
 
 
 
 
 
 
 
Ravindran, Judhika (2023) Understanding the experience of Forensic Mental 
Health Services-Users using qualitative methods. D Clin Psy thesis. 
 
 
 
 
 
 
https://theses.gla.ac.uk/84013/  
     
 

Copyright and moral rights for this work are retained by the author 

A copy can be downloaded for personal non-commercial research or study, 
without prior permission or charge 

This work cannot be reproduced or quoted extensively from without first 
obtaining permission from the author 

The content must not be changed in any way or sold commercially in any 
format or medium without the formal permission of the author 

When referring to this work, full bibliographic details including the author, 
title, awarding institution and date of the thesis must be given 

 
 
 
 
 
 

Enlighten: Theses 
https://theses.gla.ac.uk/ 

research-enlighten@glasgow.ac.uk 

https://theses.gla.ac.uk/84013/
mailto:research-enlighten@glasgow.ac.uk


1 

Understanding the experience of Forensic Mental Health 
Services-Users using qualitative methods  

Ms Judhika Ravindran  

BSc. (Hons), MSc, PGDip. 

Submitted in partial fulfilment of the requirements for the degree of 

Doctorate in Clinical Psychology 

School of Health and Wellbeing 

College of Medical, Veterinary and Life Sciences 

University of Glasgow 

September 2023 



2 

Table of Contents 

List of Tables……………………………………………………………………...........5 

List of Figures………………………………………………………………………….6 

Acknowledgements…………………………………………………………………….7 

Chapter 1: Systematic Review………………………………………………………...8 

Abstract………………………………………………………………………………….9 

Introduction…………………………………………………………………………….10 

Method…………………………………………………………………………………14 

Results………………………………………………………………………………….19 

Discussion……………………………………………………………………………...34 

References……………………………………………………………………………...39 

Chapter 2: Major Research Project…………………………………………………45 

Plain Language Summary……………………………………………………………...46 

Abstract………………………………………………………………………………...49 

Introduction…………………………………………………………………………….50 

Method…………………………………………………………………………………55 

Results………………………………………………………………………………….61 

Discussion……………………………………………………………………………...72 

References……………………………………………………………………………...78 

Appendices…………………………………………………………………………….82 

Appendix A: Example of Search Strategy…………………………………………….82 

Appendix B: MMAT………………………………………………………………….87 

Appendix C: MRP Project Proposal…………………………………………………..88 

Appendix D: Consent Form…………………………………………………………...89 

Appendix E: Participant Information Sheet…………………………………………..90 



3 

Appendix F: Interview Prompt Sheet…………………………………………………91 

Appendix G: Responsible Medical Officer Letter…………………………………… 92 

Appendix: H: MRP Project Advert…………………………………………………...93 

Appendix I: REC Approval Letter………………………………………………… ...94 

Appendix: J: Local NHS R&D Approval Letter ……………………………………..97 

Appendix K: Narrative Analysis Excerpt – John……………………………………..99 

Appendix L: Raw Transcript – John………………………………………………...102 

Appendix M: Reflective Log – Participant 3 & 4…………………………………...109 

List of Tables 

Chapter 1: Systematic Review 

1. Table 1 – Inclusion and Exclusion criteria

2. Table 2 – Data Extraction Table

3. Table 3 – Outcome Table describing effect of adaptation on specific outcomes.

4. Table 4 – Quality Appraisal, Qualitative Studies

5. Table 5 – Quality Appraisal, Quantitative Studies

6. Table 6 - Quality Appraisal, Mixed-Methods Studies

Chapter 2: Major Research Project 

1. Table 1 – Jacobson and Greenley -  Recovery Principles



4 

List of Figures 

Chapter 1: Systematic Review 

1.Figure 1 – PRISMA (2020) Screening Process Diagram

Chapter 2: Major Research Project 

1. Figure 1 – Narrative Analysis – Data Analysis steps

2. Figure 2 – Visual Representation of Results



5 

Acknowledgements 

This project was very much a team effort. Thank you to my supervisory team, Dr Karen 
McKeown and Dr Fiona Mair for providing your support from the first of many ideas to 
the fruition of a meaningful and special project. I have come to recognise just how 
much knowledge and intellect you both hold, which you have shared with me in 
abundance to ensure this project is a close reflection of the lives involved. A further 
thank you is owed to Professor Hamish McLeod who provided support through the 
final yet challenging stages, as research advisor. Also, I would like to thank Dr Paul 
Cannon, who took time to support me with the systematic review search terms, helping 
it come to life. Alongside Dr Cannon I would also like to thank Amanda Minns, the 
Head of Evidence at NHS Lanarkshire for supporting me to develop a search strategy. 
Thank you to Niamh as my second reviewer, who also inspired me with her positivity 
and commitment. My thanks also goes to Dr Lynda Russell who provided me with ad 
hoc support in gaining a deeper understanding of qualitative research principles and 
reflexivity.  

I would like to greatly thank Dr Sarah Lawson, my clinical supervisor, for her patience 
and great flexibility during data collection. She also helped me to see the light at the 
end of a long tunnel during challenging moments of the process. Thank you to all my 
colleagues in the team, who provided me the strength during a long and difficult year, 
both personally and professionally.  

The project was only possible with the support of all the wonderful and supportive staff 
at the Forensic Mental Health Service, from the service manager to individual nurses 
and Occupational Therapists to admin staff; it was only possible with your 
determination and contribution that this project was made possible. I am so incredibly 
grateful. You have all inspired me with your colourful sense of humour and vibrancy.  

A special thank you goes to my close family and friends, some of which I have gained 
while on training. To my close friends, thank you for being especially supportive, and 
patient while I did what I had to do! A special thanks goes to Maria, for sitting with me 
and gruelling through work as my study partner. I could not have done any of this 
without you.  

Thank you to my parents, especially my dad, who really and truly inspired me to take 
on this profession. For my dad, I will continue to work my hardest to advocate for the 
silent, throughout my career and beyond. Thank you to my mum, for being an example 
to me when it comes to working hard and staying determined, raising me while caring 
for dad, and studying throughout the night.  

And finally, to my darling, Rashanth, who without I would be lost in every way. You 
have provided me with so much love and care, that I have been often lost for words 
during this process. It is down to you, that I even continued to have hope I would 
eventually become a Clinical Psychologist one day!  We did it everybody! 



6 

Chapter 1 

How effectively do forensic mental health services based 
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backgrounds: A Systematic Review 
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ABSTRACT 

Background: Within White majority countries, it is evident that forensic mental health 

(FMH) services support a disproportionate amount of BME (Black, Minority, and 

Ethnic) service users (SUs). However, while services have been documented as 

adopting person-centred care, the types of current cultural adaptations to forensic 

assessment and psychological intervention have not been reviewed.  

Aims:  This systematic review aims to determine how effective current efforts to 

culturally adapt assessment and psychological intervention in FMH services are, in 

White majority countries. Secondly, the review aims to recognise the differences and 

similarities between the cultural adaptations, between different nations.  

Method: MEDLINE, Embase, PSychINFO, and HMIC (via Ovid) were systematically 

searched. Search terms originated from keywords such as “Forensic mental health” and 

“Black and ethnic minority”. The articles identified were quality appraised using the 

MMAT (The Mixed Methods Appraisal Tool). This review adopted a qualitative 

synthesis methodology, systematically determining themes emerging from the data and 

reflecting on their applied meaning. 

Results: Eleven published articles were found to have met the eligibility criteria. Three 

of the eleven articles focused on cultural adaptations to the assessment process in FMH 

services. The ‘cultural formulation interview’ was the most investigated type of cultural 

adaptation to the assessment process, which appears to hold merit however requires 

further evidence to support its application. Eight articles focused on cultural adaptations 

made to psychological intervention. Most of the criteria included in the MMAT 

required for a good quality study, were met across the sample. This review found that 

adaptations involving a facilitator from the same ethnic group and culturally adapted 

psychoeducation were the most effective types of adaptations to psychological 

intervention. Research focussed on Māori populations demonstrated the most positive 

and effective findings, as reported by participants. Further research is encouraged 

within migrant populations, such as cultural adaptations made for FMH service-users 

from Black and Asian ethnic groups within White-majority countries, as most research 

published, has focused on indigenous groups. 



8 

INTRODUCTION 

     Within the UK individuals who have committed a crime while mentally unwell, are 

recognised as “mentally disordered offenders” (MDOs) (The Baron Report, 2021). This 

is often determined by a mental health assessment undertaken by two independent 

psychiatric medical doctors. Following receipt of this label, the individual will be 

eligible for psychiatric treatment and rehabilitation in a forensic psychiatric hospital. 

The care received is often provided by a well-resourced multi-disciplinary team 

(MDT), including Psychiatrists, nursing staff, occupational therapists (OTs), and 

Clinical Psychologists (CPs) (The Forensic Network, 2019). Forensic mental health 

(FMH) care is often received as part of a long-term, established care plan spanning over 

several years until the service user (SU) and wider MDT agree that returning to living 

in the community is suitable. This package of care will include an in-depth psychiatric 

and/or psychological assessment period, functional rehabilitation treatment and an offer 

of psychological intervention, all of which is person-centred (The Forensic Network, 

2019). Furthermore, FMH services are based on the Milan principle of reciprocity, 

ensuring its duty to “provide safe and appropriate services” (Mental Health Act, 2015). 

As a disproportionate number of patients now accessing FMH services in white 

majority countries are from Black and Ethnic Minority (BME) groups, it is worth 

systematically exploring the literature, to understand how FMH services are supporting 

BME SUs (De Pau, Vruggink, & Vandevelde, et al., 2023). 

Overrepresentation in Forensic Services 

FMH services based in White majority countries, have been found to disproportionally 

support individuals from BME backgrounds (Halvorsrud, Nazroo & Otis et al., 2018; 

Lawlor, Johnson & Cole et al., 2012). Within the UK, it is well documented that 

individuals from BME groups are overrepresented throughout the criminal justice 

system, including FMH services (Yasin & Sturge, 2020; Barnett, Mackay & Matthews 

et al., 2019). According to a Ministry of Justice report (Yasin & Sturge, 2020), which 

adopted the same methodology as the Lammy Review (2017), 27% of people in Prison 

in 2019 were from BME groups. Furthermore, this report found that half of BME 

offenders were more likely to be prosecuted for drug-related offences or carrying a 

weapon (Yasin & Sturge, 2020). Black or Black British SUs made up 16% and Asian or 
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Asian British SUs made up 7% of restricted patients in hospitals, in the UK (Davies, 

2022). Literature acknowledges that globalization and immigration from ex-colonial 

countries may play a role, simply due to an increase of BME individuals in the UK 

population (Degnan, Berry and Crossley et al., 2023).  

Possible explanations for an increase in BME SUs seen within FMH services vary 

greatly. For example, limited access to information on accessing treatment, language 

barriers, or differences in community understanding of mental health difficulties 

(Ohtani, Suzuki & Takeuchi., 2015; Ajayi, 2021) continues to contribute to this 

increase. Black families are more likely to seek support at the point of crisis due to 

difficulties in accessing the right support, having coped without help for a long period, 

often with wider familial and community support. Lack of support can lead to a 

development of fear, stigma, and mistrust in services to provide support during a time 

of crisis (Shefer, Rose & Nellums et al., 2013). Due to the increased level of risk 

associated with deteriorating severe mental health, SUs are more likely to enter the 

criminal justice system (Wasser, Pollard and Fisk, 2017).  

While this provides a rationale for why BME SUs may not access support leading up to 

a crisis, it does not provide a further explanation of increased recidivism and 

readmission rates (Barnett et al., 2019). As a result, there is an increased need to 

consider how FMH services assess and rehabilitate BME SUs, considering cultural 

sensitivities to ensure the most effective care is received (Kirmayer, Fung, Rosseau et 

al., 2021). 

The CHIME (Connectedness, Hope & optimism, Identity, Meaning and Empowerment) 

Framework (Leamy, Bird, & Boutillier., 2011) is a detailed and robust synthesis of SU 

personal recovery journeys, that indicates the key components, that should underpin the 

approach to care within general adult psychiatric care. In line with the CHIME 

framework, person-centred care would involve an acknowledgement of the SU’s 

connectedness with themselves and others. Identity is also encouraged to be considered 

when agreeing on specific aspects of the care plan (e.g., social network involvement, or 

agreement with diagnosis). These aspects are specific to cultural background and 

understanding. Therefore, appropriate adaptations are vital to care planning and 
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treatment implementation. Cultural adaptions to intervention would enable SUs to 

develop a sense of hope, make meaning of themselves within a familiar cultural 

framework, empowering a BME SU to feel held within their own beliefs and ideology. 

Cultural adaptions of this kind within a secure service, would enable risk protocol and 

care plan provisions to be made more individualised and values based, in co-production 

with the SU.  

Cultural Adaptations to Assessment and Psychological Intervention 

Specific to FMH services, various parts of the system are based on research and clinical 

application of findings on the majority White population. For example, the risk 

assessment tools, mental health assessment structures and psychological intervention. 

While cultural adaptations to general adult mental health assessment and psychological 

interventions have been researched to a higher degree (Arundell, Barnett & Buckman et 

al., 2021), adaptations within FMH populations remain unclear and not well 

understood.  

To account for differential BME needs in general mental health settings, there are 

several adaptations recommended and implemented currently. These include increasing 

the cultural competency of mental health professionals (Handtke, Schligen & Mosko 

2019), providing access to culturally specific mental health services, and increasing 

awareness of mental health disparities among BME individuals. Furthermore, 

psychological interventions have been culturally adapted successfully and implemented 

with varied outcomes (Arundell et al., 2021).  

Culturally adapting interventions continue to be one of the most effective methods of 

ensuring services remain an informed choice for all individuals from different cultural 

backgrounds (Arundell et al., 2021). However, if treatment cannot be accessed due to 

the inflexibility of time, or length of session then efforts to culturally adapt treatment 

would be fruitless. Arundell et al., (2020) suggest services work closely with 

community leaders and carers to develop a shared understanding of what specific 

practical and clinical needs must be considered for that group. This falls in line with the 

CHIME framework (Leamy et al., 2011) that highlights empowerment as a key aspect 
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of recovery, which provides an accessible and flexible service, that would address 

placing back control in the SU’s hands.  

Addressing forensic service needs 

Further rationale for this systematic review looking at how FMH services culturally 

adapt assessment and psychological intervention, is the requirement to understand how 

services could improve (Shradavan and Bath, 2019). This is a particularly important 

area to explore due to the increased emphasis on diversity and inclusion in the field of 

criminal justice (Shiva, Haden, & Brooks, 2009). There is a gap in the research 

literature on this topic, making it difficult to inform the development of best practices 

(De Pau et al., 2023). Evidence suggests that while white SUs may be socialised with 

the concept of therapy, BME SUs may not be, viewing the option of intervention as not 

fitting with one’s cultural ideology. Therefore, accessing psychological treatment, 

within FMH settings may be further stigmatised due to suspicion held around secure 

services and expectations by the service, to comply (De Pau et al., 2023).  Within FMH 

services, research has pointed to how key tools and structures can act as a barrier for 

FMH SUs, who are more likely to view their care plan as something that must be 

conformed  to as opposed to engaged with (Bhui, Stansfeld, Hull et al., 2018). Shepherd 

(2018) highlighted that risk assessment tools, do not take into account the language 

used, or the items covered which may not pick up on culturally specific areas of risk or 

differences in how mental illness may present.  

The current review 

The current systematic review aims to recognise how effective the cultural adaptations 

to FMH assessment and psychological interventions are. Due to the sparsity of this 

area, it is difficult to determine how this can be succinctly defined as it is expected that 

each adaptation will be specific to the population it is supporting. This also applies to 

recognising how effective an adaptation has been, as no two adaptations can be directly 

compared due to the various levels of confounding variables. Based on the stronger 

evidence base within general adult mental health settings that have successfully 
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analysed the effect of cultural adaptations, the “cultural formulation interview” 

(Aggarwal et al., 2020) and culturally adapted CBT-based interventions are likely to be 

more effective with a forensic population (Chowdhary et al., 2014). Therefore, the first 

objective of this review is to determine how effective the current attempts to culturally 

adapt FMH assessment and psychological interventions are, by providing a qualitative 

analysis. This methodology should provide a flexible way in which to analyse the 

findings. A qualitative synthesis should allow consideration of various aspects of the 

findings that cannot be standardised, due to cultural differences and sensitivities. A 

second objective is using qualitative synthesis to determine the differences and 

similarities between the findings, to determine the shared characteristics of each 

adaptation. By recognising the similarities, this review may be able to conclude how 

FMH research and services and continue to adopt similar adaptations to improve 

service accessibility and outcomes.  

Review questions 

1. What are the wider cultural adaptations made to assessment and psychological

treatment in FMH services for BME SUs within white-majority countries?

2. What are the differences and similarities between cultural adaptations of assessment

and psychological intervention, between different nations?

3.. Are the cultural adaptations made to assessment and psychological intervention

differentially effective?

METHOD 

Protocol 

 This systematic review protocol was registered on the Open Science Framework 

(https://archive.org/details/osf-registrations-nexuc-v1) and reported in line with 

PRISMA guidelines (Page, McKenzie, Bossyut et al., 2020). The present review 

included quantitative, qualitative, and mixed-method studies.   

Inclusion and Exclusion Criteria  

https://archive.org/details/osf-registrations-nexuc-v1
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Search Strategy 

The following bibliographic databases were systematically searched: MEDLINE, 

Embase, PSychINFO, and HMIC (via Ovid). Studies were restricted to those written in 

the English language and published between 1965 and 16th July 2023. To ensure a 

detailed search was performed, a manual search of reference lists of eligible studies was 

included, to identify studies that may not have appeared during the search. Search terms 

originated from the key terms “forensic mental health” and “Black and Ethnic 

Minority” alongside either “assessment” or “psychological intervention”. These terms 

were then expanded within each database to include various minoritized ethnic groups, 

Inclusion Criteria Exclusion criteria 
Journal published articles, published between 

1965 and 2023 using qualitative, 

quantitative, or mixed methodology. 

Studies that have been run in nations that are 

not majority Caucasian white, (e.g., parts of 

Africa, Asia or South America). 

Participants from BME backgrounds across a 

lifespan, (any ethnic group that is 

minoritized in that nation).  

Not written in English  

Participants must be part of the Forensic 

system. This can either be part of the 

criminal justice system such as the prison 

service or as part of FMH services (including 

community FMH services). 

Studies that focus on carers or families of 

participants.  

Any adaptation to the assessment process 

(including risk assessment or detention 

assessment) that is made specifically to 

benefit offenders from BME groups.  

Studies that focus on court proceedings, and 

legal framework adaptations or any 

procedure that does not pertain to an 

individual’s wellbeing or mental health.  

Any adaptation to any psychologically 

informed intervention that is made 

specifically to benefit offenders from BME 

groups. 

Any participant study that includes minors or 

juvenile participants aged 18 years old and 

below. 

Table 1. Inclusion and Exclusion Criteria. 
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the various ways in which forensic services are recognised and various types of 

assessment and psychological interventions. Search term examples included 

“Forensic*”, “Correctional”, “Ethnic*”, and “Culture”. (An example of the search 

strategy is available in Appendix A.)  

Screening 

All studies were screened at the title/abstract level by the first reviewer according to 

pre-determined inclusion criteria. The remaining studies were filtered at full text. A 

second reviewer reviewed 20% of references at the screening stage, resulting in 100% 

agreement. Conflicts were resolved by a consensus meeting with the first and second 

reviewer. Screening was undertaken using the EndNote application to screen initial 

searches by the first reviewer and Rayyan was used by the second reviewer. In addition 

to screening through electronic databases, the first reviewer manually searched through 

reference lists of eligible articles to find further eligible literature.  
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Quality Appraisal  

The Mixed Methods Appraisal Tool (MMAT) (Hong, Pluye & Fabregues et al., 2018) 

was used to assess the quality of the studies included. Studies went through two stages 

of analysis within the tool. Firstly, each study required confirmation that it is an 

empirical study by indicating “no” “can’t tell” or “yes”. The tool is designed to 

accommodate qualitative, quantitative, or mixed methods studies. Therefore, each study 

was reviewed based on the critical appraisal questions within each respective category 

with either a “can’t tell”, “no” or “yes”. Each category of the tool included criteria 

based on the type of methodology in question, and so differed between categories. The 

MMAT discourages researchers from quantifying their findings and encourages using 

the tool to qualitatively examine the quality of the studies. Therefore, any quantitative 

description is provided by the reviewer, to indicate overall ratings of each section, and 

not of individual studies. The second reviewer appraised 70% of the articles included in 

the final set of studies. Where there was disagreement on certain parts of the appraisal, 

this was reviewed.  

Data Extraction 

The data extraction method involved developing a detailed table (Table 2) including all 

relevant information in a PICO (Participants, Intervention, Comparator and Outcome) 

format. The main outcomes of the study were qualitatively recorded as well as the 

intervention or assessment adaptation, and any information of a comparison group, 

which most studies did not have.  

Data Analysis  

Analysis was influenced and guided by narrative synthesis protocol (Popay, Roberts 

and Sowden et al., 2006). A narrative synthesis of included studies involved carefully 

reviewing the findings reported in each eligible study. A synthesis was conducted to 

summarize the findings, highlighting the key outcomes, patterns, or trends. Once the 

studies had been grouped by assessment or intervention, they were assessed for 

homogeneity and heterogeneity in the findings and analysed for effectiveness 

accordingly. The implications of the results in the context of the research question and 

overall body of evidence, are discussed as part of the analysis. 
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Table	2.	Results	-	Data	extraction	table	including	study	characteristics,	nature	of	adaptation	and	its	effect.	
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Table	3.	Results	–	Outcome	Table	describing	effect	of	adaptation	on	specific	outcomes.	
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QUALITATIVE ANALYSIS 

Eleven studies in total met the eligibility criteria, two were quantitative studies, two 

were mixed-methods studies and seven were qualitative studies. Most studies were 

published from Australasia and Canada and focused on indigenous community 

approaches.  

Adaptations to Assessment 

Aggarwal et al., (2020), Ajaz et al., (2014) and Ober et al., (2013) were identified in the 

current literature that provide evidence of cultural adaptations made to how assessment 

is conducted in an FMH setting. Study 6 focused on a risk assessment measure for 

substance abuse and mental illness designed for indigenous people, which will be 

analysed separately. Firstly, Aggarwal et al., and Ajaz et al., will be reviewed as they 

are directly related. Both studies support the implementation of the cultural formulation 

(CF), which is used as part of the assessment process. Both findings agree that while 

the CF interview provides a quality of detail that is generally not accessible through 

general assessment means, there were expectedly some difficulties.  

Namely, they both point to the difficulties the wider MDT may have in implementing 

the CF. Both studies identified that staff felt that the more distress SUs were 

experiencing, the increased difficulty SUs had in reflecting and processing the 

questions posed. SUs were perhaps unable to engage with a process that requires 

cognitive skills such as memory recall and information processing, that when in an 

elevated level of distress may not be possible to engage with. Therefore, staff fed back 

that SUs could not benefit from the CF. Staff also reported that they did not have 

confidence in administrating the CF interview, which is supported by Ajaz et al., which 

was implemented by a group of psychiatrists, who could be viewed as experts. This 

reflects staff concerns in Aggarwal et al.,  which were not made up of psychiatrists. 

Further lack of confidence in implementing the CF interview, appears to arise from the 

lack of support such an adaptation has from the surrounding legal structures, which 

require consideration when supporting “mentally disordered offenders”. Staff argued 
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the information gathered could be perceived as not useful to the case. Ajaz et al., points 

out that while this may be a concern, the detail and change of diagnosis that resulted 

from this CF interview were invaluable to the prognosis of this patient. However due to 

the strict timelines and guidelines that FMH units need to abide by for legal reasons, the 

length of culturally adapted assessment protocol may be a barrier to its thorough 

implementation.  

It was recognised in both studies, that there was careful consideration of spiritual 

factors. This appears not to be considered in formal assessment tools used in FMH 

services. Furthermore, there appears to be recognition of how the wider family and 

support network plays a prominent role in their experience of mental health difficulties. 

This is recognised in both studies which include queries about familial relationships.  

The two studies focused on assessment in this review, have adopted a qualitative 

methodological approach, using deductive content analysis in one study while the other 

is focused on a case study in the UK. The former study also adopts quantitative 

methodological techniques to analyse questionnaire responses from clinicians using the 

CF interview. While the methodological approach used in both studies, has its merits, 

within the scope of this review the main query would be whether the research approach 

used sits well within the topic discussed, namely cultural adaptation to a process 

embedded within a Western context. For example, one study recognising culturally 

adapted intervention that is discussed in this review, adopted a research approach 

viewed as appropriate for the culture studied (Wharewira-Mika et al., 2023). In 

Aggarwal et al., it seems appropriate that a Western research format be used, as the 

cultural background of the participant appears irrelevant to the research question which 

focuses on the experience of using the CF interview by clinicians. However, on the 

other hand, Aggarwal et al., could be viewed as reductionist as the ethnic identity of the 

SUs is not stated. Due to how culture varies acutely from person to person, it can be 

difficult to implement a research approach that would honour this.  

In summary, it is difficult to generalise these findings due to individual differences of 

the SU, and the clinician using the tool. For example, one clinician in Aggarwal et al., 

reported that the CF interview may be viewed as an extensive piece of paperwork that 
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could be procrastinated over, based on how the clinician may view the relevance of the 

CF interview to the SU. It is, therefore, challenging to develop a protocol for adapting 

the assessment process that could be widely used and captured effectively by literature. 

Regarding a specific assessment tool, Ober et al., presents promising findings 

surrounding the implementation of the Indigenous Risk Impact Screen (IRIS), 

suggesting that the screen can be used successfully within a custodial population.   

The tool is reported to have successfully identified individuals who are at risk of 

suffering from a substance use disorder including alcohol dependency and cannabis 

addiction. The study had a large sample size (n=419) meaning the results could be 

generalised to the wider population. When asked about substance misuse in the 12 

months before imprisonment, 89% of men and 84% of women were screened as “high 

risk”. However when using the IRIS the percentage changed to 59% of men and 44.8% 

of women.   However, the study noted that, while the measure successfully captured 

most disorders, it did not do well in capturing specific anxiety disorders. For example 

with depressive disorders the IRIS demonstrated 58.5% for specificity and 81.5% for 

sensitivity however for anxiety disorders the IRIS demonstrated 68.2% and 60.2% for 

specificity.  Given that the custodial indigenous population is viewed as a “hard to 

reach” group, the study highlights how an adapted measure can successfully support 

people with fewer resources available. A limitation of the measure however is that it 

relies on self-report. This could be an issue given the high levels of stigma towards 

psychological suffering that exist within ethnic communities. Despite this, the study 

illustrates by having a large sample size, and thorough quantitative methodology that 

such moves to adapt the assessment process for BME SUs are vitally effective.   



Adaptations to Intervention 

Most of the literature focused on cultural adaptations made within FMH settings in 

white-majority countries across the world and appears to mainly focus on interventions. 

Furthermore, most of the research conducted has mainly been published within New 

Zealand, Australia, and Canada, focusing on indigenous groups. One study focused on 

a specific psychological intervention adaptation within a prison setting. The remaining 

studies either focused on substance misuse, and parenting or focussed on a culturally 

significant practice that could be utilised as part of the development of wellbeing 

practices. The studies are grouped by similarity and difference, however, discuss the 

effect of the adaptation within the analysis.  

SIMILARITY 

Family involvement 

All studies had a significant aspect of the intervention that involved or considered 

family involvement. It demonstrates the vital importance that minoritized cultures place 

on family, and how this is a vehicle of motivation for the success of the intervention. 

Many of the participants reported difficulties maintaining a close relationship with their 

family due to their offending history or mental health. Collectivist cultures view a loss 

of family connection as a highly distressing event, harming the existence and practice 

of important cultural activities and structures (Strand, Vossen, & Savage 2019). 

Furthermore, there exists a heavily dependent duty-bound family structure that can 

affect the livelihood of the family unit, due to a loss of status or stigmatisation from the 

wider community (Strand et al., 2019). As a result, the interventions proposed do well 

to insist on aspects of the intervention focusing on the value of family as a cornerstone.  

Effect of Family Involvement 

The involvement of family highlights the benefit of considering internal family systems 

and breaking long-held negative interaction cycles. By involving family, it appears to 

provide benefits directly linked to the wider family, who benefit from a deeper 

understanding of their incarcerated family member. As family is the cornerstone of 

many minoritized cultures, it is necessary that this would be reflected in a culturally 

adapted intervention (Arundell et al., 2021). Family involvement was highly effective 
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in supporting the intervention approach and supporting participants, to develop wider 

skills.   

A Facilitator from the same community 

Several of the studies highlighted the importance of adopting a facilitator who belongs 

to the same cultural background as the SUs (Ashdown et al., 2019; Florencio et al., 

2022; Rossiter et al., 2017). The literature highlights that participants felt a deeper 

sense of connection with the goals of the intervention, due to their overall deeper 

connection with the facilitator. Reasons identified for this are linked to the similarities 

in upbringing, and values. Additionally, participants highlighted that they did not have 

to explain their cultural background and its intricacies in the development of their 

mental health difficulties, as this was already understood. Especially within the studies 

focused on indigenous groups (Ashdown et al., 2019; Florencio et al., 2022; Rossiter et 

al., 2017), feedback highlighted the importance of the facilitator being viewed as a 

father figure or “uncle”.  

The “bi-cultural therapy module” (Terril & Robertson (2014)) introduced in a prison 

setting in New Zealand is the only study that has a non-ethnic minority facilitator 

therapist. However, importantly the therapist had weekly supervision-style sessions 

with a local community leader. This addressed any potential areas for misinterpretation 

such as the use of language or colloquialisms and gaps of knowledge in cultural 

practises, relevant to the delivery of therapy. This demonstrates, the vital importance of 

involving members of the minority community to ensure its adaptation and application 

is accurate and appropriate.  

Effect of a facilitator from the same community 

A facilitator from the same community resulted in heightened respect for the 

intervention and facilitator. This illustrates the importance of a carefully curated 

relationship between the staff and SUs. The impact of this significant relationship on 

the perceived success of the intervention is viewed as crucial within the studies 

reviewed here. However, it did not highlight that having a facilitator from the same 

cultural group could be viewed as problematic due to fears of breaking confidentiality 
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in close-knit communities (Arundell et al., 2021). Furthermore, it could be viewed as 

increased pressure to conform to the cultural teachings that they may have abandoned, 

due to their circumstances (Arundell et al., 2021). Therefore, this could develop a sense 

of shame felt by the participants.  

Connection with Identity 

 The third theme highlighted by the present review is the increased connection to 

identity because of taking part in a culturally adapted intervention. Providing the 

participants with psychoeducation within the context of their culture is a critical step to 

developing an understanding of the rationale behind techniques. A helpful by-product 

of this is that participants felt closer to their culture and understanding of where they fit 

into this identity, which they may have lacked previously. This sense that they lacked 

belonging may have been behind their offending behaviour and may form a significant 

part of their formulation.  

Effect of Connection with Identity  

All studies reported the significant effect of participants provided with an opportunity 

to connect with their identity on mental health and wellbeing, through qualitative data. 

Studies Ashdown et al., Florencio et al., Rossiter et al., Terill & Robertson, 

Wharewera-Mika et al., and Yuen reported the importance of this, in enabling SUs to 

find purpose, closeness and thus connectedness with themselves and their wider 

community.  

Reducing stigma 

The psychoeducation provided an opportunity to develop their knowledge of how their 

mental illness may have developed as an understandable response to the distress and 

trauma experienced as minoritized individuals. As a result, participants and their 

families reported that this has addressed the stigma and misunderstanding of mental 

illness. Consequentially, participants reported feeling more equipped and better able to 

demonstrate deeper self-compassion (Ashdown et al., Florencio et al.,). This appears to 

be another helpful by-product in culturally adapting intervention, which could support 

widening access to psychological services for minoritized communities if such options 

were widely available.  
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Effect of Reducing Stigma 

All articles that focused on intervention, found that reducing self-stigmatisation was 

highly effective in coping with mental health difficulties. Overall, participants reported 

an increased level of self-compassion, self-awareness, and self-acceptance.  

Values-Based treatment 

All the literature and interventions reviewed in this paper focus on the culture the SU 

belongs to, to develop a therapeutic intervention catered to the values and belief system 

of that culture. This results in an intervention that bridges the gap between the secular, 

majority views and perhaps the spiritual developmental template, that the participant or 

facilitator may have had to reckon with independently. Participants were able to focus 

on learning and applying techniques from the beginning of treatment, without having to 

spend an amount of time focused on moulding the intervention to meet their internal 

belief system or cultural values.  

Effect of Values-Based Treatment 

This is of significant value as this supports participants to engage with the intervention 

at a quicker pace than if they had engaged with a non-adapted intervention. Thus, an 

adapted intervention could improve outcomes significantly earlier.  

Recognition of Inter-generational Trauma (IGT) 

As mentioned, the studies that focus on culturally adapted intervention are with 

indigenous ethnic groups, in which their home was colonised (Wharewera-Mika et al; 

Florencio et al., Ashdown et al.,). Well documented is the significant trauma 

experienced, because of widespread genocide, sexual exploitation, and enslavement 

(Hoffart and Jones.,2017) This is why some indigenous groups have been unable to 

thrive in society today, due to the long-term effects of this. For example, widespread 
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ongoing discrimination, and placement of communities in areas of high deprivation and 

devastation, lead to long-established poverty (Hoffart & Jones., 2017).  

Effect of Recognition of IGT 

Similarly, to other components of the interventions mentioned previously, recognition 

of IGT significantly supported participants in developing a sense of belonging and self-

awareness around their community formulation. The positive effect of this also derives 

from having the opportunity to normalise experiences and develop a sense of 

community within their forensic unit, with SUs belonging to the same community.  

Translated terminology and language  

Studies reviewed in this paper point to the effective use of terminology translated into 

the ethnic group’s native language (Wharewera-Mika et al; Florencio et al.,; Ashdown 

et al; Yuen). Participants reported that translated psychological terminology and 

concepts, help connect to the intervention and how their culture identifies with their 

goals for recovery. The use of language not only communicates the term and provides a 

deeper level of understanding, but also communicates a sense of belonging to their 

history and values.  

Effect of translated terminology and language 

The translation of terminology and language was highly impactful on participants, as it 

enabled increased engagement and increased participants' capacity to apply skills and 

knowledge learnt.  

DIFFERENCES 

Length of intervention 

The length of each intervention varied depending on the style of the programme which 

differed. Length was also determined by the aim of the intervention, or the content of 

the programme which focussed on therapeutic rapport building to engage participants. 

Some programmes also had an extensive assessment process to ensure eligibility, which 

would have affected how long the intervention was.  
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Effect of Length of Intervention  

The length of the intervention did not affect how well the intervention was received. 

Participants did not report dissatisfaction with the length of the intervention. The length 

of intervention is not stated within this review, as certain studies were focused on ward 

environments and long-stay therapeutic communities, as opposed to a single point of 

time or intervention.  

Differing Cultural Values 

As mentioned, many of the programmes were focused on having a strong foundation of 

psychoeducation that is based on the main values of that culture. Therefore, depending 

on the culture, the content of the programme would have differed. This would also 

apply to the style of facilitation, with some programmes including a local community 

leader or member whereas others did not. The values on which the programmes were 

built were heavily determined by several aspects of the programme. The closer the 

values genuinely sit within that community, the more effective the intervention.  

Effect of Differing Cultural Values 

As mentioned previously, each programme based its adaptations in line with the 

community’s values. Therefore, there would be an increased significance in how the 

intervention would have been received. Participants generally reported similar themes 

of self-acceptance and self-compassion as a result. Additionally, the intervention was 

less challenging to engage with as participants reported feeling valued and heard.  

QUALITY APPRAISAL ANALYSIS 

Of the eleven studies included in this study 90% of the MMAT criteria were met. The 

three mixed-methods studies were lacking in 20% of the criteria (Aggarwal et al., 

Durey et al., Stewart et al.,). Namely, Durey et al., did not report the results in a way 

consistent with both methodological disciplines. The only quantitative study (Ober et 
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al.,) met 100% of the criteria of a robust study. Six of the studies were qualitative and 

93% of the criteria were met for a robust and sound methodology in keeping with the 

topic. There were discrepancies with studies that did not report quotes or aspects of 

interviews of all participants, with one or two participants not mentioned. This affected 

the overall integrity of the research. However, it should be considered that the studies 

aimed to be reflective and true of the culture they are aiming to support; two of the 

studies (Florencio et al., and Ashdown et al.,) included followed a research design 

corresponding to the culture. As most research follows Western research principles, it is 

worth noting that any appraisal tool developed within the West may not successfully 

capture the robustness of the research, as two included studies adopted specifically 

adapted indigenous research principles.  

The quantitative study was most robust, which is to be expected given the clear 

methodology and outcome data. The mixed studies received the results they did due to 

either the qualitative or quantitative aspect of the study being prioritised over the other.  

Qualitative Methodological Quality Criteria 

Publication (Year) 1.1 

Qual.  

approach 

suitable? 

1.2 

Qual. 

Approach 

methodology 

appropriate? 

1.3 

Findings 

adequately 

derived 

from data? 

1.4 

Interpretation 

of results 

substantiated 

by data? 

1.5 

Coherence 

between data 

sources, 

collection, 

analysis and 

interpretation? 

Ajaz et al., (2014) (2) Yes Yes Yes Can’t Tell Yes 

*Ashdown et al., (2019)

(3)

Yes Yes Yes Yes Yes 

*Florencio et al., (2022)

(5)

Yes Yes Yes Yes Yes 

Rossiter et al., (2017) (7) Yes Yes Yes Yes Yes 

*Terrill & Robertson

(2014) (9)

Yes Yes No Can’t Tell Yes 

Table 4. Quality Appraisal rating for qualitative studies – MMAT (Hong et al., 2018) 
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*Wharewera-mika et al.,
(2023) (10)

Yes Yes Yes Yes Yes 

*Yuen (2011) (11) Yes Yes Yes Yes Yes 

Quantitative Methodological Quality Criteria 

Publication (Year) 3.1 

PPs 

representative 

of population? 

3.2 

Measurements 

appropriate 

for outcome 

and 

intervention? 

3.3 

Complete 

outcome 

data? 

3.4 

Confounders 

accounted 

for in design 

and 

analysis? 

3.5 

Intervention 

administered as 

intended? 

Ober et al., (2013) (6) Yes Yes Yes Yes Yes 

Mixed-Methods Methodological Quality Criteria 

Publication (Year) 5.1 

Adequate 

rationale 

for mixed 

methods? 

5.2 

Components 

of study 

effectively 

integrated? 

5.3 

Outputs of 

Qual. And 

Quant. 

adequately 

interpreted? 

5.4 

Divergencies 

and 

inconsistencies 

between 

Qual./Quant. 

adequately 

addressed? 

5.5 

Component of 

study adhere to 

quality criteria In 

each tradition of 

methods involved? 

*Aggarwal et al., (2020)

(1)

Yes Yes Yes No Yes 

*Durey, Wynaden, &
Barr (2014) (4)

Yes Yes Yes No No 

Table 5. Quality Appraisal rating for quantitative studies – MMAT (Hong et al., 2018) 

Table 6. Quality Appraisal rating for mixed-methods studies – MMAT (Hong et al., 2018) 
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DISCUSSION 

This study aimed to cover the body of literature on the topic of culturally adapted 

psychological assessment and intervention for patients in FMH services or prison 

services, to provide an overview of, how and why these adaptations are effective within 

the forensic population. This review recognised that most research focused on 

intervention and not the assessment process which there were only 3 of the 11 articles 

(Aggarwal et al.; Ajaz et al.; Ober et al.,). The remaining articles focused on 

adaptations made to psychological intervention or rehabilitation approaches. The 

majority of the articles focused on indigenous communities native to the research host 

country as opposed to migrant populations in a white-majority country. This illustrates 

the small and slowly emerging field of culturally sensitive research within forensic 

populations, which is surprising given the over-representation of minoritized ethnic 

individuals in forensic services. Services may have initiatives to ensure cultural 

adaptation where required, however, this may be a relatively small piece of work that 

would ordinarily not be published.  

Effectiveness of Adaptations Made  

Most studies involved tools, programmes, interventions, or adaptations to forensic 

environments, were based on previously designed tools, programmes etc., for the white 

majority, with aspects of it adapted to suit the ethnic group. There were few studies 

which appeared to be completely catered to the culture it was aiming to support and 

*Stewart, Hamilton &
Wilton et al., (2015) (8)

Yes Yes Yes Yes Yes 

Key: 

o Those labelled with * indicated the studies rated by the second reviewer.
o Qual. = Qualitative
o Quant. = Quantitative
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included common aspects such as a lead facilitator from the local community or the use 

of the native language to illustrate a connection to the culture (Wharewera-Mika et al.;,, 

Florencio et al.,;, Ashdown et al.,) There appears to be an increase in strength-based 

approaches, aiming to support individuals collectively with a great emphasis on 

connections with others but also repairing familial connections. Most of the 

interventions included a portion that was dedicated to understanding cultural context 

which included trauma-informed historical education and psychoeducation to reduce 

self-stigmatisation. This appears to be generally based on wider cultural values to 

which the community strongly connect, while also using this as a foundation to set 

goals. Studies that reported on the effect of therapeutic environments specifically 

catered for the Māori community, appeared to yield the most significance. This is 

expected, due to the importance placed on a holistic approach, involving the adoption 

of a Māori way of life. Of the studies that were included in this review, three main 

adaptations have been the most positively received with a perceived high level of 

effectiveness:  

• Adaptations made to language, from English to the SU’s native language.

• Implementation of cultural values-based psychoeducation.

• A facilitator from the same community or cultural background. A systemic

approach, involving family members at various points of the process.

Unsurprisingly there is a lack of follow-up research available which is perhaps due 

to the small sample numbers and lack of rationale for this research due to the novel 

nature of the culturally adapted approaches. This would significantly aid in 

supporting the positive results demonstrated in a reduction of recidivism and 

positive outcomes from participants, which could in turn support the 

implementation of such adaptations more widely and reliably.  

Clinical and research implications 

The current review highlights that while there have been some efforts to widen the 

knowledge surrounding adaptive psychological assessment tools and intervention for 

ethnic minorities in white-majority nations, the gap remains wide for several reasons. 

The studies included in this review point to how important person-centred and 

recovery-focused interventions are in supporting individuals from BME backgrounds. 
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This is in line with the evolving recovery approach adopted across the world within 

various models (Jacobson & Greenley, 2001), and supports the Milan Principles 

(Mental Health Act, 2015) and The Baron Report (2021). Within Western nations, there 

are differences in how services are resourced and funded however it is clear from the 

research that this should not be a barrier to implementation, as the most effective 

programmes were values-based. This was also possible by translating materials and 

including translated psychological terms, not just directly translated by also interpreted 

so an understanding within the cultural context could be made. Within Western forensic 

systems, it would therefore be necessary to have interventions co-produced with 

community leaders or with SUs themselves. This would enable careful adaptation of 

intervention and assessment that would be most likely to accurately support the 

individual, creating less room for assumptions. This would follow the aims of the Good 

Lives Model (Ward, Mann & Gannon 2007) as any adapted intervention would be more 

effective in reducing offending behaviour and providing a stronger foundation to 

rehabilitate.  

It seems necessary to mention that the research involved in this review, mainly seems to 

be supported by local government funding and initiatives, due to what appears to be 

concerns surrounding a particular ethnic group, namely indigenous groups. This is a 

disappointing point, as it is not clear if this research could be commissioned without 

government lobbying and support. Given that there is a high disproportion of BME 

individuals in the forensic and justice system in White-majority countries (Davies, 

2022), it is surprising that further efforts to publish culturally adapted interventions 

have not been encouraged. This is a barrier to its implementation, because for National 

Guidelines such as NICE (2017), to advocate for culturally adapted interventions and 

assessment procedures within FMH services in the UK, a strong evidence base is 

required. It was not clear from the interventions that included a local community leader, 

were paid staff members who were provided the same privileges as staff within the 

team. Conditions such as these would require funding from services, and on a large 

scale require Government support, which provides additional rationale for the necessity 

of research in this area. This systematic review provides clear evidence of this current 

gap in research, and makes a case for research with BME SUs to be made a priority, 

given structural and institutional inequalities that this group faces. As a result this group 
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remains marginalised, which is further encouraged by an absence for a call for 

necessary and urgent research. Research in this developing area is necessary for wider 

structural inequalities to be addressed and for policy change to be implemented, 

creating a fairer health economy.  

Strengths and Limitations  

At the time of writing, this seems to be the first systematic review of its kind exploring 

how forensic systems in White-majority nations adapt their psychological assessment 

tools and intervention programmes to support BME patients. A second strength is that 

the review included eleven studies from across various White majority countries. 

Furthermore, the review attempted to capture the differences between certain 

intervention adaptations and review how these findings add to the much-needed 

forensic landscape which has a disproportionate percentage of BME patients or 

prisoners. Regarding methodological rigour, this appears to have been met as a second 

reviewer was involved at each point of the screening process and appraisal process with 

70% of studies appraised by the second reviewer. 

Limitations exist of course, which would be helpful to consider when considering 

replication of this review in the future. The process of a systematic review is an 

iterative process that requires ensuring the latest research publications are included 

within this review. However, it is possible that while the search strategy for this study 

was detailed, and endeavoured to capture all relevant research, it may not have. The 

review did not include grey literature for example, such as government reports or 

unpublished doctoral theses.  

Additionally, nine of the eleven studies had small sample sizes. The two with large 

sample sizes used either quantitative or mixed methodology to analyse their findings. 

However, the remaining studies used qualitative methodology and focused on SU or 

clinician interviews and self-reports. Therefore, researcher bias and confounding 

variables must be considered when interpreting the findings. Thus, the findings remain 

ungeneralisable. Applying these findings without heavily considering aspects of the 

community the adaptation aims to support, would not be advised. Except for 

adaptations to assessment, all adaptations made for intervention have been adapted to 
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the specific BME communities involved. Therefore, it is expected that much care and 

sensitivity towards the community in focus would be required to effectively adapt an 

intervention.  

Furthermore, the eligibility criteria mean that only studies published in English were 

considered. This resulted in several studies within non-English speaking countries, 

were not included. Furthermore, the studies that were included were mostly from 

Canada and Australasia, which have different criminal justice systems. This would 

influence how SUs receive support. Furthermore, the search terms used, may not have 

captured all types of FMH BME research, due to the use of various terminology, that 

could have been missed 

CONCLUSION 

In conclusion, the current climate of research focused on adapting psychological 

assessment processes and interventions for FMH BME SUs is still an evolving area. 

Imperative to its development, future research recommendations should focus on ethnic 

migrant populations specifically groups which are disproportionately represented. 

Furthermore, case studies of adapted interventions or assessments within UK FMH 

BME populations should be published and disseminated. Understandably, research 

literature may be lacking, due to an overall recovery approach focused on person-

centeredness in forensic services. Additionally considering designing a Randomised-

Controlled Trial (RCT) to effectively capture effectiveness, may raise dilemmas due to 

small sample sizes or ethical difficulties such as holding comparison groups at 

Treatment as Usual, within an FMH population. As the BME population grows within 

White-majority countries due to increasing globalization and immigration due to 

conflict, the demand for adapted services will increase, calling for high-quality research 

to be produced.  
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Plain Language Summary 

Title: A narrative analysis of recovery stories within a Scottish forensic mental health 

service. 

Background: There is a depth of understanding around the recovery approach however 

there is a lack of research that reflects how forensic mental health (FMH) services 

interpret and apply the recovery approach. Furthermore, at present, there is a gap in the 

research regarding the experiences and stories of FMH Service Users (SUs). The 

Scottish Government’s Mental Health Strategy (2017-2027) strongly supports that the 

recovery approach should be implemented holistically, across all types of mental health 

services. However, principles of autonomy and choice can be challenging to apply 

within a forensic setting. That is because of the added responsibility FMH services have 

in providing security and protecting the public. Therefore, it is worth recognising how 

the recovery approach is applied within these settings, from the view of SUs in 

Scotland.  

Aims and Questions: 

1. What does recovery mean to forensic SUs?

2. What can we learn about the individual recovery journeys from SUs

commencing the transition to the community and for those who have been

discharged into the community?

3. How might this insight inform how Forensic Mental Health Services within

Scotland, implement the recovery approach and how would this support the

recovery of forensic SUs?

Methods:  

This qualitative study used a narrative analysis approach, which recognises each 

participant’s experience as a core story, that has been told and shared with the 

researcher. Participants who were either transitioning to living in the community or had 

been discharged took place. Interviews included open questions and remained 

unstructured, with minimal input from the researcher. 
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Emden’s (1998) narrative analysis guidance was used to conduct the analysis, and 

Kirkpatrick’s (2008) framework was adopted to break down the subplots. 

Main Findings:  

Personal Stories: 

SUs emphasized freedom by way of discharge and acceptance of their mental health 

disorder, as signalling recovery.  

Community Narratives:  

Participants highlighted the importance of signs of respect and equality, such as 

autonomy in daily tasks. Most participants viewed the connections with the clinical 

staff as highly important to recovery. Some of the discharged participants continued to 

disagree with their psychiatric diagnostic label despite adhering to treatment.  

Dominant Cultural Narratives:  

Participants seldom spoke about the stigma they had faced, except for one participant. 

Participants highlighted the importance of the high quality of care delivered. Changes 

in approach to care over the past two decades were recognised. Furthermore, there was 

recognition of a lack of standardisation between hospitals within the same security 

level.  

Conclusions: 

The findings confirm the challenges FMH services have in applying the recovery 

approach, including the need for services to adopt standardised service delivery within 

the same level of security. Participants recognised and welcomed the change in 

approach. This study brings light to the importance of connection with staff and using 

the SU’s definition of recovery as a suitable yardstick, to work towards.  
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ABSTRACT 

Background: Forensic Mental Health (FMH) Service Users (SUs) with complex 

mental health needs experience differences in their care, compared to general adult 

psychiatric SUs. This is due to the responsibility of the service to protect the public and 

provide security. The Scottish Government advocates for the recovery approach to care 

which aims to empower service-users. However, this can be challenging to apply within 

an FMH service, given the risk management procedures. Furthermore, there is a gap in 

understanding the unique recovery journeys FMH SUs take.  

Aims: This study aimed to develop a shared understanding of what recovery means to 

FMH SUs who have either been discharged into the community or are transitioning to 

living in the community, from an inpatient ward.  

Method: A narrative approach was adopted for this qualitative study, which was 

chosen because this approach encourages the participants to tell their stories, in their 

style and wording, with minimal interaction from the researcher. Six male participants 

were invited to take part in open unstructured interviews. The data was analysed 

according to Emden’s (1998) narrative analysis guidance. Each core story was broken 

down using Kirkpatrick’s (2008) “A Narrative Framework for Understanding 

Experiences of People with Severe Mental Illness”.   

Results:  Participants reported that “freedom” from the service and self-acceptance of 

their mental health challenges were the main indicators of personal recovery (personal 

stories). Participants recognised the change in approach to care over the past decade, 

and highly valued daily gestures of autonomy, equality, and respect (community 

narrative). Surprisingly, only one participant discussed stigma surrounding their mental 

health challenges, while only half mentioned their index offence (dominant cultural 

narratives). These findings indicate that the application of the recovery approach is 

recognised by FMH SUs, however, there continue to be difficulties in translating the 

core recovery principles into tangible actions, because of FMH services risk 

management protocol. Further research must consider how other groups within FMH 

services experience recovery (e.g., female populations, LGBTQIA+ and BME 

individuals.  
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INTRODUCTION 

The Recovery Approach in Context 

Forensic Mental Health (FMH) Services are designed to rehabilitate and support 

“mentally disordered offenders and others who are requiring similar services” (The 

Baron Report, 2021) by managing risk to the public. Personal recovery is viewed as 

more meaningful, and lifegoal orientated than the traditional medical approach to 

recovery, which focuses on psychiatric symptom reduction (Senneseth, Pollak and 

Urheim et al., 2021). FMH SUs often have their care determined by a careful 

collaboration of both the criminal justice system and the healthcare system. For FMH 

SUs this can mean, that they are ordered by court to adhere to treatment within secure 

psychiatric hospitals, to reduce the risk of future offending. Thus, there exist challenges 

between the implementation of the recovery approach and how risk to the public is 

managed (Mann, Matias, & Allen, 2014). The Scottish Recovery Network (SRN) 

supports the recovery approach within its Strategic Plan (2021-2024). The recovery 

approach is defined as an encouragement of community resources resulting in every 

individual affected by mental illness having, the opportunity to access support at their 

own pace (SRN Strategic Plan 2021-2024). The plan aims for “A Scotland where 

people can get the right help at the right time, expect recovery, and enjoy their rights 

free from stigma and discrimination” (Mental Health Strategy 2017-2027, p7) 

The recovery approach, therefore, supports the individual to make sense of their own 

needs and advocate for themselves. This differs from the directive medical approach 

which minimises the voice of SUs (Dorkins and Adsheard, 2011). Recovery is viewed 

as an ongoing journey, through which an individual continues to work towards the 

quality of life they hoped for, as opposed to being clinically “recovered”. Research 

highlighting the application of the recovery approach and its impact on FMH settings is 

limited.  

Dorkins and Adsheard (2011) suggest that the application of recovery principles within 

a forensic setting can be highly beneficial but difficult to apply due to the legal 

constraints placed on FMH SUs. They argue it is beneficial due to the trauma-inflicted 

lives most FMH SUs have experienced, whereby principles such as autonomy and 

connectedness do not have a place. Thus, the recovery approach which promotes these 
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values, encourages SUs to view themselves and the world around them with an 

increased balanced outlook (Dorkins and Adsheard, 2011).  

The recovery approach attempts to balance the power clinicians naturally adopt, by 

respecting the concept of “personal recovery”, from the SU’s perspective, (Jacobson 

and Greenley, 2001). Slade (2009) suggests that clinical recovery, measured by clinical 

outcomes and symptom reduction, should not be the main goal of mental health 

services. Slade argued that personal recovery as opposed to clinical recovery, 

acknowledges the SU’s personal understanding of recovery, capturing a journey of 

personal discovery and identity development. Jacobson and Greenley (2001) identified 

the 6 principles which make up this approach to care as summarised in Table 1:  

However, stigma and discrimination can be a barrier to the application of the recovery 

approach. A study conducted in Scotland by Macinnes, Macpherson and Austin, (2016) 

found that 48.5% of FMH SUs experienced emotional abuse, 44% experienced physical 

abuse, 56% experienced physical neglect and 47% had experienced sexual abuse before 

entering the criminal justice system. This level of adversity can result in further social 

exclusion and lack of community integration which may affect their sense of 

Table	1.	Original	diagram	adapted	from	Jacobson	and	Greenley,	(2001).	(SU=	service-
user)	

Table	1. Original diagram adapted	from Jacobson and	Greenley, (2001). (SU=	service-
user)
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empowerment and ability to make choices (Dorkins and Adsheard, 2011), affecting 

how the recovery approach is engaged with.   

Existing Research on Recovery in Forensic Settings 

The CHIME Framework (Leamy, Bird, & Boutillier., 2011) is a detailed and robust 

synthesis of SUs' personal recovery journeys, that indicates the key components, that 

should underpin the approach to care within general adult psychiatric care. In line with 

the CHIME framework, person-centred care would involve an acknowledgement of the 

SU’s connectedness with themselves and others. Identity is also encouraged to be 

considered when agreeing on specific aspects of the care plan (e.g., social network 

involvement, or agreement with diagnosis). McDonnaugh, Underwood and Williams 

(2020) conducted an Interpretive Phenomenological Analysis (IPA) on semi-structured 

interviews with forensic SUs, on conditional discharge in English medium secure units. 

They reported a decreased sense of achievement in SU’s, leaving little incentive to 

focus on recovery. This finding supports the aims of the CHIME-Secure framework 

(Senneseth et al., 2021) which recognises six recovery processes as opposed to the 

original CHIME (Connectedness, Hope, Identity, Meaning-Making, Empowerment, 

and Safety) framework (Leamy et al., 2011). This includes hope which if present for the 

SU would encourage the person through the recovery process. However, due to the 

restrictions placed by the criminal justice system and risk management policy, 

achieving Connectedness, Hope, Identity, Meaning-Making, Empowerment, Safety and 

Security (CHIME-S) may be complicated. The present study supports the application of 

CHIME-S, by enhancing the voice of SUs.  

Within Scotland specifically, there are limited publications regarding the meaning of 

recovery within FMH settings. One Scottish study by Cooney, Tansey, and Quayle 

(2020) used a grounded theory approach. They found that for participants the “sense of 

self appears to be fragile and there is uncertainty regarding the self and how they fit in 

the world around them” (Cooney et al., 2020; p. 56). This study supports the findings of 

Adshead, Ferrite and Bose (2015), who argued that participants’ sense of acceptance of 

their index offence and their mental health diagnosis was vital for active recovery 

journeys.   
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 However, these studies, do not consider the personal stories of SUs, which play a 

substantial part in their understanding of themselves and how services may decide to 

support them. Frank (1995) argues that society can constrict which stories it is willing 

to accept about groups of people, especially those without the same legal rights. Mental 

illness itself and the oppression suffered because of it, can severely dampen the voice of 

SUs. Voicing their stories, using a narrative approach, can begin to empower SUs with 

the potential to improve the knowledge clinicians hold about dominant cultural 

narratives that impact SU’s approach to recovery.  

Narrative Methodology  

The narrative approach is a qualitative methodology which allows for discussion and 

development of understanding, within wider contextual, cultural, social, and historical 

layers, by focusing on facilitating individual accounts of experiences (Kirkpatrick, 

2008). Other forms of qualitative methodology, may have been appropriate however 

only the narrative approach, allows for careful consideration of cultural and wider 

contextual issues (Sutherland., 2018). The narrative approach can provide richness and 

help develop links or contradictions within participants’ stories (Squire, Andrews and 

Tamboukou, 2008), considering the direct positionality of the researcher. Squire et al., 

(2008) state that the approach, is based on the natural tendency for human beings to 

make sense of and give meaning to their lives, through storytelling. How a story is 

interpreted by the listener can greatly depend on the listener’s own story. Thus, the 

narrative approach places a strong emphasis on reflexivity, encouraging the reader to be 

open to their reflexive processes (Kirkpatrick, 2008).  

Current research on understanding recovery within forensic populations (Bengston, 

Lund & Langstrom 2019; Warner, Glazier, & Lane 2021), appears to rely upon 

quantitative analysis of reoffending rates or remission of symptoms. Therefore, risk 

management methods may not take into consideration important aspects of SU 

experience, as this is not supported by the current evidence base. This constrains how 

recovery is researched and how findings are applied to government policy and FMH 

practice, in line with traditional models of recovery. Adopting a narrative approach to 

understand how SUs make sense of their recovery journey, provides new insights 

(Squire, Andrews Tamboukou, 2008). The approach values how the story is told, 
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structured, and communicated by whom and for whom, to add value to the content of 

the story. The narrative approach recognises different and contradictory meanings of 

stories to understand the individual and the adversity they have faced within the context 

of social change. This provides FMH Services within Scotland the opportunity to 

consider factors that may impact SUs’ experience of the system, increasing 

opportunities for developing recovery-focused care in FMH settings.  

Aims and Research Questions 

This study aimed to develop a shared understanding of what recovery means to forensic 

SUs as, due to the additional restriction of choice placed on their care, this may vary 

from the general mental health SU population.  The secondary aim is to understand 

individual journeys towards recovery from a SU perspective and ways in which these 

may mediate the recovery process.  

1. What does recovery mean to SUs of FMHSs?

2. What can we learn about the individual recovery journeys of SUs commencing the

transition to the community and for those who have been discharged into the

community?

3. How might this insight inform how FMHSs within Scotland, implement the recovery

approach and how would this support the recovery of forensic SUs?

METHOD 

Design 

This study adopted a qualitative design, using Emden’s (1998) narrative approach to 

data collection and analysis. This consisted of unstructured interviews, that varied in 

length and was led by the participant. The design was inspired and influenced by 
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Sutherland’s (2018) narrative study, which analysed the stories of SUs of an English 

low-secure FMH. All interviews were recorded using a Dictaphone and were manually 

transcribed. The interviews were supported by an interview prompt sheet, which 

contained the main open question of the interview. Following Emden’s guidance, the 

interviewer attempted not to have any effect on the flow of the story or its delivery. 

Throughout this process, the researcher kept a reflective diary to remain transparent of 

the researchers’ values and storied themes that may interact with the research process.  

The stories told were broken down using Kirkpatrick’s (2008) “A Narrative Framework 

for Understanding Experiences of People with Severe Mental Illness”. This framework 

adequately allowed for stories to be heard, that refer to a SU’s understanding of their 

mental health challenges. Subplots can be compared to themes emerging from the data. 

However, subplots differ from themes, as they account for the wider context 

surrounding the SU such as cultural differences or social status. These are separated 

into three categories: Personal stories, community narratives and dominant cultural 

narratives. A sub-category is counterstories. Personal stories are subplots that are 

individual to the participant and are not shared across the sample. Community 

narratives are subplots which are shared across the sample, with a similar essence and 

purpose. Dominant cultural narratives are recognised as overarching, culturally 

constructed ideas, often recognised as stereotypes (e.g., single parents, benefit claimant, 

etc.,) that help to bring about a general understanding of an individual’s position in 

society. Counterstories, which can be found in all three categories however are the 

stories that do not fit within the general subplots, as noticed by the researcher, often 

recognised through deep reflexivity (i.e., subplots that provide an unexpected 

alternative perspective). Thus, a narrative approach can empower the storyteller 

(Rappaport, 1995), and potentially provide an alternative lens to their experience.  

Participants & Recruitment 

The FMH Service from which participants were recruited, consists of a low secure 

inpatient unit, a rehabilitation ward, and a Forensic Community Mental Health Team 

(fCMHT).  

Inclusion Criteria: 
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• Aged 18 years and over.

• Have lived in the community or inpatients that have commenced transition back

into the community, who have been allocated with overnight passes.

• SUs, who at the time of admission, had a formal mental health diagnosis and

were held under the Mental Health (Care and Treatment) (Scotland) Act 2003.

• Have provided informed consent to participate.

Exclusion Criteria: 

• Non-proficiency in spoken English.

• Have been under acute mental distress or mentally unwell that resulted in

impairment of meaningful participation. This was determined by the MDT.

• Have had an  assessment or psychological intervention with the researcher at the

point of recruitment.

Four of the participants had a psychosis-related diagnosis and two had a diagnosis of 

bipolar disorder. All six participants were on overnight passes living in the community. 

One participant was transitioning into the community currently on one overnight pass.   

A purposive sampling technique was used to identify participants. The researcher 

liaised with the field supervisor on attending team meetings, where information posters 

and participant information leaflets were distributed. Interest in the study was 

determined by the potential participant being contacted by their key worker or forensic 

Community Practitioner Nurse (fCPN) for an initial conversation about participating in 

the study. Those who were interested in participating were provided with the research 

study advert, an invitation letter, a consent form, and a study information sheet. This 

outlined the study’s aims, procedures and right for participants to withdraw. A 

telephone discussion with the researcher was then arranged. The discussion with the 

researcher was a chance to explain the study and respond to questions. Each participant 

was provided three days to make an informed decision. If the participant consented to 

the research interview, the MDT was notified, and the interview was arranged to be in 

person at the service base. Before the interview took place, the participant's “right to 

withdraw” was reiterated and informed written consent was obtained.  

Materials 



57 

In line with the narrative approach, the interviews followed an unstructured format with 

an open question. The researcher created and used an “interview prompts” sheet 

including a brief format for the introduction, consent signing stage before the interview 

commenced, and ending the interviews. The interviews were manually transcribed in 

turn using Microsoft Word. Narrative analysis was conducted manually using Microsoft 

Word to complete the analysis. The researcher kept a carefully maintained reflective 

diary log throughout the interview and research process to maintain a level of 

reflexivity. (Refer to Appendix F for the interview prompt sheet and Appendix M for the 

reflective diary log.) 

Research procedure 

The six participants were asked to share their recovery journey during a face-to-face 

interview at the service base, which is where all participants would routinely visit for 

medical reviews or Occupational Therapy sessions. Interviews ranged from 21 minutes 

to 1 hour and 27 mins. Mishler (1995) recognised how the rapport between researcher 

and participant could affect the way the story is told, affecting how the narrative is 

drawn out. Therefore, minimal participation from the researcher is crucial (Mishler, 

1995). In order to maintain the autonomy of the participant, which is highly important 

within narrative methodology (Emden, 1998), one main open question was asked 

(Refer to Appendix F for interview prompt sheet). Additionally the participant was 

informed about the importance of hearing their story in their words during the pre-

interview discussion, which was additionally covered in the ‘Participant Information’ 

sheet. The pre-interview discussion also provided an important opportunity to build 

natural rapport between the researcher and the participant. The participants were asked 

to share their story, in their own words, and were encouraged to only share what they 

wished to, and start their story where they felt it should.   During the interview, the 

researcher prompted the participant if this was necessary to encourage the story to 

centre on recovery, aiming to minimise the way the interview naturally progressed.   
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Data Analysis  

The narrative analysis was guided by Emden’s (1998) method to identify core stories. 

Core stories were then analysed using Kirkpatrick’s framework. Subplots, from the core 

stories were identified. Using Kirkpatrick’s framework, the subplots were categorised 

into the corresponding level of narrative e.g., personal stories, community narratives, 

dominant cultural narratives. The subplots were examined to recognise which stories 

were shared amongst all participants, and those that differ from the stories of other 

participants. Kirkpatrick’s framework was referred to again, to recognise which 

narrative category the shared subplots and differing subplots fell into. This highlighted 

counterstories and the different levels of narratives that exist within the data set. The 

reflective notes kept by the researcher aided recognition of any influence the researcher 

may have had on how the story was interpreted, constructed, and delivered. The 

analysis plan was in keeping with Emden’s guidance (1998) which states the eight steps 

involved in conducting narrative analysis. This was followed accordingly to ensure 

quality and adherence to the method. A peer reviewer checked that each stage of 

Emden’s guidance was followed throughout the analysis process which involved 

analysing a sample of transcripts with a follow-up discussion around the developed 

core story. Additionally, the researcher held a reflective practice session with a 

qualitative researcher, independent from the project to credibility check emergent 

themes and narratives. (Refer to Appendix K for an example excerpt of the narrative 

analysis table.) 
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Researcher’s Positionality 

As part of the narrative approach, there is vital importance set on the biases the 

researcher may hold about the research population and how the story told, could be 

Figure	1.	Flow	diagram	depicting	the	steps	taken	following	Emden’s	(1998)	Narrative	
Analysis	guidance.		

Figure	1. Flow	diagram depicting the	steps	taken	following Emden’s	(1998) Narrative	
Analysis	guidance.
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interpreted as a result. At the time of data collection, the researcher was a Trainee 

Clinical Psychologist, on clinical placement in the service. It has been important to 

reflect on the researcher’s clinical position to provide support through a trauma-

informed lens, which means there is likely a bias towards the recovery approach. The 

researcher holds a social-constructionist view that mental illness and the experience of 

inequality within society, have developed and are supported by the gap between the 

poor and wealthy.  

Ethics 

Ethical approval was granted on 2nd May 2023 (refer to Appendices I and J for 

approval confirmation from the Research Ethics Committee (REC) and local NHS 

ethical approval). When considering risk management for either the researcher or the 

participants, interviews took place on-site, and local NHS risk management protocols 

were followed. Each participant engaged in a staged consent process, which provided 

three opportunities for the participant to withdraw consent (before, during and after the 

research interview). The interviews were recorded on an encrypted Dictaphone and 

transcripts were stored on an encrypted and password-protected NHS laptop. The data 

was stored on this device and on completion of the study, the data was deleted. During 

each phase of the study, only the researcher had access to the data collected. Once data 

had been transcribed and analysed, all recordings were removed and deleted. 

Responsibility for the data will be transferred to the University for Longer-term Storage 

in line with university and NHS requirements. All participants’ personal and 

identifiable information was omitted from the transcripts, and the data analysis and 

final findings were produced, in line with GDPR requirements, the University of 

Glasgow and NHS confidentiality guidelines. Any identifiable information in the direct 

quotes from interviews used in the final production of the report were removed. 

Furthermore, participants were allocated a suitable pseudonym to protect their 

confidentiality.  
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RESULTS 

Following the narrative analysis approach outlined by Emden’s guidance, adopting 

Kirkpatrick’s “A Narrative Framework for Understanding Experiences of People with 

Severe Mental Illness”, the domains are split between personal stories, community 

narratives and dominant culture narratives. The results have been presented in line with 

how Kirkpatrick determines each subplot within each story. The participants included 

in this study have been provided with pseudonyms to protect their identity, and any 

identifiable information has been replaced with “XXXX”.  
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Figure	2.	A	visual	representation	of	the	results	curated	following	Kirkpatrick’s	(2008)	
guidance	and	Sutherland	(2018).		

Key:	Subplots	(green	boxes);	Counter	stories	(white	boxes);	Derived	counter	stories	
from	subplots	(Blue	arrows)	

Figure	2. A	visual representation	of the	results	curated	following Kirkpatrick’s	(2008)
guidance	and Sutherland (2018).

Key: Subplots	(green boxes);	Counterstories	(white	boxes);	Derived counterstories	
from subplots (Blue arrows)



63 

Personal stories of recovery 

Subplot - Making sense of my recovery journey 

Each participant narrated their journey of recovery providing reflections on helpful and 

unhelpful aspects of their care at the beginning of their journey. The precipitating 

factors leading up to their first admission were not discussed. This was unexpected, due 

to how a story would typically be narrated, starting with when the individual’s mental 

health may have begun deteriorating. This highlighted the expectations and norms held 

about the format a person should generally utilise to narrate their story.  

 Three of the participants reflected on how drugs or alcohol had a place in their story 

and how this impacted their care. This was expected to be discussed, due to the 

frequency by which forensic patients commonly had a history with substance misuse 

leading up to their index offence. For example, John and Matthew reflected:  

“I used to take too much drugs.” (John) 

“I would stay away from me family and then take my drugs. I was getting out of 

control”. (Matthew) 

For Billy, mental health services provided an opportunity to break the relationship with 

alcohol.  

“That’s another good thing about XXX and these kinda services. They didn’t allow me 

alcohol. Thank God, what a change in my life I've had…” 

Two participants spoke about the role of medication in their journey, with reflections 

about how the medication was viewed by the system and concerns around its effects, on 

their personality. Marlon stated:  

“I couldn’t perform, I couldn’t sit here and have with this conversation with you, I was 

lethargic all the time” (Marlon) 
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Matthew felt positive towards his journey with medication: 

“I’ll keep to my meds as long as it needs to be, cos I don’t get any horrible side effects, 

I don’t really you know, that why I'll make sure to take my medication you know.” 

(Matthew) 

Three of the six participants reflected on the role of the offence in their recovery 

journey. For Kenny, the offence was the result of his attempt to cope with hearing 

voices, which he felt was not well understood at the time of sentencing by the legal 

system.  

“I cannae remember, driving half the time, sometimes the voices were really bad, and 

getting in a motor used to take them away, so it’s what I always done.” (Kenny) 

Billy reflected on the remorse he feels for the index offence and indicated that the 

hospital was a time for him to reflect on this historical point of the journey.  

“…But I think they [the staff] preferred it if I was thinking about my index offence. I’m 

so sorry about it all… it wasn’t justified really, however, that’s all done and dusted 

now”. (Billy) 

John expressed how grateful he was to receive the support, he felt was necessary. His 

statement also reflects his recognition that the forensic service had the resources to help 

him more effectively.  

“I am not glad of the offence, but I am glad of where I ended up because of the help, I 

would have ended up dead cos I was going crazy, really crazy, losing my head.” (John) 

Subplot - Freedom and Acceptance 

Three participants fundamentally disagreed with their mental health diagnosis as they 

did not believe they were suffering from a mental health disorder. As a result, this 

meant freedom marked by being back in the community was the main goal of 
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complying with treatment and could be understood as their personal understanding of 

recovery. For example, Billy stated:  

“Recovery means freedom for me, getting back to normal again I suppose, I never 

really… I still don’t know as if I was ill in the first place however the Doctor knows 

about me, my opinion.” (Billy) 

For one participant recovery was defined by acceptance of their mental health 

difficulties, and learning to live with the symptoms as best they can. Kenny stated: 

“I think I’ve just started to realise that it’s not going to get any better and you accept it, 

the life you’ve got the now, and try and make the best of it cos you cannae keep chasing 

rainbows.” (Kenny) 

Whereas for John, recovery was defined by his length of stay in hospital, psychiatric 

symptom reduction and perception of his ability to cope with his circumstances.  

“My recovery had been fairly quick compared to some of the people in here, I have 

heard of horror stories of some people being in for years. I was here for 4 and a half 

months…” (John) 

Participants discussed the role of clinicians and the trust they have placed in them to 

care for them which appears to provide them hope of moving forward. For example, 

Billy reflected:  

“The doctor was very good with me like you know, he seen that I wanted to get on, go 

through the system and behave myself and cooperate and so he reciprocated like you 

know and he allowed me a great deal of freedoms.” (Billy) 

“The journey with the psychology, the journey, through my childhood, made me unwell. 

The journey through the hospital made me well, like through a nervous breakdown. The 
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journey with psychology, with yous guys, I’m well, the only way I can understand you, 

perform, is if I’m well. You cannae, work with somebody who’s not on medication, it 

does nae work!” (Marlon) 

John felt that understanding himself and recognising the life he wanted to return to, 

provided him with the hope and motivation to continue moving through his recovery 

journey.  

“If you don’t have a passion in your life, or aren’t driven, you don’t have anything, you 

just exist. It's like being in a car, not going anywhere, it's like you are staying still.” 

(John) 

Counterstory – Do we ever recover? 

Marlon, Matthew and Brian highlighted that mental health difficulties can continue 

even with freedom and acceptance, which is a core principle within the recovery 

approach.  

“My recovery process is ongoing. I has a manic episode, nervous breakdown. Mine’s 

was quite severe. It took me 18 months, to totally be clear of that problem, then what I 

have unearthed is the next problem, the problem that got me there in the first place, the 

systemic problem that I can’t recover from.” (Marlon) 

“I am not mentally ill, she’s my doctor, we tend to disagree about mental health. 

Mental health… I never have been. Survive in the community so am not mentally ill, I 

told her to prove it. I didn’t have to prove to anybody.” (Brian) 

“I don’t think there was a change [in my beliefs]. I did nae benefit from any of that.” 

(Matthew) 

Community narratives 

Subplot - The system can reflect how we see ourselves 
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How participants viewed their recovery and their identity appeared to be shaped by the 

way the environment is designed to encourage rehabilitation. Three participants viewed 

themselves as needing support with their mental health, however, the other three 

participants did not recognise the mental health diagnosis.  

Billy highlighted the importance of food in the hospitals and expressed this as an 

effective way to directly affect behaviour on the ward.  

“I found that if I eat a lot, the people roundabout me are eating a lot, you tend to sit 

around and digest it. They are not… gonnae be hyperactive and noisy. I really 

appreciated the freedoms you get, being able to go down, have your own cup of tea, in 

your own cup, a ceramic cup.” (Billy) 

Subplot - The importance of choice 

Billy recalled a specific conversation with a family member that stayed with him. A 

loved one highlighting certain aspects of his current situation led Billy to accept that the 

journey he is on, would eventually lead him to a life where he could claim back his 

identity and have choice again.  

“And she took hold of my hand and she leaned forward, and said ‘ Billy take everything 

that God has given you and you enjoy it, you have got food, you have got clothes, 

money, CDs, you don’t have a wife on the outside anymore, your children are 

scattered, you don’t have a house. Relax. Just take everything as it comes and enjoy the 

experience’ … And I took that on, once I thought yeah okay, that helped, that was a big 

part of it for me .” (Billy) 

For Marlon, he was aware of the power that the hospital and the criminal justice system 

held in making decisions about his care.  
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“End of the day, I am here under order. The courts are involved because of my 

situation, I totally get that, for me to be well. But for me to get well, I can sit here all 

day and listen all day but if I don’t wanna change, I will nae. What I tactically did was 

make moves.” (Marlon)  

It was interesting that despite guidance suggesting he connect with the local community 

as a way of coping with mental health challenges, Brian felt this was not relevant to 

him.  

“I keep my distance between my neighbours. I think that’s how I survive… I have lasted 

long in the community, only reason why is because I have had to work at it. ” (Brian)  

Counter story – lack of homogeneity between levels of security 

Billy highlighted that he had experienced several low-security services across the 

country. He found that the same level of security varied depending on the approach the 

staff took and the resources available.  

“I like a bit of countryside round about me. So, the idea of coming into (a low-security 

hospital) I wasn’t happy about it. And so when I did eventually arrive in (low-security 

hospital) it was completely … it was far more like (high-security hospital).”(Billy) 

Dominant cultural narratives 

Subplot – The staff are key 

There was a consensus across the interviews that the current low secure service 

provided high-quality care. Those participants who had received care over many 

decades had noticed the change in approach to care.  
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“The workers, I don’t know how they do that, I take my hat off to them, I cannae bow 

down anymore. You have no idea, what they put themselves through for, for me, it’s 

unbelievable.”(Marlon) 

It seems the staff were approachable and provided an opportunity for Marlon to reflect 

on himself.  

“Say, I did really well, I had all these people to talk to. All these patients and all these 

staff changes to routines, must get on with it, I could explain it myself.” (Marlon) 

Brian and John, both agreed that the staff were invaluable. John further reflected that 

the staff provided a strong contribution to his recovery which he considers quick due to 

his quick discharge from the hospital.  

“More than contributed, some of the guys in here don’t realise how lucky they are, they 

don’t, they don’t realise, treat some of the staff… you don’t realise how where you are, 

could be in a place a million times worse.”(John) 

“Staff in here are delights…” (Brian) 

Kenny understood that where he felt staff took time to listen to his experiences and hear 

his voice, he felt most understood and cared for.  

“That’s worth all the suffering for 2 hours or 3 hours without it.  

So, the 20/21 hours of suffering, if you get 3 hours or 4 hours without it because 

somebody is sitting and listening to you that’s worth it. I don’t like reading stuff 

through books, I like to see what’s happening, and how it’s happening. Don’t get me 

wrong, I’m not shaming it or saying it's bad, but does nae solve anything.”(Kenny) 

Subplot – Change in approach 
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Billy felt the environment in a previous service, communicated to him that those who 

are unwell and have been labelled “at risk to others”, do not deserve to experience the 

world the way the rest of society does.  

“The windows in the hospital weren’t that conducive to happiness, they were quite high 

up. You can get up and move to other windows and see them. You can notice more the 

seasons going by and doors. You’re looking at the world through the windows.” (Billy) 

Kenny appeared to feel disheartened by the changes in approach to mental health in the 

last decade. Kenny felt that if that change in approach had happened earlier, his journey 

may have been quite different.  

“The court saw it as you’re breaking the law. Naebody had any scope for mental health 

back then…” (Kenny) 

Counterstory – Stigma is not part of the story. 

The lack of discussion surrounding stigma is a counterstory because it goes against the 

expectations of the researcher’s position and understanding of mental health. It was 

surprising Kenny was the only participant who reflected on the stigma experienced by 

society around mental health.  

Kenny went on to describe how he feels people must view mental health difficulties as 

something to be fearful of. There was a sense of frustration towards individuals who 

have not experienced mental health difficulties, led by thinking of society as us (those 

with mental health difficulties) and them (those without).  

“Still some people that are not interested if you suffer from mental health or not, 

they’re a lot of people that are scared of mental health because they don’t know how to 

deal with you, but at the end of the day, it’s not your fault and mental health does nae 

take any prisoners. It’s not a nice, some people are lucky that they don’t experience it 

but other people are not so lucky.” (Kenny)  
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Kenny reflected on his own difficulty in understanding his mental health difficulties. 

This indicated a sense of self-stigmatisation because of a lack of understanding in his 

own presentation.  

“To be honest, it’s not easy for people with mental health to understand why they’ve 

got it either, or why they’re different from everybody else.” 

Counter story – Recovery means you had to be unwell first 

Kenny highlighted that recovery is only possible if you have something to recover 

from. He highlights the irony of the juxtaposition that SUs may feel being labelled as 

mentally ill, while clinicians begin focusing on how they will recover from this.  

“I know it sounds funny but you wouldn’t recover if you didn’t have them.” (Kenny) 

Marlon felt he did not understand the diagnosis in respect to his experience: 

“I don’t really relate to this bipolar diagnosis to be honest with you. I don’t really get 

it.” (Marlon) 

DISCUSSION 

The study aimed to recognise and understand the recovery journeys in the form of 

stories using a narrative approach, of participants who are currently part of the FMH 

service either living in the community or currently transitioning to living in the 

community. The study aimed to discover what contributes to recovery journeys and 

how the meaning of recovery may differ between individuals. This research supported 

the findings of a similar study, carried out in England by Sutherland (2018).  

The Meaning of Recovery to Scotland’s FMH Service-Users 
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The stories developed through the narrative approach allowed for interesting findings to 

be drawn, bringing attention to similarities and differences between each participant’s 

narratives. Fitting with the research (Adshead et al., 2015; Cooney et al., 2020) 

acceptance of their diagnosis and environment led to a development of hope in their 

recovery journey. Interestingly there were differences in how personal recovery was 

understood. Some participants felt the diagnosis was not fitting with their 

understanding of themselves. Others felt the diagnosis was helpful to receive the 

support they needed to recover. Another aspect of the narratives which differed was the 

role the index offence plays in their journey. Some participants did not mention what 

the offence was; whereas others felt the offence was not related to their mental health 

directly. This raises questions about how recovery is viewed by the SU who does not 

agree with the diagnostic label provided or how the index offence may have been 

impacted by their mental health disorder. This leads to a question of how SUs 

genuinely respond to their treatment and the lack of choice they may feel about their 

care. This finding confirms that services may have to delicately consider the language 

used surrounding how the nature of index offence is discussed about their mental 

health. 

Another interesting finding was the high value SUs place on daily gestures of equality 

and respect. Most participants in this study came from low socioeconomic backgrounds 

and may have been homeless at a stage in their journey. Hospitals where attractive food 

options were offered, provided a basis for participants to feel stimulated and cared for 

by their environment. Furthermore, if the food offered was viewed as good quality, it 

added further confirmation to how some participants negatively viewed themselves. 

This is further supported by participants describing the impact of good quality utensils 

and large windows. These “small” aspects of care, remind SUs that they are respected 

and trusted, helping them to treasure themselves and feel motivated to continue 

working towards the quality of life they hope for.  

In summary, the meaning of recovery is highly personal to the SU. However, co-

producing services and initiatives with SUs appears to be an effective method of 

ensuring the recovery approach continues to be applied. Co-production allows services 

to consider aspects of their experience, often taken for granted (Markham, 2021).  
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Transitioning vs. Discharged from FMH Inpatient Services 

Participants spoke highly of the connections made with the service and its clinicians 

and how this profoundly shaped their journey. This fits with previous findings 

(Sutherland, 2018; Chandley and Rouski, 2014). Participants felt their clinical team was 

key to how their journey continued. This community-level narrative demonstrates how 

the service provided the foundation for which their recovery is built, and how their 

identity within the system is formed. Accepting the view of the team, often supported 

their recovery journey, resulting in freedom from the system. When discharged into the 

community, the freedom provided a shift in how they view themselves. Participants 

reported recognition of themselves as independent and responsible individuals, which 

was a significant part of their recovery.  

Dominant cultural narratives pointed to the change in approach to care, that participants 

who had been part of the service for over a decade, could recognise. Participants 

reported an overall improvement in a holistic, compassionate approach to recovery. 

This is supported culturally, by the increased awareness driven by universal media. 

This may have led to wider cultural acceptance surrounding mental health difficulties. 

This is further supported by the Scottish Government’s Mental Health and Wellbeing 

Strategy (2017-2027), which promotes increased support to reduce discrimination and 

stigma, with further emphasis on implementing a trauma-informed “Whole System 

Approach”. Participants who reported awareness of the change in approach to care 

tended to be those who had been discharged and had lived in the community for over 

12 months. This fact may indicate that they have had time away from the service to 

reflect on their experience and develop this insight. However, a counter story identified 

is that despite the overall systemic changes, a participant highlighted that there were 

noticeable differences in approach between the hospitals within the same level of 

security. The Barron Report (2021) addresses this by suggesting a Forensic Mental 

Health Board, independent from general health boards in Scotland. Separation of FMH 

services would hopefully result in standardisation across services of the same level of 

security.  
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A counter story present within the data, is the lack of discussion and stigma 

surrounding the offence, despite all participants either transitioning into the community 

or now discharged. When discussed by participants, it was hastily discussed as part of 

the beginning of their journey. This may highlight the continued marginalisation and 

stigma held around committing the offence, despite the positive developments in 

political acceptance and approach to mental health. Furthermore, it is interesting that 

most participants did not discuss their social background or the system within which the 

offence may have occurred e.g., gang-related violence or homelessness. This may have 

been due to the interview taking place within NHS grounds by an NHS member of 

staff, who may be seen as not understanding of that set of circumstances or someone to 

whom a desirable image should be presented. However, this may also indicate, that the 

participants in this study, no longer related to their previous circumstances, having 

made changes to their lifestyle and associations while living in the community.  

Implementation of the Recovery Approach 

The current research indicates SUs can recognise the differences in their care, following 

the implementation of recovery approach principles. Furthermore, the response SUs 

receive from the clinicians and staff within the system is what supports SUs to feel 

heard and accepted in society despite their forensic history or mental health.  

Furthermore, the current research highlights how SUs recognising that they are experts 

in their own care is an important aspect of their recovery, as this seems to encourage 

self-empowerment, autonomy, and responsibility. However, Forensic SUs appear to 

have difficulty in developing their identity away from their mental health journey and 

their recovery. For the participants in this study, their daily routine and weekly 

activities were intertwined with the service, with little mention of personal hobbies or 

interests. In line with CHIME-S research, it would be important to consider how to 

increase opportunities for forensic SUs to connect with their identity (Senneseth, et al., 

2021). This may be encouraged by providing further opportunities to make choices in 

their care and the environment, for example currently location is carefully considered 

by housing officers, in collaboration with SUs. Continuing to find opportunities within 
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the current system to provide choice and autonomy, will ensure the recovery approach 

continues to be applied as systems move forward.  

Furthermore, conversations around self-acceptance and self-stigmatisation do not only 

need to remain the parameter of psychological work. These types of discussions would 

thrive more effectively within several conversations with various members of staff. 

Half the participants did not discuss their offence, which may indicate a lack of self-

acceptance around this. This may be caused by stigma or trauma surrounding the 

offence. Frequent discussions could promote an overall culture of acceptance and break 

the taboo around the cultural stigmatisation of serious mental illness and offending.  

Another clinical implication is the environment in which SUs feel the most empowered 

(McDonnaugh et al., 2020). Ward environments with flatter hierarchy and regular 

gestures of equality and respect are enthusiastically received. For example, good quality 

food and the development of genuine connections with staff. Deeper development of 

this would enable more empowered conversations between the SU and staff around 

their own definition of recovery. Services may have to use the SU’s definition as a 

yardstick for recovery milestones as opposed to set parameters. Additionally, recovery 

has been viewed as more successful if supported by friends and family. However, it is 

worth considering the language used around this. SUs who wish to not involve their 

family may be viewed as disengaging from their recovery. It is recognised within 

addiction and forensic services that family and friends may be a negative influence on a 

patient’s recovery (Rowaert, De Pau & De Meyer et al., 2022).   

Strengths and limitations 

This study has focused on a small and developing area of forensic research, aiming to 

capture narrative recovery stories from FMH SUs. The study has merit in attempting to 

capture recovery stories, authentically, attempting to preserve the story as it was told to 

conduct analysis. The narrative approach has merits in highlighting the voice of SUs, 

carefully considering the cultural and political context surrounding how stories of 

perceived oppressed individuals are heard and used to educate healthcare providers. 
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Additionally, this approach holds a unique strength in allowing the researcher to 

capture stories that were not told, including this as part of the analysis.  

There are limitations to this study. The first being that the recruitment for the study was 

based on recommendations from the MDT, of who would be suitable for the study with 

the purpose being to discuss recovery journeys. This meant that those contacted may 

have been considered because they were positively viewed as SUs who would engage. 

Therefore, there may be a bias surrounding the types of recovery stories provided. The 

community participants may have felt that due to being contacted about participating in 

the study, they should provide a positive view of their experience.  

Furthermore, the narrative approach, had positive intentions to highlight unheard 

recovery stories of SUs with the following assumptions in mind. Firstly, that the 

participants interviewed would find this a rewarding positive interaction, in which their 

story could be told in their words. However for some participants, this may have been 

quite challenging given NHS clinicians ordinarily hold more power. Therefore, the 

researcher may have perceived the power dynamics to be in favour of the participant, 

however this cannot be accurately determined. Self-perception of recovery stage would 

have had further impact of how this was perceived. Secondly, despite the interview 

adopting an unstructured, open question interview, the topic and motivation for the 

discussion, lay within the discretion of the researcher. Therefore the participant may 

have found this confusing to navigate, when asked about a topic from the viewpoint of 

a researcher and not a clinician.  These aspects of the interview place the participants 

within a juxta positionality. As a consequence, participants may have been reticent to 

expose their authentic selves. Evidence of this is recognised by the way participants 

seldom mentioned stigma or their own identity outside of the system, such as personal 

hobbies or interests. Therefore the stories of SUs in the present research may have been 

biased towards how the participant wished to be perceived by the audience (NHS 

researcher).   

A further limitation was that no women were recruited despite the service including a 

small proportion of female service-users. Female participants were asked to participate 

however declined on this occasion. Barriers to female participant recruitment must be 
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considered carefully. It is necessary to replicate this research with a female population, 

to capture and recognise narratives between male and female recovery stories.   

Additionally, any question of bias was highly reflected upon to ensure stories curated 

were limited in bias held by the researcher. For example, it was evident that 

contradictory narratives were identified. On the one hand, discharge and freedom from 

the inpatient service was viewed as a clear indicator of recovery. However, on the other 

hand, NHS services were considered highly and seen to provide effective support. This 

contradiction may have been the result of the interview taking place on an NHS site, by 

a researcher employed by the service. Therefore, due to association this could have 

limited participants' willingness to be honest and open about how they viewed their 

care, providing contrasting messages. 

Future Research 

Future narrative research should consider ways in which autonomy, a key proponent of 

narrative analysis could be ensured. For example, selecting a neutral location for the 

interview to take place, such as a community centre for discharged participants. 

Furthermore, future research should focus on considering creative ways to encourage 

participants to share their story, which can be an alien process. Meeting a participant on 

more than one occasion may be helpful, to encourage an authentic retelling, as trust 

between the researcher and participant could develop during the first interview session. 

The role of the participant and researcher could then be established to encourage the 

most fitting dynamic for the narrative approach.   

Further research considerations would be important to explore. A replication of this 

study with a female participant group as already mentioned would be highly important. 

There is a significant proportion of FMH service users who are from diverse and 

minoritized groups (e.g., LGBTQIA+ or Black and Ethnic Minority groups). Therefore, 

it would be crucial to consider how journeys between different identifying groups 

potentially, may vary. Furthermore, it would be important to recognise the recovery 

stories of those in high and medium security, with potential follow-up once the patient 

has entered low-security services.   
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CONCLUSION 

This narrative study demonstrates the sensitive intricacies of the FMH system. 

Furthermore, this study provides further evidence of how a sense of identity and choice 

is key to the way a SU and the system around them, view their “successful” recovery. 

“Freedom” from the service and “acceptance” of their mental health challenges were 

reported by participants as the main indicators of recovery. Discharged SU participants 

felt the clinical team was key to their ongoing management of their recovery journey. 

However ambivalent messages suggested tactfully working with the system to strike a 

balance between their own lives and life attached to the service. This study also pointed 

to the importance of extending frank and open conversations outside of psychological 

intervention or psychiatric reviews. The wider system continues to hold power in ways 

that may be unapparent to staff and can only be understood if one were a SU 

themselves. Thus, this study provides advocation for trauma-informed co-produced 

services that honour lived experience.  
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APPENDICES 

APPENDIX A 

Example of Search Strategy in EMBASE, Medline, & PsychInfo. 

Interface: Ovid  
Database: EMBASE 

Date Searched: 16.07.2023 
Records Retrieved: 3 

# Search Strategy Results 
S23 

9 and 12 and 14 
0 

S22 
9 and 12 and 13 

3 

S21 
5 and 9 and 14 

1 

S20 5 and 9 and 13 2 
S19 

1 and 9 and 13 
531 

S18 
10 and 13 

2 

S17 9 and 12 164 
S16 detain.mp. 296 
S15 

mental hospital/ or exp mental health care/ 
151021 

S14 exp psychologic assessment/ or exp psychophysiologic 
assessment/ or exp psychological interview/ or exp psychological 

rating scale/ 

74116 

S13 psychotherapy/ or exp art therapy/ or exp assertive training/ or exp 
autogenic training/ or exp aversion therapy/ or exp balint group/ or 

exp behavior contracting/ or exp behavior modification/ or exp 
behavior therapy/ or exp bibliotherapy/ or exp body 

psychotherapy/ or exp catharsis/ or exp client centered therapy/ or 
exp cognitive rehabilitation/ or exp cognitive therapy/ or exp 

couple therapy/ or exp dance therapy/ or exp drama therapy/ or 
exp emotion-focused therapy/ or exp "eye movement 

desensitization and reprocessing"/ or exp family therapy/ or exp 
gestalt therapy/ or exp group therapy/ or exp guided imagery/ or 

exp hypnosis/ or exp interpersonal psychotherapy/ or exp 
logotherapy/ or exp marital therapy/ or exp mentalization-based 

treatment/ or exp milieu therapy/ or exp mindfulness/ or exp music 
therapy/ or exp narrative therapy/ or exp play therapy/ or exp 
psychodrama/ or exp psychodynamic psychotherapy/ or exp 

295108 
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psychosocial intervention/ or exp rational emotive behavior 
therapy/ or exp reality therapy/ or exp relaxation training/ or exp 
role playing/ or exp schema therapy/ or exp sex therapy/ or exp 

short term psychotherapy/ or exp snoezelen/ or exp sociotherapy/ 
or exp solution-focused therapy/ or exp telepsychotherapy/ or exp 

therapeutic community/ or exp validation therapy/ 
S12 

exp correctional facility/ 
3180 

S11 
exp cultural background/ 

2780 

S10 
5 and 9 

22 

S9 
6 or 7 or 8 

415262 

S8 
minority.ti,ab. 

106107 

S7 ethnic.ti,ab. 135250 
S6 

black.ti,ab. 
218847 

S5 
forensic mental health.ti,ab. 

977 

S4 
1 and 2 and 3 

18 

S3 ethnic identity/ 326 
S2 exp black person/ or exp ancestry group/ or exp african american/ 

or exp african brazilian/ or exp african caribbean/ 
402513 

S1 
forensic psychology/ or exp forensic science/ or exp psychology/ 

492825 

Interface: Ovid  
Database: MEDLINE 

Date Searched: 16.07.2023 
Records Retrieved:122 

# Search Strategy Results 
S12 1 and 2 and 8 and 11 122 
S11 culture/ or ceremonial behavior/ or cultural diversity/ 48447 
S10 2 and 3 and 8 24 
S9 3 and 6 and 8 0 
S8 psychotherapy/ or animal assisted therapy/ or art therapy/ or 

behavior therapy/ or crisis intervention/ or emotion-focused 
therapy/ or gestalt therapy/ or hypnosis/ or imagery, 

psychotherapy/ or interpersonal psychotherapy/ or logotherapy/ or 
mentalization-based therapy/ or music therapy/ or narrative 

therapy/ or person-centered psychotherapy/ or play therapy/ or 
psychoanalytic therapy/ or psychosocial intervention/ or 
psychotherapeutic processes/ or psychotherapy, brief/ or 

psychotherapy, multiple/ or psychotherapy, psychodynamic/ or 

130179 
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psychotherapy, rational-emotive/ or reality therapy/ or schema 
therapy/ or socioenvironmental therapy/ or therapeutic alliance/ 

S7 Psychology/ or Psychology, Clinical/ 27170 
S6 black.mp. and minority ethnic.ti,ab. [mp=title, book title, abstract, 

original title, name of substance word, subject heading word, 
floating sub-heading word, keyword heading word, organism 
supplementary concept word, protocol supplementary concept 

word, rare disease supplementary concept word, unique identifier, 
synonyms, population supplementary concept word, anatomy 

supplementary concept word] 

927 

S5 forensic mental health.ti,ab. 694 
S4 Prisons/px, rh [Psychology, Rehabilitation] 5 
S3 correctional facilities/ or jails/ or prisons/ 11551 
S2 "emigrants and immigrants"/ or exp "black or african american"/ 

or amish/ or arabs/ or "asian american native hawaiian and pacific 
islander"/ or "hispanic or latino"/ or indigenous peoples/ or jews/ 
or roma/ or population groups/ or african people/ or asian people/ 
or black people/ or caribbean people/ or central american people/ 

or european people/ or "middle eastern and north africans"/ or 
north american people/ or oceanians/ or south american people/ or 

white people/ 

241878 

S1 exp forensic psychiatry/ or exp "commitment of mentally ill"/ or 
exp confidentiality/ or exp insanity defense/ or exp forensic 

psychology/ or psychotherapy/ or art therapy/ or behavior therapy/ 
or crisis intervention/ or dance therapy/ or emotion-focused 
therapy/ or feedback, psychological/ or gestalt therapy/ or 

hypnosis/ or interpersonal psychotherapy/ or mentalization-based 
therapy/ or music therapy/ or narrative therapy/ or person-centered 

psychotherapy/ or play therapy/ or psychoanalytic therapy/ or 
psychosocial intervention/ or psychotherapeutic processes/ or 

psychotherapy, brief/ or psychotherapy, multiple/ or 
psychotherapy, psychodynamic/ or psychotherapy, rational-

emotive/ or reality therapy/ or schema therapy/ or therapeutic 
alliance/ 

201874 

Interface: Ovid  
Database: PsychInfo 

Date Searched: 16.07.2023 
Records Retrieved:135 

# Search Strategy Results 
S18 1 and 6 and 16 135 
S17 1 and 5 and 16 217 
S16 2 and 3 and 4 153658 
S15 7 and 14 0 
S14 cultural adaptation.ti,ab. 2674 
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S13 7 and 12 1 
S12 10 and 11 994 
S11 ethnic minority.ti,ab. 9298 
S10 black.ti,ab. 68721 
S9 correctional institutions/ or exp facilities/ or exp prisons/ or exp 

reformatories/ or exp criminal rehabilitation/ or exp formerly 
incarcerated/ or exp incarcerated/ or exp incarceration/ or exp 

maximum security facilities/ 

145013 

S8 culture.ti,ab. 135512 
S7 forensic mental health.ti,ab. 1553 
S6 psychological assessment/ or exp measurement/ or exp 

behavioral assessment/ or exp cognitive assessment/ or exp 
emotional assessment/ or exp "mental health and illness 

assessment"/ or exp neuropsychological assessment/ or exp 
nonsubstance related addiction measures/ or exp personality 

measures/ or exp psychodiagnostic measures/ or exp 
psychosocial assessment/ or exp psychiatric evaluation/ or exp 

psychodiagnosis/ or exp psychodiagnostic interview/ or exp 
psychoeducational assessment/ or exp psychological report/ or 

exp psychopathology/ or exp structured clinical interview/ 

578735 

S5 psychotherapy/ or exp treatment/ or exp brief psychotherapy/ or 
exp brief relational therapy/ or exp child psychotherapy/ or exp 

client centered therapy/ or exp couples therapy/ or exp existential 
therapy/ or exp experiential psychotherapy/ or exp eye movement 

desensitization therapy/ or exp group psychotherapy/ or exp 
humanistic psychotherapy/ or exp hypnotherapy/ or exp 

individual psychotherapy/ or exp integrative psychotherapy/ or 
exp interpersonal psychotherapy/ or exp narrative therapy/ or exp 

psychoanalysis/ or exp psychotherapeutic counseling/ or exp 
psychotherapeutic techniques/ or exp rational emotive behavior 
therapy/ or exp reality therapy/ or exp relationship therapy/ or 
exp solution focused therapy/ or exp transactional analysis/ or 

exp cognitive therapy/ or exp marriage counseling/ or exp online 
therapy/ or exp pastoral counseling/ or exp psychotherapeutic 

processes/ or exp recreation therapy/ 

1249715 

S4 "racial and ethnic groups"/ or exp african cultural groups/ or exp 
asians/ or exp blacks/ or exp caribbean cultural groups/ or exp 

european cultural groups/ or exp indigenous populations/ or exp 
"latinos/latinas"/ or exp "middle eastern and north african cultural 

groups"/ or exp multiracial/ or exp "people of color"/ or exp 
romanies/ 

153658 

S3 minority groups/ or exp alaska natives/ or exp american indians/ 
or exp asians/ or exp blacks/ or exp hawaii natives/ or exp 
indigenous populations/ or exp inuit/ or exp jews/ or exp 
"latinos/latinas"/ or exp multiculturalism/ or exp pacific 

islanders/ or exp "race and ethnic discrimination"/ or exp "racial 
and ethnic groups"/ or exp romanies/ 

181673 
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S2 exp blacks/ or exp "racial and ethnic groups"/ or exp african 
cultural groups/ or exp black lives matter/ or exp minority 

groups/ 

171525 

S1 exp criminal justice/ or exp forensic evaluation/ or exp forensic 
psychology/ or exp mental health commitment/ 

26058 
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APPENDIX C – MRP Proposal 

https://osf.io/r7n8z 

https://osf.io/r7n8z


APPENDIX D – Consent Form 

https://osf.io/8nhpd 

https://osf.io/8nhpd
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APPENDIX E – Participant Information Sheet 

https://osf.io/kgnsq 

https://osf.io/kgnsq
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APPENDIX F – Interview Prompt Sheet 

OSF 

APPENDIX G – Responsible Medical Officer Letter 

https://osf.io/hv7b5
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https://osf.io/npvr8 

https://osf.io/npvr8


APPENDIX H - MRP Project Advert 

https://osf.io/by7p6 

https://osf.io/by7p6
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APPENDIX I - REC Approval Letter 



the study. 

Confirmation of Capacity and Capability (in England Northern Ireland and Wales) or NHS 
management permission fin Scotland) should be sought from all NHS organisations involved in 
the study in accordance with NHS research governance arrangements. Each NHS organisation 
must confirm through the signing of agreements and/or other documents that it has given 
permission for the research to proceed ( except where explicitly specified otherwise). 

Guidance on applying for HRA and HCRW Approval (England and Wales)/ NHS permission for 
research is available in the Integrated Research Application System. 

For non-NHS sites, site management permission should be obtained in accordance with the 
procedures of the relevant host organisation. 

Sponsors are not required to notify the Committee of management permissions from host 
organisations 

Registration of Clinical Trials 

All research should be registered in a publicly accessible database and we expect all 
researchers, research sponsors and others to meet this fundamental best practice standard. 

It is a condition of the REC favourable opinion that all clinical trials are registered on a 
publicly accessible database within six weeks of recruiting the first research participant. For this 
purpose, 'clinical trials' are defined as: 

clinical trial of an investigational medicinal product 
clinical investigation or other study of a medical device 
combined trial of an investigational medicinal product and an investigational medical 
device 
other clinical trial to study a novel intervention or randomised clinical trial to compare 
interventions in clinical practice. 

Failure to register a clinical trial is a breach of these approval conditions, unless a deferral has 
been agreed by the HRA (for more information on registration and requesting a deferral see: 
Research registration and research project identifiers). 

If you have not already included registration details in your IRAS application form you should 
notify the REC of the registration details as soon as possible. 

Publication of Your Research Summary 

We will publish your research summary for the above study on the research summaries section 
of our website, together with your contact details, no earlier than three months from the date of 
this favourable opinion letter. 

Should you wish to provide a substitute contact point, make a request to defer, or require further 
information, please visit: https://www.hra.nhs.uk/planning-and-improving-research/application
summaries/research-summaries/ 

N.B. If your study is related to COVID-19 we will aim to publish your research summary 
within 3 days rather than three months. 

During this public health emergency, it is vital that everyone can promptly identify all relevant 
research related to COVID-19 that is taking place globally. If you haven't already done so, 
please register your study on a public registry as soon as possible and provide the REC with the 
registration detail, which will be posted alongside other information relating to your project. We 
are also asking sponsors not to request deferral of publication of research summary for any 
projects relating to COVID-19. In addition, to facilitate finding and extracting studies related to 
COVID-19 from public databases, please enter the WHO official acronym for the coronavirus 
disease (COVID-19) in the full title of your study. Approved COVID-19 studies can be found at: 
https://www.hra.nhs.uk/covid-19-research/approved-covid-19-research/ 

It is the responsibility of the sponsor to ensure that all the conditions are complied with 
before the start of the study or its initiation at a particular site (as applicable). 

After ethical review: Reporting requirements 

The attached document "After ethical review - guidance for researchers" gives detailed 
guidance on reporting requirements for studies with a favourable opinion, including: 

Notifying substantial amendments 
Adding new sites and investigators 
Notification of serious breaches of the protocol 
Progress and safety reports 
Notifying the end of the study, including early termination of the study 
Final report 
Reporting results 

The latest guidance on these topics can be found at https://www.hra.nhs.uk/approvals
amendments/managing-your-approval/. 

Ethical review of research sites 

NHS/HSC sites 

The favourable opinion applies to all NHS/HSC sites taking part in the study, subject to 
confirmation of Capacity and Capability (in England, Northern Ireland and Wales) or 
management permission (in Scotland) being obtained from the NHS/HSC R&D office prior to the 
start of the study (see "Conditions of the favourable opinion" below). 

Approved documents 

Th fi Ir f d  e ina 1st o ocuments revIewe d d an approve d b  h C >Vt e ommIttee Is as 
Document Version 

Copies of materials calling attention of potential participants to the 3 
research [MRP advert] 
GP/consultant information sheets or letters [Responsible Medical 2 
Officer Letterl 
Interview schedules or topic guides for participants [Interview prompts 2 
v2] 

IRAS Application Form (IRAS_Form_ 14022023] 

Other [REC response] 1.0 

Participant consent form [Consent Form v4] 4 

Participant information sheet (PIS) [PIS v4.0] 4 

Referee's report or other scientific critique report [Peer review form 1] 

f II 0 ows: 
Date 

10 February 2023 

10 February 2023 

06 April 2023 

14 February 2023 

06 April 2023 

06 April 2023 

31 January 2023 



Referee's report or other scientific critique report [Peer review fonn 2] 30 January 2023 

Research protocol or project proposal [MRP proposal update] 12 06 April 2023 

Summary CV for Chief Investigator (Cl) [Cl CV] 30 January 2023 

Summary CV for student [Student CV] 30 January 2023 

Summary CV for supervisor (student research) [Supervisor CV] 30 January 2023 

Statement of compliance 

The Committee is constituted in accordance with the Governance Arrangements for Research 
Ethics Committees and complies fully with the Standard Operating Procedures for Research 
Ethics Committees in the UK. 

User Feedback 

The Health Research Authority is continually striving to provide a high quality service to all 
applicants and sponsors. You are invited to give your view of the service you have received and 
the application procedure. If you wish to make your views known please use the feedback form 
available on the HRA website: http://www.hra.nhs.uk/about-the-hra/governance/quality
assurance/ 

HRA Learning 

We are pleased to welcome researchers and research staff to our HRA Learning Events and 
online learning opportunities- see details at: https://www.hra.nhs.uk/planning-and-improving
research/learning/ 

I IRAS project ID: 319039 Please quote this number on all correspondence 

With the Committee's best wishes for the success of this project. 

Yours sincerely 

for 

Mrs Naomi Hickey 
Chair 

Important information:Aft.er ethical review guidance for sponsors and investigators -
Non CTIMP Standard Conditions of Approval) 

Copy to: Mr Raymond Hamill, NHS Lanarkshire 
Lead Nation 
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NHS Lanar1cshire Research & Development: Management Approval Letter Project 1.0. L220S9 

For the study to be carried out you are subject to the following conditions: 

Conditions 

NHS 
'-"'� 
Lanarkshire 

• You are required to comply with Good Clinical Practice, Ethics Guidelines, Health & Safety Act 1999 and relevant UK

GDPR and Data Protection 2018 legislation 

• The research is carried out in accordance with the Scottish Executive's Research Governance Framework for Health 

and Community care (copy available via the Chief Scientist Office website: http://www.show.scot.nhs.uk/cso/ or 

the Research & Development Intranet site: http://firstport/sites/randd/default.aspx. 

• You must ensure that all confidential information is maintained in secure storage. You are further obligated under 

this agreement to report to the NHS Lanarkshire Data Protection Office and the Research & Development Office 

infringements, either by accident or otherwise, which constitutes a breach of confidentiality. 

• Clinical trial agreements (if applicable}, or any other agreements in relation to the study, have been signed off by all 

relevant signatories. 

• You must contact the Lead Nation Coordinating Centre if/when the project is subject to any minor or substantial 

amendments so that these can be appropriately assessed, and approved, where necessary. 

• You notify the R&D Department if any additional researchers become involved in the project within NHS Lanarkshire 

• You notify the R&D Department when you have completed your research, or if you decide to terminate it 

prematurely. 

• You must send brief annual reports followed by a final report and summary to the R&D office in hard copy and 

electronic formats as well as any publications. 

• If the research involves any investigators who are not employed by NHS Lanarkshire, but who will be dealing with 

NHS Lanarkshire patients, there may be a requirement for an SCRO check and occupational health assessment. If 

this is the case, please contact the R&D Department to make arrangements for this to be undertaken and an 

honorary contract issued. 

I trust these conditions are acceptable to you. 

Yours sincerely, 

Raymond Hamill - Senior R&D Manager 

NAME 

Ms Judhika Ravindran 

Fiona Mair 

TITLE 

Trainee Clinical Ps 

Clinical Ps hol 

Enc 1 :,c Responsibilities as Sponsor Notes 

L22059_R&0ManagementApproval_NHSL_Sponsor_120723 

ESS 

lanarkshire.scot.nhs.uk 

rkshire.scot.nhs.uk 

Page 2of 3 Cont ••. 

ROLE 

Princ
i 

al lnvesti tor 

Named Contact 

NHS Lanar1cshire Research & Development: Management Approval Letter 

Responsibilities as Sponsor 

Site File 

Project 1.0. L220S9 

NHS 
'-"'� 
Lanarkshire 

As an aid to the conduct of your study we have provided a Site File that you may wish to use. As Sponsor of the 

study we are required to carry out audit of all project, and to conduct detailed monitoring visits for a proportion 

(approximately 10%)- The study Site File should help you ensure that you have the relevant documentation to 

assist in this process. If your project is selected for monitoring, we will contact you well in advance to arrange a 

suitable time. 

Our responsibilities as Sponsor are defined within the Research Governance Framework for Health and 

Community Care. A summary of these, along with those of the Chief Investigator, is provided in the following 

table for your information . 

RESPONSIBILITIES OF CHIEF INVESTIGATOR NHSL RESPONSIBILITIES AS SPONSOR 

Obtain relevant/ appropriate Research Ethics opinion. Assess adequateness of the independent, expert 
review. 

Obtain NHSL Research Management Approval. 
Ensure that the Chief/Principle Investigator has the 

Ensure that the members of the research team have the necessary necessary expertise, experience and education to 
expertise, experience and education to perform their roles. conduct the study. 

Ensure the necessary resources are available for the study. Provide a formal written agreement of sponsorship 
conditions, and notification of confirmation of the 

Act in accordance with regulations set out by your professional sponsorship role. 
body(s) and the conditions of your employment contract. 

Provide NHS indemnity to the Chief Investigator and 
Identify archiving arrangements at the study outset. research team. 

Record and review significant developments that may affect the Provide mechanisms and processes to exploit any 
study, particularly those which put the safety of the individuals at potential Intellectual Property. 
risk or affect the scientific direction and report to the sponsor as 
appropriate. Project monitoring commensurate with risk. 

Record, report and review all untoward medical occurrence Make available local, national and international 
(adverse events or reactions) including classification of causality, guidelines, regulations and legislation governing 
seriousness and expectedness. research in the UK. 

Notify R&D and appropriate REC of significant news, changes, Provide ongoing advice and guidance to promote 
amendments and modifications to the study. quality study management and conduct. 

Maintain a record of all incidents, providing an annual report to Determine the acceptability of the archive 
the sponsor. arrangements proposed by the Chief Investigator and, 

if the archive facility becomes unsuitable, provide 
Inform REC and R&D of the study end. alternative arrangements. 

Maintain a log of archived documents and their location. Determine length of archive/retention period for 
essential study documents and subsequent 

Inform R&D of any publications arising from the study or destruction date 
dissemination of findings. 

Inform R&D of anv ootential Intellectual Prooertv. 

L22059_R&DManagementApproval_NHSL_Sponsor_120723 Page 3of 3 
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Appendices L and M removed due to confiden�ality issues. 
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