BNI, CINAHL, Medline, PsycINFO

“conversation analy*”.ti,ab

20

AMED, BNI, CINAHL, Medline, PsycINFO

“narrative analy*”.ti,ab

21

AMED, BNI, CINAHL, Medline, PsycINFO

ethnomethodology*.ti,ab

22

AMED, BNI, CINAHL, Medline, PsycINFO

“Q methodology*”.ti,ab

23

AMED, BNI, CINAHL, Medline, PsycINFO

“mixed method*”.ti,ab

24

AMED, BNI, CINAHL, Medline, PsycINFO

9 OR 10 OR 11 OR 12 OR 13 OR 14 OR
15 OR 16 OR 17 OR 18 OR 19 OR 20 OR
21 OR 22 OR 23

25

2

AMED, BNI, CINAHL, Medline, PsycINFO

1 AND 8 AND 24

Searched individually

Notes. AMED = Allied and Complementary Medicine Database, BNI = British Nursing Index, CINAHL =
Cumulative Index of Nursing and Allied Health Literature
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Appendix C
Data extraction form
Citation
Location and setting (e.g., high-secure/community, NHS/private)
Research aims
Clearly outlined research aims? YES/NO
Clearly defined research question(s)? YES/NO
Design/Method
Qualitative methodology:
Data collection method(s):
Participants
N=
Service user demographics
Demographics – Gender:
Demographics – Ages (mean and range):
Demographics – Ethnicity:
Demographics – Mental health diagnosis/es:
Demographics – index offence:
Staff demographics
Demographics – Gender:
Demographics – Ages (mean and range):
Demographics – Ethnicity:
Demographics – Profession:
Demographics – any other:
Carer demographics
Demographics – Gender:
Demographics – Ages (mean and range):
Demographics – Ethnicity:
Demographics – Profession:
Demographics – any other:
Perspectives explored (e.g., service user, carer, professional):
Inclusion/Exclusion criteria stated? YES/NO
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Appendix D
Critical appraisal tool (Clark, 2003)

Guide to peer reviewing qualitative manuscripts: RATS
R

Relevance of study question
Is it important for medicine or public health?

Is the research question explicitly stated?
Is the research question justified?

Is it linked to existing knowledge base
(literature, theory, practice)?
A

Appropriateness of qualitative method
Is qualitative methodology the best
approach for the study aims?

Why was a particular method (for example,
interviews) chosen?

Is the study design justified?
T

Transparency of procedures
Sampling
Are criteria for selecting the study explained
and justified?

Recruitment
How and by whom was recruitment
conducted?

Why were these participants selected as
the most appropriate to provide access to
type of knowledge sought by study?

Who chose not to participate and why?

Was selection bias discussed?
Data collection
Was collection of data systematic and
comprehensive?

Are methods explicitly outlined and
examples, such as interview questions,
given?

Are characteristics of study group and
setting clearly described?

When was data collection stopped and why?
Role of researchers
Do the researcher(s) critically examine their
own influence on the formulation of the
research question, data collection, and
interpretation?

Do the researchers occupy dual roles
(clinician and researcher)?

(Continued)
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Guide to peer reviewing qualitative manuscripts: RATS (Continued)
Ethics
Is informed consent detailed?
Is a discussion of anonymity and
confidentiality presented?

How were anonymity and confidentiality
ensured?

Was approval from ethics committee
received?
S

Soundness of interpretive approach
Analysis
Is process of analysis described in-depth?

Were negative or deviant cases analysed?

How were themes derived from the data?
Were alternative explanations sought?

Were quotes used and on what basis were
they chosen?

Was trustworthiness of data checked?

Was an audit trail or triangulation
employed?

Are findings presented with reference to
existing theoretical and applied literature?
Are limitations discussed?
Is the manuscript well written and
accessible?
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Appendix E
Submission guidelines for Criminal Behaviour and Mental Health

Author Guidelines

For additional tools visit Author Resources - an enhanced suite of online tools for Wiley
Online Library journal authors, featuring Article Tracking, E-mail Publication Alerts and
Customized Research Tools.

Author Guidelines

Submission: Papers should be submitted online. For detailed instructions please go to:
http://mc.manuscriptcentral.com/cbmh
Previous users can Check for existing account. New users should Create a new account.
Pre-submission English-language editing
Authors for whom English is a second language may choose to have their manuscript
professionally edited before submission to improve the English. A list of independent
suppliers of editing services can be found at http://wileyeditingservices.com/en/. All services
are paid for and arranged by the author, and use of one of these services does not guarantee
acceptance or preference for publication.
Copyright and Permissions
Supporter Journal Information
This journal works together with Wiley’s Open Access Journal, Brain and Behavior, to
enable rapid publication of good quality research that is unable to be accepted for publication
by our journal. Authors may be offered the option of having the paper, along with any related
peer reviews, automatically transferred for consideration by the Editor of Brain and Behavior.
Authors will not need to reformat or rewrite their manuscript at this stage, and publication
decisions will be made a short time after the transfer takes place. The Editor of Brain and
Behavior will accept submissions that report well-conducted research which reaches the
standard acceptable for publication. Brain and Behavior is a Wiley Open Access journal and
article publication fees apply. For more information please go to:
http://onlinelibrary.wiley.com/journal/10.1002/(ISSN)21579032/homepage/brian_and_behavior_supporting_journals.htm


Copyright Transfer Agreement
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If your paper is accepted, the author identified as the formal corresponding author for
the paper will receive an email prompting them to login into Author Services; where
via the Wiley Author Licensing Service (WALS) they will be able to complete the
license agreement on behalf of all authors on the paper.
For authors signing the copyright transfer agreement
If the OnlineOpen option is not selected the corresponding author will be presented
with the copyright transfer agreement (CTA) to sign. The terms and conditions of the
CTA can be previewed in the samples associated with the Copyright FAQs below:
CTA Terms and Conditions
For authors choosing OnlineOpen
If the OnlineOpen option is selected the corresponding author will have a choice of
the following Creative Commons License Open Access Agreements (OAA):
Creative Commons Attribution License OAA
Creative Commons Attribution Non-Commercial License OAA
Creative Commons Attribution Non-Commercial -NoDerivs License OAA
To preview the terms and conditions of these open access agreements please visit the
Copyright FAQs hosted on Wiley Author Services and visit
http://www.wileyopenaccess.com/details/content/12f25db4c87/Copyright-License.html.
If you select the OnlineOpen option and your research is funded by The Wellcome
Trust and members of the Research Councils UK (RCUK) you will be given the
opportunity to publish your article under a CC-BY license supporting you in
complying with Wellcome Trust and Research Councils UK requirements. For more
information on this policy and the Journal’s compliant self-archiving policy please
visit: http://www.wiley.com/go/funderstatement.


Permission grants - if the manuscript contains extracts, including illustrations, from
other copyright works (including material from on-line or intranet sources) it is the
author's responsibility to obtain written permission from the owners of the publishing
rights to reproduce such extracts using the Wiley Permission Request Form.

Submitted manuscripts should not have been previously published and should not be
submitted for publication elsewhere while they are under consideration by Wiley. Submitted
material will not be returned to the author unless specifically requested.




Data based papers and systematic reviews are preferred, both quantitive and
qualitative research encouraged, but publication of other forms of review or of
individual case reports will be exceptional.
Editorials are commonly but not exclusively invited. Anyone wishing to have
material published as an editorial should consult the editors prior to writing.
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Book reviews are exclusively invited.
Correspondence is welcomed

Title and Abstract Optimisation Information. As more research is read online, the
electronic version of articles becomes ever more important. In a move to improve search
engine rankings for individual articles and increase readership and future citations to
Criminal Behaviour and Mental Health at the same time please visit Optimizing Your
Abstract for Search Engines for guidelines on the preparation of keywords and descriptive
titles.
Manuscript style. The language of the journal is (British) English. All submissions must
have a title, be printed on one side of A4 paper with numbered pages, be double-line spaced
and have a 3cm wide margin all around. Illustrations and tables must be printed on separate
sheets, and not incorporated into the text.








The title page must list the full title, short title, names and affiliations of all authors.
Give the full address, including e-mail, telephone and fax, of the author, who is to
check the proofs.
Include the name(s) of any sponsor(s) of the research contained in the paper, along
with grant number(s) .
The article will be sent for peer review without the above identifying details.
Substantive research articles should not exceed 3000 words for the main body of
the text and contain no more than 4 tables or figures . A structured abstract should
be supplied and must not exceed 200 words. It should be subdivided into the
following headings: background, aims/hypotheses, methods, results,
conclusions/implications for (clinical) practice.
Brief Reports are particularly welcome. They should not exceed 1000 words for the
main body of the text, contain only 1 table and/or figure , references should be
limited to 20 and an abstract not exceeding 150 words should be supplied.

Reference style. References should be arranged alphabetically. Where reference is made to
more than one work by the same author, published in the same year, identify each citation in
the text as follows: (Collins, 1998a), (Collins, 1998b). Where multiple authors are listed in
the reference, please cite in the text as ‘Maxwell et al. (1999)’. All references must be
complete and accurate. Where possible the DOI for the reference should be included at the
end of the reference. Online citations should include date of access. References should be
listed in the following style:
Website : The Geriatric Website (1999) http://www.wiley.com/oap/ [ 1 April 1999 ]
Paper in a journal : Thierry, KL, Spence MJ (2004). A real-life event enhances the accuracy
of preschoolers' recall. Applied Cognitive Psychology 18: 297-309. DOI: 10.1002/acp.965
Book : Hare RD, Schalling D (1978). Psychopathic Behaviour: Approaches to Research. New
York: Wiley.
Chapter in a book : Oucho JO, Gould WT, Smith FK, Brown PL, Jones RH (1993). Internal
migration, urbanization and population distribution. In Foote KA, Hill KH, Martin LG (eds)
Demographic Change in Sub-Saharan Africa. Washington DC: National Academy Press pp.
255-296.
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Personal communications and unpublished data should not be listed in the reference section
but should be given in full in the text.
Illustrations . Supply each illustration on a separate sheet, with the lead author's name and
the figure number (in Arabic numerals), with the top of the figure indicated, on the reverse.
Line artwork must be high-quality laser output (not photocopies). Tints are not acceptable;
lettering must be of a reasonable size that would still be clearly legible upon reduction, and
consistent within each figure and set of figures. Supply artwork at the intended size for
printing.
Further information . Proofs will be sent to the author for checking. This stage is to be used
only to correct errors that may have been introduced during the production process. Prompt
return of the corrected proofs, preferably within two days of receipt, will minimise the risk of
the paper being held over to a later issue. Free access to the final PDF offprint of your article
will be available via author services only. Please therefore sign up for author services if you
would like to access your article PDF offprint and enjoy the many other benefits the service
offers. Further offprints and copies of the journal may be ordered. There is no page charge to
authors.
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Appendix F
Population demographics of adult forensic mental health service users (FSUs)
Common psychiatric diagnoses among FSUs are psychotic disorders (80% prevalence
in high security; Walsh et al., 2002) and personality disorders (upwards of 65%; Blackburn et
al., 2003). Mood disorders are less common but still prevalent (18%; Coid et al., 2001). It is
important to appreciate that the majority of FSUs experience comorbid mental health and
personality problems (Coid et al., 2001). Another significant problem for many FSUs is
substance misuse (up to 90%; Oddie et al., 2009), with links often identified between
substance misuse and incidents of offending by FSUs (Chiringa et al., 2014).
Offending behaviours that lead to conviction and admission into forensic services
(known as an FSU’s ‘index offence’) include violence against the person (57%), sexual
offences (12%), and robbery (5%) (Ministry of Justice, 2017).
Approximately 87% of FSUs are male and 88% of those are aged between 21 and 59
years old, with very similar age demographics found for females (Ministry of Justice, 2017).
Demographic data on FSUs’ ethnicities were not found in an online search of sources.
Other demographic variables that are judged to influence mental health and offending
include socioeconomic class, employment opportunities, level of education, quality of
upbringing by caregivers, and exposure to criminality during youth (Clark, 2008).

References for Appendix F
Blackburn, R, Logan, C, Donnelly, J, Renwick, S (2003). Personality disorders, psychopathy
and other mental disorders: Co-morbidity among patients at English and Scottish high-
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security hospitals. Journal of Forensic Psychiatry & Psychology 14: 111–137. DOI:
10.1080/1478994031000077925
Chiringa, J, Robinson, JE, Clancy, C (2014). Reasons for recall following conditional
discharge: explanations given by male patients suffering from dual diagnosis in a London
Forensic Unit. Journal of Psychiatric and Mental Health Nursing 21: 336–44.
DOI:10.1111/jpm.12083
Clark D (2008). Non-custodial sentences and mentally disordered offenders. In Soothill K,
Rogers P, Dolan M (eds) Handbook of Forensic Mental Health. Padstow, UK: Willan
Publishing pp. 144-174.
Coid, J, Kahtan, N, Gault, S, Cook, A, Jarman, B (2001). Medium secure forensic psychiatry
services: Comparison of seven English health regions. The British Journal of Psychiatry
178: 55–61. DOI:10.1192/bjp.178.1.55
Ministry of Justice (2017) https://www.gov.uk/government/statistics/offender-managementstatistics-quarterly-october-to-december-2016 [ 19 July 2017 ]
Oddie, S, Davies, J (2009). A multi-method evaluation of a substance misuse program in a
medium secure forensic mental health unit. Journal of Addictions Nursing 20: 132-141.
DOI: 10.1080/10884600903078944
Walsh, E, Leese, M, Taylor, P, Johnston, I, Burns, T, Reed, F, Higgit, A, Murray, R (2002).
Psychosis in high-security and general psychiatric services: Report from the UK700 and
Special Hospitals’ Treatment Resistant Schizophrenia groups. The British Journal of
Psychiatry 180: 351–357. DOI: 10.1192/bjp.180.4.351
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Appendix G
Details about the process of recall
The order for recall of a conditionally discharged FSU can be made by the Secretary
of State for Justice or by the Responsible Clinician, and there must be evidence of a
deterioration in the FSU’s mental health that warrants their containment. Services are
required to inform FSUs that they are being recalled at the time that this happens, and then
must give the FSU a further explanation of the reasons for their recall as soon as is
reasonably practicable (Jones, 2015).
Recall is classified distinctly from readmission, the latter of which describes when a
former FSU is admitted to forensic services again, having had a period of absolute discharge
from forensic services separating the episodes of care. In instances of recall, FSUs will have
been continuously open to forensic services as they transition back to hospital from the
community.

References for Appendix G
Jones R (2015). Mental Health Act Manual 18th Ed. London, UK: Sweet & Maxwell.
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Appendix H
The rationale for adopting a constructivist grounded theory approach
Qualitative research methods offer systematic approaches to investigate phenomena
from the perspectives of people who have lived experience of it, and the value of including
forensic mental health service users’ (FSUs) perspectives has been recognised to enhance
ecological validity of research findings in this field (Coffey, 2006; Tapp et al., 2013).
Grounded theory is a qualitative research methodology that seeks to construct theoretical
models of social processes rooted in the accounts of individuals (Tweed et al., 2012), and it
was therefore judged to be well-suited to provide a framework for the development of an
inductive theoretical explanation of how FSUs make sense of the process of being recalled.
Other qualitative research approaches were differentially considered for the study
before the adoption of grounded theory was finalised. These are described, including reasons
why there were not adopted for the study. Interpretative Phenomenological Analysis (IPA;
Smith et al., 2009) aims to capture and understand a group of people’s individual subjective
experiences in depth, but its outcomes are broadly thematic and categorical rather than
conceptual and theoretical. Similarly, discourse analysis (Potter et al., 1987) focuses closely
on the language used by individuals when describing their own experiences of a particular
phenomenon, but was not conceptually or theoretically driven either. Thematic analysis
(Braun et al., 2006) codes data in a way that is comparable to grounded theory methods,
looking to identify themes in the data. However, the procedures and aims of thematic analysis
with respect to data collection and interpretation are not as rigorous or extensive as those of
grounded theory, and crucially thematic analysis does not provide a framework with which to
develop emergent themes further into concepts or a theoretical model that could explain and
predict the interaction between relevant factors for the phenomenon being studied.
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Therefore, a grounded theory approach was adopted for this study. Specifically,
Charmaz’s (2014) constructivist version of grounded theory was selected. This was chosen
primarily because the researcher shares its epistemological assumptions that meaning is
actively co-constructed through the interactions between people, rather than latent meaning
‘emerging’ from data as in the positivist and post-positivist versions of grounded theory
expounded by Glaser (1982) and Strauss and Corbin (1998), respectively.
On reflection upon following completion of the study, the data generated in this study
were indeed deemed to be co-constructed by the researcher and participants through the
dynamic process of the face-to-face interviews, which were the primary source of data
collection. This process itself was influenced by individual attributes of the researcher and
participants, such as their values, social position, and behaviour, as was considered
throughout the process by the researcher’s engagement in methods to enhance reflexivity.

References for Appendix H
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Appendix I
Study proposal approval letter from the Oxford Doctoral Course in Clinical Psychology
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Appendix J
Favourable opinion letter from South Central - Oxford B Research Ethics Committee
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Appendix K
Letter of study approval by Health Research Authority
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Appendix L
Letter confirming capacity and capability of sponsoring NHS Trust to host study
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Appendix M
Further discussion of ethical considerations and how they were managed in the study
Consideration was given to the possibility that people may have felt coerced to
participate, the subject matter potentially being distressing for participants to talk about, any
risks of harm which participants could pose to themselves or others (particularly the
researcher), and the likely event that participants’ responses may refer to criminal activity.
An extended discussion of these considerations is presented below, including
description of the steps that were actually taken to ensure good ethical conduct throughout
study procedures.
Potential or perceived coercion
It is widely recognised that forensic service users (FSUs) are disempowered within
forensic services, especially inpatient settings due to necessary methods of containment and
restrictions limiting their autonomy. The FSUs of interest in this study were also subject to
the Mental Health Act and restriction orders imposed by the Ministry of Justice. As such,
they were potentially vulnerable to being coerced into activities that may reflect well on their
rehabilitative progress but which they might not otherwise participate in. Participating in
research is a prime example of something which FSUs could be coerced into. Concerted
efforts were therefore made during the recruitment and consent phases for clinicians involved
in recruitment and for the researcher to emphasise to potential FSU participants that
participation was entirely voluntary and would have no effect, good or bad, on their treatment
or legal rights. This was stated explicitly on the printed information sheet and consent form.
In an attempt to further minimise issues of coercion during interviews, participants
were reminded regularly that their participation was voluntary, that they could decline to
answer questions or censor their responses in the interview without giving any reason.
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Potential for emotional distress
During interviews, participants were asked about their personal experiences of recall
to secure hospitals, which in some cases led to the discussion of emotionally sensitive subject
matter that was upsetting to the participant. The researcher sought to express sympathy to the
participants during the interview whilst maintaining a boundary as an outside researcher and
not a member of their clinical care team. At the start of all interviews, the researcher told
participants that they could take a break(s) during the interview if they wished, and the
researcher also reminded participants about this during the interview if they appeared to be
distressed. The researcher ‘checked in’ with participants approximately thirty minutes into
interviews to see if they were okay to continue, in addition to asking them this at other times
if they presented as distressed in any way. Participants were offered a short debrief at the end
of interviews by the researcher, who also reminded them to seek support from clinical staff or
other people of their choosing if they felt distressed following the interview.
Potential for disclosures of criminal activity or of future risks towards self or others
Given the clinical population and topic of interest, it was likely that participants might
describe criminal activity that they had carried out in the past. It was also possible that
participants might make disclosures that indicated future risks towards others or towards
themselves. An essential point of informed consent was that participants agreed to the
researcher giving a debrief to a qualified clinician from their care team immediately after the
interview, detailing any indications of risks and any references to criminal activity so that
appropriate clinical and legal action could be taken if any such disclosures were not
previously documented or known about by the clinical care team. The researcher stated this
clearly during the consent process, at the start of the interview, and following any such
disclosure that these would be fed back to a qualified clinician from the participant’s care
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team after the interview. By ensuring that participants were aware of this process, they were
able to make informed choices as to what they discussed during interviews and what they did
not, and indeed several participants were observed by the researcher to censor themselves
from making disclosures that were likely to implicate historic criminal activity.
Potential for aggressive behaviour towards the researcher
As described in the study results, all of the study’s participants had historically
committed violent index offences, which was the original reason for the admission to forensic
services. It was also likely that participants may have additional histories of behaving
aggressively towards others. It was therefore possible that they may become aggressive
towards the researcher during the researcher’s contact with them (particularly during
individual interviews), so to help prevent harm coming to the researcher or other people
involved in the research process, the study’s procedure put a range of safeguards in place.
Participants were only recruited if their clinical care team and the researcher judged
that the participant would not present a risk to others or to themselves during study
procedures, particularly the interview situation. To ensure the researcher’s safety, all study
procedures were conducted in forensic service buildings, and the researcher was inducted as
necessary into relevant security procedures, including use of a personal alarm which the
researcher wore for interviews on secure wards; arrangements were also made by clinical
staff to be readily available if the researcher was at risk.
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Appendix N
Letter of invitation
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Appendix O
Participant information sheet
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Appendix P
Participant reply slip - inpatient and outpatient versions
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Appendix Q
Consent form
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Appendix R
Participant demographic information form
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Appendix S
Interview schedule - original version, with additional questions added through study
ORIGINAL VERSION
INITIAL OPEN-ENDED QUESTIONS
1. As you know, I’m interested in your experience of being recalled to a secure hospital from
conditional community discharge. So that I know a bit about the background to you being
recalled, could you start by telling me about when you were conditionally discharged from
hospital?
- What reasons were there for you being conditionally discharged?
- What were the conditions of your discharge?
2. Now can you tell me about your experience of being recalled?
3. Could you describe the events that led up to you being recalled?
- What happened before?
- What happened next?
4. Why do you think you were recalled?
- If you remember, what were you thinking/doing around that time?
- What professionals were involved? When was that? How were they involved?
- Other than professionals, was anyone else involved (friends/family)? When? How?
INTERMEDIATE QUESTIONS
5. Is there something you think could have helped prevent you from being recalled?
- Is there something you would have liked to do but didn’t/couldn’t?
- Is there something that other people could have done that could have helped?
6. How, if at all, have your thoughts and feelings about being recalled changed since it
happened?
- Can you tell me something positive about being recalled?
- Can you tell me something negative about being recalled?
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7. As you look back on being recalled, are there any other events that stand out in your mind?
Could you describe [each event]/it?
- How did [each event]/it affect what happened?
ENDING QUESTIONS
8. After having these experiences, what advice would you give to someone who has just been
conditionally discharged to the community?
9. Is there something else you think I should know to understand this better?
10. Is there anything you think it would be helpful for me to ask people in future interviews?
11. Is there anything you would like to ask me?

ADDITIONAL QUESTIONS ADDED TO THE SCHEDULE THROUGH THE STUDY


Can you tell me (more) about your views on the services, staff and systems that are
involved in recall? [Added after interview 4 following contrasted views expressed by
first four participants]



How supported by others did you feel when you were living in the community?
[Added after interview 6 following suggestion of participant 6 to ask this directly]



What procedures do you think there should be to benefit patients in the process of
recall? [Added after interview 7 on suggestion of participant 7 to ask this directly]
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Appendix T
Development of interview schedule
The original interview schedule was prepared in advance of interviews, developed by
the researcher in collaboration with two of their research supervisors (SH and CCo), guided
by the principles of grounded theory methodology which was supported by consultation with
a grounded theory specialist (KC). The researcher and two of their research supervisors (SH
and CCo) also consulted with a group of local forensic service users about a draft version of
the interview schedule to discuss the suitability of its language, the acceptability of topic
areas and questions, and to take other suggestions of possible topics. The group generally
approved of the interview schedule, making only a few suggestions to simplify the language
and change the order of some interview questions.
The interview questions were deliberately designed to be open-ended and
unstructured to help minimise researcher bias and mitigate the use or effect of leading
questions, whilst aiming to encourage participants’ to respond with rich descriptions of their
experiences.
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Appendix U
Example of initial line-by-line coding of interview transcript data
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Appendix V
Example of initial ‘incident’ coding of interview transcript data
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Appendix W
List of finalised codes and categories developed through analysis
Key to analytical nesting:


Theoretical codes
o Categories
 Focused codes
 Initial codes (remaining after merges into focused codes)

1. Experiences of living in the community on conditional discharge




Connectedness in the community
o Connected
 Connecting with others/community
 Forming/resuming romantic relationships
 Making friends
 Reconnecting with family
 Doing meaningful things/being active with others
 Feeling supported by others
 Being supported by staff/services
 Being supported by non-staff
o Disconnected
 Feeling alone/isolated
 Feeling unsupported by staff/services
 Not having structure/doing meaningful activities
Adaptation to living in the community
o Enjoying
 Coping in the community
 Enjoying living in the community
 Pursuing interests
 Recreational activities
 Working (paid/voluntary)
o Struggling
 Being exposed to drugs
 Relapsing into taking drugs
 Stress
 Experiencing interpersonal stress
 Identifying stress of community living situation
 Struggling financially/mismanaging money
 Struggling to cope

2. Reflecting on the circumstances of being recalled


Considering explanations
o Agree
 Recognising need to be recalled

o



Disagree
 Refuting recall as being unfair/unnecessary
 Resisting/opposing recall process
o Identifying perceived reasons for recall
 Becoming unwell
 Being evicted
 Breaching discharge conditions
 Gambling
 Ineffective or insufficient treatment
 Interpersonal conflict
 Other reasons
 Taking illicit drugs
Perceived agency
o High
 Actively asking staff for help or respite from community
 Feeling informed about process by staff
 Feeling involved in decisions
 Taking self to hospital before could be taken in by staff/services
o Low
 Being ‘brought’ in/‘getting’ recalled
 Being excluded or not included in decisions
 Feeling powerless when recalled
 Recall not explained by professionals
 Staff leading on recall process

3. Appraising being recalled




Positive
o Fair and necessary
 Recognising need to be recalled
o Respite and opportunity
 Hospital as place of safety
 Identifying benefits of being recalled
 Perceiving recall as opportunity to change
Negative
o Unfair and unnecessary
 Asserting innocence/minimising own actions
 Refuting recall as being unfair/unnecessary
o Disruptive and restricting
 Anticipating that may have progressed in community
 Being back in hospital is restrictive
 Being recalled disrupts community life
 Thinking of time ‘lost’ to recall

4. Attitudes about forensic services and staff
o

Positive
 Feeling understood by staff
 Praising staff/services
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o

Negative
 Feeling persecuted/punished
 Feeling powerless
 Feeling unsupported by staff/services
 Losing trust in staff due to recall

5. Engagement with treatment
o

o

o

Goals and motivations to change
 Being ‘ready to change’ (turning point?)
 Being motivated to change/stay well
 Having hope and plans for the future
High
 Being honest and open with staff
 Collaborating with staff
 Getting/staying ‘clean’ from drugs and drink
 Participating in rehabilitative activities/therapies
 Planning to prevent future relapse/recall
Low
 Going through the motions (‘playing the game’)
 Opposing staff/services
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Appendix X
Diagram of the ‘constant comparison’ method used in grounded theory

Based on Charmaz (2014, p.18).
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Appendix Y
Example of full memo, written following first draft of emerging theoretical
model









In searching for clearer threads that ran through my data (rather than fragmented into
chunks of time or events), I felt that it would surely help me to think back to the
overall narratives of my participants to get a sense of what story they were telling me
about their experiences. Earlier on during focused coding I'd made a post-it note of
my perception of whether they regarded that being recalled was positive or negative.
Some were clearly negative about it, some were clearly positive, but there were a few
who I couldn't decide about.
Reflecting on this note now (it was in clear sight on my PC monitor), it struck me:
participants hadn't typically appraised their experiences in explicit evaluative terms
like 'positive' and 'negative'. No. Making sense of being recalled is not necessarily a
judgment - it's a process, and within it is a process of reconciling the event that has
happened (i.e., being recalled is a matter of objective fact) with their experience of
other events before and after the recall (i.e., subjective experiences of being in
hospital, being in the community, their earlier life, etc etc). And reconciling events
within the self-narrative of one's life is not necessarily about seeing events as
'positive' or 'negative' - it's more about accepting them or rejecting them. I'm not so
set on the word 'rejecting', but I'm trying to capture something about a defiant denial,
which perhaps forecloses the harmonious integration of events into their selfnarrative and instead creates discord - i.e., I disagree with the fact I was recalled, and
yet here I am in hospital.
So there I had it - a breakthrough, rooted completely in the data of my participants
and my analyses of it so far.
But it still didn't account for everybody - those few participants who didn't fit into my
positive/negative dichotomy also didn't fit into the accepting/rejecting one. And here
was where the problem presented by own emerging ideas led me to see a solution:
o Why should they fit into one or the other? Real life is rarely ever black and white
(the conclusion of almost every psychological model I can imagine: 'it's a bit of
both'), and nor are the experiences that my participants shared with me. How
had I been so heavy handed as to categorise my participants into a blunt
either/or dichotomy? It's not a dichotomy - it's a spectrum, a continuum - with
accepting at one end and rejecting at the other. And voila! What has that simple
reconceptualisation created? A space on which to place those few other
participants who I couldn't fit into the dichotomy. And in being a continuum it's
inherently all-inclusive - whether they hate that they were recalled, whether
they embraced the opportunity it gave them to 'change their ways', whether
they were ambivalent - all ranges of experience can and do fit somewhere on
that spectrum. And what makes it work even more is that it can be constantly
updated in light of new experiences - individual FSUs might start in one place on
the continuum and then (perhaps with further inpatient treatment or a 'turning
point') they might move along it to another place on the spectrum.
With the continuum established, suddenly everything started falling into place around
it. The component parts from the earlier sequential model retained their general
sequence, but with this appraisal continuum process (accepting/rejecting) forming the
keystone. A whirlwind twenty minutes later and I had my first full draft model.
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Appendix Z
Excerpts from the researcher’s reflective diary

The following excerpts from the researcher’s reflective diary were selected following
completion of the project to represent their thoughts at different stages in the research
process.

General reflections on the topic and project
April 2015 - initial brainstorming of topic and method ideas and contacting potential
supervisors
- Feeling drawn to using a qualitative method. Currently working on service-related project
that evaluates service user engagement in adult psychology service, using thematic analysis
- I like the process of methodically analysing data that has been directly drawn from lived
experiences.
- Quite keen to pursue project that explores matters of recovery and/or institutionalisation
in mental health services, probably inpatient settings - largely influenced by earlier assistant
psychologist jobs.
- Had contact with a couple of potential supervisors in forensic and generic mental health
services, weighing them up but leaning towards forensic because more familiar from
assistant job.

August 2015 - first proposal draft
- Working on clear idea for paper A of reviewing FSUs’ experiences of recovery in forensic
contexts.
- Paper B I’m not settled on yet, but I keep being drawn towards reading about personality
disorders, and my previous experiences of working with many female FSUs diagnosed as
emotionally unstable makes me keen to explore this. But also still keen to pursue those
notions of institutionalisation.
- End up writing my proposal combining both ideas for paper B - a qualitative exploration
(gone with grounded theory for now) of personality factors in readmission to forensic units.

January 2016 - focusing on recall
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- Met with a group of FSUs on medium secure unit yesterday to consult with them about the
general acceptability of my project investigating FSUs’ experiences of being
recalled/readmitted/transferred in secure hospitals, and asking their opinions on my draft
interview schedule. Very good feedback about researching FSUs’ perspectives - seems
they’re keen to be heard! Encouraging for recruitment. Also generally good feedback on my
interview questions, just some wording changes.
- Today presented ideas for papers A and B at course research seminar. Feedback on A good
though integrative review likely to be far too ambitious - was advised to strip back to
systematic review. Feedback on B was quite a reality check - trying to understand the
different aspects of FSUs’ experiences of recall, and readmission, AND transfers between
wards/hospitals is way too big for the scale of this project, more fitting of a PhD. Need to
pick one and focus on doing that well.

April 2016 - finalising proposal
- Feedback on earlier proposal drafts for paper B is that it’s too service-oriented, almost like
a big service-related project, which is not acceptable for thesis level. Recommended to tap
into psychological processes more, and now developing proposal more with reference to
existing literature from related areas - e.g., service users’ experiences of generic mental
health readmissions and involuntary hospitalisations, relapse prevention.
September 2016 - ethics application submitted!
- Finally sent off ethics application after multiple revisions to study documentation in order
to ensure it was consistent with itself, and more thoroughly and explicitly describing the
measures that I will employ in study procedures to ensure good ethical conduct given that
FSUs are a vulnerable population.

January 2017 - full approval!
- At last have full approval to start recruitment. Going to be tight in the time that’s left until
submission in July, but my supervisor is optimistic that I’ll be able to get a good number and
range of participants.

Data collection reflections
Participant 2 - reflections recorded after completing interview [same format used for all
participants]




TOPICS/THEMES
 Drug use quickly emerged as quite a centrally relevant aspect of the
participant's recall/difficulties.
 Evident that the participant felt he had a different (superior?) perspective than
his clinical team, although not actually clear whether he disagreed about being
recalled/needing to be in hospital.
PARTICIPANT
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Participant very talkative and tangential, expressed lots of idiosyncratic ideas
(e.g., aspiration to become a 'king president') which likely attributable to
delusional features of his diagnosed schizoaffective disorder. Quite
‘grandiose/narcissistic’ too.
 Nonetheless, he did respond directly to interview questions and offer relevant
responses about the topic - these were often just obscured within his broader
opinions and experiences.
PROCESS (CONDUCT OF INTERVIEW, ENGAGEMENT)
 Participant very eager to be interviewed - again perhaps attributable to
grandiosity/narcissism.
 I think I did a good job at containing his overenthusiasm in order to refocus us
on interview topics.
 I did so with clear and direct reference to the interview schedule as a guide and
anchor.
 At times I indulged the participant's tangents and idiosyncrasies, with the
intention of keeping him engaged in the interview process. And I don’t think this
was too much to detract from the focus on the research topics.
 I think that sometimes I used more closed questions (than open-ended) in order
to more directly elicit information from the participant, and also to clarify his
sprawling narratives.
 I found the participant's idiosyncratic nature to be fascinating in some ways, and
irritating in others - but I think that I managed to control my own reactions
sufficiently to conduct an objective interview with him.

Analytical reflections
After coding transcript 4
Coding this interview has bolstered my confidence in the staged coding analysis
process - some of my line-by-line codes fit naturally into prior line-by-line codes
(from P01-P03) or into the focused codes I developed in a round of focused coding
after P03. The completely new codes have added new insights, but are not in as
much contrast from the 3 prior interviews as the first 3 all were from each other. So
it helps me feel more promise that the data might start to fall into place together as
it goes on…

After focused coding round 2 (which followed initial coding P06)
- Finally finished second round of focused coding, took a long time, but I think this might
have been the pivotal step in bringing together what key categories are emerging to
interrogate further, including…
○ The passive/active dynamic identified when coding P04
○ Turning points? - A recurring theme is 'changing my ways' and the potential of
recouping (resetting) while in hospital from being recalled. Also may well include breaking a
cycle of drug taking, P03 + P05 especially.
○ Turning points are potentially mediated by FSUs' honest and
engagement/collaboration with staff/services?
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○ Reasons/causes for recall - very varied, including excessive drug use, deterioration
in mental state, potential risk to others/self.
Remember to stay close to research question of how FSUs make sense of recall - not
objectively why they were recalled, but what their experience was. It might not even make
sense at all, which in itself is a useful finding.

[Further into analysis as it progressed into constructing the theoretical model, analytical
reflections were recorded in the form of memos]
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Appendix AA
Bracketing interview with research supervisor
As a further method of reflexivity, the researcher held a conversation with
their research supervisor in the style of a bracketing interview, in an attempt to
identify any beliefs or potential biases the supervisor held which could influence the
conduct of the study. The supervisor was working clinically in the service at the time
the study was carried out, and their working experiences had led them to develop an
overall balanced perspective of recall - that it is generally beneficial in terms of
enhancing safety and rehabilitation, but that in some cases the process of recall was
carried out in ways that could be confusing or even traumatising.
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