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[bookmark: _Toc39145954]Thesis Abstract
This research thesis is focussed upon staff who work with offending populations. 

Paper one is a literature review, examining eleven papers, with the aim of summarising what is known about the presence and factors related to secondary trauma in staff working with adult offenders. Secondary trauma is a broad term referring to negative impacts which can be experienced by those indirectly exposed to trauma (e.g. witnessing or hearing narratives of traumatic events). The results found secondary trauma to be present within all samples, staff were predominantly categorised as being at low to moderate risk. Factors associated with secondary trauma are discussed, the results suggest support could be improved to assist in mitigating the effects of secondary trauma. This literature was challenging to synthesize due to a lack of conceptual clarity and methodological issues within the included studies. 

Paper two is an empirical study exploring experiences of care with prison officers who work in an Offender Personality Disorder Pathway service, located within a young adult offenders’ prison. This qualitative research utilised a grounded theory approach. Twelve officers were interviewed regarding their understanding of care, how they demonstrate care to service users, their own relationship to care and their support needs. Analysis revealed three themes, which were organised into an explanatory model of care for prison officers. The themes were: relationships, impact of caring and development of officers’ caring approach. The results demonstrated that officers need to be sufficiently cared for in order to most effectively provide care to service users. Clinical implications, limitations of the study and directions for future research are discussed. 

An executive summary of the empirical research is presented in paper three. It has been written in an accessible style aimed at prison officers, prison management staff and NOMS decision-makers. The paper consists of an overview of: the background to the research, methodology, results and recommendations for supporting prison officers. 






[bookmark: _Toc39145955]Paper 1: Literature Review
Do staff working with adult offender populations experience secondary trauma? A Review of the Literature







This paper has been prepared in accordance with the requirements of the Traumatology journal. Author Guidelines are listed in Appendix One. Formatting changes will be made prior to submission.
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[bookmark: _Toc39145957]Abstract
Being exposed to secondary trauma through working with traumatised clients can be challenging for professionals, sometimes leading to them developing secondary traumatic stress (STS) and/ or vicarious trauma (VT). Experiences of VT and STS have primarily been researched in relation to staff working with trauma survivors. Perpetrators of offences have also often experienced traumatic events in their lives and may be traumatised by the offence they have committed. This review aims to summarise what is known about the presence and factors related to VT and STS in populations of any staff working with adult offenders. Relevant literature was identified by searching appropriate databases, and hand searching was conducted to identify any grey literature or omitted articles. Eleven studies were identified, critically reviewed and synthesised. All the studies found VT or STS to be present within their samples. Staff were largely categorised as being at low to moderate risk for STS. No studies attempted to clarify the level of VT within their sample. Factors associated with VT and STS are discussed. This literature base was challenging to synthesize due to a lack of conceptual clarity and methodological issues within the included studies. The findings suggest that staff working with offending populations do experience VT and STS and that support could be improved to assist in mitigating the effects.    


Key Words: Vicarious trauma, secondary traumatic stress, compassion fatigue, offenders, staff.








[bookmark: _Toc39145958]Introduction 
Human service professionals caring for people who have experienced traumatic events such as physical or sexual abuse, combat or disasters have frequently been found to experience negative consequences associated with secondary trauma from their work (Bride & Figley, 2009; Creamer & Liddle, 2005; Salston & Figley, 2003). Groups of professionals affected by secondary trauma include social workers (Bride, 2007), therapists (Canfield, 2005), substance abuse clinicians (Huggard et al., 2017), law enforcement investigators (Perez et al., 2010) and nurses (Beck, 2011). 

Vicarious trauma (VT) and secondary traumatic stress (STS) are similar yet distinct concepts, devised to describe a collection of difficulties that staff can experience following exposure to secondary trauma. Another commonly used term for STS is compassion fatigue. For the purpose of this review, both compassion fatigue and STS will be referred to as STS because this is the term most frequently used throughout the literature.

[bookmark: _Toc39145959]Vicarious Trauma (VT) and Secondary Traumatic Stress (STS) 

Vicarious trauma refers to the reactions which can be experienced by professionals empathically engaging with traumatised clients (McCann & Pearlman, 1990), such as grief, anxiety or sadness. VT is a cognitive change process whereby beliefs and thoughts about the world are negatively impacted. This may present as staff feeling less safe, trusting others less, struggling with intimacy or feeling powerless both in their personal and professional lives. Characteristically, VT has a pervasive impact upon all areas of life and a cumulative effect, whereby each exposure to client trauma gradually increases the impact. Effects are longstanding and potentially permanent (Moulden & Firestone, 2007). 

Post-traumatic stress disorder (PTSD) typically occurs following direct exposure to trauma, such as being assaulted or being injured in an accident (American Psychiatric Association, 2013). The original definition of PTSD, however, has been expanded to acknowledge that trauma reactions can occur in response to indirect exposure to traumatic events, including hearing about trauma’s loved ones have experienced (American Psychiatric Association, 2013). STS is considered to occur following a professional being traumatised by hearing about a traumatic event which has happened to a client (Figley, 2002). These definitions of PTSD and STS are very similar, making it difficult to differentiate between them. This will be discussed further within the limitations section of the review. The signs of PTSD and STS are also reported to be similar, although, STS is considered less severe (Lerias & Byrne, 2003). STS indicators include intrusive thoughts, images or dreams about the described trauma (Romey, 2005). Cognitive changes and mood changes are also common, for example, feeling isolated, holding exaggerated feelings of blame/ anger regarding the traumatic event or struggling with low mood (Figley, 2002). People with STS may have difficulty separating work from their personal life and practise unhealthy self-soothing behaviours, such as increased alcohol use (Gentry et al., 2002). In comparison to staff not experiencing STS, staff with STS are considered more likely to take sick leave, make poor professional judgements and make mistakes, leading to client dissatisfaction (Pfifferling & Gilley, 2000; Rudolph et al., 1997). Experiences of STS can begin suddenly, sometimes immediately following an isolated interaction with a client during which a traumatic event is described (Jenkins & Baird, 2002). 

Enduring covert changes to the belief system are focussed upon by VT, whilst STS emphasises observable reactions which can be more easily resolved with intervention (Jenkins & Baird, 2002). There are reported definitional overlaps between the constructs of VT and STS (Thomas & Wilson, 2004), leading to the terms being used interchangeably. Tests of discriminant validity have suggested VT is experienced differently and is distinct from STS (Watts & Robertson, 2015), primarily due to the extensive cognitive changes said to occur with VT (Baird & Kracen, 2006). The key commonalities lie in their development through second-hand exposure to and internalisation of traumatic material experienced during work with clients (Jenkins & Baird, 2002). Further, STS and VT share components of PTSD symptoms and generalised distress (Jenkins & Baird, 2002). It is understood that professionals working with trauma survivors can experience both VT and STS concurrently (Pearlman & MacIan, 1995). 

Not all clinicians working with clients who have experienced trauma develop VT or STS. This has led researchers to investigate factors which may make some professionals more vulnerable. A meta-analysis by Hensel et al. (2015) investigated STS in those working therapeutically with traumatised clients and identified risk factors such as: holding a caseload with high numbers of traumatised clients (and few non-traumatised clients), frequent contact with traumatised clients, and a personal history of trauma. Protective factors included greater social support and work support. Demographic factors were found to have little influence (Hensel et al., 2015). For VT, a research synthesis demonstrated having a personal trauma history to be a risk factor, whereas supervision and a perceived ability to cope were protective factors (Baird & Kracen, 2006). 

Both VT and STS have been found to be associated with higher burnout, namely, experiencing reduced levels of personal accomplishment, greater emotional exhaustion and feeling detached from themselves and clients (Cieslak et al., 2014; Craig & Sprang, 2010; Maslach et al., 1966; Shoji et al., 2015). This can lead to higher rates of staff turnover, diminished capacity to enjoy life, reduced productivity and difficulties maintaining personal and professional relationships (Showalter, 2010). Due to significant negative impacts, interventions have been utilised with staff with the aim of reducing VT and STS (Bercier & Maynard, 2015). A systematic review of interventions for STS demonstrated mixed or no effects on STS, although the results may have been impacted by the low to moderate quality design of included studies (Cocker & Joss, 2016). Interventions demonstrating reductions in STS included elements of education and/ or building resilience. 

[bookmark: _Toc39145960]Staff Working with Offender Populations

Traditionally, VT and STS have been considered in relation to working with survivors of traumatic events. There is increasing recognition that staff working with offenders may additionally be at risk of VT and STS (Way et al., 2004). It has consistently been found that offenders have frequently previously experienced traumatic events (Berg et al., 2012; Jennings et al., 2012; Pizarro et al., 2011), commonly referred to as the ‘victim-offender overlap’ (Lauritsen & Laub, 2007). The literature is lacking regarding details of previous traumatic experiences which link to offending (Jennings et al., 2012). One study demonstrated significant associations between experiencing sexual abuse, emotional abuse, neglect, and future sexual offending (Jennings et al., 2014). Those who have perpetrated offences that are traumatic to others can be traumatised by their own actions and experience ‘offence related PTSD’ (Friel et al., 2008; MacNair, 2002). Prevalence rates for offence related PTSD have been found to range from 15% (Collins & Bailey, 1990) to 32% (Steiner et al., 1997) within violent offenders, and between 33% (Gray et al., 2003) to 40% (Crisford et al., 2008) for offenders with mental health difficulties. Offenders may not be personally distressed by their crimes, but staff can still experience strong emotional reactions from listening to details of crimes (Moulden & Firestone, 2007). This suggests that staff who work with people who have offended, may be exposed to both clients own personal histories of trauma and offence related trauma, potentially leaving staff vulnerable to STS and VT. There is the additional risk within forensic services of staff being exposed to violence directly (being assaulted) or indirectly (witnessing or hearing about assaults) whilst at work (Broderick et al., 2015; Isenhardt & Hostettler, 2020), indirect exposure could contribute to the development of STS and VT. 

Preliminary research suggests there are no differences in levels of VT experienced between those working with offenders and those working with survivors of crime (Way et al., 2004). A review of VT in therapists working with sexual offenders was conducted in 2007 by Moulden and Firestone. The findings suggested that this population is susceptible to VT; however, estimates of the prevalence rates varied. The levels of VT were increased within therapists working in secure settings in comparison to those working in community settings. Coping strategies were identified as playing an important role in the development of VT, but some of the findings were conflicting. Several studies concluded that positive coping strategies (e.g. self-care, exercise, support) were protective against VT, but other studies found both positive and negative coping strategies (e.g. pornography, alcohol) to be associated with increased levels of VT (Moulden & Firestone, 2007). 

[bookmark: _Toc39145961]Rationale of the Literature Review

This literature review focuses on the body of work exploring VT and STS within staff groups working exclusively with people who have perpetrated offences. The search question was: ‘What is known about the experience of secondary trauma for staff working with offending populations?’. As yet, there have been no literature reviews conducted within this area. The aim of this review is to provide clearer insight into the prevalence, impact and factors associated with VT and STS within any staff groups working with offender populations. This is important because gaining a better understanding of VT and STS and its impact upon staff working with populations of offenders could lead to insights regarding required intervention. 

The lack of conceptual clarity for VT and STS within the literature base makes this a challenging area to review. Several of the studies state that they are measuring VT but use measures which are designed to assess STS. For the purpose of the current review, where possible, the results from the included studies will be categorised as measuring VT or STS based upon the measures used, rather than what the study states it is measuring. 

[bookmark: _Toc39145962]Method
A systematic strategy was utilised for this literature review. The literature search was completed in May 2019. No start date was specified. The key terms used to conduct this search were “vicarious trauma” or “secondary trauma” and “offenders”. A thesaurus was used to identify related terms. The full search string is shown in Box 1. (“vicarious trauma*” OR "secondary trauma*" OR “compassion fatigue”) AND (criminal OR perpetrat* OR  correction* OR penal OR prison OR  custodial OR forensic OR offend*)



Box 1: Literature review search terms. 

The electronic database searches were carried out using the EBSCOhost to search the following databases: Cumulative Index to Nursing and Allied Health Literature (CINAHL), Medline, PsycInfo, and PsycArticles. Scopus was searched additionally. Reference lists, citing articles, Google Scholar and related reviews were hand searched to identify any omitted articles and to check for publication bias. One unpublished dissertation was identified which would have been included, had it been peer reviewed (Thomas, 2012). 

[bookmark: _Toc39145963]
Inclusion Criteria

To be included in this literature review, studies must have met the following criteria:
1. Published in English due to a lack of translation resources.
2. Peer reviewed.
3. Participants must be staff working directly and primarily with adult offenders, as assessed by examination of the reported sample characteristics for each study. Adult offenders have been specified because the management of juvenile offenders reportedly differs significantly (Richards, 2011), which may have implications for the development of VT/STS. 
4. Focus of the study must be on secondary traumatic stress or vicarious trauma.

[bookmark: _Toc39145964]Exclusion Criteria
1. Participants have regular contact with survivors of crime (e.g. police, judges), meaning if the staff reported VT/STS, it would be unclear if it was due to their work with survivors or offenders.  
2. Participants do not have direct contact with offenders e.g. admin staff, internet child abuse investigators.
3. Paper is a summary or opinion piece.

Search Outcome
Please refer to Figure 1 for a flow chart detailing the literature search process. 
Figure 1: Flow chart demonstrating literature review search strategyRecords identified through database searching (N=221)
EBSCO host:
CINAHL (n=30)	Scopus (n=110)
MEDLINE (n=0)
PsychINFO (n=71)
PsycARTICLES (n=10)
138 articles screened by title and abstract
31 full text articles assessed for eligibility
Hand searching of articles citations (using Google Scholar), reference lists & author’s other publications for further eligible articles (n=1) 
Articles meeting inclusion criteria (n=11)
83 duplicates removed
107 articles excluded due to a clear lack of relevance to the review topic
21 full text articles excluded, with reasons:
Mixed sample of clinicians working with survivors and offenders  (n=9)
Include staff not in direct contact with offenders (n=4)
Not focussed on VT or STS (n= 6)
Juvenile offender population (n=1)
Descriptive review (n=1)


[bookmark: _Toc39145965]Critical Appraisal

The quantitative studies included in this review all utilised a cross-sectional design. The AXIS tool was used to critically appraise these papers because it was specifically designed to report on quality and risk of bias in cross-sectional studies (Downes et al., 2016). The qualitative papers were critically appraised using the CASP Qualitative Checklist (Critical Appraisal Skills Programme, 2018). One study utilised both qualitative and quantitative methodology (Hatcher & Noakes, 2010) and was assessed using the CASP and the AXIS tool. The CASP and the AXIS tools score each item: two if the criterion is fully met, one if it is partially met or zero if it is not met or indiscernible. Higher scores indicate higher quality studies. Quality scores for each included study can be reviewed in Appendix 2. The use of different critical appraisal tools meant that direct comparison of the quality scores was not possible. To allow for indirect comparison between the different tools, an overall percentage score was generated for each included paper. This approach was considered adequate based upon the assumption that concepts are translatable across the different methodologies (Lincoln & Guba, 1985). The approach to critical appraisal will be reflected on in the discussion.

[bookmark: _Toc39145966]Results
[bookmark: _Toc39145967]Overview of Included Studies

Eleven studies were identified to be included within this review. Each is described briefly below; further details can be found in Table One. 

Bell et al. (2019) quantitatively investigated the link between workplace trauma exposure and other risk and protective factors for STS, in 36 nurses and correctional officers. Staff were based in mental healthcare areas of one prison. Participants were identified from admin records and a standardised STS questionnaire along with an unstandardised questionnaire was distributed directly to them. 

The prevalence of STS in 277 probation/parole officers and residential officers working in community correctional services was explored by Rhineberger-Dunn et al. (2016). They recruited by contacting district directors of correctional departments and requesting them to forward an email containing an anonymised survey link to their staff. The survey included a standardised STS self-report measure and demographic questions. 

Hatcher and Noakes (2010) took a mixed methods approach to evaluating STS and its associations with demographic and work-related variables, within a sample of 48 multidisciplinary staff providing interventions to sexual offenders across prison and community settings. A national sample was recruited by questionnaire packs being distributed to those known personally to researchers and by a contact person within each correctional agency. 

Experiences of STS and approaches to coping were reported on by one study after holding seven focus groups, including 49 parole officers and supervising officers with sex offenders on their caseloads (Severson & Pettus-Davis, 2013). No details about the recruitment strategy were provided.

Twenty counsellors specialising in substance dependency treatment in prison and community settings completed an STS self-report measure, and attended individual semi-structured interviews focussed on STS, in Perkins and Sprang’s (2013) study. Participants were recruited via “professional referral” at each site, before proceeding with snowball sampling. Participants additionally completed quantitative measures of STS and empathy. 

Steed and Bicknell (2001) quantitatively explored the presence of STS and its associations with level of training in 67 multidisciplinary therapists, working with sexual offenders. It is stated that questionnaires were distributed to all eligible participants in Australia but further details about recruitment or staff workplace locations were not provided. 

A study used standardised quantitative measures to investigate the relationship between therapists’ STS levels and perceptions of the working alliance with male sexual offender clients (Carmel & Friedlander, 2009). The sample consisted of 106 therapists working in a variety of settings (e.g. correctional facilities, inpatient hospitals). Recruitment was via those known personally to the researchers and by a letter mailed twice to 500 members of the Association for the Treatment of Sexual Abusers. 

Kadambi and Truscott (2003) investigated factors that might predict or mitigate VT and STS within their sample of 91 therapists, providing interventions to sexual offenders. Surveys containing an unstandardised questionnaire and two standardised STS measures were mailed to potential participants. No further details were provided about the recruitment strategy or settings where staff worked.

The associations between attachment styles and VT were quantitatively investigated by Merhav et al. (2018) in a sample of 189 probation officers. All probation officers in Israel were contacted by mail and invited to participate. VT was measured using the trust and safety subscales of the Trauma and Attachment Belief (TABS) Scale (Pearlman, 2003). 

Morran (2008) distributed unstandardised qualitative questionnaires at a domestic violence practitioners network meeting and electronically to members of that network. The questionnaire inquired about training, support and work experiences; it did not directly assess VT/STS. They gained responses from 30 probation officers and multidisciplinary practitioners working within domestic violence offender programmes. 

One study quantitatively explored the existence of STS within a sample of 205 correctional health nurses, working in secure settings (Munger et al., 2015). An STS measure was mailed to 2000 eligible nurses, randomly selected from the National Commission on Correctional Health Care (NCCHC) mailing list.
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Table 1: Data extracted from the 11 studies included within the literature review
	Author, Date & Country
	Aims and Objectives
	Sample and Settings
	Methodology and Measures
	Results
	Strengths
	Limitations

	Bell et al. (2019).

UK

	To examine direct exposure to traumatic events at work. To assess levels of compassion fatigue and their relationship to risk and protective factors. 
	N= 36; 21 males and 15 females. 

Twenty-one nurses (response rate 80%) and 24 correctional officers (response rate 64%). Overall response rate, 72%.

Inpatient healthcare centre, care and separation unit and mental health in-reach team of one prison. 


	Quantitative -bivariate and regression analysis.

Unvalidated self-report questionnaire about exposure to traumatic events, organisational support, professional background and demographics. 
The Professional Quality of Life Scale (ProQOL; Stamm, 2002)

	All staff had experienced at least one traumatic event at work, with most witnessing fatal or near fatal incidents. 57% of nurses and 53% of correctional officers required medical support following a personal assault.
Compassion fatigue was reported as low by 36% and medium by 64% of participants. 
Lower levels of compassion fatigue were associated with feeling skilled and supported by managers and colleagues. 
	Clear aims and objectives. 

Good acknowledgement of study limitations.
	No ethical approval stated. Survey approval from prison governor and mental health trust.

Small sample size, so study underpowered.

Not all the results were reported. 

	Rhineberger-Dunn et al. (2016).

USA
	To explore the extent to which probation/ parole officers and residential officers, experience secondary trauma. To investigate if there are any differences between the groups in the variables that predict secondary trauma. 

	N= 277; 126 males and 127 females.
Probation/ parole officers (response rate 50.28%) or residential officers (response rate 37.12%). Overall response rate 45.04%.
Departments of community correctional services judicial districts in Iowa.

	Quantitative -bivariate and regression analysis.
Online survey. 
Secondary Traumatic Stress Scale (Bride et al., 2004). 
Independent variables included veteran status, general health, gender, education, length of time in job, job location (rural or urban), job training and direct contact hours with offenders. 

	Probation/parole officers were more likely to report secondary trauma than residential officers.
Those with better health, better job training, and fewer contact hours with offenders were less likely to report secondary trauma.
	Clearly defined target population and appropriate selection procedure.

Included appropriate variables based upon a thorough literature search. 

Considered reasons for the different response rates between groups. 
	Used military veteran status to draw conclusions about trauma. Inclusion of a trauma history measure would have been more appropriate.

Exact P values and confidence intervals were not reported. 

Cronbach’s alpha levels were not reported which could have demonstrated internal consistency of the results. 


	Hatcher & Noakes (2010).

Australia
	To evaluate levels of compassion fatigue and vicarious trauma within the sample. To explore potential associations between vicarious trauma and demographic/ organizational variables. 
To qualitatively explore the impact of the work, support and coping strategies. 
	N= 48; 14 males and 34 females. 

Social workers, therapists, psychologists and other staff providing treatment to convicted sex offenders across correctional settings (prison and community).

Response rate = 43.69%.
	Mixed methods - content analysis (qualitative) and regression analysis (quantitative).
Professional Quality of Life Scale (ProQOL; Figley, 1995). 
Impact of Events scale-Revised (IES-R; Weiss & Marmar, 1997). 
The Quality of Work Life Survey (Armstrong & Griffin, 2004).
Three qualitative questions on impact of work, coping strategies and colleague support. 
	The quantitative analysis determined low levels of vicarious trauma.

Role problems was the only significant predictor of secondary trauma.

Qualitative analysis was grouped into ‘changes to perceptions of humanity’ and ‘changes directly affecting the self’. Examples of key categories included: safety, professional confidence and suspicion.
	Nationwide sample of eligible participants.

Controlled for a variety of potentially confounding variables in the analysis.

The qualitative analysis is summarised clearly in a diagram. 
	No power analysis and the modest sample size raises concerns about power. This is recognised within the limitations section and effect sizes have been included.

No information regarding ethical procedures reported.

	Severson & Pettus-Davis (2013).

USA
	To explore experiences of secondary trauma and personal and organisational approaches to coping. 

	N= 49 
No reported demographics.
Parole officers and supervisors with sex offenders on their caseloads. 
Based in the community.
Recruited 90% of eligible participants in the area.

	Qualitative –
type of method not specified. Used predefined themes based around symptoms of secondary trauma. 
Seven focus groups with 4-14 participants (8 on average). Five groups of parole officers, two groups of supervising parole officers.
1-2 hour focus groups.
	Identified themes included impact on supervision (of clients), impact on officers’ personal lives and coping strategies. Officers reported difficulties indicative of secondary trauma, for example, hypervigilance, intimacy issues, and negative impact on world view.
	Good representation of parole officers in the area.

Four researchers independently analysed the data before comparing and finalising the results. 

Good sample size for qualitative research.

Consideration given to ethics.
	Subset of a larger research project not designed to assess secondary trauma. Focus group questions were not linked to secondary trauma.
Reluctance of participants to talk about sensitive topics in a focus group.
No consideration of influence/ orientation of the researcher. 
No detail of recruitment strategy.

	Perkins & Sprang (2013).

USA 
	Aimed to examine compassion fatigue within a sample of counsellors specialising in substance dependency treatment. 
	N= 20; 8 males and 12 females.
Substance abuse counsellors working with male and female offenders.
Ten working in prisons and 10 working in community settings. 
	Qualitative with a quantitative element- 
type of qualitative method not specified. Compared qualitative data to scores on the ProQOL. 
Individual qualitative interviews.
The Professional Quality of Life Scale (ProQOL; Stamm, 2002).
The General Empathy Scale (Caruso and Mayer, 1998).
	The qualitative data from those who scored high for compassion fatigue suggested counsellors with a personal history of addiction problems or family members in recovery were more vulnerable and working with women was more challenging.
	Carefully selected representative sample.

Step by step description of qualitative analysis. Use of second coder showed 100% agreement on codes. 

Clarity around consent procedures and ethical approval.
	Paid £30 incentive to participants.

25% of the sample declined recording meaning notes had to be written instead.

Omitted those scoring ‘moderate’ on the ProQOL.

No rational for including the empathy measure, it was only mentioned once the results. 

	Steed & Bicknell (2001).

Australia
	Aimed to explore the occurrence of secondary traumatic stress and its relationship to exposure to traumatic material and level of training.
	N= 67; 21 males and 46 females. 

Therapists working with sexual offenders. Psychologists (43), social workers (13) and other various professions (11).

Response rate= 38%.
	Quantitative - 
trend analysis.

Compassion Satisfaction/ Fatigue Self-Test for Helpers (Stamm 1995, 1996 & 1997).

Impact of Events Scale-Revised (IES-R; Weiss & Marmar, 1997).
.


	46.2% of the sample were categorised as being at moderate or higher risk of compassion fatigue. 

Low levels of secondary trauma were identified as measured by the IES-R, no clinically significant scores.

Therapists with the least and the most experience engaged the most in avoidance. 
	The design of the study and measures used were largely appropriate to the aims of the study.
	Limited information regarding recruitment.

They acknowledge the study is ‘severely underpowered’. 

Several of the results were purely descriptive where statistical analysis would have been appropriate. 

	Carmel & Friedlander (2009).

USA
	Aimed to explore if levels of secondary trauma and compassion fatigue would relate to the working alliance as reported by therapists.
	N = 106; 50 males and 56 females. 

Therapists working with male sexual offenders.
Based in inpatient hospitals, outpatient, community mental health, correctional facilities, independent practice and others.
Response rate= 16.8%.
	Quantitative -  
regression analysis. 

Internet survey.

Working Alliance Inventory—Short Form (Horvath & Greenberg, 1989).

Professional Quality of Life Scale—Revised (ProQOL; Stamm, 2005).

Impact of Event Scale—Revised (IES-R; Weiss & Marmar, 1997).
	Descriptive analyses demonstrated low levels of secondary trauma in the sample.

Secondary trauma could not significantly predict working alliance outcomes.
  

	Well-designed study with sufficient detail provided to enable replication.

Included theoretical orientation.

Good consideration of limitations in terms of inability to generalise findings to less experienced therapists. 
	Low response rate. 
Participants completed the alliance measure in reference to “the last offender client” they saw. This may not have been representative of overall working alliances.
Unknown if the study was appropriately powered.  

	Kadambi & Truscott (2003).

Canada
	Aimed to establish the presence of vicarious  
trauma in addition to identifying any mitigating variables.

	N= 91; 42 males and 49 females. 

Therapists 
providing sex offender treatment. 

Response rate = 43%.
	Quantitative - regression analysis.

Mailed surveys.

Treatment provider survey (self- developed).

Traumatic Stress Institute Belief Scale – Revision L (Pearlman, 1996). 
The Impact of Event Scale (IES; Horowitz, Wilner & Alvarez, 1980). 
The Maslach Burnout Inventory (Maslach, Jackson & Leiter, 1996). 

	Moderate to severe levels of secondary trauma reported by 24% of the sample. 
Levels of vicarious trauma did not significantly differ to a criterion reference group of mental health
professionals.

The only mitigating variable identified was having a venue to discuss the personal impact of work.
	Found the sample demographics to be representative of sex offender therapists in Canada. 

Attempted to limit sample only to people working primarily with sex offenders. 
	No description of who was invited to participate (settings/ population worked with) or how their addresses were obtained.  

No information regarding ethical procedures reported.

Personal trauma history only considered assault or sexual assault. 

	Merhav et al. (2018).

Israel
	To explore whether attachment styles were correlated with vicarious trauma, as measured by disruption in cognitive schemas of trust and safety. 
	N= 189; 41 males and 145 females.
Probation officers who are social workers. 
Clients of probation services.
Response rate= 73.3%.
	Quantitative - ANOVA and regression analysis.
Trauma and Attachment Belief Scale (TABS; Pearlman, 2003). 
Experience in Close Relationships Scale (ECR; Brennan, Clark & Shaver, 1998). 
Trauma History Screen (THS; Carlson et al., 2011). 
	Those with secure attachment styles reported lower levels of vicarious trauma than those with insecure attachment styles. 
The relationship between history of personal trauma and disruption in the safety schema (not the trust schema) was moderated by attachment style. 
	Well designed, high quality study.

Questionnaire distributed to all probation officers in the country. 

High response rate. 
	Only utilised the trust and safety subscales from the TABS (relating to self and others) to measure vicarious trauma. The scale had not been designed or validated to be used in this way. 
The subscales produced low reliability, so the self and others aspect were combined.  

	Morran (2008).

UK
	No clear aims/ objectives.
	N= 30; 10 males and 20 females.
Practitioners working within domestic violence offender programs. 16 probation officers and 14 other practitioners (psychotherapy, social work, and women’s support work). 

	Qualitative – 
type of qualitative method not specified.
Unstandardised questionnaire.
Findings from initial phase of ongoing research.
	Work found to impact on the self, views on relationships and to elicit complex emotions. 
More females indicated to experience secondary trauma.
Training required updating. Support offered from management and colleagues was insufficient. 
	Rich data about the impact of working with male perpetrators of domestic violence. 
Novel research. 
Reported results were supported by the data.

	Secondary trauma was not a clearly defined concept within this study. 
No rational for analysis or any description of the analytic approach. 

No reported consideration given to ethics or the influence of the researcher on the findings. 

	Munger, Savage & Panosky (2015).

USA
	Aimed to determine if vicarious traumatisation exists within the sample.
	N= 205; 19 males and 167 females. 
Correctional health nurses practicing in secured settings. 
Response rate = 10.1%
	Quantitative -descriptive statistics and t-tests. 
Mailed paper survey.
The Professional Quality of Life Scale (reference not provided).
	Vicarious traumatisation found to exist among correctional health nurses. 
Sample at moderate to low risk of secondary trauma, with over half scoring at moderate risk. 
Of the 67% of participants exposed to workplace violence, lower compassion satisfaction and higher secondary trauma were reported.
	Random sample. 

Measured experience of violence and included this variable in the analysis.

Reported ethical approval and consent procedures. 
	Used the ProQOL as a proxy measure for vicarious trauma. Referred to secondary traumatic stress throughout.

Purchased mailing list from an independent marketing group.
 
Very basic analysis, only t-tests. 
No clear definition of violence provided.






[bookmark: _Toc39145968]Design of Studies 

The majority of included studies utilised a quantitative cross-sectional design (Bell et al., 2019; Carmel & Friedlander, 2009; Kadambi & Truscott, 2003; Merhav et al., 2018; Munger et al., 2015; Rhineberger-Dunn et al., 2016; Steed & Bicknell, 2001), meaning the direction of effect could not be inferred. One study used a mixed methods concurrent design, whereby the qualitative and quantitative components were conducted simultaneously (Hatcher & Noakes, 2010). Three studies utilised a qualitative methodology but did not further specify a specific qualitative approach, which is a significant limitation of these studies (Morran, 2008; Perkins & Sprang, 2013; Severson & Pettus-Davis, 2013). 

[bookmark: _Toc39145969]Aims and Objectives 

Of the included studies, seven clearly stated their aims which the study design was appropriate to meet (Bell et al., 2019; Carmel & Friedlander, 2009; Merhav et al., 2018; Perkins & Sprang, 2013; Rhineberger-Dunn et al., 2016; Severson & Pettus-Davis, 2013; Steed & Bicknell, 2001). Three further studies reported clear aims to assess VT, however they purely included STS measures, so their methodology was not appropriate to meet the study aims (Kadambi & Truscott, 2003; Hatcher & Noakes, 2010; Munger et al., 2015). Morran (2008) did not specify any aims and used both the terms VT and STS without clearly defining or differentiating between them.  

[bookmark: _Toc39145970]Participants and Settings

Participant numbers ranged from 20-277. None of the quantitative studies included a power analysis to demonstrate their sample was sufficient to detect effects in their analysis and thus is a limitation in terms of interpreting their results. By applying sample size rule of thumb guidance (VanVoorhis & Morgan, 2007), it can be seen that six studies, included samples which were of an appropriate size for their methodology (Merhav et al., 2018; Morran, 2008; Munger et al., 2015; Perkins & Sprang, 2013; Rhineberger-Dunn et al., 2016; Severson & Pettus-Davis, 2013). The sample size of two studies were modest in relation to their methodology but would require a power analysis to draw clear conclusions (Carmel & Friedlander, 2009; Kadambi & Truscott, 2003). The studies by Bell et al. (2019), Hatcher and Noakes (2010), and Steed and Bicknell (2001) reflected in their discussions that their studies were underpowered, potentially explaining their lack of significant findings. 

All of the studies, other than Severson and Pettus-Davis (2013) who did not report their participants’ gender, included both male and female participants. Eight of the studies included well defined samples, three studies included multidisciplinary clinicians (Hatcher & Noakes, 2010; Morran, 2008; Steed & Bicknell, 2001). This variety in clinicians’ professional backgrounds could lead to heterogeneity in outcomes. Some studies (Hatcher & Noakes, 2010; Kadambi & Truscott, 2003; Morran, 2008; Steed & Bicknell, 2001) could have included more detail about the roles and characteristics of their samples (e.g. direct contact hours with offenders, contact with other populations) to allow control for extraneous variables. 

Specific and well-defined settings to recruit from were chosen by six studies (Bell et al., 2019; Hatcher & Noakes, 2010; Munger et al., 2015; Perkins & Sprang, 2013; Rhineberger-Dunn et al., 2016; Severson & Pettus-Davis 2013). One study included participants who worked within a wide variety of settings (Carmel & Friedlander, 2009), the remaining four studies did not specify the setting (Merhav et al., 2018; Morran, 2008; Steed & Bicknell, 2001; Kadambi & Truscott, 2003). This is problematic for replicating and generalising their results. 

Six studies did not specify the population worked with, it is assumed that they were working with perpetrators of any offence (Bell et al., 2019; Perkins & Sprang, 2013; Rhineberger-Dunn et al., 2016; Merhav et al., 2018; Munger et al., 2015; Severson & Pettus-Davis, 2013). Including a breakdown of the types of offences committed by the client group would provide insight into who the results can be generalised to.  

Transparent recruitment procedures which were largely appropriate to access their desired populations were detailed by six studies (Bell et al., 2019; Hatcher & Noakes, 2010; Merhav et al., 2018; Morran, 2008; Munger et al., 2015; Rhineberger-Dunn et al., 2016). Hatcher and Noakes (2010), and Carmel and Friedlander (2009) recruited some clinicians personally known to the researchers. This is ethically concerning because these participants may have felt pressured to participate based upon their relationship with the researchers. Perkins and Sprang (2013) paid £30 incentive to participants which could have influenced their decision to participate and their perception of their ability to withdraw. Three studies provided insufficient detail about recruitment to allow for replication or critique (Kadambi & Truscott, 2003; Severson & Pettus-Davis, 2013; Steed & Bicknell, 2001).

A response rate of 50%-60% or greater is considered optimal for keeping non-response bias to an acceptable level (Fincham, 2008). Seven studies reported their recruitment response rates which ranged from 10.1% to 73.3% with a mean of 42.74% (Carmel & Friedlander, 2009; Hatcher & Noakes, 2010; Kadambi & Truscott, 2003; Merhav et al., 2018; Munger et al., 2015; Rhineberger-Dunn et al., 2016; Steed & Bicknell, 2001). Only Merhav et al. (2018) reported response rates of over 50%, specifically 73.3%. Kadambi and Truscott (2003) compared the demographic characteristics of their sample against the population of sex offender therapists in Canada and found them to be representative. For the remaining studies, it is unknown if their recruited sample was representative of their target population, which limits internal validity. None of the included studies provided information about how many participants withdrew at any stage during the research, meaning it could not be assessed if the studies were impacted by attrition bias. 

[bookmark: _Toc39145971]Ethical Considerations

A significant limitation raising concern about study integrity for five of the included studies (Bell et al., 2019; Hatcher & Noakes, 2010; Kadambi & Truscott, 2003; Morran, 2008; Steed & Bicknell, 2001) was they do not report; if they had received ethical approval, their informed consent procedures, author conflicts of interest or their funding sources. Bell et al. (2019) state their project was a survey and did not require ethical approval. Their study included sensitive questions regarding traumatic experiences and presented the results as research, indicating a need for ethical approval. 

[bookmark: _Toc39145972]Measures

All nine quantitative studies included well established, standardised measures to assess VT and STS. Self-report measures were relied exclusively upon, which can be vulnerable to subjectivity and social desirability bias, potentially affecting their reliability, though they are widely used in research.

The Professional Quality of Life Scale (ProQOL; Figley, 1995; Stamm, 2002, 2005, 2010) contains subscales to measure compassion fatigue (STS), compassion satisfaction and burnout. The ProQOL is the most commonly used measure of STS (Bride et al., 2007; Nimmo & Huggard, 2013). Reasonable psychometric properties have been concluded, with the exception of the burnout and STS subscales demonstrating low convergent validity (Hemsworth et al., 2018). In the current review, the ProQOL was included by Bell et al. (2019), Hatcher and Noakes (2010), Perkins and Sprang (2013), Carmel and Friedlander (2009), Steed and Bicknell (2001), and Munger et al. (2015).

The Secondary Traumatic Stress Scale (STSS; Bride et al., 2004) was designed to parallel the DSM-IV-TR (American Psychiatric Association, 2000) criteria for PTSD. This scale has reported appropriate psychometric properties to measure STS (Bride et al., 2004). Only Rhineberger-Dunn et al. (2016) included this measure. 

The Impact of Events Scale (IES; Horowitz et al., 1980; Weiss & Marmar, 1997), measures trauma related difficulties in line with the diagnostic criteria for PTSD. The IES was designed to measure direct experiences of trauma but it has also been regularly used to assess STS. The reliability and validity of using the IES to measure STS has not been fully established (Bride et al., 2007). Within the current review, Kadambi and Truscott (2003), Steed and Bicknell (2001), Hatcher and Noakes (2010) and Carmel and Friedlander (2009) included the IES. When using the IES to measure STS, participants should respond in reference to their work with clients as the trauma (Bride et al., 2007). All studies, aside from Hatcher and Noakes (2010) state that participants had been given this instruction. For questions assessing hyperarousal, however, such as ‘I was jumpy and easily startled’, it is not considered possible to respond in relation to client traumas. It is difficult to ascertain to what degree the IES is detecting STS or direct trauma. None of the studies using this measure attempted to control for direct trauma. 

The Trauma and Attachment Belief Scale (TABS; Pearlman, 2003), formerly known as the Traumatic Stress Institute Belief Scale (TSI; Pearlman, 1996), was designed to be used with those who have experienced trauma and is commonly used as a measure of VT (Nimmo & Huggard, 2013). In the current review, the TSI was utilised by Kadambi and Truscott (2003). Merhav et al. (2018) used the trust and safety subscales from the TABS to report on VT. It was unclear why they chose to use two subscales and omit the subscales of control, intimacy and esteem, meaning all of the components of VT were not represented. Due to this, their results will not be presented in the below findings. 

[bookmark: _Toc39145973]Data Analysis

For qualitative research to be considered rigorous it should demonstrate trustworthiness which is often judged by the truth value, applicability, consistency and neutrality of the research (Guba, 1981; Krefting, 1991). Morran (2008) gave no indication of how their data were analysed, reducing the replicability and reliability of their study. The qualitative studies did not reflect upon the role of the researcher and the bias they hold. This means the impact of researcher bias on the results cannot be assessed, reducing credibility. Perkins and Sprang (2013) and Severson and Pettus-Davis (2013) increased reliability by crosschecking their data analysis using multiple researchers. The approaches to analysis taken by the quantitative studies appeared largely appropriate (Bell et al., 2019; Carmel & Friedlander, 2009; Kadambi & Truscott, 2003; Merhav et al., 2018; Munger et al., 2015; Rhineberger-Dunn et al., 2016; Steed & Bicknell, 2001).  

[bookmark: _Toc39145974]Main Findings

As demonstrated in the tables in Appendix 2 and appraisal process, several of the studies in this review had deficits in the quality of their design. This makes it challenging to draw firm conclusions from the findings. 

Presence of Secondary Traumatic Stress (STS)
All studies quantitatively assessing STS reported it to be present within their samples. Five studies classified their sample as being within the range of low to moderate levels of STS (Bell et al., 2019; Carmel & Freidlander, 2009; Hatcher & Noakes, 2010; Munger et al., 2015; Rhineberger-Dunn et al., 2016). Steed and Bicknell (2001) and Kadambi and Truscott (2003) respectively found 46.2% and 24% of their participants fell within the moderate to high risk ranges for STS. Both of their samples were working with sexual offenders. Of their twenty participants, Perkins and Sprang (2013) found nine counsellors scored highly for STS and three scored low. They do not state how the remainder of the sample scored, so mid ranges are assumed. 

Within each of Severson and Pettus-Davis’s (2013) focus groups, parole officers spontaneously described experiencing emotional reactions towards their work consistent with the effects of STS. Including “somatic reactions, disrupted sex lives, pervasive thoughts, a loss of innocence, and hypervigilance in both their work and personal lives”. 

Presence of Vicarious Trauma (VT) 
No studies reported levels of VT within their samples. Kadambi and Truscott (2003), however, noted there were no significant differences between their sample and a criterion reference group of mental health professionals, regarding levels of VT. This suggests levels of VT may be similar between professionals working with offending and non-offending populations. Themes indicative of VT were identified within the samples of three qualitative studies, these included, feeling less safe in the world (Hatcher & Noakes, 2010; Morran, 2008) and becoming more suspicious about the intentions of others (Hatcher & Noakes, 2010; Severson & Pettus-Davis, 2013).

Impact of trauma exposure and personal history on levels of STS and VT
Whilst working in a prison environment, Bell et al. (2019) found that all staff had witnessed or experienced a high frequency of traumatic events including: prisoner self-harm or suicide attempts, assaults of colleagues and verbal abuse/threats. They also found that a personal assault at work requiring medical intervention had been experienced by 57% of mental health staff and 53% of correctional officers. Bell et al. (2019) stated that traumatic events had a negative impact on STS but did not report results relating to this, which limits what can be concluded with confidence. High levels of exposure to violence when working in secure settings (67%) were also found by Munger et al. (2015), with nearly a third of those exposed scoring at high risk for STS, and another third scoring at moderate risk. It appeared that nurses who were at the lowest risk of STS had not been exposed to violence; however, more than 60% of those not exposed were still categorised as being at moderate risk of STS. Perceived level of exposure to client traumatic material was not found to be significantly related to VT by Kadambi and Truscott (2003). 

Kadambi and Truscott (2003) had planned to investigate the impact of therapists’ personal history of sexual abuse/assault on VT, but as only eight out of 91 people reported this history, it could not be statistically explored. They noted, based on mean scores, that therapists with a trauma history appeared to score higher for VT than those without a trauma history. Rhineberger-Dunn et al., (2016) found no significant associations between STS and military veteran status, which they concluded to mean that past trauma may not be relevant to experiences of STS. Military veteran status was a binary variable chosen to represent trauma history, seemingly under the assumption that all military veterans are traumatised. A trauma history measure could have offered more precise and holistic insights into the relationship between trauma and STS.  

Perkins and Sprang (2013) identified that substance abuse counsellors working with offending populations who were personally in recovery from substance misuse difficulties, or had family members struggling with addiction, were more vulnerable to experiencing STS. 

The Role of Training and Support in STS and VT
Informal support systems, such as talking with colleagues about the personal impact of work, were identified as an important protective factor against STS and VT by Bell et al. (2019), Kadambi and Truscott (2003) and Severson and Pettus-Davis (2013). 

Two studies found that little formal support or training existed to assist staff with preventing or managing secondary trauma reactions (Morran, 2008; Perkins & Sprang, 2013). Severson and Pettus-Davis (2013) reported concern that support from management is insufficient, and sometimes detrimental. Participants detailed management breaching their confidentiality, placing them in isolated rural locations and holding poor attitudes towards sexual offenders. Interestingly, two studies quantitatively found frequency of supervision and organisational support not to be significantly associated with STS or VT (Hatcher & Noakes, 2010; Kadambi & Truscott, 2003). Bell et al. (2019) found support from management and feeling adequately skilled to be significantly associated with lower levels of STS. These differences may be explained by the quality of supervisory support being received, with high quality supervision protecting staff from STS and poorer quality supervision having no impact upon STS.

Factors associated with STS and VT
A variety of factors were found to be associated with STS. Rhineberger-Dunn et al. (2016) found parole officers and residential officers were less likely to report STS if they had better general health, training which they perceived to prepare them adequately for the job, and fewer hours directly working with offenders. Fewer contact hours with offenders was not found to be associated with VT by Kadambi and Truscott (2003). They theorised this may have been due to their use of the TSI measure, which they felt had limited construct validity. The use of humour and repression of details of client’s offences were discussed as coping mechanisms against STS/ VT within Severson and Pettus-Davis’s (2013) study. Further, Hatcher and Noakes (2010) demonstrated that role problems, such as being given conflicting or ambiguous job demands, predicted increased STS in staff working with sexual offenders. Investigation of the relationship between therapists’ levels of STS and their perception of the working alliance between themselves and their clients, demonstrated no significant associations (Carmel & Friedlander, 2009). 

Steed and Bicknell (2001) noted that social workers were at significantly higher risk than psychologists for STS within their sample, and Rhineberger-Dunn et al. (2016) found that the level of STS was higher in probation/parole officers than residential officers. Job role was not found to be a significant factor by Hatcher and Noakes (2010). 

Studies which included participants’ age within their analysis did not find any significant associations between age and STS or VT (Carmel & Friedlander 2009; Hatcher & Noakes, 2010). Several studies explored whether the gender of participants impacted upon STS or VT and found no significant associations or differences (Carmel & Freidlander, 2009; Hatcher & Noakes, 2010). Morran (2008), however, concluded from their qualitative study that the emotional consequences linked to VT for female staff working with male perpetrators of domestic violence were considerably higher than for male staff. Female staff reported anger towards clients, concern for physical and emotional safety, and hyper-awareness of power issues in personal relationships. These gender differences appear specific to this client population.  

No significant associations were found in investigations of length of time working with sexual offenders (Steed & Bicknell, 2001) or years of general experience and levels of STS/ VT (Carmel & Friedlander, 2009; Kadambi & Truscott, 2003; Steed & Bicknell, 2001). 

Two studies found no significant differences in levels of STS dependent upon where staff were located, including prison settings or community locations (Hatcher & Noakes, 2010; Perkins & Sprang, 2013). 

[bookmark: _Toc39145975]Discussion
This literature review has examined eleven research papers assessing secondary traumatic stress (STS) and/or vicarious trauma (VT) experienced by professionals working with offender populations. Conceptual difficulties meant that studies were categorised for this review as assessing VT or STS based on the measures they used rather than what they stated they were investigating. Studies within this review were predominantly exploring STS, with only two studies quantitatively assessing VT. Few conclusions can therefore be drawn about VT within professionals working with offending populations from this review. 

Overall, these studies demonstrated that STS and VT do exist within a variety of staff working with offending populations, though the findings varied regarding the levels to which STS was present, with most demonstrating low to medium risk. No studies reported the levels of VT within their sample. Kadambi and Truscott (2003) compared the levels of VT within their sample of sex offender therapists against a criterion reference group of mental health professionals and found them not to differ. This is consistent with previous findings suggesting levels of VT do not differ between staff working with offenders or survivors of crime (Way et al., 2004). Studies utilising qualitative methods identified themes consistent with experiences of VT for staff working with perpetrators of domestic violence and sexual offenders (Morran 2008; Severson & Pettus-Davis, 2013).

A variety of protective factors were associated with STS for staff including: informal support (Bell et al., 2019; Rhineberger-Dunn et al., 2016), fewer direct contact hours with offenders, better general health, adequate training (Rhineberger-Dunn et al., 2016), and repression of the details of client offences (Severson & Pettus-Davis, 2013). It was identified that managerial support was often felt to be lacking (Morran, 2008; Perkins & Sprang, 2013; Severson & Pettus-Davis, 2013). Informal support was identified as a protective factor against developing VT (Kadambi & Truscott, 2003; Severson & Pettus-Davis, 2013). There were some inconsistencies found in relation to if managerial/supervisory support was a significant protective factor against STS and VT, and these discrepancies may be explained by the quality of support which was being received within the different samples. Research focussed upon staff working with non-offending survivors of trauma also concluded social support, work support (Hensel et al., 2015) and supervision (Baird & Kracen, 2006) to be protective against STS and VT. Demographic factors were found to have little influence on levels of STS and VT which is consistent with the literature on staff working with survivor populations (Hensel et al., 2015). 

The literature base has consistently found trauma history to increase a professionals’ risk of developing VT or STS (Baird & Kracen, 2006; Hensel et al., 2015). Two studies in this review demonstrated that staff working with offenders are frequently exposed to traumatic events in the workplace and suggested links to higher risk of STS (Bell et al., 2019; Munger et al., 2015). Methodological limitations meant that no conclusions on the relationship between personal trauma history and STS or VT could be drawn and should be explored further. 

When interpreting these findings, there are several factors which should be considered. As previously highlighted, the studies involved staff from different occupational groups, working in different settings with offenders who had committed a variety of crimes, and were conducted in several countries. It has been suggested that the sociocultural context can be influential in shaping emotional experiences and processing following trauma exposure (Bracken, 2001; Marshall & Suh, 2003). Factors which have been found to be influential to the development of VT/STS such as social resources, organisational characteristics and existing policies are likely to differ across countries (Voss Horrell et al., 2011). This variation meant that direct comparison of studies conducted in various countries within this review is problematic. Further, several studies reported low response rates. It is currently unknown what deters non-responders from participating and what impact this may have had on the results. Those who are distressed may be engaging in avoidant coping and be unlikely to participate, leading to an under-representation in research. Or alternatively, those experiencing STS/VT may be drawn to participate in the research and be over-represented.  

The difficulties with conceptualising STS have sequentially led to multiple STS measures being created. Hatcher and Noakes (2010) found that scoring on STS measures, the ProQOL and IES, did not correlate within their sample. The ProQOL tends towards inclusion (Stamm, 1995) whilst PTSD measures, such as the IES, may be overly stringent (Motta et al., 1997) because STS is considered less severe than PTSD from direct exposure to trauma (Lerias & Byrne, 2003). Different approaches to measurement are one explanation for why the levels of STS fluctuate within the samples. It is felt that the STSS would have been a more appropriate measurement choice as it has been specifically designed and validated as an STS measure (Bride et al., 2004).

As demonstrated by the tables in Appendix 2, many of the studies included within this review were lacking in quality in aspects of their design, which makes it challenging to draw firm conclusions from the studies. Key issues which have been discussed included; small sample sizes leading to underpowered studies, low response rates, lack of clearly defined samples, lack of transparency around recruitment and qualitative approach utilised. It is also a concern that ethnic minority groups appeared under-represented within the studies which may have implications for generalisability. 

[bookmark: _Toc39145976]Limitations of Review

Whilst interpreting the results, the limitations of this literature review should be taken into consideration. The limited number of papers included is reflective of the small amount of research that has been conducted within this area and thus drawing conclusions from a small amount of literature is challenging. As previously noted, the lack of homogeneity between areas of the included studies increased the difficulty in drawing conclusions. Whilst a narrow focus was deemed necessary, it is thought that including research investigating similar and related topics, such as, countertransference reactions, PTSD and burnout could have added beneficial findings to this literature review. The search strategy was designed with the intention to capture the eligible literature, but it is possible that had more terms and databases been utilised that additional relevant papers could have been found. It would have been desirable to have more than one reviewer conducting the search, critical appraisal and synthesis process in order to reduce subjectivity and increase reliability of the review. 

As previously outlined, there are conceptual issues both within the studies included in this review and the wider literature base regarding VT and STS. The terms were often overlapped or used incorrectly. Inspection of the measures utilised by the included studies demonstrated only two to be quantitatively assessing VT, and one of these studies used the measure incorrectly. It therefore may have been beneficial to omit the VT papers and focus the review on STS. This review combined the terms compassion fatigue and STS as they are widely considered different terms for the same phenomena. There is, however, some evidence to indicate that they differ regarding their content validity (Jenkins & Baird, 2002), suggesting that it may have been desirable to separate compassion fatigue from STS. Conversely, due to the similarities between the concepts, referring to VT, STS and compassion fatigue under an umbrella term of ‘secondary trauma’ for this review may have been sufficient and more coherent.  

As previously discussed, many studies were lacking in critical areas of their design but still achieved strong overall scores on the quality checking tools. This raises questions about the appropriateness and usefulness of the tools, as well as the way in which they were used. There were issues with three studies not accurately measuring what they stated they would measure (VT), meaning they report conclusions about something they haven’t measured, which could be considered a fundamental flaw of the research. This, however, may cause the study to drop only two points on the quality checking tools, which is not representative of the scale of the issue. This review should have considered not providing overall quality scores, as they may be misleading. 

Secondary trauma can be challenging to differentiate from direct trauma as definitions and symptoms are similar (American Psychiatric Association, 2013; Figley, 2002). Staff working within forensic services are frequently exposed to trauma directly (e.g. violence) and in-directly (e.g. client material, self-harm), this makes it difficult to untangle if the trauma responses being measured are attributable to secondary or direct trauma. It would be beneficial for future studies to control for direct trauma in the analysis and be explicit about how secondary trauma is being defined (e.g. focussing upon staff reactions to client material). 

[bookmark: _Toc39145977]Clinical Implications and Future Directions  
                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                      
Moving forwards, it would be desirable for research to use accurate definitions of VT and STS and utilise the appropriate measurement tools for each of these concepts. Research assessing VT was particularly lacking, as most studies which aimed to investigate VT purely included measurements for STS, likely due to a lack of conceptual clarity. Further research including validated measures of VT, such as The Trauma and Attachment Belief Scale (Pearlman, 2003), is required within staff groups working with offending populations.              
                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                  	Research in this area is still in its infancy, and most studies have focused on therapists or other clinical staff who are trained in managing the emotional impact of the work they do. Preliminary results have suggested that the prevalence of STS varies between staff groups, with those with less training appearing to experience higher levels of STS (Rhineberger-Dunn et al., 2016; Steed & Bicknell, 2001). More research should be conducted with non-clinical staff, such as custodial staff and support workers, as these staff groups are underrepresented in the literature and may be more vulnerable to STS than therapists, due to them receiving less training and supervision. Additional research is required in order to further explore and understand the reasons for these differences in STS between groups of professionals, in order to inform intervention opportunities. Staff with less training may require additional STS psychoeducation and/ or support.

It has been suggested that studies such as these may be impacted by attrition bias (Hatcher & Noakes, 2010), whereby those experiencing VT/STS leave the job and are thus not included in research samples. To test this, experiences of STS/VT should be examined in professionals who have left a role working with offenders, where possible. This could be done via research of a longitudinal design or by advertising widely to recruit professionals who have left a role working with offenders. 

All the included studies were cross-sectional, so causation cannot be implied, though it should be noted that this was not the aim of these research studies. VT has been described as causing long term changes to how individuals view the world (Moulden & Firestone, 2007), therefore, longitudinal research in the area would be beneficial to capture more information about the developmental trajectory of VT. It would also have been helpful to enquire about the work history of participants to help ascertain if experiences of VT or STS developed prior to their current role, for example, whilst working with trauma survivors.

It was frequently reported that informal support networks where professionals felt able to talk through the personal impact of the work helped to reduce STS and VT. Therefore, peer supervision and other informal communications between colleagues should be encouraged within services. Staff working with offender populations require adequate support from managers and supervisors in order to cope with the emotional impact of the work, several studies reported that this support could be improved. Service providers should be aware that staff working with offending populations can be vulnerable to negative effects from secondary trauma, and consider offering STS/VT interventions where necessary. 

[bookmark: _Toc39145978]Conclusions

Issues with incorrect use of terminology and flawed methodology within these papers, made it a challenging area to review, these limitations should be held in mind when interpreting the results. Despite the issues, it was consistently reported that secondary traumatic stress or vicarious trauma are present within populations of staff working with offenders. Most studies concluded that STS was present at a low to moderate level, suggesting that the majority of staff working with offending populations are not impacted by STS. No studies reported prevalence rates for VT. This still highlights a need for service providers to consider the impact of exposure to secondary trauma on professionals and promote supportive working environments, including opportunities for peer support and high-quality supervision. The secondary trauma literature should give similar attention to both staff working with offending populations and staff working with trauma survivors. Additional research is required in this area to draw firm conclusions. 
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Quality scores and scoring system for qualitative studies
	CASP questions (Critical Appraisal Skills Programme, 2018).
	Severson, 2013
	Morran, 2008
	Hatcher, 2010
	Perkins, 2013

	Q1. Clear aims?
	2
	0
	2
	2

	Q2. Qualitative methodology appropriate?
	2
	0
	2
	2

	Q3. Research design appropriate?
	1
	0
	1
	1

	Q4. Recruitment strategy appropriate?
	2
	2
	2
	1

	Q5. Data collection appropriate?
	1
	1
	2
	2

	Q6. Relationship between researcher and participants considered?
	0
	0
	0
	0

	Q7. Ethical issues considered?
	2
	0
	1
	2

	Q8. Data analysis rigorous?
	1
	1
	1
	1

	Q9. Clear statement of findings?
	1
	0
	2
	2

	Q10. Value of research?
	2
	1
	2
	2

	CASP score
	14/20
	5/20
	15/20
	15/20

	Overall percentage score
	70%
	25%
	75%
	75%


*Articles were awarded 2 points if a criterion was fully met, 1 point if a criterion was partially met or 0 points if a criterion was not met or ‘can’t tell’.  
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Quality scores and scoring system for quantitative studies

	AXIS Questions (Downes et al., 2016).
	Rhineberger-Dunn, 2016
	Steed, 2001
	Carmel, 2009
	Kadambi, 2003

	Merhav, 2018
	Munger, 2015
	Bell, 2019
	Hatcher, 2010

	1. Clear aims?
	2
	2
	2
	2
	2
	1
	2
	2

	2. Study design appropriate for aims?
	2
	2
	2
	2
	2
	1
	2
	2

	3. Sample size justified?
	0
	0
	0
	0
	2
	0
	0
	0

	4. Target population clearly defined?
	2
	1
	2
	2
	2
	2
	1
	2

	5. Sample representative of the target population?
	2
	0
	2
	2
	2
	1
	1
	2

	6. Adequate selection process?
	2
	0
	2
	2
	2
	1
	2
	2

	7. Measures taken to address non-responders?
	0
	0
	0
	0
	0
	0
	0
	0

	8. Variables measured appropriate to study aims?
	2
	2
	2
	1
	1
	1
	2
	1

	9. Variables measured correctly?
	1
	2
	2
	1
	1
	2
	1
	2

	AXIS Questions (Downes et al., 2016).
	Rhineberger-Dunn, 2016
	Steed, 2001
	Carmel, 2009
	Kadambi, 2003

	Merhav, 2018
	Munger, 2015
	Bell, 2019
	Hatcher, 2010

	10. Clear how statistical significance is determined?
	1
	2
	2
	1
	2
	2
	2
	2

	11. Methods sufficiently described to allow replication?
	2
	1
	2
	1
	2
	2
	2
	2

	12. Adequate descriptive data of the sample presented?
	2
	2
	2
	2
	2
	2
	2
	2

	13. Response rate raises concerns about non-response bias? *
	1
	1
	0
	1
	2
	0
	2
	1

	14. Was information about non-responders described (if appropriate?)
	1
	0
	0
	1
	N/A
	0
	N/A
	0

	15. Results internally consistent? 
	0
	2
	2
	1
	1
	0
	2
	1

	16. All results for planned analyses presented?
	2
	2
	2
	2
	2
	1
	1
	2

	17. Conclusions justified by results?
	2
	1
	2
	2
	2
	2
	2
	2

	AXIS Questions (Downes et al., 2016).
	Rhineberger-Dunn, 2016
	Steed, 2001
	Carmel, 2009
	Kadambi, 2003

	Merhav, 2018
	Munger, 2015
	Bell, 2019
	Hatcher, 2010

	18. Study limitations discussed?
	2
	1
	2
	2
	2
	2
	2
	2

	19. Conflicts of interest/ funding?
	1
	0
	0
	0
	0
	2
	1
	0

	20. Ethical approval/ consent attained?
	1
	0
	1 
	0
	2
	2
	0
	0

	AXIS score
	28/40
	21/40
	29/40
	25/40
	33/38
	24/40
	27/38
	27/40

	Overall percentage score
	70%
	52.5%
	72.5%
	62.5%
	86.8%
	60%
	71.1%
	67.5%


*Articles were scored out of 40 points as they were awarded 2 points if a criterion was fully met, 1 point if a criterion was partially met or 0 points if a criterion was not met or ‘can’t tell’. If a question is not applicable to a research study, N/A is indicated. 
Q13 scored negatively
Q13 response rates: 50%+ score 2, 30-49% score 1, 29% and below score 0.
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The Offender Personality Disorder Pathway (OPD) was established in the UK in 2011 to improve outcomes for high risk offenders with complex mental health needs. The purpose of the current study was to explore the care related experiences of prison officers working on an assessment and treatment OPD service, located within a young adult offenders’ prison. This study utilised a qualitative, grounded theory approach. Individual semi-structured interviews were conducted with twelve prison officers. The results identified the core category of relationships and two additional categories: impact of caring and development of officers’ caring approach. These categories have been integrated into a model of care. Officers reported caring to be both rewarding and challenging. The results demonstrate a reciprocal nature to care, with officers needing to receive care themselves in order to care effectively for service users. Additional support and understanding towards the OPD service and officers is required from the prison system.


Key words: prison officer; care; personality disorder; offender personality disorder pathway; young adult offenders
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The psychiatric diagnosis of ‘personality disorder’ is typically given to people who have significant and persistent difficulties in how they relate to themselves and others, which impairs functioning in multiple aspects of life. The DSM-V describes ten different types of personality disorder (American Psychiatric Association, 2013, pp. 645-685), meaning presentations can vary greatly. Features commonly reported in offenders with this diagnosis in the criminal justice system include: aggression, controlling behaviours, volatile relationships, substance misuse and self-harm (HM Prison and Probation Service, 2020). The ‘personality disorder’ diagnosis has been highly criticised for its limited reliability and validity (British Psychological Society Division of Clinical Psychology, 2013, p. 2). It is thought that presentations described as ‘personality disorder’ can be better understood as a response to psychosocial factors such as trauma, discrimination and other relational and societal factors (BPS Division of Clinical Psychology, 2013). The current research follows language guidance provided by the BPS Division of Clinical Psychology (2015, p. 4), namely, describing service user presentations as personality difficulties. 

It is estimated that 60-70% of those in prison experience personality difficulties, which link to higher risks of offending and impaired wellbeing (HM Prison and Probation Service, 2020). To improve outcomes for offenders struggling with these difficulties, the Offender Personality Disorder (OPD) Strategy was established in the UK in 2011 (Joseph and Benefield, 2012). The NHS and National Offender Management Service jointly commission this strategy to enable a whole system pathway approach, whereby service users can progress through prison/ NHS detention to community-based supervision and resettlement (National Offender Management Service, 2015b). This approach recognises the importance of developing an understanding of service user presentations through case formulation, to establish more individualised responses to service users from staff. The strategy aims to reduce reoffending, improve service users’ psychological health, and improve the skills, attitudes and confidence of staff through training and supervision (National Offender Management Service, 2015b).

The OPD Pathway has expanded to be implemented in prisons for young adult offenders, aged 18-25, who display signs of personality difficulties. In comparison to adult offenders, young adult offenders are thought to be more challenging to manage because they are more likely to reoffend, fight, self-harm, be assaulted, and are harder to engage (National Offender Management Service, 2015a). This suggests officers’ experiences of managing young adult offenders may differ from officers managing adult offenders. There is currently no research investigating the experiences of staff working with young adult offenders on the OPD Pathway. This is an important area to explore as insights gained could lead to more attuned support or training for staff, which could indirectly benefit service users.

Care is not a concept immediately associated with the role of prison officers, despite being positioned as a central value of the prison service (Pilling, 1992). Care is fundamental to the relationships between staff and prisoners, and the welfare responsibilities of prison officers are being increasingly recognised (Tait, 2011). Perceptions of care are often individual and context specific, making it a challenging concept to define (Tait, 2008). There is some agreement that care involves responding to needs and encourages well-being in the person being cared for (Mayeroff, 1990).

One study has been identified which investigated how officers provide care to prisoners, by interviewing and observing 45 prison officers across two UK prisons (Tait, 2011). Five distinct approaches to care were suggested, including: true carers, who were highly engaged, secure and confident in their work; limited carers, who followed prison rules but had limited patience; old school carers, who were committed but provided little emotional support; conflicted carers, who were motivated to transform service users they felt were deserving; and damaged carers, who had been traumatised at work and were no longer interested in providing care (Tait, 2011). 

The systems-psychodynamic approach is an integration of three overlapping frameworks; systems thinking, psychodynamic ideas and the study of group behaviour (Fraher, 2004). Together they offer an approach to understanding organisations, such as prisons, and the behaviour of those who work within them (Adams and Diamond, 1999). Offenders who experience personality difficulties can present simultaneously as “fearsome perpetrators and traumatised victims” (Adshead et al., 2008, p. 10); and are frequently considered challenging and anxiety provoking to work with (Lewis and Appleby, 1988; Sansone and Sansone, 2013). Such service users have usually experienced inconsistent, neglectful, or abusive behaviour from caregivers during childhood (Kurtz, 2005). Without reflective opportunities, staff and organisations can be unconsciously drawn into re-enacting damaging aspects of service users’ early relationships (Moore, 2012; Ruszczynski, 2010). For example, staff may be pulled into dynamics whereby they become punishing, rejecting, over controlling or over involved with clients (Moore, 2012). To protect staff from anxiety and difficult emotions, organisations can unconsciously develop defences (Lyth, 1960). Some organisational defences, such as humour, are healthy and can help staff to manage stress. Excessive use of other organisational defences, such as denial or splitting (e.g. rivalry in teams), can be damaging to staff and distract energy away from service user care (De Board, 2014; Obholzer and Roberts, 1994; Smith, 1999). 

A systematic review investigating the impact on multidisciplinary healthcare and prison staff working with this population, identified 27 largely descriptive papers (Freestone et al., 2015). These papers were overall judged as very low quality, meaning the results should be interpreted with caution. The results demonstrated poor attitudes towards service users, and staff feeling burnt-out and stressed. Two papers reported job satisfaction and excitement for staff. Five papers discussed staff experiencing strong emotional reactions towards service users (e.g. fear, anger, despair), which could result in staff defensiveness, punitiveness, hopelessness or over-responsibility (Freestone et al., 2015). As discussed in the literature review presented in Chapter One, caring for highly traumatised individuals and being exposed to their traumas can result in vicarious traumatisation for the carer (Catanese, 2010). Experiences of vicarious trauma are often linked to staff burnout (Figley, 2013). 

Limited research has explored the experiences and needs of prison officers working on the OPD Pathway. One study interviewed five prison officers on their experiences within a Psychologically Informed Planned Environment (PIPE), working with adult offenders (Bond and Gemmell, 2014). They described experiencing personal growth and relationships with prisoners and other staff which were rewarding, trusting and supportive. Officers also reported some emotional costs of the work impacting their home life and well-being, in addition to challenging interactions with prisoners and role conflict. Role conflict refers to tensions which can arise from combining custodial and therapeutic responsibilities (Lavender, 2002), as is expected of prison officers working on the OPD Pathway. 

The current research broadly aimed to explore care with prison officers working with young adult offenders on the Offender Personality Disorder Pathway. Specifically, the study aimed to:

1. explore participants’ understanding of care and how this understanding had 	developed
2. investigate how participants demonstrate care to service users on the OPD 	Pathway
3. reflect upon participants’ own relationship to care and consider what support 	they might need to assist them in providing care. 

The context is a 30-bed residential assessment and treatment service which opened in 2014, located on a 68-bed prison wing. This wing is situated within a prison for young adult males aged 18-25, serving long term sentences of four years to life. The prison has an operational capacity of 624. Prison officers working with the OPD service take on therapeutic responsibilities by supporting group interventions and key working clients, in addition to usual officer duties. 

[bookmark: _Toc34475566][bookmark: _Toc39145987]Research Question

What are the care related experiences of prison officers working with young adult offenders on the Offender Personality Disorder Pathway?

[bookmark: _Toc34475567][bookmark: _Toc39145988]Method
A qualitative methodology was thought to be suited to this study due to the focus upon eliciting prison officers’ experiences of care. Qualitative studies commonly seek to explore experiences and meaning through a person’s perspective, whilst holding in mind the relevant context (Denzin and Lincoln, 2005). 

Grounded theory was considered an appropriate methodology as little is known about the research topic, meaning no theories currently exist (Tweed and Priest, 2014). The fundamental aim of grounded theory is to pass beyond description to construct theory, by revealing social and psychological processes which underlie human behaviour (Creswell, 2007). It is believed to be a diverse method capable of investigating a variety of processes including individual, interpersonal and social relations (Charmaz, 2008); all of which are anticipated to be important to the current topic.

[bookmark: _Toc34475568][bookmark: _Toc39145989]Epistemological Position

The researcher took a constructionist stance which considers the self as an “organised set of internalised attachments, commitments, attributes, images and identifications with which a person creates a concept of self” (Charmaz, 1991, p. 72). Both participants and researcher experience multiple realities and perspectives and co-construct the data through their interactions (Charmaz, 2006). This contrasts with earlier positivistic versions of grounded theory, which believe in an unbiased observer discovering an objective truth by collecting facts (Charmaz, 2006). 
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The incorporation of reflexivity into grounded theory research is considered crucial to minimise the effects of researcher bias on the results (Kolb, 2012). Reflexivity is an active, systematic process utilised to gain insights into the research which will progressively influence actions and interpretations (Birks and Mills, 2015). This includes theoretical sensitivity, which refers to the researcher’s ability to use their own experiences to understand and define phenomena in abstract terms, and identify meaning from emergent patterns (Charmaz, 2006). To enhance reflexivity, the researcher maintained a personal reflective journal (Appendix 7) to assess their own biases throughout the research process. 

The researcher had previously worked as part of the clinical team in the service from which participants were recruited, meaning bi-directional pre-existing assumptions were likely to be present. It was, therefore, important to hold awareness of the ways in which participants may have related to the researcher, dependent upon their interpretation of the researcher’s history within the service, age, gender and education. It was also considered how these factors may have impacted upon the balance of power within the interviews (Appendix 7). 

[bookmark: _Toc34475570][bookmark: _Toc39145991]Recruitment

Participants were recruited from an Offender Personality Disorder Pathway (OPD) assessment and treatment service, located within a young adult offenders’ prison in the UK. Staff were required to meet the following inclusion criteria to participate in the study: 

Inclusion criteria 
· Prison officers and custodial managers who were currently working for the OPD service.  
· Participants had to be permanent members of staff who had been working for the service for at least 6 months. 
Exclusion criteria  
· Administration and clinical staff (e.g. nurses, psychologists, occupational therapists).

Fourteen members of staff working in the service were eligible to participate. To recruit, the service administrator sent an email containing the study advert (Appendix 4) and participant information sheet (Appendix 5) to all eligible participants. The advert was additionally placed in staff common areas, inviting those interested in participation to contact the researcher or the external supervisor. Return emails were sent to confirm participation and establish an interview date. The researcher also visited the service on two occasions, and met with groups of available prison officers to discuss the research. 

A core component of grounded theory is theoretical sampling (Charmaz, 2006), which involves actively selecting participants whose narratives are anticipated to assist in developing ideas relating to the emerging theory (Strauss and Corbin, 1998). As recommended by Charmaz (1990), the study began with opportunity sampling, meaning any available and eligible participants were interviewed initially. Theoretical sampling was commenced as initial concepts emerged. 
Grounded theory stipulates that the data collection phase should end when no new information or insights are emerging, this is termed ‘theoretical saturation’ (Glaser and Strauss, 1967). Due to the limited number of eligible participants and time constraints, the researcher instead aimed to reach theoretical sufficiency (Dey, 1999; McCallin, 2003), which means achieving “sufficient depth and breadth of understanding about a phenomena” (Corbin and Strauss, 2008, p. 149). This was believed to have been attained following interview twelve, therefore recruitment ceased at this point. 
[bookmark: _Toc34475571][bookmark: _Toc39145992]Procedure

Twelve prison officers participated in semi-structed interviews which lasted between 45 and 84 minutes; the mean interview length was 63 minutes. The service clinical lead gave permission for officers to attend the interviews whilst they were allocated to intervention officer duties. All participants were interviewed in a private space within the prison and interviews were audio-recorded. At each interview, the researcher clarified that the participant had read and understood the participant information sheet (offering the opportunity for questions) before they signed the consent form (Appendix 6). 

The interviews followed a guide developed by the research team (Appendix 12 and 13), focusing on: personal understanding of care, approach to demonstrating care, challenges to providing care, attitudes towards receiving care, and additional support needs. The direction of subsequent interviews were guided by emerging theory, in accordance with grounded theory methodology (Birks and Mills, 2015).

[bookmark: _Toc34475572][bookmark: _Toc39145993]Ethics

The study received approval from Staffordshire Universities Research Ethics Committee (Appendix 2) and HMPPS National Research Committee (Appendix 3). Audio data was transcribed with all identifiable information deleted or changed to protect participants’ anonymity. Participants were allocated a unique identification number which was used to label their transcripts and they were made aware they could withdraw their data during the two weeks following interview. No inducements for participation in the study were offered.
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All twelve participants (Table 1) were prison officers who had been involved in delivering interventions on the OPD service. The length of time participants had served as prison officers ranged from 14 months to 29 years (mean of 12.6 years); and they had worked on the OPD service for between 1 year and five years (mean of 2.2 years). The mean age of participants was 42. 

Table 1. Participant Demographics
	Job Role
	Gender
	Age Band
	Length of service with OPD
	Length of service as custodial staff

	Prison Officer
	Male
	51-60
	1 year, 6 months
	2 years, 6 months

	Custodial Manager
	Male
	41-50
	3 years
	22 years

	Prison Officer
	Female
	31-40
	1 year, 6 months
	15 years

	Prison Officer
	Male
	51-60
	5 years
	15 years

	Prison Officer
	Male
	20-25
	2 years
	2 years

	Prison Officer
	Female
	31-40
	2 years, 3 months
	12 years

	Prison Officer
	Male
	41-50
	2 years, 3 months
	15 years, 6 months

	Prison Officer
	Male
	41-50
	4 years
	4 years

	Prison Officer
	Female
	20-25
	1 year, 2 months
	1 year, 2 months

	Prison Officer
	Female
	41-50
	1 year, 3 months
	18 years

	Prison Officer
	Male
	41-50
	1 year, 3 months
	15 years, 6 months

	Custodial Manager
	Male
	51-60
	1 year
	29 years


Note Pseudonyms used to label quotes in the results section have not been attached to this table to prevent participants being able to identify each other’s responses. 
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The analytic approach followed a systematic procedure congruent with grounded theory methodology, as outlined by Charmaz (2006). All interviews were transcribed by the researcher to support immersion within the data. Concurrent data analysis and data collection is a key feature of grounded theory research (Charmaz, 2006). Ideally, each interview should be transcribed, coded and analysed before the next participant is selected and interviewed (Birks and Mills, 2015). Time constraints, however, meant it was not always possible to analyse each transcript before completing further interviews. Following the interviews, during the transcription process and when coding began; initial ideas, thoughts and feelings were recorded in reflective journals and memos (examples in Appendix 7 and 8, respectively). Memo writing provides an audit trail of the researcher’s decision-making processes, in addition to connecting the stages of analysis and write up (Tweed and Charmaz, 2012). Throughout the analysis, a constant comparison technique was used, which involved moving back and forth to examine data and codes between and within participants. This is a non-linear process whereby codes and categories evolved as the analysis progressed (Tweed and Priest, 2014). 

Coding is considered the ‘‘pivotal link between collecting data and developing an emergent theory to explain these data’’ (Charmaz, 2008, p. 92). Transcripts were initially coded at the word, line and phrase level (see Appendix 9 for examples) whilst aiming to stay close to the original words of the participants and remain open to all theoretical possibilities. Where possible, in-vivo coding and gerunds were utilised predominantly. A gerund is a verb form which functions as a noun (e.g. asking) and is recommended for sticking to the data and detecting processes (Glaser, 1978). In-vivo coding ensures the preservation of participants’ meaning by incorporating original phrases (Charmaz, 2006). 

Triangulation is a technique used to increase validity and trustworthiness of research (Glesne and Peshkin, 1992). It is based upon the premise that diverse perspectives on the same phenomenon can enrich understanding (Dallos and Vetere, 2005). Samples of transcripts were coded by the research supervisors before being examined against the codes proposed by the researcher, to ensure there was a good level of agreement.  

The next stages of coding involved sorting and synthesising the initial codes into distinct codes, then overarching categories. Once all the data had been analysed, the identified categories and memos were organised into a model which demonstrated the relationships between categories (Figure 1).
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Analysis of the data identified one core category and two further categories which interact to produce a model of care (see Figure 1). The core category, ‘Relationships’, outlines a need to be cared for in order to care effectively for other people. Within this category the relationships between officers, service users, the prison and society are discussed. The second category is the ‘Impact of caring’, which incorporates the impact for all involved from receiving and providing care. The category ‘Development of caring approach’ focusses upon officers’ past experiences and how they have shaped their personal relationship to care and emotional management. Additional supporting quotes for the categories can be found in Appendix 11.

[image: ]Figure 1. Model of care for prison officers
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1. [bookmark: _Toc34475577][bookmark: _Toc39145998]Relationships

Throughout the interviews, the centrality of relationships was prominent. This category included relationships between officers and service users, other officers, the prison, the service and society. 

Relationships between officers and service users
Participants discussed the relationships they develop with service users and how they link to provision of care. Positive relationships were seen to promote a desire to care for service users. 

 “you don’t just meet somebody and care. If I meet somebody, I have a duty of care with my job to provide something... but when you’re working with these guys day in and day out… you want to care then because you do know the lads and you do build up this relationship with them” (Carmen)

Seeing similarities between themselves and service users appeared to humanise service users, facilitating relationships and care. Similarities included histories of self-harm (Ali), “hot-headedness” (Carmen), shared interests (Ashely, Drew, Alex, Frankie) and low-level criminal behaviours (Alex, Drew).

“it’s easier to care for people when you can find similarities between yourself and them” (Ashley)

“I think we forget it’s not us and them, we’re all very similar but in different ways” (Carmen)

The response and level of care service users showed officers was also of importance. There was a sense that many officers wanted service users to reciprocate some form of care, with this influencing care provided to them. 

“I get my care from the lads on the wing… it’s a revolving door for me, the more I get back from the lads the more I can give back to them” (Morgan)

“I can be nice and helpful… but I also expect something back, and that’s how I see it with staff as well” (Toby)

Officers reported challenges in developing relationships with and caring for service users who could be excessively violent, rejecting/ dismissive or verbally abusive towards officers, leading to urges to avoid them.

“some individuals, if I don’t like them, if I struggle to relate to them, then I can be less caring, I can shy away from them” (Carmen)

“I always give people a chance or two chances, after that then if they keep doing the same things over and over again… then I have to start withdrawing from them” (Robin)

Having time and opportunities to get to know service users meant participants could better understand and develop compassion for them. Unfortunately, time was frequently reported to be lacking. 

“I think if you can understand why they’re [service users] doing it [challenging behaviours], you’re a bit more willing to offer help and that’s something I’ve never done until I come here… they were just naughty weren’t they” (Drew)

Several officers recognised the power imbalance in the relationships between officers and service users can leave service users vulnerable and dependent. 

“they [service users] can do absolutely nothing here without your say so and that’s quite an eye opener, that you have that perceived level of power over them” (Robin)

There appeared to be a continuum of how much of themselves officers invested into relationships with service users. Some participants considered the relationships to be strictly professional and did not share much personally of themselves. Other participants believed in being “on a level” (Alex) with service users, developing relationships based upon emotional honesty, authenticity and personal disclosure.

“I am the same person here with these lads and everyone that I am with the people outside, with my friends” (Alex)

“sometimes they’ll [service users] talk about what mistakes they’ve made and I’ll talk about [past job] and mistakes I’ve made, and they’re like oh he’s human as well” (Drew)

It was common for officers who were parents to relate to service users as children, and adopt a re-parenting approach to care (Morgan, Jamie, Alex, Robin, Drew). Other participants saw themselves taking the role of sibling (Ali), friend (Ashley, Frankie) or professional (Billy, Jordan, Toby). 

“I’m a Father, my children are older than some of these youngsters here. I try with these lads the same rules and regulations that I have at home” (Morgan)

“…as a prison officer, to act professionally around them [service users]” (Toby)

“I try to be more, big sister advice rather than parental telling’s off” (Ali)

Several officers reported using their relationship with service users to role-model for them more pro-social ways of behaving, managing conflict and relating to others. 

“our role has been to role model for prisoners, I think they have to look up to you… and you’ve got to behave in a certain way” (Jordan)

Lack of care in the prison 
A persistent theme throughout the interviews was care lacking within the prison. The prison culture was described as punitive, critical and blaming, with a lack of care for officers’ wellbeing. 

“I’ve had colleagues of mine who’ve done minor stuff wrong and they’ve been hauled over the coals for it and threatened with the sack… they’re looking for someone to blame” (Jordan)

“go off sick you’ll just be criticised and classed as ‘them’… because I don’t think we support staff sickness or staff wellbeing” (Toby)

All participants described feeling the OPD service was disliked by the prison, with other officers frequently mocking and criticising the caring approach utilised. 

“the bloke in the gate that gave me the camera says oh you don’t need this; you’re only going to be doing cutting and sticking” (Ashley)

“there’s a perception from other wings… do you hug prisoners, do you hold hands with them” (Robin)

There was much anger expressed towards prison managers not involved with the OPD service, for their lack of understanding of the service, leading to obstructions of service user care. Several officers felt prison management support was severely lacking and led them to feel stressed, frustrated and undervalued, distracting some from their service user focus. 

“I’m very watchful and my guard’s up quite a lot of the time. I make sure I do things right because I’ve seen what happens to other people and it’s not good” (Jordan)

“I’d spent an hour arguing with the duty governor because… they took the opportunity to nick our empty cell and put this idiot on from the seg [care and separation unit]” (Ali)

Officer’s wariness was observed through some being cautious of the recording device used during interviews and clarifying the use of non-violent approaches with service users, e.g. “I don’t mean beating people up” (Drew).


Conflict and care between officers
It was clear throughout the interviews that participants cared about other officers and identified strongly with the officer group. They appeared dependent upon each other for practical and emotional support, which was often delivered through humour. 

“it doesn’t matter what prisoners are on the wing, it’s all about how staff deal with them… that’s the holy grail in this job, having the right team around you” (Jordan)

“I think our way of caring is to take the piss and have that banter” (Ali)

Officers frequently criticised and blamed each other, though, when emotions were high or when opinions differed regarding service user care, leading to arguments and tension at times. Boundaries were a source of contention, some believed officers were overcompensating for being labelled by non-service officers as “soft” and “care-bears” through being unnecessarily restrictive. Others considered other officers to be too lenient. 

“on our wing there’s this whole soft officers, yes officers, they’ll say yes to everything and you’ve got to learn to say no to everything” (Ashley)

“some staff think we should do ‘x’ with a prisoner and then other staff on the opposing, you know we should be kicking them [service user] off the wing” (Jordan)

“emotions here run [high] in the staff most of the time and most highly after a violent incident… a member of staff said something to another member of staff and then that got quite heated” (Robin)

Being cared for by the service
Many officers reported feeling cared for by the OPD service clinical team through receiving supervision, training, emotional support and opportunities to leave the wing. 

“I can say I have those feelings [towards service users], whether they’re good or bad… and we can take it further to either guide me to make it better, or change the feeling” (Morgan)

“this service is good because you’ve got like reflection spaces and supervision spaces… I think without that you would just burn-out so quick” (Alex)

There was also a sense of separateness from the clinical team who have less direct involvement with managing service users’ distress (and occasionally accentuated it). 

[clinical staff have] “delved into that individuals background and he’s got upset… and [clinical staff] just go that’s me done… but that officer… might have to pick all those pieces up” (Billy)

Societal attitudes
Participants reported that society was largely lacking understanding and appreciation for officers’ roles. Much of the public understanding comes from the media which frequently “doesn’t show us [officers] in a good light” (Jordan). 

“with the prison, we are like the forgotten service if you like. I don’t think people really appreciate… and understand what we do” (Carmen)

It was commonly stated that society is rejecting of service users, considering them to deserve punishment, not care. 

“there’s a perception of prisoners, from people that have never been in a prison, that they’re all scum of the earth” (Robin)

“people have said to me, you shouldn’t care as much as you do because they’re criminals…” (Morgan)


2. [bookmark: _Toc34475578][bookmark: _Toc39145999]Impact of caring

This second category outlines the emotional and developmental impact that caring can have on officers, and the effect of being cared for on service users. 

Emotional impact for officers
All participants reported being positively impacted by caring for service users. 

“I love doing the interventions and I feel lucky to be on here [service] and to be doing all this stuff that I know I wouldn’t get to do anywhere else” (Ashley)

“I think we’re in a position where we can make a difference in their [service users] lives… you do notice a change in them and I quite like that” (Frankie)

Most participants reported occasionally experiencing strong emotional responses triggered by the behaviour of service users. Emotions were predominantly described as anger, but also included hopelessness, anxiety and sadness. Triggers included: feeling rejected, let down or “manipulated” by service users. The result of these emotions on service users’ care was dependent upon officers’ emotional management skills. 

“I have my limits to how much care I will give an individual and if they take the piss, I put my guard up, well sod you then, you’re not getting anything else from me now, you’ve pissed me off” (Ali)

Strong emotions especially seemed to arise in response to managing service users’ self-harming and suicidal behaviours. 

“I’ve gone home and just burst into tears before because there was two people trying to hang themselves at the same time and I just didn’t know what to do” (Ashley)

“…he just self-harmed in front of me just for pure petulance… I just lost my shit over it. I was just shouting at him… slammed the door and locked him up and just left him there dripping with blood” (Jamie)

Some participants spoke of caring for service users affecting their personal life, leading to increased anxiety about the safety of themselves and loved ones, family conflict and stress. 

“I hear my [partner] say often… if you could leave the prison officer at work please, you don’t have to lock your kids behind the door” (Morgan)

“working here and knowing what people are capable of makes you more wary of people, especially around your kids… you do get very overprotective and you can’t help it” (Ali)

Most participants spoke about becoming desensitised and disconnecting from the extreme and traumatic things they see and hear at work. 

“…that thick skin, sometimes you do question yourself, are you becoming a monster?… I feel as if sometimes my emotions have just been sizzled out, I’ve got no emotions” (Billy)

“I think the prison service when you’ve been in so long numbs you to stuff, especially with self-harm… that upsets me more that it’s normal because it shouldn’t be, should it?” (Drew)

Several participants recognised on reflection that their ability to care for others diminished when they were personally distressed or drained. 

[when distressed] “I probably would be a bit sharp with them [service users], a bit more impatient towards them” (Jordan)

“if I have a stressful week or somethings happened at home, then I have a lot less time for them [service users] because… I’m trying to deal with my stuff as well as their stuff” (Frankie)


Impact of care on service users
Many participants felt prison regimes alone are inadequate in promoting rehabilitation and recovery, with care playing an essential role in teaching service users to care for themselves and others.

“what we can change is to try and convince them [service users] they mustn’t do it again [reoffend], and I think that we can only do that if we care, we can’t do it by locking people away” (Morgan)

“what a massive change, he [service user] isn’t getting any negatives anymore and he’s coming out of his cell, his cell’s tidy, he’s tidy, he’s coming knocking on the door seeing how you are” (Drew)

Participants acknowledged that some service users seemingly deteriorate despite support. 

“you see them just go worse and worse and worse regardless of what care and what help you’re giving them” (Carmen)

Maintaining safety
Many participants believed that building relationships and caring for service users helps officers remain in control of the wing, promoting safety for staff and service users. 

“you use your relationships to get what you want, in the same as what they [service users] do to us” (Carmen)

“I’ve been assaulted once in 15 years… I try and treat people with respect and dignity, and I think if you try and do that, you get it back” (Alex)

Officer development
Officers spoke of learning to understand and approach service user care in new ways whilst working with the service. 

“all the behaviours, they do it because they need care… so I definitely understand the word care in a different way now… before people used the words he’s an attention seeker, they wouldn’t go underneath that” (Jordan)

Most officers felt they had developed self-insight and personal qualities through working with the service and caring for service users. 

“there are days when I’m sad and it gets to me and I think doing this [service], I’ve learnt to manage that better” (Alex)

“the jobs definitely changed me for the better really, I have more confidence in myself, I’m more likely to speak up” (Frankie)

3. [bookmark: _Toc34475579][bookmark: _Toc39146000]Development of officers’ caring approach

This category describes the influence of officers’ childhood and life experiences in shaping their approach to care and emotional management. 

Upbringing dictating beliefs about care
Several officers discussed their experiences of care and how childhood messages become internalised values, which they attempt to implement and replicate when caring for others. 

“I probably felt a lot of comfort and a lot of inspiration from that [care from Mum] so that’s what’s guided me. How I was… cared for, I suppose I’ve tried to duplicate” (Jamie)

Four participants reflected on their own strict upbringings instilling the importance of integrating discipline into care. 

“when I think of my dad shouting at me, I think he was just guiding me” (Alex)



Life experiences
Many participants felt their understanding and approach to care evolved over time due to maturity and life experiences. 

“as you get older you mature more and your understanding [of care] adapts” (Carmen)

[having children meant] “I’ve had to learn to become a new man… so that then changes me a little bit as an officer” (Billy)

Some spoke of using their own life experiences to teach service users. 

“I try and teach them [service users] methods to stop self-harm. It’s all the stuff that I learnt when I was younger and stuff that helped me stop self-harming” (Ali)

Officers’ relationship to care
Participants reflected generally upon their own patterns of receiving care, with almost all expressing difficulties with seeking or accepting care from others. This occasionally prevented officers accessing help when needed. 

“if I’ve had a bad day, I don’t really talk… I just sort of deal with it myself, I think that comes from growing up” (Frankie)

“as prison officers, we’ll moan when we’re not getting it [care] but when we’re getting it it’s uncomfortable and we shun it” (Carmen)  

For some, this had been influenced by confidentiality breaches in the prison service.

“you don’t know if you can trust people, you might say I’ve got this problem or that problem and then… it’s all round the prison” (Ali)



Managing own emotions 
How officers care for others appeared determined, in part, by how they have learnt to care for themselves and manage their own emotions.

“it’s important that you don’t let your emotions override you because… if you’re over emotional, your judgement goes doesn’t it to a certain degree” (Jordan)

Several participants spoke about the importance of having a stable and fulfilling home life (including positive relationships and hobbies) and coping strategies to maintain their emotional wellbeing. It was suggested that some officers struggle to care for themselves which impacts on how they care for others. 

“… have a nice bubble bath and just relax that way, or have a play with the kids and try and forget it” (Carmen)

“I don’t think everybody that works in the service necessarily comes from a stable background or a good upbringing… how do we teach people to look after themselves if we can’t do it our self?” (Morgan)

Officers utilised a variety of techniques to manage strong emotions, particularly anger, which could be triggered by service user care, including taking breaks and dealing with conflict proactively. 

“it just eats away at you [unresolved conflict], then you start to hate people… and you start look for bad things in people… so I think to be honest and open” (Drew)

Most officers spoke about using disconnection, repression and avoidance to self-manage, including responding automatically to distressing incidents and maintaining a level of distance from service users. 

“to keep my sanity… I have no interest why they’re here [offence] and even if I find out, I block it out” (Morgan)

[if] “I came in and they’re [service user] dead, I’d feel sad as a human being but… I wouldn’t carry the burden, responsibility, it’s their responsibility” (Toby)

“you don’t really care when you go home, you don’t think about it at night but when you’re working with them [service users] you do care for that moment” (Jordan)

Officers felt they largely managed their own emotions well in the workplace to ensure there were limited negative repercussions for service users’ care. 

[bookmark: _Toc34475581][bookmark: _Toc39146001]Discussion
This study met its aims of exploring care experiences with prison officers working with young adult offenders on the OPD Pathway and has used this understanding to inform a model of care (Figure 1). The results demonstrate that prison officers’ care experiences are complex, dynamic and varied. Officers’ approach to caring for service users appears dependent upon an interaction between their own experiences of care, care related values, their relationship with individual service users and their own emotional state. Overall, participants reported finding the work both significantly stressful and highly rewarding. This mirrors findings by other studies investigating staff experiences of working with service users presenting with personality difficulties (Bond and Gemmell, 2014; Freestone et al., 2015; Kurtz and Turner, 2007).

The core category identified was relationships, with officers needing to receive care through relationships with colleagues, the organisation and the service, to support them in providing care to service users. There was a sense that many officers wanted care to be reciprocated in their relationships with service users; receiving care fuelled them to provide more care, whilst the inverse was also observed. Service users could provide care to officers by giving positive feedback, taking on board officers’ advice or showing interest in officers well-being. All of Tait’s (2011) typologies of care could be recognised within the sample in this study. The desire for reciprocal care appeared indicative of the ‘conflicted carer’ typology. Tait (2011) hypothesised ‘conflicted carer’ may have been the most prevalent typology due to prison structures and regimes preventing relationships developing between officers and prisoners. This seems an unlikely explanation for the current study, whereby relationships were encouraged by the OPD service. In line with previous research, officers described acting as attachment figures, with several relating to service users as children, and meeting service users’ emotional needs (Bond and Gemmell, 2014; Yalom, 1970). Almost all participants reported difficulties with seeking or accepting care, which can indicate attachment difficulties (Howe, 2011). These difficulties appeared to have developed during both officers’ upbringings and through negative experiences in the prison service. The intense environment and relationships with service users may trigger the officers own attachment vulnerabilities, but this hypothesis requires further investigation. If officers felt more cared for and safe within the prison system, they potentially would require less care from service users. 

  Participants emphasised the importance of understanding the links between service users’ histories and current behaviours for aiding compassion. Similar to Bond and Gemmell (2014), this research found officers developing close relationships with service users closely linked to the emotional impact of the work. Officers could feel hurt and angered when they invested in service users, to then perceive their efforts not to be appreciated, or feel let down by service users behaving poorly. At these times, support has been suggested to be key in containing officers to prevent them from non-consciously acting out intolerable feelings (Polen, 2010), in ways that are destructive to themselves or others e.g. punitive or inflexible responses (Moore, 2012). In the current study, officers reported clinical staff to provide this essential support and care, helping them to understand and contain their emotional responses, the majority of the time.  

Similar to Kurtz (2005), many of the difficulties and stressors experienced by officers were attributed to the prison system and management structures. Officers reported the prison system to be punitive, inconsistent and blaming, causing some officers to feel suspicious, defensive and fearful. There was evidence of splitting occurring, with officers perceiving the OPD service to be caring, whilst prison management were considered uncaring and enviously sabotaging their work, allowing a comparative state of self-idealisation (Obholzer and Roberts, 1994, pp. 13-16). Officers frequently expressed and normalised anger in the place of other emotions. Fear, in particular, appeared to be considered unacceptable and a sign of failing to cope. As in Kurtz’s’ (2005) study, OPD officers expressed a sense of safety with service users which they attributed to their relationships. Psychoanalytic theory would suggest fears regarding service users likely exist but are too overwhelming to acknowledge. They are therefore displaced, meaning the sense of threat is attributed to others (Bateman, 1996; Klein, 1946), potentially in this case, presenting as an exaggerated sense of persecution from the wider prison system. 

Most participants spoke about the use of humour and ‘banter’ within the officer team as a way of caring for each other, and managing stress and trauma experienced at work. As previously outlined, this has been proposed to be an organisational defence (Obholzer and Roberts, 1994), utilised to protect staff from anxiety. Largely, participants considered humour to be healthy and necessary, but some participants thought the over reliance on humour could become dismissive and avoidant of officers’ underlying distress. Conflict within the officer team was also prevalent, appearing to predominantly stem from disputes regarding service user care. Following incidents, some officers defended service users’ actions, whilst others advocated punishment, forgiveness or giving up on the service user. This could again be understood as splitting, with team members engaging with a projective process by unconsciously identifying with and acting out service user’s conflicting feelings (e.g. hopelessness, indignance, vengefulness) (Obholzer and Roberts, 1994; Smith, 1999). 

This research makes a unique contribution to the literature by investigating personal and contextual factors influencing officers’ caring approaches, in addition to environmental factors, within the context of young adult offenders engaging with an OPD service. Choices regarding profession are frequently influenced by a drive to work through past unresolved issues (Roberts, 1994, pp. 110-111). Participants frequently reflected on how their own experiences of being cared for and life experiences had shaped their understanding of care, value base, personal self-care/ emotional management skills and consequentially, their approach to caring for service users. For example, multiple participants spoke of having had strict and loving childhoods where parents enforced boundaries, leading them to believe in the importance of discipline and containment.

Participants were largely in agreement that the work is emotive and their capacity to care for service users diminishes when they are feeling distressed by personal or work-related issues, which may indicate burnout (Figley, 2013). At these times, officers can be more prone to becoming angry, avoiding, rejecting or doing the minimum required for service users. This may suggest that officers are more vulnerable to being pulled into damaging dynamics with clients (Moore, 2012; Ruszczynski, 2010) when they are distressed themselves. Officers responses also suggest most use defences such as suppressing/ repressing service user offences and cutting off from their own emotional responses to violence and self-harm, to enable officers to care for service users. Persistent use of such avoidant coping has been associated with higher levels of distress, post-traumatic stress disorder and depression (Ben-Zur, 2017; Penley, Tomaka and Wiebe, 2002).

[bookmark: _Toc34475582][bookmark: _Toc39146002]Strengths and Limitations

This is the only study to investigate prison officers’ personal factors (e.g. upbringing, personal relationship to care) which link to how they receive and provide care. It is also unique in focussing upon the experiences of officers working with young adult offenders displaying personality difficulties.

This study had a good response, with twelve out of fourteen officers working for the OPD service participating. Gaining twelve perspectives on a complex and broad topic, however, meant the results were challenging to synthesise and nuance.

Credibility checks are important to enhance the rigor and trustworthiness of qualitative research. Triangulation meetings were completed but member checks did not occur as planned. An overview of the results was sent to all participants with a request for feedback to ensure they were representative of their experiences, but no feedback was received. 

The researcher previously worked in this service as a member of the clinical team and was known to five participants. The service clinical lead was acting as an external supervisor and endorsing this research. These factors may have influenced what officers felt comfortable sharing about the clinical team. Familiarity with the researcher, though, may have encouraged participants openness about sensitive topics. It is recognised that the results have been interpreted through the lens of the researcher’s understanding of care, which is likely biased by their own life and occupational experiences.  

[bookmark: _Toc34475583][bookmark: _Toc39146003]Clinical Implications

Complex needs are common within the prison service, therefore, the learning from these participants may be of benefit to the wider workforce. The results demonstrate officers’ observations and beliefs that providing care to service users increases their wellbeing and reduces recidivism. In order to provide effective care, officers need to be cared for and supported themselves. Participants largely felt the OPD service team cared for them sufficiently and reduced their likelihood of burnout by offering training, supervision, emotional support, reflective practice groups and time away from the wing. Officers in the wider prison are not privy to such spaces and could benefit from regular (fortnightly) wing based reflective practise groups run by suitably qualified psychologists/therapists. 

Self-harm was frequently perceived to be manipulative and could trigger anger and distress for officers. More emotional support and training around understanding reasons for self-harm could be beneficial for officers. Officers work in a highly challenging environment where they are frequently exposed to traumatic events. There was evidence of vicarious trauma within the sample (McCann and Pearlman, 1990), with some officers sharing increased anxiety regarding safety, hyperarousal and intrusive thoughts. Introducing psychoeducation and discussions around self-care and trauma processing during officers initial training, may be helpful in preventing or reducing the impact of vicarious trauma within the workforce, and provide a base for ongoing discussions. If officers have a safe space to express their emotions, this may reduce their tendency to overuse avoidant coping.

Support from the prison was reported to be severely lacking and at times detrimental to officers’ wellbeing and service user care. Participants wanted prison management to increase their understanding, support and involvement in the OPD service, by spending more informal time on the wing and learning about the service. A more pervasive issue reported was the current prison culture, staffing levels and regimes not being conducive with caring for service users or prison officers. Officers commonly stated prior to joining the OPD service, they viewed challenging behaviour as a reflection of internal badness because they did not understand the links between childhood adversity and service user presentations. Gaining this understanding through OPD training and knowledge of service users’ history, was found to aid compassion and motivation to support service user’s displaying challenging behaviours. Offering prison wide training to officers and managers on the impact of adverse childhood experiences, could assist in facilitating understanding and compassion for service users, promoting initial steps towards trauma informed care. 

[bookmark: _Toc34475584][bookmark: _Toc39146004]Future directions

The prison officers who participated in this study were working with a unique population of young adult offenders, indicated to experience personality difficulties. It would be beneficial for similar studies to be conducted within OPD services in female prisons and adult male prisons, for the purpose of understanding if these results and recommendations can be more widely generalised.  

Most participants felt the process of receiving care is transformational for service users in promoting rehabilitation and wellbeing. Further research is required to ascertain the impact of relationships on service user behaviour and reoffending. This could initially be explored through qualitative interviews with service users.

Participants acknowledged becoming attachment figures to service users and demonstrated some awareness of how their own personality interacts with the personality of service users. It may be beneficial for future research to explore prison officers’ attachment styles, and how they impact upon relating to and caring for service users with personality difficulties. 
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Instructions for authors
Thank you for choosing to submit your paper to us. These instructions will ensure we have everything required so your paper can move through peer review, production and publication smoothly. Please take the time to read and follow them as closely as possible, as doing so will ensure your paper matches the journal’s requirements. 

For general guidance on every stage of the publication process, please visit our Author Services website. 

For editing support, including translation and language polishing, explore our Editing Services website

This journal uses ScholarOne Manuscripts (previously Manuscript Central) to peer review manuscript submissions. Please read the guide for ScholarOne authors before making a submission. Complete guidelines for preparing and submitting your manuscript to this journal are provided below. 

About the Journal
Qualitative Research in Psychology is an international, peer-reviewed journal publishing high-quality, original research. Please see the journal's Aims & Scope for information about its focus and peer-review policy.
Please note that this journal only publishes manuscripts in English.
Qualitative Research in Psychology accepts the following types of article:
· Articles, Book Reviews
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Peer Review and Ethics
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Submissions for special issues will normally be announced via an advertisement in the journal, although suggestions for topics are always welcome. Book reviews will normally be suggested by the Reviews Editor, although unsolicited reviews will be considered. The journal will also review other relevant media as well as qualitative research software. 

Style Guidelines
Please refer to these quick style guidelines when preparing your paper, rather than any published articles or a sample copy.
Any spelling style is acceptable so long as it is consistent within the manuscript.
Any form of consistent quotation style is acceptable. Please note that long quotations should be indented without quotation marks.
Formatting and Templates
Papers may be submitted in Word or LaTeX formats. Figures should be saved separately from the text. To assist you in preparing your paper, we provide formatting template(s).
Word templates are available for this journal. Please save the template to your hard drive, ready for use.
If you are not able to use the template via the links (or if you have any other template queries) please contact us here.
References
Please use this reference guide when preparing your paper.
Taylor & Francis Editing Services
To help you improve your manuscript and prepare it for submission, Taylor & Francis provides a range of editing services. Choose from options such as English Language Editing, which will ensure that your article is free of spelling and grammar errors, Translation, and Artwork Preparation. For more information, including pricing, visit this website.
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Author details. All authors of a manuscript should include their full name and affiliation on the cover page of the manuscript. Where available, please also include ORCiDs and social media handles (Facebook, Twitter or LinkedIn). One author will need to be identified as the corresponding author, with their email address normally displayed in the article PDF (depending on the journal) and the online article. Authors’ affiliations are the affiliations where the research was conducted. If any of the named co-authors moves affiliation during the peer-review process, the new affiliation can be given as a footnote. Please note that no changes to affiliation can be made after your paper is accepted. Read more on authorship.
You can opt to include a video abstract with your article. Find out how these can help your work reach a wider audience, and what to think about when filming.
Funding details. Please supply all details required by your funding and grant-awarding bodies as follows: 
For single agency grants 
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Disclosure statement. This is to acknowledge any financial interest or benefit that has arisen from the direct applications of your research. Further guidance on what is a conflict of interest and how to disclose it.
Data availability statement. If there is a data set associated with the paper, please provide information about where the data supporting the results or analyses presented in the paper can be found. Where applicable, this should include the hyperlink, DOI or other persistent identifier associated with the data set(s). Templates are also available to support authors.
Data deposition. If you choose to share or make the data underlying the study open, please deposit your data in a recognized data repository prior to or at the time of submission. You will be asked to provide the DOI, pre-reserved DOI, or other persistent identifier for the data set.
Supplemental online material. Supplemental material can be a video, dataset, fileset, sound file or anything which supports (and is pertinent to) your paper. We publish supplemental material online via Figshare. Find out more about supplemental material and how to submit it with your article.
Figures. Figures should be high quality (1200 dpi for line art, 600 dpi for grayscale and 300 dpi for color, at the correct size). Figures should be supplied in one of our preferred file formats: EPS, PDF, PS, JPEG, TIFF, or Microsoft Word (DOC or DOCX) files are acceptable for figures that have been drawn in Word. For information relating to other file types, please consult our Submission of electronic artwork document.
Tables. Tables should present new information rather than duplicating what is in the text. Readers should be able to interpret the table without reference to the text. Please supply editable files.
Equations. If you are submitting your manuscript as a Word document, please ensure that equations are editable. More information about mathematical symbols and equations.
Units. Please use SI units (non-italicized).
Using Third-Party Material in your Paper
You must obtain the necessary permission to reuse third-party material in your article. The use of short extracts of text and some other types of material is usually permitted, on a limited basis, for the purposes of criticism and review without securing formal permission. If you wish to include any material in your paper for which you do not hold copyright, and which is not covered by this informal agreement, you will need to obtain written permission from the copyright owner prior to submission. More information on requesting permission to reproduce work(s) under copyright.
Submitting Your Paper
This journal uses ScholarOne Manuscripts to manage the peer-review process. If you haven't submitted a paper to this journal before, you will need to create an account in ScholarOne. Please read the guidelines above and then submit your paper in the relevant Author Center, where you will find user guides and a helpdesk.
If you are submitting in LaTeX, please convert the files to PDF beforehand (you will also need to upload your LaTeX source files with the PDF).
Please note that Qualitative Research in Psychology uses Crossref™ to screen papers for unoriginal material. By submitting your paper to Qualitative Research in Psychology you are agreeing to originality checks during the peer-review and production processes.
On acceptance, we recommend that you keep a copy of your Accepted Manuscript. Find out more about sharing your work.
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Custodial Staff Working in the [name] Service Wanted 

It is recognised that custodial staff based in the [name] service are in unique and challenging roles, caring for highly complex prisoners.

Would you be willing to speak privately about what ‘care’ means to you and share how you demonstrate care to prisoners engaged in the [name] service?  

Interviews will take place for approximately 50-70 minutes at HMP/YOI [prison]. You may participate when you are allocated to intervention officer duties. 

If you are interested in participating or for would like further information, please read the participant information sheet and contact Laura Frost at Laura.Frost@student.staffs.ac.uk.
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INFORMATION SHEET FOR PARTICIPANTS





Title of study 
Exploring care with custodial staff working with young adult offenders on the Offender Personality Disorder Pathway

Invitation Paragraph
My name is Laura Frost and I am a Trainee Clinical Psychologist at Staffordshire University. I would like to invite you to participate in this research project which forms part of my Doctorate in Clinical Psychology. Before you decide whether you want to take part, it is important for you to understand why the research is being done and what your participation will involve. Please take time to read the following information carefully and discuss it with others if you wish. Contact me if there is anything that is not clear or if you would like more information.

What is the purpose of the study?
This study aims to explore the experiences of custodial staff working with young adult offenders on the Offender Personality Disorder Pathway. It is recognised that many of the prisoners you work with have experienced complex trauma and can present with highly challenging behaviours. We are interested in understanding how you approach offering care to prisoners in the [name] service. Care is a concept which not commonly associated with the prison officer role but it is central to the prison officer and prisoner relationship, especially within therapeutic environments. We would like to explore what ‘care’ means to you and to understand what has influenced your understanding of care. 

Custodial staff have been chosen to take part in this research because you are the staff who spend the most time with prisoners and there is little research currently in this area.

Why have I been invited to take part?
You are invited to take part if you are a member of custodial staff working with young adult offenders on the Offender Personality Disorder Pathway. This is inclusive of prison officers, senior officers and governors who have been permanent members of staff in the [name] service for at least six months. 

What will happen if I take part?
To take part in this study you will be asked to attend one face to face individual interview with the researcher. It is estimated that this interview will take between 50 and 70 minutes; no more than 90 minutes. With your consent, the interviews will be audio recorded, the researcher will indicate the start of the recording. We would like to discuss your understanding of ‘care’ and find out how you do care for these prisoners in the system that you work within. You may be asked some questions about your personal attitudes towards receiving care from others and your support needs.

The interviews will take place in the [letter] Wing clinical staff area at HMP/ YOI [prison]. It has been confirmed by Dr Abdullah Mia that prison officers can be released from intervention officer duties to enable you to participate. 

After your interview, you will be invited to an additional meeting with the researcher to discuss the emerging results. The purpose of this is to feedback the initial results to ensure that you feel your views and experiences are represented. This is non-essential to your participation in the study.

Do I have to take part?
Participation is completely voluntary. You should only take part if you want to and choosing not to take part will not disadvantage you in anyway. Once you have read the information sheet, please contact us if you have any questions that will help you make a decision about taking part. If you decide to take part we will ask you to sign a consent form and you will be given a copy of this consent form to keep. hoping

What are the possible risks of taking part?
You may consider care to be a sensitive topic which causes you some distress to discuss. You can be reassured that you will not be directly asked to share your own personal childhood experiences of care, but you are welcome to discuss this area if you want to. Below are details of sources of support that you can contact if you feel it is necessary. You may choose to discuss your participation in this study with your clinical supervisor.  

What are the possible benefits of taking part?
You may not experience any direct benefits from participating in this study. You may find it beneficial to have the opportunity to explore your own perceptions of care. This study recognises the unique, challenging and specialist role that custodial staff working in the [name] service have; participants may find it helpful to voice their experiences in this context. It might also be useful for you to talk about any support needs you may have.

Data handling and confidentiality
Your data will be processed in accordance with the data protection law and will comply with the General Data Protection Regulation 2016 (GDPR). 
At the beginning of your research interview, you will be allocated a unique identifying number which will be saved onto a password protected word document alongside your name. Only the principal researcher will have access to this word document. Your research interview will be audio recorded. The data from the audio recording will be written up and labelled by your unique identifying number, what you say will be made anonymous. We will change your name and any specific information that may identify you to others. The written up anonymised information will be stored on a password protected memory stick and kept in a secure locked space at Staffordshire University for ten years, after which time it will be destroyed. Only the research team will have access to the anonymised data. The audio recording and any document with your name on it (e.g. consent form, unique identifying number word document) will destroyed when the study has been completed in June 2020.

This is a small scale research project involving custodial staff from HMP/ YOI [prison]. Quotes from what you say in your interview may be included in a research paper for publication. These quotes will be anonymised by removing names and other identifiable information. However, there is a small risk that people who know that you have participated may be able to guess which quotes relate to you. 

Confidentiality may be broken if you disclose information about yourself or someone else potentially being at risk of serious harm. If you disclose any serious clinical practice issues (e.g. physical abuse or neglect of prisoners), the Ministry of Justice (2016) whistleblowing and raising a concern procedure will be followed. This would initially involve raising the concern with the service clinical lead, Dr Abdullah Mia and the governor of [letter] Wing. Dependent upon the nature of the concern, a meeting may be arranged to decide how the concern will be taken forward, this may be by an internal inquiry or formal investigation. Where possible, this would be discussed with you first. 

Data Protection Statement
The data controller for this project will be Staffordshire University. The University will process your personal data for the purpose of the research outlined above. The legal basis for processing your personal data for research purposes under the data protection law is a ‘task in the public interest’ You can provide your consent for the use of your personal data in this study by completing the consent form that has been provided to you. 

What if I change my mind about taking part?
You are free to stop the interview and withdraw at any point of the study, without having to give a reason. Withdrawing from the study will not affect you in any way. You can choose not to discuss certain topics during the interview. You can contact us and ask to withdraw your data by providing your unique identifier number for two weeks following your interview and your data will be destroyed. After this two week period, your data will have been analysed and withdrawal will no longer be possible. 

If you choose to withdraw from the study during the two weeks following your interview, we will not retain any information that you have provided us as a part of this study. 

What will happen to the results of the study?
This study will be completed by June 2020 and the results will be written up into a paper intended for publication in a peer reviewed journal, the project may be presented at a conference. Results from the study will be fed-back to the [name] multidisciplinary team. You can contact the principal research (contact details below) if you wish to receive a summary of the research findings. 

Who should I contact for further information?
If you have any questions or require more information about this study, please contact me using the following contact details: 

Laura Frost
Principal Researcher
Laura.Frost@student.staffs.ac.uk

You are welcome to contact the supervisors for this study using the following contact details:

Dr Helen Scott		
Research Supervisor		
H.Scott@staffs.ac.uk 

Dr Abdullah Mia
External Supervisor
Abdullah.Mia@hmps.gsi.gov.uk  



What if I have further questions, or if something goes wrong?
If you feel that you need additional support after participating in this study, you can contact the following services: 

Samaritans: http://www.samaritans.org, 08457 90 90 90 (24 hours). 
Mental health charity MIND: http://www.mind.org.uk, 0300 123 3393 
Staffordshire mental health helpline: https://www.brighter-futures.org.uk/staffordshire-mental-health-helpline/, 0808 800 2234
You can speak to your clinical supervisor or Dr Abdullah Mia. Alternatively, you can seek support from the staff care team at HMP/ YOI [prison].
You may choose to speak to your GP about options for further support if required. 

If this study has harmed you in any way or if you wish to make a complaint about the conduct of the study you can contact the study supervisor or the Chair of the Staffordshire University Ethics Committee for further advice and information: 
 

Thank you for reading this information sheet and for considering taking part in this research.
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PARTICIPANT CONSENT FORM

Project Title: Exploring care with custodial staff working with young adult offenders on the Offender Personality Disorder Pathway

Name of researcher: Laura Frost

Please sign your initials in each box

1) I confirm that I have read and understand the participant information sheet for the above study. I have had the opportunity to consider the information, ask the research team questions and have had my questions answered satisfactorily.  


2) I understand that my participation is voluntary and that I am free to stop the interview at any time without giving a reason. I understand that I am free to withdraw my information for two weeks following my interview without giving a reason. 


3) I consent to the use of audio recording, and understand that what I say may be quoted verbatim in a report for publication. No information that identifies me will be reported.


4) I agree to take part in the above named study


5) I agree to be contacted for an additional meeting to discuss the emerging results of the study. I understand that this not essential.  
OR I do not wish to be contacted for an additional meeting to discuss the emerging results of the study



Participant’s Name: 				Signature:		         Date:




Researcher’s Name: 				Signature:		         Date
[bookmark: _Toc34475593][bookmark: _Toc39146014]Appendix 7: Example of Reflective Log

I have been feeling really anxious about these interviews, so much so I often haven’t slept or have only slept for a few hours before each interview. This is frustrating because it’s impacting on the quality of the interviews and it’s unusual for me to be this anxious, I’m not quite sure what the anxiety has been about. I have noticed my perfectionist tendencies being triggered by this project, I think because I have become so invested. The officers have shared a lot with me and I have a strong desire to do right by them and get this right. They have spoken a lot about feeling uncared for by systems and society and I don’t want to replicate that, I want them to feel that I care. The officers talk about the dangers of caring too much and how this can lead to burnout. Is the impact of me caring too much going to mean that I burnout and can’t produce a good quality project? 
I relate strongly to the younger officers in the team, during their interviews I was reminded a lot of my own experiences when I first began working in secure services, aged 22. The impact of being surrounded by experienced staff and feeling the need to prove myself whilst hiding my anxiety, limited confidence and fear. I also related strongly to their difficulties with seeking help due to a desire to self-manage and not burden others. Whilst coding, I am being extra careful to stick closely to their words rather than making assumptions about what they mean based upon my own experiences. These interviews felt very different and more comfortable for me than some of the interviews with older, male, experienced officers. Reflecting on this, I realised I felt intimidated by some officers. I sense that many of my own demographic characteristics (female, young, educated) hold limited value within the prison service and this at times has lead me to feel inferior and lacking power. Due to this, I sometimes have held back from asking questions which I feel might be too personal (e.g. around family, mental health), in case participates took offence or considered them inappropriate. 
I have noticed myself feeling sad much of the time whilst coding the interviews. Coding has been an intensive process, and prolonged exposure to the topic is causing me to think about my own childhood care experiences. Growing up with and attempting to support my sibling with complex physical and mental health difficulties, I have developed beliefs about how I think people with these such difficulties should be cared for. I have been monitoring and discussing these beliefs within my own therapy to try and prevent me from imposing them or judgements upon the data.   
[bookmark: _Toc34475594][bookmark: _Toc39146015]Appendix 8: Examples of Memos

Transformative Journey
· Several people have touched upon self-discovery whilst working on the service. Such as, gaining insights into own mental health and the impact of supressing things. Learning new skills which are beneficial to the wellbeing of self and family members (Ali, Billy, Robin)
· Several were surprised by their ability to think and reflect, they said they wouldn’t have been able to sit and talk with me in this way prior to working on the service (Drew, Billy, Jordan)
· Jordan- gaining insights into how others perceive her and recognising she is disconnected from emotions 

Personal Relationship to Care
· Mixed responses- most uncomfortable with care as not used to receiving care in the prison service
· Suspicious of peoples intentions when they offer care (Drew), several needed to build trust and expect their confidentiality to be breached (Ali, Billy, Alex).
· Some see themselves as independent and manage themselves- don’t need care (Frankie, Morgan, Jordan)
· Want people to notice you need care and not have to ask for it, then will accept it. Only ask for help in a crisis (Jamie)
· Seek care within the context of relationships- only ask certain people for help (Ashley, Carmen, Ali)
· Some can be rejecting of care when it’s offered to them (Ali, Jordan)
· Someone displays distress through aggression (slamming doors, shouting) and being grumpy (Alex)

Prison Culture/ Societal Influences
· Prison culture- stereotypes of officers as uncaring, masculine and uneducated. Prison don’t care for their staff, no participants would use the care team, management don’t believe in stress, don’t support staff, normalise highly abnormal and distressing events (Robin, Carmen, Toby, Billy, Drew). 
· Prison historically dominated by male, military staff, lots of discipline and limited care. Those who showed care would be mocked- “fluffy” (Billy)
· Culture of masculinity within society- men should be tough and not express feelings or show emotional care. Translates to prison service (Billy)- relates to self-care and service user care. 
· Society changing and therefore prison population changing. More violent, less respect for authority (Billy, Toby)
· Society doesn’t care about prisoners- wants them locked away and punished
· Recognition by older officers that this has changed over the years, society care more about offenders now than they did historically (Drew)
· [bookmark: _Toc34475595]Prison officers also feel undervalued by society. Viewed as uneducated (Billy)
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	Theme
	Sub-category
	Quote

	
Relationships
	Relationships between officers and service users
	“if you have ten prisoners you would probably deal with them all differently through their personalities and through your own personality” (Robin)
“I am the same person here with these lads and everyone that I am with the people outside, with my friends” (Alex)
“I just kept those boundaries which I keep with my own family, with my own kids… and that’s how I went about it, parenting really” (Jamie)
“we used to be over flowing with staff here so… that lad would go behind his door by hook or by crook [restraint], but now you know that possibly … those staff aren’t coming so you have to build up that rapport and … that trust and that care element beforehand so you haven’t got to get into that situation” (Robin)
“sometimes there is an issue with me, sometimes I have issues I also get sore legs sore toes a sore head, I said so when I have these issues I need you [service users] to help me and understand” (Morgan)
“I tend to be able to connect and work easier with the lads who are more honest about how their feeling. The ones that tend to be more manipulative and say the right things at the right times… I find them hard harder to connect with” (Jamie)
“we can turn those people into really nasty people, because I can deny anyone a roll of toilet paper and deny that anybody ever asked for it” (Morgan)

	
	Lack of care in the prison
	(prison management actions) “…preventing me doing what I should be doing because I’m spending too much time now dealing with problems that aren’t NHS related, so now my input is being diluted” (Jamie)
[in the wider prison] “there’s no looking after, there’s no care really because the most important thing that you have to do is unlock and lock to make the day run smoothly… because of your staff capacity vs the people [prisoners] there’s just no time so you do nothing. So I quickly felt that all your doing is your harbouring people” (Morgan)
“we’re seen as the care bear wing… I got asked the other day if I hug prisoners” (Carmen)
“we all know that [service wing] and [PIPE wing] staff aren’t particularly liked around the jail, they think we’ve got it easy and they think we don’t help out around the jail, but that’s their opinion isn’t it, so like I say it doesn’t bother me really” (Frankie)
[in the wider prison] “The prisoners are always at you for doing something or needing something and the senior staff are always at you for not getting those things done. Nobody in that space ever separates you from the senior staff and your clientele and says what do you need? Never.” (Morgan)

	
	Care and conflict between officers
	“I enjoy like the comradery with the officers” (Frankie)
“a lot of splitting as well with staff and residents… I think certain members of staff and probably me unbeknown to myself have got their favourites and the ones that they don’t like and … when someone is getting a negative it’s well I wouldn’t give them that” (Drew)
“if I feel that I get along with a prisoner and want to help him out with something or let them out of their pad for five minutes and you get questioned on that sometimes and it’s like if I want to get a prisoner out of their cell or I want to help this prisoner that is my choice, what has it got to do with you?” (Ali)
“so always there’s somebody having a on a bit of a downer… and the other officers on are showing that caring side, somebody’s supporting somebody like oh you know lets come back into the world again” (Billy)
“there’s always people that have different opinions so sometimes you get annoyed with your colleagues rather than what the actual situation you’re talking about so because… they lose sense of reality sometimes I think” (Jordan)
“there’s so much accountability in this place and someone’s always going to get in trouble for a situation, so who can they pass that down to and deflect that onto” (Ashley)

	
	Being cared for by the service
	“somebodies always there now to make me understand why I have those feelings” (Morgan)
“we’ve got somewhere we can come and let it off our chest, the annoyances we’ve got” (Billy)
“I love the supervision that I have because it makes such a difference when you know someone might have really annoyed you, but I’ve got a lot of issues at home… and having that time with like (staff) and (staff) sort of pulling me in and going right sit down, tell me what wrong… having that support, I really value that on here because you don’t get it anywhere else” (Ali)

	
	Societal attitudes
	“people just sometimes think that we [prison officers] are… very uneducated, quite stupid, very simplistic” (Billy)
“what do you mean you’re doing that, they [service users] should be behind their doors 24/7” (Ali)
“So my family say we don’t know how you do this because if you’ve got a person in your system that’s say done the worst possible crime… you shouldn’t be caring for them.” (Morgan)
“she [family member] says oh they [service users] should get nothing anyway, bread and water… it’s like questioning then what I do as a prison officer and the value that my job has” (Toby)

	
Impact of care
	Emotional impact for officers
	“I love doing the interventions and I feel lucky to be on here and to be doing all this stuff that I know I wouldn’t get to do anywhere else” (Ashley)
“I struggle with the annoyance that comes from self-harm because … I struggle to move away from the manipulative side of things, I’ll do this if you don’t give me this” (Carmen)
“all of us as prison officers carry a level of stress around all the time that’s under the surface” (Toby)
“I’m constantly making sure [child’s] with me at all times or I can see her, you know just to because I’m so paranoid about someone taking [child]” (Ali)
“when they [service users] show me up and throw it back I’m like, so yeah I proper laid into him, I was just like you little bastard get behind your door” (Ali)
“I wouldn’t want, say for my keyworker when he gets released, for him to be back in [prison] in two weeks because it would feel like it was my fault” (Frankie)
“it’s that rejection from them [service users] that can really wind me up” (Jamie)
[when driving] “I’m constantly thinking is that someone following me and I will do something like go swap lanes, slow down to see what they do… that’s where the paranoia kicks in I guess… you can if you’re not careful, drive yourself crazy with all sorts of things” (Toby)

	
	Maintaining safety
	“we all need to care for the community, I care for staff and when the community’s working right everybody goes home safe and the lads [service users] are safe” (Drew)
“I wasn’t scared of the situation, of him with a weapon, because I knew he wasn’t going for me” (Frankie)
“I feel that I know what to expect at any given time from anyone of these lads on this wing because I now know their personalities, I know what their triggers are” (Morgan)
“For me [care] it’s about making somebody feel safe” (Toby)

	
	Impact of care for service users
	“I think just making a difference well for me it’s just helping them… reducing them reoffending again” (Frankie)
“when they come on here [to the wing]… it might take them awhile to adjust their behaviour but I find that most of the men tend to calm down” (Ali)
“sometimes it (care) can be quite overwhelming for them [service users] because it’s all of a sudden it’s something they haven’t experienced” (Jamie)

	
	Officer development
	“I’m definitely more relaxed with the lads when it comes to rules and stuff like that, I’m not as strict, I think I was quite stubborn and sometimes there is a bit of leeway” (Frankie)
“I’ve only recently become aware probably during supervision that perhaps I do come across a bit cold, not showing my emotions enough…” (Jordan)
“I didn’t realise I had a problem with emotions until one I started seeing my counsellor and then I started the service. There’s when you’re sort of listening to some of the groups you think I do that (laughs) maybe I need therapy” (Ali)
“I’ve got to think to myself why am I thinking like that? Now as I’m growing more accustomed to what we’re doing I’ve got to understand maybe that is because there is an underlying issues and not just because he’s naughty.” (Morgan)

	
Development of caring approach
	Upbringing dictating beliefs about care
	“I understand what you’ve gone through and I respect you but I can’t relate to that because that’s not where I’m from” (Robin)
“I’m the tough one you know because I’ve come from a tough background, tough housing estate where you was meant to be, well that was a case of surviving that was” (Billy)
“I’ve been raised with quite good morals I think” (Ashley)
“I did get punished physically but I did something wrong, so at school I got punished if I did something wrong” (Toby)
“I had a very strict upbringing but very open” (Morgan)
“I’ve always been like the rescuer or the fixer and I think that’s what I do and I think that’s why I enjoy the job we do because I can do that on a daily basis to help people and I enjoy it” (Ali)
“I had a bit of involvement from services like growing up and stuff, so I suppose seeing them made me want to do it [work in care services]” (Frankie)
“I believe it’s [caring] always been in my nature from growing up, to family, to obviously marriage, kids, I think… it’s a side of me which is probably my strengths” (Jamie)

	
	Life experiences
	“And I know we all experience these issues but I don’t come from a background where I’ve ever experienced these things. My children don’t behave that way” (Morgan)
“I didn’t have any kids then [prior to being an officer], I wasn’t in a relationship then. So that my views of life, my views of care, my perception of care would have been completely different” (Robin)
“my life skills that I have, I can teach them [service users] how to behave how to respond to questions and answers” (Morgan)

	
	Managing own emotions
	“I rant and rave a lot… I slam doors and stuff like that” (Alex)
“…when something horrible happens or we see something horrible we all kind of brush it off, put it to the back of our mind, we’re all tough prison officers we don’t need to let this affect us” (Ashley)
“So if I don’t drink if I don’t take drugs, if I don’t smoke, if I don’t fight with my family at home, when I come in on a morning, it’s perfect” (Morgan)
“first I’m good for me before I think of anybody else” (Morgan)
“something that we probably really neglect is just caring for ourselves” (Ashley)

	
	Relationship to care
	“ I feel like I’m just laying it on them and it’s I don’t want to put my issues onto them sort of thing because everyone got their own issues to deal with… I’ll deal with mine then I can be happy… I’ve done it for so long it’s sort of why change it now really” (Frankie)
“I don’t need personal care because I’m pretty okay” (Morgan)
“Sometimes it’s like I don’t want the help today, I don’t need to talk, I just want to sit here but so yes and no it depends really what’s going on in my head as to whether I want to sit and accept the help” (Ali)
“I have been offered erm like counselling and I turned it down because I knew that I could sort myself out” (Jordan)




[bookmark: _Toc39146019]Appendix 12: Participant Interview Schedule Version One

Interview preamble:
This study aims to broadly explore the experiences of custodial staff working with young adult offenders on the Offender Personality Disorder Pathway. It is recognised that many of the prisoners you work with have experienced complex trauma and can present with highly challenging behaviours. We are interested in understanding your perspective of care and how you experience caring for prisoners in the [name] service.

Do you give your consent for me to audio record this interview?

Turn audio recorder on.
As stated in the participant information sheet, everything you say in this interview will be kept confidential unless you share anything which suggests there is a risk of harm to yourself or others. 
Your interview data will be anonymised by removing your name and anything else which could identify you. Due to the small sample, there is a slight risk that participants may be able to identify each other from the results. 

You can take a break or end the interview at any stage. 
Any questions?

Interview guide to be shared with participants. 


1. What is your understanding of care? 
What does care mean to you? What do you imagine when you think of care? Has your view of care changed over time?

2. What has helped to shape your understanding of care? 
What factors in your life might have influenced your understanding of care? Why do you think you see care in this way? 

3. How do you demonstrate care for traumatised clients with interpersonal difficulties? 
Can you give an example of a time you have acted caringly towards a client? What is it like to care for this population? 

4. How do you feel about personally receiving care from others?  
How do you respond when care is offered to you?

5. What would you need to support you in providing care to prisoners? 
Is there anything that could help you to provide care? What support is helpful/unhelpful?

6. Is there anything else that you would like to share?

Closing statements
Thank you for participating, is it okay for us to end the interview here? If you require any additional support, please refer to the sources of support listed on the participant information sheet.
You can withdraw your data for up to two weeks following the interview.
It is hoped that the results will assist the service and organisation to understand and support custodial staff in your roles. The results will be submitted to an academic journal and fed back to the prison and the multidisciplinary team.  

I will now turn off the audio recording device. 
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[bookmark: _Toc39146020]Appendix 13: Participant Interview Schedule Version Two

Interview preamble:
This study aims to broadly explore the experiences of custodial staff working with young adult offenders on the Offender Personality Disorder Pathway. It is recognised that many of the prisoners you work with have experienced complex trauma and can present with highly challenging behaviours. We are interested in understanding your perspective of care and how you experience caring for prisoners in the [name] service.

Do you give your consent for me to audio record this interview?

Turn audio recorder on.
As stated in the participant information sheet, everything you say in this interview will be kept confidential unless you share anything which suggests there is a risk of harm to yourself or others. 
Your interview data will be anonymised by removing your name and anything else which could identify you. Due to the small sample, there is a slight risk that participants may be able to identify each other from the results. 

You can take a break or end the interview at any stage. 
Any questions?

Interview guide to be shared with participants. 

1. What is your understanding of care? 
What does care mean to you? What do you imagine when you think of care? Has your view of care changed over time?

2. What has helped to shape your understanding of care? 
What factors in your life might have influenced your understanding of care? Why do you think you see care in this way? 

3. Can you tell me about factors which impact your ability to care for clients? 


4. How do you care for yourself in your role? 

5. How do you feel about personally receiving care from others?  
How do you respond when care is offered to you? How do you feel about asking for help?

6. What would you need to support you in providing care to prisoners? 
Is there anything that could help you to provide care? What support is helpful/unhelpful?

7. Is there anything else that you would like to share?

Closing statements
Thank you for participating, is it okay for us to end the interview here? If you require any additional support, please refer to the sources of support listed on the participant information sheet.
You can withdraw your data for up to two weeks following the interview.
It is hoped that the results will assist the service and organisation to understand and support custodial staff in your roles. The results will be submitted to an academic journal and fed back to the prison and the multidisciplinary team.  

I will now turn off the audio recording device. 
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Word Count: 1391







This paper is not intended for publication. The report has been written in an accessible style aimed at prison officers, prison management staff and NOMS decision-makers. The results from the empirical study were sent to all participants with a request for feedback regarding the accuracy of the results to inform the writing of the paper. Unfortunately, no feedback was provided.












Exploring care with prison officers working with young adult offenders on the Offender Personality Disorder Pathway: Executive Summary

This summary presents an overview of a study exploring care related experiences of prison officers, largely focussing on the influences for and impact of the care that they provide. These officers were working on an assessment and treatment Offender Personality Disorder (OPD) pathway service, located within a young adult offenders’ prison. The background to the research, method, findings, recommendations and limitations are summarised below. 
Background to the research What is a personality disorder?
· The diagnosis of a personality disorder is often given to those who significantly struggle to manage their thoughts, feelings, behaviours and relationships. This can make it challenging for people to function in society and live a fulfilling life. 
· The term ‘personality disorder’ is often considered to be insulting and stigmatising, so the term ‘personality difficulties’ will be used in this report as an alternative.  



Within prison populations, 60-70% of prisoners are estimated to have personality difficulties, leading to higher risks of reoffending and poorer wellbeing. In the UK in 2011, the OPD Pathway was developed with the aim of reducing reoffending and improving wellbeing by helping staff to work with this population. The OPD Pathway has since been extended to working with young adult offenders who show signs of personality difficulties. In comparison to adult offenders, young adult offenders are thought to be more challenging to manage because they are more likely to reoffend, fight, self-harm, be assaulted, and are harder to engage (National Offender Management Service, 2015a). 

Caring for prisoners with personality difficulties
Care is often not a concept immediately associated with the role of prison officers, despite being positioned as a central value of the prison service (Pilling, 1992). Care involves responding to needs and encourages well-being in the person being cared for (Mayeroff, 1990). Prisoners with personality difficulties are often considered to be challenging for staff to care for due to high levels of: aggression, controlling behaviours, volatile relationships, substance misuse and self-harm (HM Prison and Probation Service, 2020).  No research has been conducted with prison officers supporting young adult offenders experiencing personality difficulties. This is an important area to explore because insights gained could lead to more attuned support or training for staff, which could indirectly benefit prisoners.

[bookmark: _Toc39146023]Research Setting
The study took place with officers working within a 30-bed residential assessment and treatment OPD service which opened in 2014, located on a 68-bed prison wing. This wing is situated within a prison for young adult males aged 18-25, serving long term sentences of four years to life. Prison officers working with the OPD service take on therapeutic responsibilities by supporting group therapy interventions and offering individual key worker sessions to prisoners, in addition to usual officer duties. 

[bookmark: _Toc39146024]Study Aims
· explore prison officers’ understanding of care and how this understanding had developed
· investigate how participants demonstrate care to service users on the OPD Pathway
· reflect upon participants’ own relationship to care and consider what support they might need to assist them in providing care. 

[bookmark: _Toc39146025]Research Methods
The study received approval from Staffordshire Universities Research Ethics Committee and Her Majesty’s Prison and Probation Service National Research Committee. The research followed a qualitative grounded theory approach, this approach aims to develop an explanatory theory which is closely linked to the data which has been collected. Inclusion criteria 
· Prison officers and custodial managers who were currently working for the OPD service.  
· Participants had to be permanent members of staff who had been working for the OPD service for at least 6 months. 
Exclusion criteria  
· Clinical staff (e.g. nurses, psychologists, therapists) and administration staff.




[bookmark: _Toc39146026]How was the data collected?
The administrator for the OPD service sent an email containing information about the study to all officers who worked in the service. The service clinical lead gave permission for officers to attend the interviews, if they wanted to, whilst they were on intervention officer duties. Those officers who wanted to take part signed a consent form and attended an audio-recorded interview with the researcher, which took place within the prison. 

[bookmark: _Toc39146027]Participants
· Eight men and four women.
· Ten prison officers and two custodial managers.
· Ages ranged from 22 to 56 years old (mean age of 42).
· Length of time participants had served as prison officers ranged from 14 months to 29 years (mean of 12.6 years).
· Participants had worked on the OPD service for between one year and five years (mean of 2.2 years).

[bookmark: _Toc39146028]Analysis 
The data was analysed in line with the grounded theory methodology, as outlined below.


[bookmark: _Toc39146029]Key Findings
The results were made up of the below three categories, each with multiple sub-categories.Development of officers caring approach 
· Officers spoke of how their caring approach had developed (due to maturity, having children, prison experience) and how they use their life experiences to care for prisoners. 

“I try and teach them methods to stop self-harm. It’s all the stuff that I learnt when I was younger and stuff that helped me stop self-harming”

· Officers recognised the need to be emotionally well and manage their emotions, to best care for prisoners. Most require some form of care, but could find care difficult to ask for/ accept.

“as prison officers we’ll moan when we’re not getting it [care] but when we’re getting it it’s uncomfortable and we shun it”


Impact of caring
· It was widely believed that prisoners benefited from being cared for, with care increasing their wellbeing, reducing their risks of re-offending and teaching them self-care. 

“what a massive change, he isn’t getting any negatives anymore and he’s coming out of his cell, his cell’s tidy, he’s tidy, he’s coming knocking on the door seeing how you are”

· Care was felt to help officers maintain wing control, keeping themselves and prisoners safe.

“I’ve been assaulted once in 15 years… I try and treat people with respect and dignity and I think if you try and do that, you get it back”

· Officers found their role rewarding, but it also brought up feelings of anger, stress and anxiety. Officers strong emotional responses could sometimes impact upon prisoners care.


Relationships
· Relationships was the core theme, officers need to receive care to provide care to others. 
· Officers generally found it easier to care for prisoners who: responded positively to them, they understood, they liked and could relate to. 

“some individuals, if I don’t like them, if I struggle to relate to them then I can be less caring, I can shy away from them”

· Officers described feeling uncared for by the wider prison (management and other officers). 
· Many officers reported feeling cared for by the OPD service who provide additional support.
 
“this service is good because you’ve got like reflection spaces and supervision spaces and I think that’s what helps us get through. I think without that you would just burn-out”


[bookmark: _Toc39146030]Recommendations
· Officers believed care increased prisoner wellbeing and reduced recidivism. For officers to provide this care to prisoners, officers need to be cared for and supported themselves. 
· Officers in the wider prison could benefit from regular (fortnightly) wing based reflective practise groups, run by suitably qualified psychologists/ therapists.
· More emotional support and training around understanding reasons for self-harm could be beneficial for officers.
· Introducing psychoeducation and discussions around self-care and trauma processing during officers initial training may be helpful in reducing the negative impacts of trauma exposure, and provide a base for ongoing discussions/ support.
· Participants wanted prison management to increase their understanding, support and involvement in the OPD service, by spending more informal time on the wing and learning about the service. 
· Offering prison wide training to officers on the impact of adverse childhood experiences could assist in facilitating understanding and compassion for prisoners, especially when managing challenging behaviour. 
[bookmark: _Toc39146031]Limitations
· The researcher previously worked in this service as a member of the clinical team and the service lead clinical was acting as an external supervisor for the research. This may have influenced what officers felt comfortable sharing.
· An overview of the results was sent to all participants with a request for feedback but no feedback was received, meaning it has not been confirmed if these results accurately reflect officers’ experiences.



Dissemination
This research paper will be submitted to an academic journal in the hope it will be published.
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Memoing and reflective log- notes which were kept throughout the research process, which assist the development of the analysis


Initial Coding


Distinct coding


Overarching Categories


Transcription


Model


All interviews were transcribed by the researcher


Each line of the data was given a descriptive code


Similar initial codes were merged together and named


Distinct codes where then grouped together to form categories


The categories from all participants were compared and organised into an explanatory model of care
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a8

HM Prison &
Probation Service

Anisa Mahmood

Business Administrator — Midland Psychology Service
Anisa.mahmood@hmps.gsi.gov.uk

% 0116 2283047 VPN: 70483047

- Based at HMP Leicester, Welford Road, Leicester, LE2 7AJ
Find me on People Finder

Preventing vie by changing lives

This e-mail is confidential and intended solely for the use of the individual to whom it is addressed. If you are not the intended recipient, be
advised that you have received this e-mail in error and that any use, dissemination, forwarding, printing, or copying of this e-mail is strictly
prohibited. If you have received this e-mail in error please contact the sender. Any views or opinions presented are solely those of the author
and do not necessarily represent those of HMPS. Although this e-mail and any attachments are believed to be free of any virus or other defects
which might affect any computer or IT system into which they are received, no responsibility is accepted by HMPPS, or it's service providers, for
any loss or damage arising in any way from the receipt or use thereof’
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Hi all

I am content with the response from Laura. | would advise that consent forms are stored at the university rather
than at the researcher’s home address.

Amy — anything to add?

w Nicola Payne

) Senior Forensic Psychologist — Midland Psychology Service
HM Prison &

" ) Nicola.payne@hmps.gsi.gov.uk
Probation Service = 1949 803930 VPN 7225 9390

- HMP Whatton, New Lane, Whatton, Nottingham, NG13 9FQ
Find me on People Finder

Preventing r 1
iy \

by changing lives

Please note that | work four days per week and while my usual day out of the office is Wednesday, this can vary.

This e-mail is confidential and intended solely for the use of the individual to whom it is addressed. If you are not the intended recipient, be
advised that you have received this e-mail in error and that any use, dissemination, forwarding, printing, or copying of this e-mail is strictly
prohibited. If you have received this e-mail in error please contact the sender. Any views or opinions presented are solely those of the author
and do not necessarily represent those of HMPS. Although this e-mail and any attachments are believed to be free of any virus or other defects
which might affect any computer or IT system into which they are received, no responsibility is accepted by HMPPS, or it's service providers, for
any loss or damage arising in any way from the receipt or use thereof’
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I am happy with Laura’s amendments as well but agree with Nic it would be better to store consent forms at the
University rather than the researchers home address.

Thank you Laura for providing such a clear response — the cover letter was very useful for me to review where
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Thank you for confirming this Nic,
Amy — if you do not have any more to ask, we can email the NRC with the final decision.
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advised that you have received this e-mail in error and that any use, dissemination, forwarding, printing, or copying of this e-mail is strictly
prohibited. If you have received this e-mail in error please contact the sender. Any views or opinions presented are solely those of the author
and do not necessarily represent those of HMPS. Although this e-mail and any attachments are believed to be free of any virus or other defects
which might affect any computer or IT system into which they are received, no responsibility is accepted by HMPPS, or it's service providers, for
any loss or damage arising in any way from the receipt or use thereof’
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135 Interviewer: So what changes might you see?
_________________________________________________ Frost Laura (RRE) MPFT
136  PPT: Well you get lads who come on here who won’t Fangag& with you, won’t talk to SU's Initially not engaging with staff

FROST Laura

137  you, they won't tell you anything about what’s happened and then a couple of
{ SU’s gradually becoming open with staff

138  months down the line you're sitting talking about their Eff

139  you and they’re actually calling you by your first name and sometimes looking at you Frost Laura (RRE) MPFT
SU’s seeing him as a Father figure

140 asa Fatherifigure aren’t they and just think that probably has happened before but
................................. ~| Frost Laura (RRE) MPFT

141 youdon’t notice it do you you know and it’s like you just wake up one horning|and Suddenly noticing change
142  think what a massive change, he isn’t getting any negatives anymore and he’s l Frost Laura (RRE) MPFT
________________________________________________________________________ SU’s caring for themselves

Frost Laura (RRE) MPFT
SU’s being interested in staffs wellbeing- show care

143 coming out of his cell, his cells Fidy{ he’s tidy you know he’s coming knocking on the {

144  door seeing f\ow{you are, just saying morning which you don’t get on any of the

145 bther|wings do you, it’s just and some of these lads are the most troubled lads in the

"7 Frost Laura (RRE) MPFT
SU’s caring for staff specific to this wing

146  prison and you think

. . . Frost Laura (RRE) MPFT
147  Interviewer: And what do you think has made those changes? l Being honest with SU's
Frost Laura (RRE) MPFT
148 Giving control over own treatment within prison boundaries
149 Frost Laura (RRE) MPFT
Empowering environment
150

| Frost Laura (RRE) MPFT
Teaching SU’s basic skills to care for themselves

151  them, simple little things like ironing and cooking some some couldn’t even make

152  toast you know when we first got the toasters on here it was like what’s that and l Frost Laura (RRE) MPFT
_______________ SU’s not knowing self-care basics
A , .
153 when we took them cooking it was | don’t even know how to kooki iron, some of I Frost Laura (RRE) MPFT
154  them might not even know how to wash and | think just by somebody showing ==1] SuPporting SU'S wilcn they meke mistelezs

155  things and even when they }ﬁesﬁup picking them up and dusting them off and

Frost Laura (RRE) MPFT
SU’s used to being abandoned after mistakes

156  carrying on, where you probably found that if they’ve been in foster care when they
157 messupa kouple| of times that’s it they get another foster care and another foster {

158  care where shocks and that we just pick them up, dust them down and say right lets l Frost Laura (RRE) MPFT
-------------------------------------------------------------- Losing some SU’s, not always successful

159  have another go doesn’t it you know. Not leverybody|succeeds we do lose people
-------------------------------------------------------------------- l Frost Laura (RRE) MPFT
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