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THESIS ABSTRACT
This thesis aims to add to the body of literature on forensic service users (FSUs).  Literature around forensic service users focuses heavily on the prevalence and reoffending rates.  It has been widely accepted within forensic services that FSUs developing empathy reduces the likelihood to re-offend and return to services.  Coupled with this, the ‘lived experience’ of FSUs is less often the focus of research with this population.  Three papers are presented within this thesis.  
Paper one is an overview of the current literature on the effectiveness of enhancing empathy within interventions for intellectually disabled service users who have engaged in sexually abusive behaviour.  A total of 12 studies were reviewed and critically appraised.  A synthesis of the findings is provided within this paper.  The findings of the review indicated group Cognitive-Behavioural Therapy interventions enhance empathy for this population.  The results can provide support to clinicians in delivering effective interventions for this population. 
Paper two is the empirical research which was completed due to gaps in the literature.  Three FSUs having experienced recall under the Mental Health Act (1983 as amended 2007) were interviewed to better understand their experiences of recall.  Thematic analysis was utilised to analyse the data.  Four themes were identified; ‘managing expectations’, ‘others doing to them’, ‘rebelling and taking control’, and ‘trusting relationships’.  This research suggests FSU inclusion in the discharge process might lead to better outcomes.  
Paper three is an executive summary of the research.  This has been written in an accessible manner for FSUs with and without intellectual disability.  This paper outlines FSUs experiences of recall and provides recommendations on how best to support FSUs through the discharge process.  





Paper 1: Literature Review


How effective are interventions at enhancing empathy for service users with an Intellectual Disability who engage in sexually abusive behaviour?  A Review of the Literature.




Word Count: 7,548 





This paper has been written to the standard required for submission to publication in the Journal of Applied Research in Intellectual Disabilities (excluding word count).  Author guidelines for manuscript submission can be found in Appendix B. 

ABSTRACT
Background: There is limited but growing research into sexually abusive behaviour by individuals with an intellectual disability (ID).  Earlier studies have demonstrated deficits in empathy in sex offender populations; this deficit reduces individuals’ inhibitions to harm others.  Given this relationship between empathy deficits and sexual offending, targeted empathy interventions have been recommended with the aim of reducing sexually harmful behaviour.   This review aims to provide a comprehensive synthesis of research investigating empathy outcomes within interventions for individuals (adults and young people) with an intellectual disability who engage in sexually abusive behaviours.  
Method: Databases were searched for literature and a total of 12 studies fitting the inclusion criteria were included.  The Crowe Critical Appraisal Tool v.4 (Crowe & Sheppard, 2011) was used as a framework to appraise the articles.  
Results: The review indicated group Cognitive-Behavioural Therapy interventions can enhance empathy for individuals with an intellectual disability engaging in sexually abusive behaviour.  
Conclusions: Due to small sample sizes and lack of control groups these results should be viewed with caution and further research is required to provide knowledge and evaluations of outcomes. 
Keywords: Sexually abusive behaviour, harmful sexual behaviour, intellectual disability, sexual offenders, cognitive behavioural therapy, empathy.

INTRODUCTION
Two aspects within the treatment of sex offenders have been identified as important: cognitive distortions and victim empathy, it has been suggested these aspects are interlinked.  It is believed deficits within these domains acts as a disinhibitor to sexually abusive behaviour (Finkelhor, 1984; Hall & Hirschman, 1991), with both having been implicated in the onset of sexual offending (Lindsay, 2005; Sex Offender Treatment Services Collaboration-Intellectual Disability (SOTSEC-ID), 2010; Ward & Siegert, 2002).  It is proposed sex offenders have a state of reduced inhibition due to a lack of empathy which enables them to commit an act of sexual assault (Finklehor, 1984; Hall & Hirschman, 1991; Hockley & Langdon, 2015; Jollifee & Farrington, 2004; Marshall & Maric, 1996; Ralfs & Beail, 2012) especially against child victims (Becker et al., 1983; Marshall & Barbaree, 1990; Williams & Finkelhor, 1990).  This lack of empathy for others allows sex offenders to justify their behaviour eliminating feelings of guilt, shame or anxiety (Abel et al., 1989).  Therefore, within Criminal Justice Services, improving empathy has become a fundamental aspect of treatment programmes for sex offenders and is considered to be an important part of their recovery (Abel et al., 1989; Craig & Hutchinson, 2005; Marshall, 1996).  Due to this focus, assessments determining sex offenders’ risks explore the perpetrators’ perceived level of victim empathy.  Empathy is included as a risk indicator in assessments routinely used in practice, such as the AIM3 Assessment for adolescents (Leonard & Hackett, 2019), The Historical Clinical Risk Management-20 (Douglas et al., 2013), Offender Assessment System (Her Majesty’s Prison & Probation Service, 2002) and Assetplus (Youth Justice Board, 2014).  This has then led to empathy becoming a key component within interventions for sex offenders such as the Sex Offender Treatment Programme (SOTP), Adapted SOTP (ASOTP) and G-map (Good Lives Model; Ward, 2002).  
Empathy is a multidimensional construct requiring the ability to perceive, understand and feel the emotional states of others (Derntl & Regenbogen, 2014).  It is suggested the first two stages of Marshall et al.’s (1995) four-stage empathy model (emotion recognition, perspective-taking, emotion replication and response decision) are crucial to recognising and acknowledging another’s emotional state.  It is argued sexual offenders dissociate themselves from the victims’ distress due to a deficit in empathy at any one of these four-stages (Geer et al., 2000; Hanson & Scott, 1995; Hudson et al., 1993).  As a result, sex offenders fail to understand the emotional state of their victims enabling them to continue to engage in sexually abusive behaviour (Geer et al., 2000).  This allows for cognitive distortions allowing justification of their behaviour.  Research describes more specific constructs of empathy (i.e. victim empathy) that may be deficient (Marshall & Maric, 1996), such as cognitive empathy (perspective taking and acknowledging others’ feelings) and/or affective empathy (responding to others emotional state).  It is suggested empathy is the primary motivator for moral behaviour (Hoffman, 2000) with improvements in empathy gained through interventions providing a reduction in aggressive behaviours and promoting socially appropriate responses (Iannotti, 1978).  
[bookmark: _Hlk11056637]Research has evidenced lower empathy in ID populations compared with mainstream populations (Bachara, 1976; Eyuboglu et al., 2018; Langdon, Murphy, Clare, Stevenson & Palmer, 2011).  Those with an ID may have deficits in recognising emotions of others, especially those with Autism and it is suggested this social deficit has an impact on their ability to display empathy (Blair, 2005; Jones et al., 2010).  Research has shown ID non-sexual offenders and ID sex offenders have lower empathy than ID non-offenders, non-ID offending and non-offending populations (Bachara, 1976; Eyuboglu et al., 2018; Langdon et al., 2011) suggesting a lack of empathy may be associated with sexual offending in ID populations (Howlin, 2004).  Findings are however mixed, with Ralfs and Beail (2012) reporting no difference between empathy scores of sexual offenders with an ID and non-offender ID participants.  It has, however, been widely accepted in services there is a relationship between empathy and offending behaviour including sex offending (Hockley & Langdon, 2015; Jolliffe & Farrington, 2004). 
There are no agreed levels of prevalence for ID offenders (sexual and non-sexual).  This may be due to inconsistencies with definitions of ID and diagnosis.  Public Health England (Hatton et al., 2016) estimated around 2.5% of the population has an ID, researchers suggest this rate ranges from 20-30% in offender populations (Loucks, 2006).  It is recognised, ID individuals may be more vulnerable to abuse and exploitation contributed by social and empathy deficits.  These characteristics also make them more vulnerable to becoming perpetrators of crime and sexually abusive behaviour.  Due to the nature of an ID, this population require adapted assessments and interventions to help them understand the content.
In summary little has been researched into the effectiveness of sex offender programmes at enhancing empathy in ID individuals engaging in sexually abusive behaviour (SOTSEC-ID, 2010).  
Rationale for Review
Currently, empathy is viewed as an important component in treatment programmes as Prison, Probation and Youth Justice Services believe it reduces recidivism.  The efficacy of these interventions to improve empathy within ID populations displaying sexually abusive behaviour is uncertain.  Reviewing this is important for clinical practice and the development of effective treatment programmes for this population. 
Aims
This review aims to provide a comprehensive synthesis of research investigating empathy outcomes within interventions for individuals with an ID who engage in sexually abusive behaviours. 
Literature Review question: How effective are interventions at enhancing empathy for service users with an Intellectual Disability who engage in sexually abusive behaviour? 
Terminology
Intellectual Disability
The term ID is interchangeable with learning disability within the United Kingdom (UK) with the British Psychological Society (BPS) referring to ID, The National Institute for Health and Care Excellence (NICE) and the National Health Service (NHS) using the term learning disability.  There is a growing consensus that ID should be the preferred term to prevent confusion between learning disabilities and learning difficulties (BPS, 2015).  The term ID has been used throughout this review to provide consistency with the BPS and published articles. 
The BPS (2015) state three criteria need to be met for a diagnosis of ID; i) the individual has or is experiencing significant impairments of intellectual functioning (determined by educational background and a Full-Scale IQ (FSIQ) score <70 on the Wechsler Adult Intelligence Scale (WAIS) or Wechsler Intelligence Scale for Children (WISC)); ii) has or is experiencing significant impairments in adaptive behaviour; iii) both present in childhood.  
Sexually Abusive Behaviour
For this review, sexually abusive behaviour is non-consensual sexual behaviour either contact or non-contact in nature that would be viewed as a criminal act, including, sexual assault, rape, exposure, flashing, making, distributing or viewing indecent images of children, revenge pornography etc.  Harmful sexual behaviour is defined by the National Society for the Prevention of Cruelty to Children (NSPCC) as developmentally inappropriate sexual behaviour displayed by children and adolescents causing harm or abuse to another child or adult (Hackett, 2014).  When considering inappropriate sexual behaviour displayed by adolescents the emphasis is around developmentally inappropriate sexual behaviour taking into consideration the individuals age, cognitive abilities and their needs.  
For consistency, this review refers to sexually abusive behaviour or sexual offending to encompass inappropriate sexualised behaviour displayed by adults and adolescents, as is conceptualised within the UK.  
Empathy 
Empathy is a multidimensional construct requiring the ability to perceive, understand and feel the emotional states of others (Derntl & Regenbogen, 2014).  These constructs vary among theorists.  Empathy has been conceptualised as a four-stage process; emotion recognition, perspective taking, emotion replication and response (Marshall et al., 1995), with deficits at any stage impacting on overall empathetic skills (Marshall et al., 1995).  It is agreed, empathy is not only the ability to understand another’s mental state and perspective (cognitive) but also the affective response to another’s experience and emotions (Blair, 2005; Grant et al., 2018; Rogers et al., 2007; Smith, 2006). Both emotional and cognitive empathy are believed to be closely associated constructs being required to demonstrate empathetic responses (Baron-Cohen & Wheelwright, 2004; Blair 2005; Rogers et al., 2007; Smith, 2006).  This review has conceptualised empathy as a multidimensional construct requiring cognitive and affective abilities. 
Due to these conceptualisations measuring empathy is complex.  Self-report questionnaires are the most commonly utilised measure within research, such as the Interpersonal Reactivity Index (Davis, 1983) and the Victim Empathy Scale (Beckett & Fisher, 1994).  When measuring empathy in children, behavioural measures are favoured; including the Picture Viewing Paradigms (Westbury & Neumann, 2008)which assesses the ability to relate to feelings being shown in pictures and the Kids Empathetic Development Scale (Reid et al., 2011) that shows faceless pictures asking participants affective, cognitive and behavioural questions.  Brain scans are utilised by Neuropsychologists to elicit empathetic thinking by measuring brain activity responses when viewing static pictures or hearing stories of human distress.  They are interested in which areas of the brain responds and changes within brain activity. 

METHOD
This review was conducted in a systematic way enabling replicability (Booth et al., 2012).  
Scoping Searches
A scoping exercise was conducted initially to ensure viability for the review (Booth et al., 2012) to map a wide range of literature and identifying where gaps may lie.  For scoping purposes searches were undertaken of the Staffordshire University database, Google Scholar and the Cochrane Database for literature on empathy and people with an ID who engage in sexually abusive behaviour.   
A preliminary search of the available research revealed reviews had been conducted investigating treatment change within therapeutic interventions with ID forensic populations (Jones & Chaplin, 2017; Marotta, 2015).   The author found no reviews investigating intervention effectiveness on improving empathy.  This has formed the rationale for this review. 
The literature search was conducted in May and July 2019.  
Search Strategy
Four databases were utilised for this review; EBSCOhost, Scopus, Cochrane and Ethos. Table 1 details databases searched using the meta-search engine EBSCOhost.  Both title and abstract searches were undertaken.
	EBSCOhost databases searched

	MEDLINE
CINAHL Plus with Full Text 
SPORTDiscs with Full Text
eBook Collection (EBSCOhost)
PsycINFO
PsycARTICLES 
PsycBOOKS


Table 1: EBSCOhost databases included in the search 
The search terms (see table 2) were grouped into three categories to capture ID, empathy and forensic populations.  The search terms utilised to capture ID were learn* disab*, intellect* disab*, learning disorder, develop* disab*, Autism, Asperger, ASD and mental retard*.  To capture empathy search terms chosen were empathy, perspective tak*, apathy, theory of mind, moral reason* and mentaliz*.  To include forensic populations the search terms used were; forensic, crim*, offend*, prison*, sex* offen*, pedophil* and sex* assault*.  The search terms were derived after the scoping exercise utilising words commonly used, through consultation with an academic supervisor and a thesaurus.  In determining the search terms, consideration was given to the concept of cognitive and affective empathy (Derntl & Regenbogen, 2014).  Perspective-taking and theory of mind evidence cognitive empathy, mentalization displays affective abilities with moral reasoning and empathy combining the two.  It was perceived the literature in this area would not be considerable and as such the search was kept quite broad with the inclusion and exclusion criteria narrowing the search to include literature on interventions developing empathy.  

	Search Terms

	“Learn* Disab*” OR “Intellect* Disab*” OR “Learning disorder” OR “develop* disab*” OR Autism OR Asperger OR ASD OR “Mental Retard*”
	AND
	Empathy OR “Perspective tak*” OR Apathy OR “Theory of mind” OR “Moral Reason*” OR Mentaliz*

	AND
	Forensic OR Crim* OR Offend* OR Prison* OR “Sex* Offen*” OR Pedophil* OR “Sex* Assault*”



Table 2: Search terms and Boolean operators. 
The Boolean operator ‘OR’ was used to combine search terms within all databases.  ‘AND’ was utilised to combine levels of the search terms within EBSCOhost and Cochrane databases, SCOPUS provides the Boolean operator itself.  Truncations were operationalised to enable multiple spellings and deviations of words and terms (*), and quotation marks were utilised around phrases to ensure the concept was searched as a whole.  
Due to time constraints, the use of a second-rater for searching was not utilised.
Inclusion Criteria: 
· Participants with an ID.
· Participants had displayed sexually abusive behaviour.
· Evaluating empathy outcomes within interventions.
Exclusion Criteria: 	
· Articles not in English. 
· Non-empirical original research studies were not included in this literature review.
Publication bias
Publication bias is the phenomenon that published studies in peer-reviewed journals are more likely to report statistically significant results than studies which indicate a nonsignificant result.  Consequently, published research may not be representative of all research conducted.  Publication bias also includes biases by the authors which may ignore publications in languages they cannot read, grey literature and biases towards recently published studies.  It is important to consider this within systematic reviews as the studies reviewed may not represent all the research having been conducted. 
ETHOS was searched for grey literature with one thesis being identified after title and abstracts were read (Sinclair, 2011).  This thesis is a collection of unpublished studies conducted for the SOTSEC-ID programme.  These studies were later published in separate articles and are utilised within this review.  Due to this, this thesis has been excluded from the critical appraisal. 
Non-English language articles were excluded as the author was unable to translate the full text.  Where in English, the abstracts were read and were found not to be relevant to this literature review.  
Overview of the Search
The search results and selection process are detailed in figure 1 (PRISMA, 2009).  
Initially, 315 records were identified by the databases, a hand search of the relevant articles fully read yielded two articles to be considered.  After duplicates were removed (n=92), 225 articles title and abstracts were screened, of which 195 were excluded (see figure 1). The remaining 30 articles were fully read resulting in 18 being excluded due to; research comparing across populations (n=7), not evaluating empathy (n=6), literature reviews not focusing on empathy (n=4) and non-forensic populations (n=1).  A total of 12 studies were retained, reviewed and critically appraised for this review. 	
[image: ]
Figure 1: PRISMA flow chart of the search strategy 
Quality Appraisal Tool
Once articles were selected, a data extraction table was developed outlining the aims, participants, methods, analysis and findings (Table 3).  The articles were subject to critical appraisal allowing for the process of critical evaluation of research to consider its value (Aveyard, 2014; Yardley, 2000; Young & Solomon, 2009).  The Crowe Critical Appraisal Tool v1.4 (CCAT) was utilised for this review due to its ability to critically appraise different research designs (Crowe, 2013; Crowe & Sheppard, 2011; see appendix 1).  The tool consists of eight categories; preliminaries, introduction, design, sampling, data collection, ethical matters, results and discussion. Each category has item descriptors for prompts, allocation of ‘present’, ‘absent’, or ‘non-applicable’ are applied to the item descriptors to support with overall scoring of the categories.  Scores from 0-5 are allocated for each category yielding a total score out of 40.  A score of 0 indicates a low score for the category.  Higher scores indicate a greater quality of the article.  A percentage can be allocated from the overall score enabling a group of studies to be compared (Crowe, 2013).  Using this appraisal tool ensured a thorough consistent review of the quality of the studies.  

RESULTS
Overview of Studies
Twelve papers were included in this review with sample sizes ranging from 3-211.  A summary of the papers is provided in the data extraction table (Table 3). 
Five of the studies were an extension on other studies using the same participants with one being a follow-up study (Hays et al., 2007; Heaton & Murphy, 2013; Keeling et al., 2006; Keeling et al., 2007; SOTSEC-ID, 2010). Four studies related to the SOTSEC-ID group programme (Hays et al., 2007; Heaton & Murphy, 2013; Murphy et al., 2007; SOTSEC-ID, 2010).  Hays et al. (2007) gathered service user views on the SOTSEC-ID programmes and Heaton and Murphy (2013) completed a follow-up study with participants who engaged in the 2010 SOTSEC-ID study.  
Five studies were conducted in the community, four in a prison or secure setting, two were mixed context (community and secure settings) and one study did not report on the setting.  Nine studies were conducted within the United Kingdom, two were conducted in Australia and one in New Zealand.  Ten studies had exclusively male participants with two studies not reporting participant gender.  The mean age of participants ranged from 34.2 to 45.73 years, with the youngest participant being 17-years-old (Rose et al., 2002).  The FSIQ mean score ranged from 62.9 to 73.  
The studies varied in their design however none were considered true qualitative studies.  

	[bookmark: _Hlk11050989]Author, Year & Title
	Country & Setting
	Aims
	Participants
	Methodology
	Analysis
	Findings
	Limitations 
	CCAT Score (/40)

	Rose, Jenkins, O’Connor, Jones & Felce (2002) 
A group treatment for men with intellectual disabilities who sexually offend or abuse.
	UK, Specialist communi-ty ID team, NHS Trust.
	Evaluate group intervention for service users with an ID who sexually offend or have allegedly sexually abused others.
	n=6 (1 dropped out and data was excluded).
Males sexually offended or alleged, age range 17-43, 
mild - moderate LD (WAIS-R range 54-71).
 
Recruitment: Purposive sampling of those who had been referred to the service. 
	Intervention: 16-week therapeutic group, weekly 2-hour sessions. Therapeutic model for intervention not reported.

Data collection: Structured interviews, Questionnaire on Attitudes Consistent with Sexual Offending (QACSO), Nowicki-Strickland Scale, Sexual Behaviour & The Law Scale, and Victim Empathy Scale (VES). Pre, post, 3- & 6-8-month follow-up.




	Paired sample t-tests & descriptive analysis. 
	- One participants’ empathy score increased, indicating decreased empathy.  
- The VES scores for all participants fluctuated.
- No statistical significance for victim empathy from pre to post scores.
 
Other findings:
- No reported or suspected offending by any participants over a year
- All participants found the group helpful
	- Small sample size
- One participant IQ score >70
- Ethical approval not reported
- Descriptive results
- One participant struggled with the questionnaire which may have affected the results
- There is missing data affecting the validity of the results
- Limited detail on structured interview data
- No control group
- No follow-up data on measures
	29

	Author, Year & Title
	Country & Setting
	Aims
	Participants
	Methodology
	Analysis
	Findings
	Limitations 
	CCAT Score (/40)

	Keeling, Rose & Beech (2006) 
An investigation into the effectiveness of a custody-based cognitive-behavioural treatment for special needs sexual offenders
	Australia, correctional facility.
	Investigate the therapeutic outcomes of a custodial-based CBT programme for sexual offenders with special needs.
	n=18 (7 discharged during programme and data removed).  Gender not specified.
Sex offenders with special needs, mean age 35.22 years, FSIQ mean 71.78 (WAIS-III). 

Recruitment: Recruitment strategy not reported.
	Intervention: 1-year adapted group sexual offending CBT programme, 2.5 hours per session four times a week.

Data Collection: Loneliness Scale Revised (UCLA-R), Criminal Sentiments Scale, Miller Social Intimacy Scale, Modified Abel and Becker Cognition Scale, Victim Empathy Distortion Scale (QVES), QACSO, Self-Control Rating Scale (SCRS) and Paulhus Deception Scale. Pre & post treatment.

	Chi-square analyses, Independent t-tests, Paired sample t-tests, Reliable Change Index (RCI).
	- Chi-square analyses showed no significant differences pre-treatment scores between those who completed and those that did not complete the programme
- Significant positive changes post treatment for victim empathy.
- Large effect size for QVES
45% participants showed reliable change on the QVES. 

Other findings:
- Significant positive behavioural change post-treatment.
	- Small sample size
- IQ mean >70
- Ethical approval not reported 
- Consent and confidentiality not reported
- Limited details on sampling method and protocol
- No control group
- No follow-up data on measures
- Limited detail on the victim empathy component of the intervention
- Subject to social desirability bias (not reported by authors).
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	Author, Year & Title
	Country & Setting
	Aims
	Participants
	Methodology
	Analysis
	Findings
	Limitations 
	CCAT Score (/40)

	Hays, Murphy, Langdon, Rose & Reed (2007)
Group treatment for men with intellectual disability and sexually abusive behaviour: Service user views
	UK, 2x groups in community, 1x in secure setting, multi-site (9 sites).
	Ascertain the views of the SOTSEC-ID programme from participants.
	n=16
Males displaying sexually abusive behaviour with an ID, mean age 36.5 years and mean IQ 66.0 (IQ range 51-83, WAIS-III)

Recruitment: Community; participants telephoned and invited to take part.
Secure setting; approached by facilitator and invited to be part of the research and interview.







	Intervention: 1-year CBT group programme, 2 hours weekly.  

Data Collection: Semi-structured interviews approx. 30 minutes, 2 months after completion of group.

	Descriptive account of responses, responses coded & converted to percentages.
	- One participant mentioned victim empathy when asked what they learnt
- No participant mentioned empathy when asked what they did while on the group

Other findings:
- Majority of participants would engage in the group again.
	- IQ range >70, no reporting of how many exceed IQ of 70
- Limited detail of the intervention, referenced to another article
- Qualitative method and analysis may have yielded different results 
- Collection of data protocol limited
-  Group sizes not reported 
- No direct victim empathy question
- No follow-up data
- No control group
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	Author, Year & Title
	Country & Setting
	Aims
	Participants
	Methodology
	Analysis
	Findings
	Limitations 
	CCAT Score (/40)

	Keeling, Rose & Beech (2007) 
Comparing sexual offender treatment efficacy: Mainstream sexual offenders and sexual offenders with special needs.
	Australia, therapeutic unit within a correctional facility.
	Compare treatment outcomes in victim empathy and socio-effective functioning between sex offenders with special needs and mainstream sex offenders.  Additionally, to present follow-up sexually abusive behaviour data for sex offenders with special needs
	n=22
Gender not specified.
11 sex offenders with special needs, mean age 37.82 years, FSIQ mean 71.0 (WAIS-III).
11 mainstream sexual offenders mean age 45.73 years.

Recruitment: Purposive sampling.  Mainstream sex offender group had completed treatment and were matched to the special needs’ offenders on four variables.


	Intervention: 1-year adapted sexual offending group CBT programme, 2 and a half hours per session four times a week.

Data collection: QVES, Relationship Scales Questionnaire, Social Intimacy Scale, UCLA-R and Paulhus Deception Scale. Pre & post-treatment. Follow-up for special needs group on sexually abusive behaviour.
	Independent samples t-test, ANOVA, Repeated measure ANOVA, RCI. 
	[bookmark: _Hlk11143225]- Overall significant treatment change in special needs group when social desirability covariate removed. 
- Significant differences pre and post-treatment for the QVES (F(1,5)=8.31, p<.05).
- QVES showed highest participant change compared to other measures using RCI.

Other findings:
- On follow-up none of the sexual offenders with special needs had any further recorded sexual offences.
	- Mean IQ >70
- Limited information on the intervention, directed to an earlier article
- No facilitator details 
- Subject to social desirability bias (reported by authors)
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	Author, Year & Title
	Country & Setting
	Aims
	Participants
	Methodology
	Analysis
	Findings
	Limitations 
	CCAT Score (/40)

	Murphy, Powell, Guzman & Hays (2007) Cognitive-behavioural treatment for men with intellectual disabilities and sexually abusive behaviour: a pilot study
	UK, South London Boroughs, community.
	To describe a CBT programme for service users with an ID who sexually abuse.
	n=8 (Two participants repeated 2nd group, 10 data sets). 
Males displaying sexually abusive behaviour engaging with community LD teams.
Mean age for 10 data sets 37.7 years (excluding 2 who repeated, mean age 38.8), 8 participants full IQ mean 67(range 52-83) (WAIS-III). 

Recruitment: Two south London Boroughs.





	Intervention: 1-year sexual behaviour group CBT programme for ID males, 2-hour session once per week.

Data collection: Sexual Attitudes & Knowledge Scale (SAKS), QACSO, Sexual Offenders’ Self-Appraisal Scale (SOSAS), adapted VES (VES-A). Pre & post, and follow-up on reoffending rates.
	Wilcoxon Z & descriptive analysis.
	- Victim empathy improved significantly (10 data sets p<0.02, significant improvements when 2 repeated participants removed from group 2 p<0.05)

Other findings:
- Significant improvements on several measures. 
- At 6-month follow-up none had convictions for sexually abusive behaviour, three had engaged in sexually abusive behaviour.

	- Two participants IQ score >70 
- Small sample size
- Intervention was adapted but no detail as to how
- No facilitator details 
- Biases and confounding variables not discussed
- No follow-up on the measures
- No control group
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	Author, Year & Title
	Country & Setting
	Aims
	Participants
	Methodology
	Analysis
	Findings
	Limitations 
	CCAT Score (/40)

	Williams, Wakeling, Webster (2007) 
A psychometric study of six self-report measures for use with sexual offenders with cognitive and social functioning deficits
	England and Wales, Prisons (8).
	Establish the psychometric properties of 6 self-report measures.
Explore the sensitivity of assessment measures to potential treatment change
	n=211
Male prisoners IQ <80, mean age 40.3, FSIQ mean 71.9 (range 56-80, WAIS-R). 

Recruitment: Recruitment strategy not reported. 

	Intervention: Adapted Sexual Offender Treatment Programme (ASOTP)– 89 treatment sessions averaging approx. 200 hours total.

Data Collection: SOSAS, Sex Offenders’ Opinion Test (SOOT), Adapted Victim Empathy Consequences Task, Adapted Relapse Prevention Interview, Adapted Self-Esteem Questionnaire, & adapted UCLA. Pre & 6-week post.
	Repeated Measures ANOVA, Independent sample t-tests
	- Victim consequences task scores significantly increased pre- to post- group with large treatment effect.  
- Significant reduction in scores pre- to post-group on SOOT with a medium effect size
- Victim empathy increased and distortions about victims decreased after treatment (SOOT).
- Child molesters showed greater treatment change than rapists on the SOOT. 

Other findings: 
- All 6 measures were found to have reasonable psychometric properties 
- 5 of the measures are good indicators of treatment change (UCLA not sensitive to treatment change).

	- Some participants IQ >70, criteria IQ <80
- Ethical approval not reported
- Confidentiality not reported
- Limited information on sampling method
- Limited reporting of exclusion/inclusion criteria
- Limited detail of intervention content 
- No facilitator details 
- Confounding variables not reported
- Recruitment strategy not reported
- No control group
- No follow-up data
- Large number of missing data
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	Author, Year & Title
	Country & Setting
	Aims
	Participants
	Methodology
	Analysis
	Findings
	Limitations 
	CCAT Score (/40)

	Sex Offender Treatment Service Collaborative – Intellectual Disabilities 
(SOTSEC-ID) (2010)
Effectiveness of group cognitive-behavioural treatment for men with intellectual disabilities at risk of sexual offending
	UK, Multi-site (9 sites), NHS trusts, one Probation service. Community and secure units
	Provide a CBT group programme to males with an ID who have engaged in sexually abusive behaviour and evaluate treatment change.
	n=46
Males engaged in sexually abusive behaviour. 
Mean age 35.3 years, FSIQ mean 68 (range 52-83, WAIS-III).
 
Recruitment: Purposive sampling. Clinical teams identified participants meeting criteria.

	Intervention: 1-year adapted group sexually abusive behaviour CBT programme, 2 hours once per week.

Data Collection: SAKS, VES-A, SOSAS and QACSO. Pre, post and 6-month follow-up.

	Repeated measures t-tests for VESA, SOSAS and QACSO.  SAKS analysed by Wilcoxon matched pairs signed ranks test.   
	- Significant change between pre- and post-treatment for victim empathy (increased empathy) and maintained at follow-up.

Other findings:
- None of the participants committed non-sexual offences during the programme
- Three participants engaged in sexually abusive behaviour 
during the programme
- Men on the Autistic Spectrum significantly more likely to reoffend (Fisher’s exact test, P=0.02), victim empathy scores were not significant in respect of reoffending.






	- 15 participants had an IQ >70
- Data collection explanation referenced to another article
- Limited reporting on data collection protocol
- Biases and confounding variables not reported
- No control group
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	Author, Year & Title
	Country & Setting
	Aims
	Participants
	Methodology
	Analysis
	Findings
	Limitations 
	CCAT Score (/40)

	Newton, Bishop, Ettey, & McBrien (2011) 
The development of a sex offender assessment and treatment service within a community learning disability team (The SHEALD Project): Part 2
	South West England, Community Learning Disability team.
	Description of a sex offender treatment programme for ID clients and outcomes of the treatment programme. 
	n=13 (2 refused, 4 non-completers). 
Males displaying sexually abusive behaviour. Mean age 33.05, Mean IQ 62.9 

Recruitment: Referred to SHEALD (sexual harm exhibited by adults with a learning disability) by clinicians.
	Intervention: 1-year adapted CBT programme, 1st group weekly 4-hour group sessions, and 2nd group two 2-hours weekly sessions and every 4th session individual. 

Data Collection: VES-A, QACSO, Stable & Acute Dynamic Risk Tools. Pre, post & 12-month follow-up.
	Wilcoxon-signed ranks test & RCI
	- Most participants VES-A increased after victim empathy block 
- VES-A score returned to baseline at follow-up

Other findings:
- No significant results
- None displayed harmful sexual behaviour during treatment or follow-up
	- Ethical approval not reported
- Small sample size
- Unsure if consent gained
- Biases and confounding variables not reported
- Limited data collection protocol reported
- Victim empathy block may have left participants feeling shameful (content being 
reviewed by authors)
- No table of results presented 
- No control group
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	Author, Year & Title
	Country & Setting
	Aims
	Participants
	Methodology
	Analysis
	Findings
	Limitations 
	CCAT Score (/40)

	Craig, Stringer & Sanders (2012) 
Treating sexual offenders with intellectual limitations in the community
	UK, Community Probation Services. 
	Evaluate a community-based programme for sex offenders with intellectual limitations
	n=14 (2 dropped out).
Male contact sex offenders on licence or probation order, mean age 35 years, mean FSIQ 73 (WAIS-III) 

Recruitment: Recruitment strategy not reported.
	Treatment: 14-month, 2- hour weekly sessions CBT group programme.

Data Collection: SAK, QASCO, VES-A, SOSAS, Rapid Risk Assessment for Sex Offence Recidivism (RRASOR). Pre & post treatment on all measures & follow-up on reconviction rates.











	Paired t-test, Wilcoxon (SAK only).
	- Significant difference between pre and post scores on VES-A t=3.491, p=0.005.

Other findings:
- No participant was reconvicted of sexual offences during the 12-month follow-up
	- IQ mean >70 (only 5 participants met criteria for an ID)
- Biases and confounding variables not reported
- Research design limited detail
- Limited sampling method detail
- No control group
- No follow-up on outcome measures.
- Recruitment strategy not reported.
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	Author, Year & Title
	Country & Setting
	Aims
	Participants
	Methodology
	Analysis
	Findings
	Limitations 
	CCAT Score (/40)

	Michie & Lindsay (2012) 
A treatment component designed to enhance empathy in sex offenders with an intellectual disability.
	UK, setting not reported.
	Evaluate an empathy component of a sex offender programme for offenders with an ID.
	n=20
Treatment group - 10 male sex offenders, mild-moderate ID, mean age 36.4 years, mean IQ 65.8.
Control group – 10 male sex offenders with ID attended CBT program but not empathy component, mean age 34.2 years, mean IQ 66.2.
 
Recruitment: Recruitment strategy not recorded.
	Intervention: CBT programme for sex offenders. The empathy component entailed 6 sessions over 8 weeks, 2 hours per session.

Data collection: Interpersonal Reactivity Index (IRI).  Treatment group- pre, post, 3, 6 & 9-month follow-up. Control group-two data collections 3 weeks apart.

	Treatment group – one-way ANOVA.  Both groups repeated measures t-tests.
	- Significance between total empathy scores pre, post & 3-month follow-up F(2,18)=16.871, p<0.01 for treatment group.
- Personal distress domain of empathy no statistical significance 
- Overall increase in empathy for treatment group.
- Significant difference between control group and post-treatment scores, post-treatment group scored significantly higher than control group.
	- Ethical approval not reported
- Consent and confidentiality not reported 
- No IQ ranges reported, only mean
- Small sample for each variable
- Limited detail on sampling method and protocol
- Biases not reported
- Research design not fully explained 
- No facilitator details
- Intervention context limited
- Intervention length short
- No follow-up data for control group
- Issues of reliability and validity of measure for ID participants.
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	Author, Year & Title
	Country & Setting
	Aims
	Participants
	Methodology
	Analysis
	Findings
	Limitations 
	CCAT Score (/40)

	Sakdalan & Collier (2012)
Piloting an evidence-based group treatment programme for high risk sex offenders with intellectual disability in the New Zealand setting
	Auckland, New Zealand, Secure forensic.
	Assess the viability of an adapted SOTSEC-ID programme with sex offenders with ID who pose high risk in secure units.
	n=3
Male sex offenders within a secure unit with ID. Age range 20-40, n=1 mild ID, n=1 mild-moderate ID, n=1 no ID diagnosis. 

Recruitment: Recruitment strategy not reported.
	Intervention: Adapted SOTSEC-ID with a DBT component (SAFE-ID), 7-months, 2-hour weekly group sessions and 1-hour individual weekly psychotherapy

Data Collection: Sexual Violence Risk-20 (SVR-20, Assessment of Sexual Knowledge (ASK), Adapted Offender Self-Appraisal Scale (SOTSEC-ID), QACSO & VES-A. Pre, post & 12-month follow-up.





	Descriptive No statistical analysis.
	- Marked improvements for all in VES-A
- Maintained treatment gains on follow-up 

Other findings:
- Reduction of incidents of sexually abusive/inappropriate and other problematic behaviours
	- Small sample size
- 1 participant no ID diagnosis
- Biases and confounding variable not reported
- DBT elements used within the programme, but no detail as to what DBT elements
- Follow-up on SVR-20 only
- No control group 
- Did not report on the psychotherapy sessions 
- No statistical analysis for significance.
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	Author, Year & Title
	Country & Setting
	Aims
	Participants
	Methodology
	Analysis
	Findings
	Limitations 
	CCAT Score (/40)

	Heaton & Murphy (2013) 
Men with Intellectual Disabilities who have attended sex offender treatment groups: A follow-up
	UK, Community multi-site (7 sites).
	Investigate treatment changes at 12-month follow-up and reoccurrence of sexually abusive behaviour.
	n=34
Males that had participated in the SOTSEC-ID study, mean length of time since end of treatment programme 44 months, mean age 44 years, FSIQ mean 65 (range 52-83, WAIS-III). 

Recruitment: Purposive sampling. Participants who took part in the SOTSEC-ID (2010) study.
	Intervention: N/A as follow-up study.
Data Collection: Previous study data and SAKS, QACSO, SOSAS and VES-A. Interview approx. 120mins
	Pre, post and follow-up (6-month follow-up removed) using Friedman tests. Significant findings analysed using Wilcoxon signed-ranks tests.
	- VES-A indicated highly significant positive change between pre- to post-treatment (z=-3.384, n=32, P<0.001) and pre- to 12-month follow-up (z=-3.275, n=32, P<0.001).
- Changes from post-treatment to follow-up were not significant (P=0.984) on VES-A.
- Victim empathy scores were maintained at follow-up with significant improvements during treatment.

Other findings: 
- No instances of non-sexual offending during or at follow-up points.
- 11 of the 34 (32%) engaged in sexually abusive behaviour from the start of the treatment programme.
- 24% engaged in sexually abusive behaviour after completing the programme.
	- Biases not reported
- Research sites not reported
- 3 participants IQ >70
- No control group
- Interview completed with participants - no detail of interview information
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Key: Assessment of Sexual Knowledge (ASK); Interpersonal Reactivity Index (IRI); Questionnaire on Attitudes Consistent with Sexual Offending (QACSO); Victim Empathy Distortion Scale (QVES); Rapid Risk assessment for Sex Offence Recidivism (RRASOR); Sexual Attitudes and Knowledge Scale (SAKS); Self-Control Rating Scale (SCRS); Sex Offenders Opinion Test (SOOT); Sexual Offenders Self-Appraisal Scale (SOSAS); Adapted Sexual Offenders Self-Appraisal Scale (SOTSEC-ID); Sexual Violence Risk-20 (SVR-20); UCLA Loneliness Scale Revised (UCLA-R); Victim Empathy Scale (VES); Adapted Victim Empathy Scale (VES-A).
Table 3: Data Extraction Table 
Study Aims
Michie and Lindsay (2012) were the only study reviewed to evaluate the outcome of an empathy component within a treatment programme.  They compared participants who had completed intervention with and without an empathy component.  Williams et al. (2007) main aims were to evidence psychometric properties on six measures for sex offenders with an ID, their secondary aim was to assess the sensitivity of these measures.  The remaining studies (Craig et al., 2012; Hays et al., 2007; Heaton & Murphy, 2013; Keeling et al., 2006; 2007; Murphy et al., 2007; Newton et al., 2011; Rose et al., 2002; Sakdalan & Collier, 2012; SOTSEC-ID, 2010) evaluated overall outcomes of sex offender treatment programmes measuring empathy along with other components, such as attitudes and sexual knowledge.  
Sample Size
Sample sizes across most studies tended to be small with the authors reporting this limitation.  The sample size ranged from three participants (Sakdalan & Collier, 2012) to 211 (Williams et al., 2007).  Heaton and Murphy (2013), SOTSEC-ID (SOTSEC-ID, 2010) and Williams et al., (2007) were exceptions to small sample sizes with 34, 46 and 211 participants respectively.  These studies adopted a multi-site method enabling larger sample sizes with Williams et al. (2007) also gathering data over a prolonged period of five years. 
Participants
Keeling et al. (2006; 2007) recruited participants with ‘special needs’ rather than an ID.  They acknowledged their sample represented higher functioning individuals than an ID group would.  Williams et al. (2007) used the HM Prison criteria for an adapted sex offending programme being a UK prisons study which stipulates FSQ <80.
All studies noted a diagnosis of an ID requires a FSIQ score <70.  Ten studies included participants who had scored above the FSIQ cut-off.  The remaining two studies reported means rather than ranges; therefore, it is unclear whether participants exceeded an IQ score of 70 (Hays et al., 2007; Michie & Lindsay, 2012). Four studies had higher proportions of participants meeting the threshold for an ID (Heaton & Murphy, 2013; Newton et al., 2011; Rose et al., 2002; Sakdalan & Collier, 2012).  The lowest FSIQ recorded within the studies was 51 within the mild ID range (Hays et al., 2007). 
The SOTSEC-ID (2010) reported 91% of their sample had a formal diagnosis of an ID, with all participants having had involvement with ID services; however, 18 participants had a FSIQ score of 70 or above.  Half of Murphy et al. (2007) participants met criteria for an ID with all participants having a diagnosis of Autism.  Six studies reported Autism rates within their participant sample (Craig et al., 2012; Heaton & Murphy, 2013; Murphy et al., 2007; Newton et al., 2011; Rose et al., 2002; SOTSEC-ID, 2010).  Craig et al. (2012) reported 38% of their sample met the Autism Spectrum Disorder diagnostic criteria noting this as a high percentage compared to national averages, five of their participants met criteria for an ID diagnosis.  
Sexually Abusive Behaviour
There were mild variations in the definitions of sexually abusive behaviour for inclusion in the studies, ranging from alleged sexually abusive behaviour to sexual offences.  Sexually abusive behaviour was clearly defined as a non-consensual act which would be viewed as illegal under UK law within four studies (Hays et al., 2007; Heaton & Murphy, 2013; Murphy et al., 2007; SOTSEC-ID, 2010).  The consistency in definitions used is probably associated with these studies being linked to the SOTSEC-ID.  Five studies included those engaging in sexually abusive behaviours and those who were sexual offenders, (Hays et al., 2007; Heaton & Murphy, 2013; Murphy et al., 2007; Newton et al., 2011; SOTSEC-ID, 2010).  Six studies recruited participants with a recorded sexual offence (Craig et al., 2012; Keeling et al., 2006; 2007; Michie & Lindsay, 2012; Sakdalan & Collier, 2012; Williams et al., 2007). Rose et al. (2002) recruited participants with alleged sexual offending.  This definition was unclear with the motivation of a participants’ behaviour potentially not being sexual.  Newton et al. (2011) did not report a clear definition. 
Interventions
[bookmark: _Hlk24101512][bookmark: _Hlk24101467]All treatment programmes conducted in the studies were Cognitive-Behavioural Therapy (CBT) programmes for individuals with ID engaging or alleged to have engaged in sexually abusive behaviour.  Sakdalan and Collier (2013) were the only study to incorporate another model alongside CBT (modified SOTSEC-ID programme), Dialectical Behavioural Therapy (DBT).  Eight of the studies utilised mainstream CBT programmes adapting these for an ID population engaging in sexually abusive behaviour (Hays et al., 2007; Heaton & Murphy, 2013; Keeling et al., 2006; 2007; Newton et al., 2011; Sakdalan & Collier, 2013; SOTSEC-ID, 2010; Williams et al., 2007).  The SOTSEC-ID studies used a manualised programme (Hays et al., 2007; Heaton & Murphy, 2013; Murphy et al., 2007; SOTSEC-ID, 2010).  Newton et al. (2011) based their SHEALD intervention on the SOTSEC-ID and Sakdalan and Collier (2013) modified the SOTSEC-ID manualised programme.  Craig et al. (2012) devised their own CBT group programme for ID sex offenders.  Rose et al. (2007) did not report whether they adapted an existing programme or developed one.  
Michie and Lindsay (2012) evaluated a victim empathy module to compliment an existing CBT group for ID sex offenders.  
[bookmark: _Hlk24101669]All studies evaluated group programmes with Newton et al. (2011) and Sakdalan and Collier (2012) offering one to one therapy alongside the group treatment.  
Facilitators
[bookmark: _Hlk24101806]A third of the studies reported facilitator details supporting a co-facilitator model for group work, with male and female facilitators (Craig et al., 2012; Rose et al., 2002; Sakdalan & Collier, 2012; SOTSEC-ID, 2010).  Craig et al. (2012) and Sakdalan and Collier (2012) reported facilitators professional roles. 
Duration
Seven studies reported the programmes to be 12 months in duration (Hays et al., 2007; Heaton & Murphy, 2013; Keeling et al., 2006; 2007; Murphy et al., 2007; Newton et al., 2011; SOTSEC-ID, 2010).  Craig et al. (2012) programme ran for 14-months and Williams et al. (2007) delivered 89 treatment sessions.  Two studies delivered programmes of less than 12-months at 16-weeks and 7-months respectively (Rose et al., 2002; Sakdalan & Collier, 2012).  Two studies reported the duration of the empathy component being 8-weeks in duration (Michie & Lindsay, 2012; Newton et al., 2011).  Michie and Lindsay (2012) did not report the overall duration of the programme, focusing on the empathy component in their study. 
Keeling et al. (2006; 2007) delivered sessions four days a week with the remaining studies offering weekly 2-2 ½ hour sessions.
Content 
Table 4 outlines the content included in each intervention delivered as part of the research.  Newton et al. (2011) did not explicitly report the content of the programme outlining the programme had an empathy component and adhered to the Good Lives Model.  
All studies covered an element of sex education and victim empathy including experiences of being a victim themselves.  

	[bookmark: _Hlk24104437]
	Rose et al. (2002)
	Keeling et al. (2006)
	Hays et al. (2007)
	Keeling et al. (2007)
	Murphy et al. (2007)
	Williams et al. (2007)
	SOTSEC-ID (2010)
	Newton et al. (2011)
	Craig et al. (2012)
	Michie & Lindsay (2012)
	Sakdalan & Collier (2012)
	Heaton & Murphy (2013)

	Ground rules & expectation setting (1) 
	X
	X
	X
	X
	X
	X
	X
	
	

	X
	X
	X

	Old me-new me (2)

	X
	
	
	
	
	X
	
	X
	
	
	
	

	Sex education

	X
	X
	X
	X
	X
	X
	X
	
	X
	X
	X
	X

	Human Relationships

	
	X
	X
	X
	X
	
	X
	
	
	
	X
	X

	Offending accounts

	
	
	
	
	X
	X
	
	
	
	X
	
	

	Cognitive distortions

	
	X
	
	X
	X
	X
	
	
	X
	X
	
	

	Cognitive model

	
	
	X
	
	X
	
	X
	
	
	
	X
	X

	Finkelhors 4 stage model

	X
	X
	X
	X
	X
	
	X
	
	X
	
	X
	X

	Emotional literacy

	X
	X
	
	X
	X
	
	
	
	
	
	X
	

	General empathy

	X
	X
	X
	X
	X
	X
	X
	X
	
	X
	X
	X

	Victim empathy (incl. experience of being a victim)
	X
	X
	X
	X
	X
	X
	X
	X
	X
	X
	X
	X

	Law & ethics (inc. consent)

	X
	
	
	
	X
	
	
	
	X
	
	
	

	Consequences for sexual offending
	
	
	
	
	X
	
	
	
	
	
	
	

	Risky situations & problem solving
	X
	X
	
	X
	X
	X
	
	
	
	
	X
	

	Self-regulation (inc. sexual)

	X
	X
	
	X
	X
	
	
	
	
	
	X
	

	Goal setting

	
	X
	
	X
	
	
	
	
	
	
	
	

	Relapse Prevention

	X
	X
	X
	X
	X
	X
	X
	
	X
	X
	X
	X


Footnote: (1) This includes setting ground rules, the therapeutic framework (CBT), group social skills and development of a common language; (2) Old me-New me – derived from The Good Lives Model (Ward, 2002), a strengths based approach assisting offenders to adopt more fulfilling and socially integrated lives (new me). 
Table 4: Content covered within the Interventions.
Ground rules, general empathy and relapse prevention appear to be dominant elements within the interventions and Finkelhor’s four-stage model (Finkelhor, 1986) was typically covered.  Concepts around consequences for sexual offending, old me -new me, offending accounts, goal setting and the law and ethics were less typically covered.
Ethical Considerations 
[bookmark: _Hlk24107471][bookmark: _Hlk24107648][bookmark: _Hlk24107658]Seven studies reported ethical approval (Craig et al., 2012; Hays et al., 2007; Heaton & Murphy, 2013; Keeling et al., 2007; Murphy et al., 2007; Sakdalan & Collier, 2012; SOTSEC-ID, 2010) with the remaining studies omitting this information (Keeling et al., 2006; Michie & Lindsay, 2012; Newton et al., 2011; Rose et al., 2002; Williams et al., 2007).  Rose et al. (2002) gained consent from participants, however, omitted ethical approval information.  There is no evidence within the remaining four studies whether participants were aware of their involvement within research (Keeling et al., 2006; Michie & Lindsay, 2012; Newton et al., 2011; Williams et al., 2007) and it is unclear within Williams et al. (2007) whether participants volunteered, or the programme was part of a Court Order.  Newton et al. (2011) may not have required ethical approval being a clinical initiative, this was not clarified.  
Control Groups
[bookmark: _Hlk24107773]Two studies collected control group data (Keeling et al., 2007; Michie & Lindsay, 2012).  Michie and Lindsay (2012) compared data between participants who had completed an empathy component and those who had not.  Keeling et al. (2007) compared ID sex offenders and mainstream sex offenders completing similar treatment programmes.  The programme was adapted for the ID population with both programmes having the same aims and content (Keeling et al., 2007).  
[bookmark: _Hlk24107839]The SOTSEC-ID (2010) proposed to gather control group data, unfortunately, clinicians did not prioritise collecting data from the waitlist group.  Data was, therefore, minimal and unable to be included in statistical analysis (SOTSEC-ID, 2010).  

Outcome Measures
The adapted victim empathy scale (VES-A) was commonly used (Craig et al., 2012; Heaton & Murphy, 2013; Murphy et al., 2007; Newton et al., 2011; SOTSEC-ID, 2010).  This measure was adapted for ID populations and validated.  The original VES was utilised within two studies (Rose et al., 2002; Sakdalan & Collier, 2012).  Keeling et al. (2006; 2007) used the victim empathy distortion scale (QVES) and reported it to be a valid measure for this population.  Williams et al. (2007) used alternative outcome measures; the victim consequence task (an adaptation of the VES) and the sex offender opinion test (SOOT), having adequate to very good internal consistency respectively.  Michie and Lindsay (2012) utilised the interpersonal reactivity index (IRI).  This measure had a modest coefficient calculated at 0.71 and the authors noted limitations on the potential reliability and validity of the measure.  None of the studies reported outcome measure norms.  
Hays et al. (2007) conducted semi-structured interviews to gather service user views on the SOTSEC-ID programme. 
Critical Appraisal
Table 5 provides an overview of the scores given for each article and each subsection of the CCAT.  
All the papers were of a good standard, with CCAT scores ranging from 27 (68%) (Williams et al., 2007) to 37 (93%) (Heaton & Murphy, 2013).  Williams et al. (2007) were the lowest ranking paper according to the CCAT.  The main aim of Williams et al. (2007) study was to establish psychometric properties of six self-report measures.  They were able to report good internal consistency on all the measures including the Adapted Victim Consequences task and the SOOT further supporting their secondary aim to explore the sensitivity of these measures.  Williams et al. (2007) scored low on three sections of the CCAT; Design, Sampling and Ethical Matters.  They did not clarify or justify the design used for the study, however, did note social desirability as a limitation when using self-report measures as part of their design.  Information provided on the sampling method was limited and the study omitted to report on inclusion and exclusion criteria and ethical approval.  The authors provided demographic information on participants and detailed all participants had taken part in a sex offender treatment programme within prison.  They did not report on how participants were recruited.  
The highest-rated paper was Heaton and Murphy (2013) scoring 37 (93%).  The authors clearly outlined the rationale, design, sampling, data collection and results.  This study was a follow-up to the SOTSEC-ID (2010) study.  They provided details on ethics and consent, however, omitted information regarding confidentiality and any conflicts of interest or biases having been involved in the SOTSEC-ID implementation and initial studies.  
Reporting of ethical information was lacking in detail in many of the papers affecting the overall CCAT scores (Hays et al., 2007; Keeling et al., 2006; Michie & Lindsay, 2012; Newton et al, 2011; Rose et al., 2002; Williams et al., 2007).  Four articles provided detailed ethical information (Craig et al., 2012; Keeling et al, 2007; Murphy et al., 2007; SOTSEC-ID, 2010).  
The research design and justification were not clear within four studies reviewed (Craig et al., 2012; Michie & Lindsay, 2012; Rose et al., 2002; Williams et al., 2007), impacting on the CCAT scores.  The design and implementation of studies are important for replication.  
Sakdalan and Collier (2012) adapted the SOTSEC-ID to include a DBT element.  This was the only study reviewed to include a secondary model.
The SOTSEC-ID (2010) study utilised multi-sites around the UK both community and secure from a variety of NHS trusts and probation services enhancing this study.  

	[bookmark: _Hlk15982090]Author & Year 
	Preliminaries
	Introduction
	Design
	Sampling
	Data Collection
	Ethical Matters
	Results
	Discussion
	Total (/40) 
	%

	Rose et al. (2002)
	4
	5
	2
	3
	5
	1
	5
	4
	29
	73

	Keeling et al. (2006)
	5
	5
	4
	3
	4
	0
	5
	5
	31
	78

	Hays et al. (2007)
	4
	5
	3
	5
	3
	3
	3
	5
	31
	78

	Keeling et al. (2007)
	5
	5
	4
	4
	4
	5
	4
	5
	36
	90

	Murphy et al. (2007)
	5
	5
	4
	5
	4
	5
	3
	4
	35
	88

	Williams et al. (2007)
	4
	5
	3
	2
	4
	0
	4
	5
	27
	68

	SOTSEC-ID (2010)
	5
	5
	4
	5
	3
	4
	5
	4
	35
	88

	Newton et al. (2011)
	5
	5
	4
	5
	4
	0
	3
	4
	30
	75

	Craig et al. (2012)
	5
	5
	4
	4
	4
	5
	4
	5
	36
	90

	Michie & Lindsay (2012)
	5
	5
	5
	3
	4
	0
	4
	5
	31
	78

	Sakdalan & Collier (2012)
	5
	5
	3
	4
	5
	4
	5
	4
	35
	88

	Heaton & Murphy (2013)
	4
	5
	5
	5
	5
	4
	5
	4
	37
	93



Table 5: CCAT table of results


Synthesis of the Main Findings
The results overall suggest CBT interventions were effective in improving levels of empathy in individuals with an ID engaging in sexually abusive behaviour (Craig et al., 2012; Heaton & Murphy, 2013; Michie & Lindsay, 2012; Murphy et al., 2007; Keeling et al., 2006; 2007; Sakdalan & Collier, 2012; SOTSEC-ID, 2010; Williams et al., 2007).  Williams et al. (2007) found medium treatment effect size with the SOOT and a large treatment effect size with the victim consequence task, suggesting victim empathy improved post-treatment.  
Two studies utilised comparison/control groups (Keeling et al., 2007; Michie & Lindsay, 2012).  Keeling et al. (2007) found improvements for empathy in both groups after an intervention (sexual offenders and ID sexual offenders) with no difference noted between the groups, evidencing the efficacy of addressing empathy for both ID and non-ID sex offenders.  Michie and Lindsay (2012) found participants who completed the empathy component showed improved empathy compared to those who had not completed this component with a significant difference at 3-month follow-up.  
The studies further evidenced the stabilisation and maintenance of empathy change at follow-up (Heaton & Murphy, 2013; Michie & Lindsay, 2012, Sakdalan & Collier, 2012; SOTSEC-ID, 2010).  The SOTSEC-ID (2010) found some improvement pre-treatment to follow-up, with this being just short of significance.  They suggested this was due to limited follow-up responses.  Heaton and Murphy (2013) gathered follow-up data from the SOTSEC-ID participants, the mean duration from treatment end was 44-months.  They found significant improvements across time from pre-treatment to their follow-up.  They noted no significance between post-treatment and follow-up suggesting maintained improvement with all studies concluding that treatment gains had been maintained at follow-up.  
Three studies failed to support the efficacy of interventions improving empathy (Hays et al., 2007; Newton et al., 2011; Rose et al., 2002); however, these results should be interpreted with caution due to small sample sizes and missing data.  Rose et al. (2002) found no statistical difference in VES scores pre- to post-group.  This study was subject to missing data and small sample size which may have affected the results.  Newton et al. (2011) found one participant showed improvements in their empathy scores with five showing decreased empathy.  The authors suggested participants may have experienced a sense of shame after the victim empathy component affecting the results.  Hays et al. (2007) found one participant referred to victim empathy when asked what they had learnt (n=16), no direct question was asked around empathy.  The authors noted had they conducted a true qualitative study their results may have been interpreted differently.  
The studies evidencing efficacy for interventions to improve empathy usually ran for 12-months or more.  The exceptions to this were Sakdalan and Collier (2012) delivering a 7-month programme and Michie and Lindsay (2012) who did not report the overall duration. 
The context of the interventions varied slightly between studies (see table 4). Interventions covered between 6-14 topics with all studies covering sex education and victim empathy.  Rose et al. (2002) attempted to cover 11 components within 16 weeks; the short duration and attempt to cover many elements may have affected their results.  Michie and Lindsay (2012) and Newton et al. (2011) delivered 8-week blocks for an empathy component.  All the studies covered an element of empathy (general/victim), however, the breadth of this for all studies, bar Michie and Lindsay (2012), is unknown.  This breadth may have impacted on the results. 
Eight studies reported either a reduction in sexually abusive behaviour or risk (Craig et al., 2012; Heaton & Murphy, 2013; Keeling et al., 2007; Murphy et al., 2007; Newton et al., 2011; Rose et al., 2002; Sakdalan & Collier, 2012; SOTSEC-ID, 2010).  Three of the studies reported implicit positive changes and improvements within, general behaviours, insight, developing friendships, pro-social behaviours, emotional regulation and reduced intensity of risk management (Craig et al., 2012; Newton et al., 2011; Sakdalan & Collier, 2012).

DISCUSSION
This literature review aimed to appraise and synthesise the literature on empathy outcomes for interventions for individuals with an ID who have engaged in sexually abusive behaviour.  The appraisal demonstrated the varied quality of the literature included in the review.  In general, the literature was poor at identifying and addressing ethical issues.  However, the papers included in this review have provided some valuable insights into the effectiveness of interventions in improving empathy with ID individuals who engage in sexually abusive behaviours. 
Improving victim empathy in sex offenders is a fundamental aspect of practice with evidence suggesting empathy deficits play a role in the development of sexually abusive behaviours.  Overall, the results suggest that interventions were effective in improving levels of empathy in individuals with an ID displaying sexually abusive behaviour.  They support addressing empathy in CBT interventions for ID individuals displaying sexually abusive behaviour.  Overall, treatment gains were maintained at follow-up.  Three studies failed to support the efficacy of interventions in terms of increasing empathy (Hays et al., 2007; Newton et al, 2011; Rose et al., 2002).
[bookmark: _Hlk24610854]This review has highlighted inconsistencies across treatment programmes for individuals with an ID engaging in sexually abusive behaviour including duration, facilitators, content and delivery.  This impacts the replicability of these studies and the ability to compare the results to make meaningful conclusions.  Details on the content of the programmes varied across the studies and detail of the breadth of the empathy components was limited.  Some of the studies supported the development of a specific manualised programme for ID sex offenders (Craig et al., 2012; Sakdalan & Collier, 2013) with the SOTSEC-ID intervention using a manualised programme. 
It has been suggested the style of delivery of programmes is vital for ID populations.  Coleman and Haavan (2001) suggest facilitators knowledge and ability to adapt is important in ID groupwork suggesting a didactic lecture style can hamper learning.  Five of the studies recommended flexibility within the programme to allow for clinical need in relation to time spent on the topics (Craig et al., 2012; Hays et al., 2007; Keeling et al., 2006; 2007; Murphy et al., 2007).  Coupled with this, there is growing support for co-facilitation of groupwork especially gender differences among facilitators within sex offender programmes.  This allows for the modelling of behaviours and differing perspectives to be acknowledged.  A third of the studies supported a co-facilitator model (Craig et al., 2012; Rose et al., 2002; Sakdalan & Collier, 2012; SOTSEC-ID, 2010).  
Most of the programmes were 12-months or more in duration which was perceived to be beneficial for ID populations to allow for repetition and digestion of the information (Craig et al., 2012; Keeling et al., 2006; 2007; Murphy et al., 2007; Sakdalan & Collier, 2012).  The studies delivering programmes under 12-months may have limited the potential for topics to be repeated and hindered consolidation of learning in participants.  
It was recommended by Sakdalan and Collier (2012) for one to one therapy to be offered alongside the groupwork to reinforce learning.  Newton et al. (2011) offered one to one therapy, however, did not find evidence to support empathy improvements within their programme.  However, they concluded their results may have been affected by participants experiencing a sense of shame after the empathy sessions as it is focused heavily on the victim. 
Limitations of the Studies 
There were some methodological issues across the studies, with lack of clarity and agreement of definitions and inclusion criteria.  The studies employed slightly different definitions of sexually abusive behaviour, to include convicted and/or non-convicted participants and ID including learning disability and special needs. These varying definitions can encompass different populations of participants.  There was limited consistency in terms of meeting the BPS criteria for diagnosis of an ID especially in relation to the FSIQ.  Craig et al. (2012) justified this as representing the true population of sexual offenders with an ID, other studies stipulated that participants had been involved with ID services at some point in their lives (Hays et al., 2007; Murphy et al., 2007; Newton et al., 2011; Sakdalan & Collier, 2012; SOTSEC-ID, 2010).
These methodological issues complicate comparing studies and make it difficult to generalise the results to an ID population engaging in sexually abusive behaviour.  These inconsistences limit the ability to make meaningful statements about the effectiveness of interventions for enhancing empathy for individuals engaging in sexually abusive behaviour with an ID.  A universal definition is needed for sexually abusive behaviour and ID.
Further limitations include small sample sizes which appear to be a recurring limitation in studies researching this population.  This is partially due to the limited population who are brought to services attention for engaging in sexually abusive behaviour with many not being prosecuted by the police or Crown Prosecution Service due to their ID (Murphy et al., 2007; Rose et al., 2002).  
All, but one study (Hays et al., 2007), employed self-report measures to evidence treatment change.  These measures allow for statistical data analysis to evidence the effectiveness of treatment and are favoured in research.  However, self-report measures are subject to social desirability bias affecting the validity of results (Keeling et al., 2007).  
Evaluating the study findings is difficult in the absence of control groups which would reduce the likelihood of confounding variables influencing the results.  A lack of control groups is a common limitation within this area of research (Courtney & Rose, 2004) as they are difficult to employ due to small sample sizes.  Coupled with this, service managers are risk-averse to providing no treatment for individuals displaying sexually abusive behaviours, especially where they have an ID (SOTSEC-ID, 2010).  Marques (1999) suggest all results contribute to knowledge regarding therapeutic outcomes and as such should be reported.
A further limitation to the studies reviewed was ethical information being omitted (Keeling et al., 2006; Michie & Lindsay, 2012; Newton et al., 2011; Rose et al., 2002; Williams et al., 2007).  The lack of detail raises concerns of ethical viability of these studies.  It has been suggested not seeking service user consent heightens an already unequal power relationship and the damaging effect of sexual behaviour along with ID individuals’ cognitive impairments may justify intervention in the absence of consent (Brown & Thompson, 1997), however, not gaining consent raises ethical dilemmas.  
Strengths and Limitations of the Review 
There are both strengths and limitations to this review.  The Crowe Critical Appraisal Tool v1.4 (CCAT) was used to review all the studies allowing for parsimony and consistency.  This has enabled ease of reporting and interpreting of the scores.  The CCAT does not provide the user with a cut-off range for what is considered a good or poor article quality.  Crowe (2013) outlines this omission being deliberate as the appraisal score should not be the only criterion to determine the quality of a paper but used to assist.  This brings about limitations as well as strengths to using the tool.
A quality control sift was not completed which would have enhanced replicability and rigour.  Due to time constraints, the author was unable to increase inter-rater reliability by having peer scoring on articles using the appraisal tool and on the searches undertaken.  
Albeit, the author utilised four databases to complete the literature search, two articles were located within the hand search suggesting further databases may have elicited these two results.  However, no further articles were elicited when reviewing the current studies suggesting a thorough search and further database searches may not have provided any further relevant literature. 
Three of the articles were interlinked regarding the same treatment programme (SOTSEC-ID), however, this limitation could not have been controlled.  Coupled with this, all the interventions adopted a CBT model with male participants, therefore, limiting diversity between the studies.  
Clinical Implications
[bookmark: _Hlk24612820]This review highlights the effectiveness of CBT interventions improving levels of empathy in individuals with an ID engaging in sexually abusive behaviour.  Overall, treatment gains were maintained at follow-up.  Three studies failed to support the efficacy of CBT interventions in terms of increasing empathy (Hays et al., 2007; Newton et al, 2011; Rose et al., 2002).  Two thirds (n=8) of the studies reported either a reduction in sexually abusive behaviour or risk (Craig et al., 2012; Heaton & Murphy, 2013; Keeling et al., 2007; Murphy et al., 2007; Newton et al., 2011; Rose et al., 2002; Sakdalan & Collier, 2012; SOTSEC-ID, 2010).  Studies further reported implicit positive behavioural changes and reduced recidivism (Craig et al., 2012; Newton et al., 2011; Sakdalan & Collier, 2012).  Knowledge of these results can enable clinicians to consider how to effectively support service users with an ID displaying sexually abusive behaviour.  
Individuals with an ID benefit from information being delivered in manageable sections so as not to overload them.  Delivering a programme over a prolonged period allows for ID individuals to repeat topics allowing for the digestion of information (Craig et al., 2012; Keeling et al., 2006; 2007; Murphy et al., 2007; Sakdalan & Collier, 2012).  The studies supported prolonged group CBT interventions to meet the needs of this population suggesting programmes should be delivered over 12-months or longer.  Consideration could be given to the availability of one to one therapy sessions alongside group involvement (Sakdalan & Collier, 2012).  It is suggested one-to-one sessions can reinforce the learning from the groupwork and support ID populations in understanding the information and relating it to personal experiences in a safe therapeutic environment.  
It may be important for an ID sex offender population to develop knowledge within programmes not usually considered to be covered under mainstream programmes due to deficits they may have, such as, including a sex education topic.  
It has been suggested the style of delivery can affect the effectiveness of interventions.  Coleman and Haaven (2001) suggest facilitators knowledge and ability to adapt is vital within ID groupwork, they suggest a didactic lecture style delivery can hamper learners progress.  Co-facilitating can allow facilitators to be aware of this and monitor delivery style, coupled with this, co-facilitating allows for management of risk and vulnerabilities within groups.  The co-facilitator model was reported within a third of the studies and many supported the male/female dynamic allowing for modelling behaviours and gender differences to be highlighted.  The SOTSEC-ID (2010) promoted multidisciplinary facilitation.
Research Implications
A more robust understanding of the relationship between sexually abusive ID individuals and empathy would ensure empathy interventions used are more evidence-based in terms of where potential deficits lie in this offender population.  Therefore, there is a clear need for further research into the efficacy of therapeutic interventions; both group and individual, to enhance empathy within sexually abusive ID populations incorporating both male and female perpetrators.  There is support for the development of a specific manualised programme for ID sex offenders (Craig et al., 2012; Sakdalan & Collier, 2013), promoting consistency and evidence for the effectiveness of a programme (Hays et al., 2007; Heaton & Murphy, 2013; SOTSEC-ID, 2010).  Examining empathy interventions specifically versus them being an ‘add-on’ as part of a broader intervention would develop a more robust understanding and evidence-base for improving empathy in sexually abusive ID individuals.  
This population attracts small sample sizes, where possible larger sample sizes would reinforce the findings and allow for robust statistical analysis to be conducted.  The use of control groups or randomised control trials could support this and would be beneficial in further understanding this relationship and solidify the findings.
Future research could consider the efficacy of alternative therapeutic models at enhancing empathy rather than a CBT model, such as narrative (Ayland & West, 2006) and DBT (Sakdalan & Collier, 2012).  Such research would benefit expanding the knowledge base, clinical practice and evidence-based interventions.  
The studies reviewed suggested limitations with the outcome measures adopted, including a universal adapted empathy measure not being available to ensure consistency and gathering of comparable data and the conceptualisation of empathy varying across measures.  Further research into the utility and reliability of adapted empathy measures for an ID population would benefit clinical practice with evidence-based interventions using standardised measures. 

CONCLUSION
The research supports the efficacy of CBT interventions to improve levels of empathy in individuals with an ID who display sexually abusive behaviour.  These improvements were maintained at follow-up.  The research suggests prolonged interventions benefit an ID population to allow for digestion of the information.  Universal definitions of ID and sexually abusive behaviour are needed.  Clarification on the content within empathy interventions, along with a universal measure and definition of empathy would allow for comparisons to be made between studies and provide the basis for a robust evidence base. 
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ABSTRACT
Purpose: Recall to secure hospitals is high among forensic service users (FSUs).  Research to date has focused on reasons for recall rather than FSUs perspectives on and experience of recall, which this study aimed to redress.
Design/Methodology/Approach: A thematic analysis approach was used.  Semi-structured interviews were conducted with three FSUs who had experienced recall. 
Findings: Four main themes of FSUs experience of recall were identified after analysis.  These were ‘managing expectations’, ‘others doing to them’, ‘rebelling and taking control’ and ‘trusting relationships.’  Sub-themes were identified to expand on the themes.  There was an overriding sense of the importance of relationships in minimising power imbalances between FSUs and clinicians.  FSUs felt they had limited preparation for discharge and were unclear of behavioural expectations in the community.  
Research Limitations/Implications: It is noted this research has a small sample; however, it gathers valuable unique insight into these participants experiences.  It highlights the importance of FSU involvement in research and a need to better understand barriers to involvement and participation in research for FSUs.  Researchers may need to consider creative approaches to gathering data to support participation.  Participants identified rebelling and taking control as a coping mechanism to decisions being made for them, limited research has been conducted to explore this concept.   
Practical Implications: Increasing FSUs involvement in the discharge process would promote ownership of discharge conditions.  Enhancing strength-based practices may better support discharge outcomes. 
Originality/Value: This research gives voice to FSUs who are underrepresented in the literature.  It contributes to the limited literature available. 

Keywords: forensic mental health service users, forensic secure services, recall, mental health act, discharge.
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INTRODUCTION
Forensic mental health service users (FSUs) presenting with concerning mental health and posing a risk to others can be admitted under the Mental Health Act (MHA, 1983, as amended 2007) to forensic secure mental health services (hereafter forensic services).  The purpose of forensic services is to assess, treat and manage FSUs with the dual aim of improving mental health and reducing the risk of (re)offending (Sugarman & Dickens, 2015).  These forensic services vary in the level of security provided to manage risk posed by FSUs, classified as; ‘high’, ‘medium’, ‘low’ secure and secure rehabilitation wards across the United Kingdom (UK).  
Discharge from forensic services is by a Mental Health Review Tribunal (MHRT), the Ministry of Justice (MOJ) or responsible clinician (RC) and multi-disciplinary team.  Those detained under Section 3 of the MHA (1983, as amended 2007) can be discharged on a Community Treatment Order (CTO) and those subject to Section 37/41 may be conditionally discharged.  These place conditions FSUs must adhere to, such as compliance with medication, live as directed etc.  Conditions are assessed to support recovery to leading an offence free and psychologically well lifestyle within the community.  FSUs can be absolutely discharged by a MHRT or MOJ (2009) if their risk to others remains low and their mental health stable.  At the end of 2018, there were 2,712 restricted patients subject to conditional discharge (MOJ, 2019).  Restricted patients account for those subject to Section 37/41 and does not include patients subject to CTOs, with 2,675 Section 3 to CTO recorded in 2018/19 (NHS Digital, 2019).  
A recall occurs when FSUs fail to comply with the conditions of their orders and/or their mental health deteriorates (Jewell et al., 2018); however, breach of conditions is not always grounds for recall.  Recall under Section 37/41 and CTO are managed differently.  A CTO recall is for 72 hours while the RC assess whether to revoke the CTO and Section under the MHA.  Section 41 is recalled by the Secretary of State and managed by the RC and MOJ with Section 37 managed by the clinical team.  Recall differs from readmission in that readmission is when an FSU returns to forensic services after absolute discharge separating the episodes of care.  A recalled FSU has remained open to forensic services.  
In 2018 recall made up 17% of restricted patients admissions (MOJ, 2019).  In 2018-19 there were 482 CTO recalls (NHS digital, 2019).  Research indicates high percentages of FSUs being recalled; 61.6% over 20 years (Section 37/41 and CTOs) and 44.5% over 6 years (Section 37/41) respectively (Clarke et al., 2013; Jewell et al., 2018), with one study finding 15% were recalled within 90 days (Tulloch et al., 2015).  Those with a mental health diagnosis, known to mental health services before admission and history of psychiatric admissions tended to have a shorter time-period to first recall, with many experiencing multiple recalls (Clarke et al., 2013; Jewell et al., 2018).  
Discharge to the community presents multiple transitional challenges for FSUs including stressors and anxiety affecting wellbeing and perceived risks.  The explanation for Section 37/41 recalls are multifactorial; however, they are mainly due to mental health and risk fluctuations (Kennedy, 2002).  A recall under a CTO requires the RC to assess that hospital medical treatment is required and risk to self or others is present (Mind, 2017).  Research has found varied explanations from deterioration in FSUs mental health including substance misuse, non-compliance with medication, threatening behaviour and violence.  These recalls can have negative consequences in terms of quality of life (Burgess et al., 2006; Chiringa et al., 2014), loss of personal and societal potential (Sugarman & Dickens, 2015), decreased self-esteem and self-efficacy (Wilson et al., 2011), as well as affecting recovery and treatment due to changes in clinicians and therapeutic interventions (Chiringa et al., 2014).  Coupled with these social consequences, there are financial implications with FSUs in hospital costing around £165,000 annually in the UK, about 20% of the overall adult mental health budget (Centre for Mental Health, 2019).  However, recall should not necessarily be assessed as always negative and its utility requires further understanding. 
To limit these financial and social implications of recall and explore where recall may have had a positive impact, it is important to understand more about the recall process from FSUs perspectives. 
Current Literature
There is a paucity of literature exploring recall under the MHA (1983, as amended 2007) with most literature focusing on quantitative data of recall statistics and predictions (Clarke et al., 2013; Jewell et al., 2018; Tulloch et al., 2015).  Research has explored experiences of recall from staff and carer perspectives (Gustafsson et al., 2012; Hancock et al., 2018) with limited research into FSUs experience.
The MHA Review highlighted the importance of giving voice to Service Users (SUs) (Department of Health, DoH, 2018; Recovery in the Bin, RITB, 2019).  Gaining SUs views has tangible benefits for researchers, FSUs and providers on needs (Mayer & Timms, 1970; Tait & Lester, 2005) and quality of provisions (Condon, 2017).  The Review found staff perceptions of care delivered and SU experience differed.  The Review recommends involving SUs in decision making (DoH, 2018; RITB, 2019).  The NHS is patient-centred providing FSUs with a say in services (DoH, 2000; 2001).  Increased participation of underrepresented populations in research helps to decrease disparities (Baird, 1999; Erves et al., 2017).  However, little evidence has been found of FSU involvement with epistemic injustice (SUs knowledge denied and ignored) occurring frequently (DoH, 2018; Faulkner & Morris, 2002; RITB, 2019).  It is suggested this population is under-represented due to barriers to participation including distrust of researchers (Bonevski et al., 2014; Kaminsky et al., 2003; Zullino et al., 2003), fear of stigmatisation (Bonevski, et al., 2014; Bonvicini, 1998), lack of reward (Bonevski, et al., 2014; Zullino et al., 2003), inconvenience (Scholle et al., 2000), fear of relapse or distress (Beebe, 2007; Bonevski, et al., 2014; Kaminsky et al., 2003) and offenders especially fearful of being publicly exposed (Bonevski, et al., 2014).  Secure forensic services also pose unique difficulties, such as permitting access to FSUs (Spiers et al., 2005). 
A small number of studies have explored FSUs experiences of recall.  O’Sullivan et al. (2013) interviewed five male FSUs with dual diagnosis (substance misuse and mental health) to identify factors leading to recall.  They found loss of social support, substance misuse and feeling restricted by services contributed to recall with FSUs reporting employment opportunities, social integration and recovery aspirations would have reduced the likelihood of recall, however, these aspirations were not fulfilled.  Chiringa et al. (2014) used grounded theory to explore FSUs perceptions of recall interviewing six male FSUs with dual diagnosis.  They concluded FSUs felt they had been provided with insufficient explanations for their recall.  FSUs further perceived support from community services to be poor, feeling lonely, and opportunities limited due to excessive monitoring.  Rye et al. (2019) explored FSUs sense-making of recall using grounded theory.  They interviewed eleven male and female FSUs.  They found FSUs viewed recall on a continuum from negative to positive based on connectedness with others, understanding of recall and attitude and engagement with forensic services.  Before starting this study, Rye et al. (2019) research had not been published.  
The literature available has focused on FSUs with dual diagnosis.  This excludes a substantial proportion of FSUs who do not present with co-morbid features, except for Rye et al. (2019).  Barry et al. (2002) found 21% of FSU participants did not have a dual diagnosis. 
Chiringa et al. (2014) and Rye et al. (2019) recruited FSUs detained under Section 37/41 of the MHA (1983, as amended 2007).  These studies excluded participants detained under Section 3 and subsequently discharged and recalled on a CTO.  This research recruited FSUs without dual diagnosis and detained under either Section 37/41 or Section 3 of the MHA (1983, as amended 2007).
The literature available recruited FSUs from London and the South of England.  Health inequalities across the UK are widely reported (Marmot Review, 2010; National Collaborating Centre for Mental Health, NCCMH, 2019) with regional disparities between urban and rural communities (Raikes et al., 2019).  These inequalities affect access to services, treatment, and outcomes with FSUs experiences varying across the country (McCann, 2019; 2016; NCCMH, 2019; Raikes et al., 2019).  It is suggested the government requires improved understanding of regional health issues with inequalities being the effect of over-centralised national governance with London as the focus (McCann, 2019; 2016).  The NCCMH (2019) recommended exploring local experiences to inform decision-making.  This research recruited FSUs from the Midlands encompassing both rural and urban areas.  
Research Aim
This research explored FSUs experience of the discharge and recall process; professional support provided in the community and what may have promoted psychological wellbeing post-discharge.  It aimed to capture FSUs experiences outside of London where service provisions may be different.  It intends to enrich understanding of FSUs experience of discharge and recall irrespective of dual diagnosis providing insight into the experiences of this unheard population. 
These findings contribute to forensic inpatient and community services interventions to support FSUs which may help reduce recall and the ‘revolving door’ syndrome.  This study aimed to answer what are FSUs experience of hospital recall?

[bookmark: _Hlk38348919]METHOD
Recruitment 
Participants were recruited from a forensic service within the West Midlands.  Purposive sampling was via two routes: current inpatients and FSUs discharged or transferred from the service.  The inclusion and exclusion criteria are detailed in table 1. 



	Inclusion Criteria 
	Exclusion Criteria 

	Currently or previously detained under the MHA (1983 as amended 2007).
Currently or previously an inpatient on a secure forensic ward.
Have a mental health diagnosis and offending history.
Have experience of being recalled under the MHA.
Aged over 18 years.
	Unable to speak English.
Assessed as being unable to give informed consent (assessed by the clinical team).
Currently actively experiencing mental distress or are acutely unwell.


Table 1: Inclusion and Exclusion Criteria
FSUs meeting criteria were approached by a member of the clinical team for inpatient services and provided with a copy of the participant information sheet (PIS; Appendix K). An information pack was sent to discharged/transferred FSUs enclosing; an invitation letter with consent to a contact reply slip (Appendix J), PIS (Appendix K), and pre-paid envelope.  All potential participants were given two weeks to digest the information.  Those interested were contacted by the researcher to discuss the research and answer any questions.  Informed consent was gained from those willing to participate (Appendix L).  The two inpatient FSUs signed the consent form in the presence of the researcher while the transferred FSU was emailed the consent form.  Once informed consent was gained interviews were conducted either face-to-face or over the telephone.  
Discharged/transferred potential participants who did not respond after two weeks were sent a further pack.  Those not responding to this second pack were not contacted again.  
All participants were made aware they were able to withdraw within 4 weeks of having been interviewed. 
Participants
The current study was conceptualised as a ‘small project’ in line with Braun and Clarke’s (2013) categorisation system for projects using thematic analysis.  This is also consistent with recommendations for research involving marginalised groups (Bonevski et al., 2014; Lambert & Wiebel, 1990).  Therefore, the aim was to achieve a sample size of 6-10 participants.  During recruitment, there was a global pandemic (Covid-19) which restricted access to participants and potential sites.  
A total of 22 male potential participants were identified (n=15 discharged/transferred FSUs; n=7 inpatient FSUs).  Of the 15 discharged/transferred FSUs six responded; three declined to participate and three consented to telephone contact, two of which were unable to participate in the study (n=1 provided no contact details; n=1 current hospital provision was not forthcoming to support the research).  One transferred FSU participated in a telephone interview.  Of the seven inpatients, five declined to participate and two consented to face-to-face interviews.  Of those who declined, one did not want to be recorded or sign the consent form, two were pending discharge, one did not believe he had been recalled and one gave no reason for declining.  A total of three male participants are included in this study.
Participants consented for a member of their clinical team to collect demographic information about them from their patient records post-interview (Appendix N).  This was shared with the researcher.
Case studies of each participant are outlined below to provide context.  Demographic information about participants is set out in table 2.  Pseudonyms have been used throughout to protect participants’ identities.  
Brian was a 52-year-old white British male subject to Section 37/41 after committing an offence of manufacturing a prohibited weapon and possession of a shotgun without a licence.  He had been diagnosed with paranoid schizophrenia and obsessive behaviours.    Brian had been in the community for several years on his conditional discharge before he was recalled.  Brian’s conditions were to reside as directed, engage with the community clinical team, and take medication.  Brian believed he was not to acquire chemicals; this was not listed as a condition.  Brian was recalled for possession of a weapon, non-compliance with medication and deterioration in his mental health.
Amir was a 50-year-old Asian male diagnosed with paranoid schizophrenia who had been on Section 3.  He had been admitted to forensic services due to sexualised and aggressive behaviour, including threats to kill.  Amir had been discharged on a CTO and recalled around 18 times.    His duration in the community varied and his hospital admissions were relatively short.  Amir’s CTO conditions were to make himself available to his RC and comply with treatment.  Amir was recalled due to non-compliance with his treatment.  At the time of participating Amir had been readmitted to secure services under a new Hospital Order. 
Hamza was a 35-year-old British Pakistani male.  He had been in forensic services under Section 37/41 after committing an offence of arson with intent to danger life.  Hamza had a diagnosis of hebephrenic schizophrenia.  Hamza’s conditions were to engage with the clinical team, display appropriate behaviour and stable mental health.  Hamza was recalled to hospital after three months for committing an assault and deterioration in his mental health.  Hamza was a transferred FSU in forensic services out of area at the time of participating, his recall had been seven years prior.
	Pseudonym
	Time since recall
	Diagnosis
	Age
	Ethnicity 
	Conditional Discharge/ CTO
	Reason for recall

	Brian
	14 months
	Paranoid Schizophrenia
	52
	White British
	Conditional discharge
	Possession of weapon; non-compliance; deterioration in mental health.

	Amir
	2 years
	Paranoid Schizophrenia
	50
	Asian
	CTO
	Non-compliance; deterioration in mental health.

	Hamza
	7 years
	Hebephrenic Schizophrenia
	35
	British Pakistani
	Conditional discharge
	Assault; deterioration in mental health.


   Table 2: Demographic information about the participants 
Design
Semi-structured interviews were utilised to facilitate discussion and in-depth exploration of FSUs experience of recall. This topic area is under-researched requiring clarity and detailed information to be gathered to construct meanings.  Qualitative research captures detail and focuses on the importance of participants voices (Willig, 2013).  
Procedure
After consent had been gained demographic information was gathered from participants (Appendix M) and one-to-one semi-structured interviews were conducted using an interview schedule (Appendix O).  The schedule guided interviews to the discharge process, FSU involvement, experience within the community and recall process.  The interview aimed to gain participants understanding and experience of their recall.  Topics were informed by the literature and research questions.  
Interviews were conducted by the lead researcher between January and March 2020 each lasting approximately 45 minutes.  Interviews were audio-recorded and transcribed verbatim, audio-recordings were deleted once transcribed.  Pseudonyms were allocated to participants and any identifying information (place names, clinical team names) to protect confidentiality and privacy.
FSUs were invited to comment on the readability of the executive summary.  FSUs involvement was not utilised for the design or implementation of the project due to time limitations.  A co-produced study may have helped with recruitment and an alliance with the study.
Data Analysis
Thematic analysis was utilised to draw out common themes in the experiences of participants.  Thematic analysis aims to identify, analyse and report themes across the data set.  Thematic analysis was chosen because it identifies common ways a topic has been experienced supporting understanding and making sense of under-researched topics.  
Due to limited research within this area, an inductive approach was utilised to identify themes at a semantic level (Braun & Clarke, 2013; Clarke et al., 2015).  Themes were derived from the content of the data rather than predetermined concepts and topics allowing for important theoretical implications in the understanding of recall.  An inductive approach ‘gives voice’ to participants experiences (Braun & Clarke, 2013).
The analysis drew on Braun and Clarke’s (2006) six-step thematic analysis method (Appendix H).  The researcher transcribed the data supporting familiarisation.  Transcripts were read several times and initial ideas noted (Appendix Q; R).  A research journal was kept noting reflections and key ideas (Appendix T).  Initial codes were generated by systematically working through the data finding interesting features.  Codes were collated into potential themes and interpretative analysis of the data conducted (Appendix S).  A thematic map was devised and updated throughout the analysis process.  Themes were reviewed, refined, defined and considered in relation to one another and the ‘story’ they told.  Evidence for each theme was chosen to represent a range of participant contributions.
Epistemological Position
The researchers’ ontological and epistemological positions are grounded on the belief that there is no absolute reality or knowledge.  Knowledge is understood as socially constructed through experience and interaction developing beliefs, perceptions and views about reality.  The social world can be learnt through understanding and making sense of people’s behaviour, perceptions and interpretations with a relationship between the researcher and social world.  Therefore, the researcher takes a position of interpretivist/constructivist.
Reflexivity 
This research derived from the researchers’ clinical experience within forensic services as a trainee and senior practitioner.  The researcher was keen to give voice to this marginalised population feeling forensic services held a disproportionate amount of power controlling liberties and lives of FSUs.  These biases were kept in mind by the researcher when interpreting the results.  They assumed a ‘not knowing’ position seeking to understand FSUs experiences with ‘bracketing’ used to reduce bias (Tufford & Newman, 2010).
A research journal was kept throughout the process to record reflections and preconceptions to minimise researcher bias (Appendix T) and address criticisms that thematic analysis lacks rigour (Braun & Clarke, 2006). 
Rigour
Initial codes and themes were discussed and reflected upon within research supervision with a Clinical Psychologist within the clinical setting and University research supervisor. 
Ethical Considerations
Ethical approval was obtained from West Midlands Edgbaston NHS Research Ethics Committee (Appendix E), NHS Health Research Authority (Appendix F) and peer-reviewed by Staffordshire University (Appendix D).  The local NHS Trust for the research site provided capacity and capability approval (Appendix G). 
To manage risks to the researcher or participants, face-to-face interviews took place at the service enabling the researcher to follow risk management procedures.  Discharged participants were offered either face-to-face or telephone interviews due to travel implications.  Full consent (Appendix L) was gained from all participants prior to interviews. 
Further consideration was given to concerns around participants risks of harm, disclosures of offending behaviour, feeling coerced, or finding the process distressing.  Sources for support were provided on the PIS, participants GP/ward Doctor were informed of participant involvement (Appendix P) and a debriefing process was incorporated into the research procedure, in which a scale was used to determine how the participant felt after the interview (Appendix O).  Appendix I provides further detail on how these risks were minimised. 

FINDINGS
The data reflected complexity in FSUs experience of having been recalled under the MHA (1983, as amended 2007).  The analysis identified four themes; ‘managing expectations’, ‘others doing to them’, ‘rebelling and taking control’ and ‘trusting relationships.’  Each theme is separately presented and expanded on.  Participant quotes, using pseudonyms, are provided to support the themes.
Managing Expectations
This theme represents FSUs understanding of expectations placed on them after discharge and how they managed these expectations.  Two subthemes were identified; ‘awareness’ and ‘avoidance’.
Awareness
Participants reported being aware of their discharge conditions.  They reported having limited preparation for discharge or awareness of the expectations from providers and community clinical teams, some needed more of a rationale for the conditions being imposed.  
“No, just the usual, like, … ground leave, unescorted leave, community leave, unescorted community leave, (Int: Okay), then there was discharge” – Brian (lines 21-22)
“When I went there, I had no idea what I could, and what, what was possible […], basically it was my key, key to freedom” – Hamza (lines 190-192)
There was a sense from participants that expectations varied depending on the situation and clinicians, leaving FSUs feeling conflicted and confused.  These sometimes-contradictory expectations resulted in recall. 
“I had, had the air riffles since [year] and they never complained about it, never said they were going to put me anywhere but since I had the crossbow and they think it’s illegal or something” – Brian (lines 274-277)
“Well, all they would’ve had to do is tell me to get rid of ‘em and I would have sold ‘em” – Brian (lines 512-513)
“When you’re out in the community or, or going about your business you’d be thinking to yourself that’s not right and you’d say something, but when you’ve got mental health issues you don’t say anything cause that could get you into trouble” – Hamza (lines 178-181)
[bookmark: _Hlk43893393]Hamza felt stigma around mental health resulted in assertive behaviour being viewed as problematic, while someone without a mental health diagnosis would be viewed favourably responding assertively.  These inconsistencies led to him feeling it was unfair. 
There was a sense forensic services were risk-focused especially about historic risks and was viewed as hindering progress.  
“I don’t want to go back and think about something like that cause it, it just does my head in, I try to look to the future and think I can make things better” – Hamza (lines 403-405)
“The whole idea of moving on is to, is to put the past behind you and all this place does is keep raking it up. … You know, I’ve moved on but this place ain’t.  The, the sort of mental health services haven’t” – Brian (lines 443-445)
Participants felt having an awareness of the expectations and support from the community clinical team would have helped their recovery in the community.  This uncertainty left FSUs blaming clinical teams for their recall.
“I would like to know why they’ve kept me in for like 14 months for no reason, … considering I’ve committed no crime” – Brian (lines 345-347)
Avoidance
Participants talked about avoidance as a mechanism for managing these unclear or inconsistent expectations.  Participants passively avoided confrontation when they disagreed with the conditions and/or behavioural expectations. 
“I just, I just, I just avoided […] avoided telling them” [about drinking alcohol] – Brian (lines 103-105)
When talking about being in the community Amir repeated that he “couldn’t be bothered with it” (line 321) and avoided community and family activities spending his time smoking and sitting in the garden.
“Smoking, dossing really, smoking in the garden and sitting out” – Amir (line 547)
This coping mechanism is potentially developed within forensic settings to manage conflicting expectations and restrictions to liberties developing passive resolutions.  The effectiveness of avoidance, as a strategy, had varying outcomes. 
This theme relates to the ‘others doing to them’ as it strongly relates to power imbalances and a feeling of others having control.
Others Doing to Them
This theme encompasses an overriding sense of the clinical teams’ control and power over decisions relating to participants’ lives.  Two subthemes were identified within this theme; ‘power imbalance’ and ‘unheard’.  
Power Imbalance
Throughout the interviews’ participants talked about decisions being made by clinical teams including discharge, assessed risks and recall.  Participants felt they had little say about their discharge conditions.
 “The Tribunal said I had to be on Community Treatment Order” – Amir (lines 80-81)
“I didn’t know much about it, what was going to happen and stuff like that” – Hamza (line 47-48)
This left FSUs with a sense of feeling paralysed and disempowered by clinical teams; however, accepting these power imbalances as part of the system. 
“It was hopeless, couldn’t do anything, umm, so you know, I thought, I thought my life was in their hands […] doctors’ hands” – Hamza (lines 45-47)
“I felt that I was legless, I didn’t have nothing, not a leg to stand on” – Hamza (lines 139-140)
“Feel, feels powerless, … but that’s the way it works” – Brian (line 37)

It was felt community clinical teams assessed risks that FSUs did not believe existed. 
“Well, overreaction […] They see a kitchen knife, they think it’s a weapon, they see a chisel, they think it’s a weapon … you, you know they’re just paranoid” – Brian (lines 387-390)
 Unheard
Participants talked about ‘others doing to them’ leaving them feeling ‘unheard’ and marginalised by others.  This subtheme exacerbates the ‘power imbalance’ which further impacts on feeling ‘unheard’, becoming a vicious cycle (see figure 2).  
“I, I basically had no say, say in it, that’s what they put down” – Brian (line 36)
After discharge, and transitioning to independent living, Brian wanted to live in a flat in the town centre, this was not approved, and he was moved to a flat outside of the town centre enhancing feeling ‘unheard’. 
“I picked close to the town centre, but he told me to go there instead” – Brian (line 232)
Amir felt unsupported and marginalised by his family who did not understand his mental health needs. 
“They’ve [family] not been very supportive. […] They think I can just snap out of it, would be good if I could” – Amir (lines 204-208)
Hamza had reported racial bullying he was experiencing to the accommodation team but felt they were not responding to his complaints and therefore they were falling on ‘empty ears’. 
“I did report it over a period of being there, but it fell on empty ears, it fell on empty ears” – Hamza (lines 107-109)
There was a sense among participants of being let down by community clinical teams due to not having been heard impacting on recall.
“I do feel let down you see” – Amir (line 121)
[bookmark: _Hlk38806414]“They didn’t really hear about my case or anything like that, what happened over there.  I told them that guy punched me” – Hamza (lines 59-60)
Rebelling and Taking Control 
The participants rebelled and took control others had on aspects of their lives to minimise the impact of ‘others doing to them’.  This was achieved differently among participants.  One participant decided not to take their medication to cause a relapse.  
“I wanted to relapse you see”; “I deliberately did it you see”; “I refused to have the injection” – Amir (Lines 218-219; 284; 421)
To be able to have a say in part of their conditions was important. “Yeah, that was one of the conditions, I, I only put down, I went back to where I come from […] It was about time to have a say in something” – Brian (lines 220-225)
Keeping busy and having structure was viewed to be important for recovery and positive mental health.  Participants felt they were able to occupy their time and developing ownership was viewed as helpful to their mental health. 
“I was stuck in that flat, for like nine months, doing nothing but staring at the walls.  So, I took up other hobbies like carving, wood carving, leatherwork … to take my mind off it” – Brian (lines 489-492)
[bookmark: _Hlk38807616] “I felt better at work you know, when I was working, I could control my illness” – Amir (lines 325-326)
A lack of structure was viewed negatively affecting recovery.  Hamza raised this as an issue when talking about the accommodation provider. 
“There was no structure or anything” – Hamza (lines 193)
Trusting Relationships
This final theme encompasses participants experience of relationships with others.  There were positive relationships formed and one participant felt he had appropriate support from the community clinical team.  
“I had everything I needed, the clinical team, my sister was coming round every day” – Brian (lines 453-454)
The remaining participants reported feeling more support could have been provided by community clinical teams.
“They [accommodation provider staff] started disengaging […] I think they disengaged with me, they didn’t give me the support I needed” – Hamza (lines 167-171)
“I’ve not been helped with really” – Amir (lines 118-119)
Two subthemes were identified for this theme; ‘importance of relationships’ and ‘sense of belonging’.
Importance of Relationships
All participants highlighted the importance of having positive relationships with their community clinical teams.  They spoke fondly of having developed these supportive relationships within secure and community teams.  
“When I was in [hospital], umm, I had multiple people I could turn to” – Hamza (lines 327-328)
It was important for FSUs to feel heard and have community support when needed. 
“I always had someone to talk to if I needed help with something” – Brian (line 168)
They felt developing these relationships to be important in their recovery with suggestions that staff should be “more relaxed” (Brian, 442).  Importance was placed on developing and maintaining therapeutic relationships with this needing to be mirrored within the community. 
“I think talking’s very good, and urgh, the medication is, urgh, no good to me, you see, it’s more talk” – Amir (lines 127-128)
“Taking a member of staff that you trust and talk to and go-to for anything you need” – Hamza responding to what he felt would have supported recovery in the community (lines 232-233)
Participants noted staff turnover with differing views on the effect of this.  Some participants noted these changes affecting their ability to establish and maintain positive relationships.
“Kept changing all the time different social workers coming and going … different CPNs coming and going” – Brian (lines 126-127)
“But every time, every time I make the, I make a, the connection with the, with the psychologist or the staff and stuff like that, they end up moving and stuff, go different places, these are relationships just being thrown away” – Hamza (lines 367-370)
Participants felt supportive community relationships would support recovery.  
“That’s where I get my support from, people” – Hamza (lines 332-333)
Sense of belonging
This subtheme was divided further; participants experiencing a sense of belonging and experiences where a sense of belonging was lacking.
Both Amir and Hamza talked about the importance of having a sense of belonging.  This sense of belonging promoted a shared understanding enhancing identity and wellbeing supporting them with potential future discharge.
“It’s more culturally diverse and what, that’s true.  They’re much better, umm, they’re much more better with Asian people in this hospital” – Hamza (lines 20-22)
“My fellow Muslim’s you see, and they boosted me morally telling me to worship God and you’re under obligation and I do find it quite nice you see” – Amir (lines 477-478)
There was a sense of struggling when they lacked this sense of belonging. 
“Cause people who are not from our community they’re not gonna know the score you see” – Amir (lines 467-468)
“They [other residents] all got together and cre-created a little plan to get rid of me […], that’s how it felt anyway” – Hamza (lines 93-95)
“It felt weird, I didn’t fit in” – Amir talking about the community (line 358)
This sense of belonging did not only relate to others sharing cultural and religious beliefs but also related to having a sense of belonging in the community and support with this transition.
“Cause they [accommodation providers] haven’t got the education or training that you need too, you know, umm, be in touch with Asians and stuff like that, they don’t know the sensitivity about Asians’” – Hamza (lines 124-126)
Hospital was reported as a place of safety and unity with those understanding mental health distress and needs promoting gains to being institutionalised.
“I felt at home with all these mental health patients and … I, I just felt at home” – Amir (lines 310-311)
“that [hospital] was my family” – Amir (line 220)
Developing these trusting relationships and having a sense of belonging promoted a sense of safety, identity and acceptance for FSUs, with Amir feeling “going to Mosque” (line 546) supported his recovery.  Had these relationships and sense of belonging been developed and supported in the community, participants felt recall could have been prevented.  
“Just motivating my, my, worshipping God you see” – Amir when asked what would have helped his recovery in the community (line 464)
Synthesis of Findings 
Due to the broad nature of the research topic, the themes were inextricably interlinked.  The relationship between the themes and subthemes are shown in figure 1.  
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Figure 1 Thematic map
The theme of ‘others doing to them’ relates to all themes with a sense of this impacting on FSU’s recovery and wellbeing.  The subthemes ‘power imbalance’ and ‘unheard’ are intricately linked with participants reporting when they felt clinical teams held knowledge, they, in turn, felt ‘unheard’.  When they felt ‘unheard’ the ‘power imbalance’ was exacerbated.  This became a vicious cycle, as shown in figure 2.  
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Clinician makes 			           Service user                    
	Decision			         feels powerless


Service user feels
unheard






Figure 2 Vicious cycle of ‘power imbalance’ and ‘unheard’ subthemes

Participants reported having limited awareness of expectations due to contradictory messages from others and decisions made by clinical teams.  ‘Managing expectations’ therefore relates to ‘others doing to them’.
‘Others doing to them’ relates to participants’ ‘rebelling and taking control’ to reduce the power imbalance felt and to reassert their own choice.  Developing ‘trusting relationships’ was important.  Having these trusting collaborative relationships could minimise the effects of ‘others doing to them’ and feeling ‘unheard’.  Positive relationships tended to be those developed within secure forensic services.  Participants noted the importance of developing positive relationships with community clinicians.  There was a powerful sense of needing to belong from participants and when this was lacking there was a likelihood of recall. 

[bookmark: _Hlk39642823]DISCUSSION
This research explored FSUs experiences of recall under the MHA (1982, as amended 2007).  Four themes were identified; ‘managing expectations’, ‘others doing to them’, ‘rebelling and taking control’ and ‘trusting relationships.’  The findings from this research contribute to the current literature and provide valuable insight into the experiences of this under-represented population.   
FSUs described having an awareness of the conditions of their discharge but lacked insight into community expectations.  They experienced little preparation for discharge and perceived decisions about their conditions as being imposed rather than collaboratively agreed.  Avoidance was adopted as a mechanism to manage unwanted expectations resulting in FSUs distancing from teams, communities, and families.  It is suggested this non-logical response is a coping strategy (Davis & O’Neill, 2005; Fowler et al., 1998; Ramsden & Lowton, 2014).  These simplistic avoidance strategies may risk leaving FSUs ill-equipped to manage high-risk situations (O’Sullivan et al., 2013).
A dominating narrative was power imbalances and a sense of being ‘done to’ by clinical teams, peers, and family, supported within the literature (Chiringa et al., 2014; O’Sullivan et al., 2013).  They felt they had been ‘told’ the discharge conditions and had little ability to challenge or question these, accepting a lack of involvement within decision-making.  This limited involvement in decision-making disempowered FSUs.  They attempted to resist by breaching some expectations when they assessed the consequences to be limited.  
Teams were viewed to be risk-averse with research supporting low thresholds for recall (Riordan et al., 2006a).  These findings are consistent with previous research with participants feeling excessive monitoring limited opportunities in the community (Chiringa et al., 2014) and these restrictions contributed to their recall (O’Sullivan et al., 2013).  However, clinicians have a responsibility to contain risk while supporting mental health recovery (Hearn, 2011).  
Positive working relationships were highlighted as having promoted positive experiences within inpatient and community settings.  This can mitigate the constraints of discharge conditions (Riordan et al., 2005; Riordan et al., 2006b).  Positive therapeutic relationships were viewed as important and could prevent recall.  Collaborative community supervision is likely to promote positive risk-taking and wellbeing (Morgan, 2004).  The literature reported negative experiences of recall were related to withdrawal, poor relationships with community teams and the wider community (O’Sullivan et al., 2013; Rye et al., 2019) with damaged relationships affecting a sense of belonging (Ritchie et al., 2010).  
This research noted FSUs rebelled and took control.  One FSU felt helpless in the community with discharge bringing about uncertainty.  He would deliberately bring about relapse to be recalled where he felt safe and attached.  This FSUs experience was unique compared to the sample, with him expressing an attachment towards inpatient services promoting a sense of belonging and detachment from his family and community.  Secure services are predictable environments providing safety and meeting FSUs needs (Ramsden & Lowton, 2014).  Some methods to rebel and take control promoted psychological wellbeing, such as having geographical choice about their discharge location maintaining local connections.  This is an interesting development with limited research.
FSUs felt a lack of culturally belonging and struggled to feel accepted.  Hamza reported feeling a sense of belonging in his current inpatient setting due to cultural understanding which was lacking when discharged.  FSUs suggested feeling culturally accepted may have prevented recall.  The MHA Review highlighted a need to address issues facing ethnic minorities (DoH, 2018; RITB, 2019).
FSUs reported being able to maintain independence and autonomy when they were engaged with pro-social activities, such as employment.  Research highlights the importance of meaningful activity (Hitch, 2009) with employment promoting wellbeing (O’Sullivan et al., 2013) and reducing recidivism and relapse (Social Exclusion Unit, 2012).  
[bookmark: _Hlk38305833]Strengths and Limitations
Several recruitment difficulties were encountered.  Early into recruitment Covid-19 arose.  The researcher offered remote interviews to allow for continued recruitment.  Unfortunately, there remained little uptake to the research and as resources became stretched within services, due to Covid-19, support for the research was not a priority for clinical teams. 
Covid-19 not only impacted on clinical teams’ ability to support the research, but it was thought (by clinical teams) to have increased FSUs anxieties due to physical health complications impacting participation.  Having respiratory problems, obesity and other health implications were highlighted as risk-categories for life-threatening complications should they contract Covid-19.  Research has shown a high proportion (74.1%) of inpatients are smokers (Ivbijaro et al., 2008), with a high prevalence of chronic obstructive pulmonary disease (COPD) and Asthma (Ivbijaro et al., 2008).  Russell et al. (2017) reported 81% of FSU participants were overweight/obese.  Coupled with this, FSUs with a diagnosis of schizophrenia are at higher risk of premature death due to physical health complications (Barr, 2001; Davies, 2013; Naylor et al., 2012; Phelan et al., 2001).  All these factors could increase anxiety and direct FSU focus on Covid-19.
The researcher and clinical supervisor considered ethical implications of continued recruitment due to Covid-19.  It was felt it was not ethically practical to continue to recruit as FSUs anxieties were heightened and support, should they become distressed, would be limited.
Before Covid-19 restrictions, a few potential inpatients and several discharged FSUs were identified; however, most declined to participate.  FSUs accessing services may have had reservations to participate despite an emphasis on confidentiality.  Two FSUs identified were approaching discharge.  It was perceived they declined as reflecting on past failed discharges may have been anxiety-provoking especially considering their current circumstances and the perceived progress they had achieved.  One FSU reported anxieties around audio recording and his responses being used for purposes other than the research.  This FSU had had extensive police involvement and it was formulated these experiences were traumatising.  After reassuring the FSU about confidentiality and sharing of transcripts he agreed to participate.  However, his anxieties increased when asked to sign the consent form, at this point he declined to participate.  A participant reported similar concerns regarding confidentiality during their interview and was reminded of the confidentiality agreement.  These barriers to recruitment mirror those in the literature for ‘hard-to-reach’ populations (Beebe, 2007; Bonevski, et al., 2014; Karminsky, et al., 2003; Zullino, et al., 2003).  A co-produced method may have overcome some of these barriers enabling those less empowered to feel more empowered (Beresford, 2005; Langley et al., 2018) and greater collaboration improving trust (Boaz, et al., 2018; Maybin, 2016).  It may also have supported recruitment.
This research captured a small participant sample; however, it is recognised this population are ‘hard-to-reach’ (Bonevski et al., 2014) with marginalised populations under-represented in research (Faulkner & Morris, 2002; Lambert & Wiebel, 1990).  It is important research captures marginalised populations experiences and perspectives.  This research captured depth of FSUs experiences providing rich data.  The findings provide valuable insight into FSUs experiences of recall contributing to the limited literature giving voice to this unheard population. 
Time to recall varied between participants from 14 months to 9 years, potentially affecting memory recollection.  The FSUs provided detailed accounts of their recall; however, one commented struggling to remember details.  Two FSUs provided vivid recollections which may have been due to perceiving their recall as traumatic, therefore, those memories becoming more accessible (McNally, 2003).
The researcher reflected on their position as a researcher, trainee and being on placement at the research site.  FSUs may have positioned them as being part of the system, this same system which has power over their liberties.  This may have impacted on FSUs participation and disclosures within interviews and resulted in social desirability bias.  By outlining the confidentiality agreement, the researcher being clear about the boundaries of their role and inviting FSUs to give their narrative of their experience of recall, it was hoped bias would be minimised.  The participants’ experiences were unique with each providing detailed rich accounts suggesting the impact of bias was limited.  
[bookmark: _Hlk39642852]Clinical Implications 
This research highlights FSUs experiences of the discharge process and recall.  Participants highlighted power imbalances they felt between themselves and the clinical teams both within hospital and community settings.  Clinicians should be mindful of these power imbalances when working with FSUs.  Risk management and meeting the needs of FSUs is a balancing act for clinicians (Gudjonsson et al., 2010).  Collaboratively working with FSUs provides tools for informed decision-making promoting autonomy (Gudjonsson et al., 2010) and allows FSUs to feel heard limiting epistemic injustice (RITB, 2019).  Murphy and McVey (2010) suggest honest, explicit and validating conversations help promote collaborative relationships.  Self-worth and esteem may be improved if FSUs are more actively involved in identifying their own goals (Wilson et al., 2011), which may lead to better outcomes.  
Teams were presented as being risk-averse and focusing on historical risk.  This may have been FSUs externalising responsibility for their recall onto clinical teams (Chiringa et al., 2014).  The Good Lives Model (Ward, 2002), a strengths-based model, promotes consideration of strengths to managing and overcoming past risky behaviours.  The model identifies current strengths and utilising these to reduce risk and promote psychological wellbeing (Ward et al., 2007).  This may support FSUs in taking responsibility for their historical risky behaviour and better understand clinicians’ concerns.  
Psychological formulations can support understanding of risk behaviours for both clinical teams and FSUs (Murphy & McVey, 2010; Ramsden & Lowton, 2014).  Having this understanding promotes positive therapeutic relationships and collaborative working practices (O’Sullivan et al., 2013).  This promotes best practice for risk assessments (Hart & Logan, 2011; Logan et al., 2011).  Advocacy services can help give FSUs a voice about their discharge conditions and ongoing community support to assert themselves in care planning. 
A sense of belonging was felt to be important among FSUs.  Improving clinical teams’ cultural awareness and links with religious groups would promote this sense of belonging and understanding of cultural stigma, supported by the MHA Review (DoH, 2018).  
This study highlights transitional difficulties for FSUs from forensic services to the community.  An integration phase into the community may better support transition (Forchuk et al., 2012) bridging the gap between forensic services and the community.  The transitional relationship model recognises the importance of social support for recovery facilitating effective discharge (Forchuk et al., 2012; Solomon, 2004).  The MHA Review reported that SUs struggled to maintain community links once admitted to hospital (DoH, 2018; RITB, 2019).
Research Implications
This research highlights the importance of FSU involvement in research.  Involving FSUs in the design and implementation of research may help to eliminate some of the barriers noted within recruitment.  This population is under-represented within research therefore, gaining their perspectives helps decrease disparities (Baird, 1999; Erves et al., 2017).  FSUs perspective of these barriers and how to overcome them would benefit research and clinical engagement.  Due to these recruitment barriers little remains known about the experiences and perspectives of this under-represented population (Coffey, 2006).  Researchers may need to consider creative ways to gather data as standard data collection, i.e. interviews, may leave FSUs re-experiencing trauma (Paksarian et al., 2014).  
This research highlighted FSUs need to rebel and take control which is lacking in the literature.  Further research to explore this concept would support understanding FSUs experiences and potential mechanisms adopted to minimise any power imbalances experienced.
This research utilised thematic analysis which is concerned with commonalities across the data.  It identified important themes across the data; however, unique experiences were also noted with the group of FSUs being heterogeneous.  Future research adopting a narrative or an interpretative phenomenological analysis would draw out uniqueness of experiences, as well as, universal qualities.
Further exploration of transitional issues around multiple recalls and potential of institutionalisation would provide further knowledge and understanding of transitional processes.  
Further research exploring what helps black, Asian and minority ethnic FSUs to reintegrate into communities would support the discharge process and community interventions for this population.  

CONCLUSION
This study contributes to the body of current literature.  A sense of belonging was important to FSUs to promote psychological wellbeing.  This sense of belonging varied among FSUs depending on culture, religion, family, and community support.  An overriding theme was one of relationships and power imbalances between FSUs and clinicians.  This research highlights the importance of working collaboratively with FSUs to develop autonomy and independence.  A collaborative approach would allow enhanced preparation for discharge and provide clear expectations of behaviour within the community which FSUs felt were lacking.  FSUs attempted to rebel and take control from others, sometimes to the detriment of their psychological wellbeing.  This is an interesting development on the study of FSUs experiences of discharge and recall.  These findings need to interpreted with caution.  Albeit, this study recruited a small number of participants, it adds substance to the limited body of literature available supporting the findings of previous research (Chiringa et al., 2014; O’Sullivan et al., 2013; Rye et al., 2019).  It highlights a need for further research into barriers to involvement and participation in research. 
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Process of Recall
The decision to recall an FSU on their Conditional Discharge or Community Treatment Order is made by either the Secretary of State for Justice or the Responsible Clinician.  There must be evidence of deterioration of mental health which warrants the FSU requiring secure services.  FSUs should be informed of the decision to recall them and further explanation of the recall should be provided as soon as practicably possible (Jones, 2019).  
[bookmark: _Hlk37777473]Recall differs from readmission in that readmission is when an FSU returns to forensic services after absolute discharge separating the episodes of care.  A recalled FSU has been consistently open to forensic services. 
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APPENDIX H – Six-phase thematic analysis method
Six-Phase Thematic Analysis Method
This appendix explains the six-phase thematic analysis method as described by Braun and Clarke (2006).
Phase 1: Familiarization
It is suggested the entire data set should be read at least twice and listened to.  Data should be read in a curious and questioning way (Smith, 2015).  Notes on each data set and then the entire data set should be made.  
Phase 2: Coding
This is a systematic and rigorous process to support theme development.  Codes label segments of the data in relation to the research question.  Coding happens at two levels; semantic and latent. 
· Semantic focuses on the surface meaning of the data, what is explicitly stated.  
· Latent focuses on the deeper meanings under the surface, considering what assumptions underpin the semantic meanings.  
Phase 3: ‘Searching’ for themes
During this phase codes are clustered together to create some meaning of them.  In this stage interpretative analysis of the data occurs.  Development of an initial thematic map linking themes with sub-themes is devised.
Phase 4: Reviewing Themes 
Themes are checked as to whether they work in relation to the extracts and entire data set.  Themes may need further refining, collapsing, removing or expanding.  A final thematic map is developed.
Phase 5: Defining and Naming Themes
The specifics of each theme are defined and a detailed analysis is devised considering the ‘story’ each theme tells.  The overall ‘story’ of the analysis of data and research questions are kept in mind.
Phase 6: Writing Up the Findings
This involves writing up the complicated ‘story’ the data tells, within and across the themes.  Evidence from the data for each theme is chosen.  This phase goes beyond describing the data and makes an argument keeping the research question in mind. 

References for Appendix H 
Braun, V., & Clarke, V. (2006). Using thematic analysis in psychology. Qualitative Research in Psychology, 3(2), 77-101.
Clarke, V., Braun, V., & Hayfield, N. (2015). Thematic Analysis. In J.A. Smith (Ed). Qualitative Psychology: A practical guide to research methods. (pp.222-248). London: Sage Publications.
Appendix I – Managing ethical considerations
Managing Ethical Considerations
Managing ethical considerations was explored by the researcher to meet good ethical conduct.  These are outlined below. 
Coerced 
FSUs can feel disempowered within forensic services with clinical teams restricting liberties.  FSUs identified for this research could have been subject to these restrictions and vulnerable to feeling coerced.  Concerted efforts were made during recruitment and consent phases to minimise coercion.  
FSUs currently inpatients were approached by a member of the clinical team to gain consent for the researcher to discuss the research with them.  FSUs, not currently inpatients at the research site, were sent an invitation letter for them to provide consent to a telephone contact.  It was made clear in the letter that they were not consenting to participate at this stage.  
It was explained within the participant information sheet (PIS) and consent form that participation was voluntary and would not affect treatment.  Participants were informed by the researcher that they could decline to answer questions or censor their responses without providing a reason.  
Many FSUs opted out of the research suggesting the measures adopted were appropriate.  
Distress 
Reflecting on their experiences may have caused distress for some participants.  The researcher adopted an empathic stance throughout the interview maintaining the boundary as researcher and not part of the clinical team.  The researcher informed participants they could take a break should they wish; this was not taken up by the participants.  
A debrief was conducted at the end of the interview with the researcher ‘checking in’ with the participant and reminding them of the support they could access.  If any participant become extremely distressed the researcher would have informed the clinical team or their GP as explained to participants prior to the interview and detailed within the PIS. 
Disclosure of Criminal Behaviour
It was acknowledged that participants may disclose criminal behaviour or intent to commit criminal activity.  Confidentiality was clearly explained within the PIS and to participants prior to interviews commencing.  This enabled participants to make informed decisions about disclosure. 
Risk of harm to others (including researcher)
Face-to-face interviews were conducted at the research site and telephone interviews were offered.  The researcher had a personal alarm and ward walkie-talkie.  The nursing team were aware of the interviews being conducted to be available if needed.  FSUs assessed as high risk a member of the nursing team stationed themselves outside of the interview room.  
As above, confidentiality was explained within the PIS and to the participant prior to the interview commencing.  Any disclosure of intent to harm others or themselves would have been reported to the clinical team, the GP and/or the police.

APPENDIX J – Invitation letter with reply slip for consent to telephone call for discharged FSUs
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APPENDIX K – Participant information sheet (current FSU & discharged FSU versions)
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APPENDIX L – Consent forms (current FSU & discharged FSU versions)
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APPENDIX M – Demographic information questionnaire completed by FSU (current FSU & discharged FSU versions)
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APPENDIX N – Demographic checklist completed by clinical team
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APPENDIX O – Interview schedule
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APPENDIX P – GP Notification of participation letter
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APPEDIX Q – Familiarisation phase (incl. extract of familiarisation of individual data set and extract of familiarisation across entire data set)




Extract of familiarisation phase of individual data set



Extract of familiarisation phase of entire data set


APPENDIX R – Transcript extract of coding 




APPENDIX S – Codes into themes (incl. list of codes and initial thematic map)
List of codes:
	Lack of help/limited support
	Not fitting in
	Avoidance of staff

	Predetermined judgements
	Fending for self
	Avoidance of challenge

	Lack of trust
	Refused medication
	Staff all do same – change

	Trust/someone to talk to/connection
	Requesting support from work
	CPN for injection

	Cultural understanding
	Motivation with religion/abiding religion
	Professionals doing to

	Intense transfer
	United
	Lack of understanding – recall

	Lack of knowing expectations
	Professionals deluded/ question professional judgement
	Long time in services

	Unfair
	Religion important
	Staff & own movements/changes

	Unheard
	Male role re employment & household
	Let down

	Unexpected cultural abuse
	Decision on conditions
	More talking less medication

	Transition visits
	Professional influence
	Hospital environment

	Disempowering 
	Preparation for discharge
	Medication not helpful

	Get rid/set up
	Conditions ‘put down’
	Family not understanding

	Lack of cultural understanding
	Decision on conditions – no say
	Wanted relapse/forcing recall

	Lack of training
	Powerless but acceptance of system
	Hospital as family

	Paralysed
	Nothing helpful
	Feeling wanted

	Friends and family support 
	Told by others
	Shared understanding

	Team support
	About time had say
	Safe in hospital

	Unaware of consequences
	Dragged it out
	Looked after

	Self defence
	Resources limited
	Avoidance of life

	Mental health affected
	Abiding
	Importance of employment/keeping busy

	Others justifying recall
	Lack of understanding – process
	Scared of unplanned relapse

	Imaginary risks
	Seeking explanation
	Lack of explanation – residence

	Overreaction
	Raking up past – risks
	Contradictory expectations/process

	Relaxed approach
	Everything needed
	

	Expectations in community
	Staff questioning 
	

	Understanding expectations
	Seeking permission
	

	Lack of understanding team concerns
	Recall not positive – ‘they put me here’
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Codes initially grouped
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Codes grouped into initial themes and sub-themes
[image: ]
Initial thematic map

Codes into main themes:
Key: Managing Expectations, Others Doing to Them, Rebelling and Taking Control, Trusting Relationships and unallocated to a theme
	[bookmark: _Hlk37047716]Lack of help/limited support
	Not fitting in
	Avoidance of staff

	Predetermined judgements
	Fending for self
	Avoidance of challenge

	Lack of trust
	Refused medication
	Staff all do same – change

	Trust/someone to talk to/connection
	Requesting support from work
	CPN for injection

	Cultural understanding
	Motivation with religion/abiding religion
	Professionals doing to

	Intense transfer
	United
	Lack of understanding – recall

	Lack of knowing expectations
	Professionals deluded/ question professional judgement
	Long time in services

	Unfair
	Religion important
	Staff & own movements/changes

	Unheard
	Male role re employment & household
	Let down

	Unexpected cultural abuse
	Decision on conditions
	More talking less medication

	Transition visits
	Professional influence
	Hospital environment

	Disempowering 
	Preparation for discharge
	Medication not helpful

	Get rid/set up
	Conditions ‘put down’
	Family not understanding

	Lack of cultural understanding
	Decision on conditions – no say
	Wanted relapse/forcing recall

	Lack of training
	Powerless but acceptance of system
	Hospital as family

	Paralysed
	Nothing helpful
	Feeling wanted

	Friends and family support 
	Told by others
	Shared understanding

	Team support
	About time had say
	Safe in hospital

	Unaware of consequences
	Dragged it out
	Looked after

	Self defence
	Resources limited
	Avoidance of life

	Mental health affected
	Abiding
	Importance of employment/keeping busy

	Others justifying recall
	Lack of understanding – process
	Scared of unplanned relapse

	Imaginary risks
	Seeking explanation
	Lack of explanation – residence

	Overreaction
	Raking up past – risks
	Contradictory expectations/process

	Relaxed approach
	Everything needed
	

	Expectations in community
	Staff questioning 
	

	Understanding expectations
	Seeking permission
	

	Lack of understanding team concerns
	Recall not positive – ‘they put me here’
	





Table demonstrating participant data within each theme and subtheme:
	Theme
	Subtheme
	Participant
	Illustrative quotes

	Managing Expectations
	Awareness
	Brian 
Amir
Hamza
	“I went there before I was actually discharged, I’m not sure if I had an overnight stay” (Hamza) 
“Did you know what to expect when you left the unit and went into the community?” “Yep” (Brian)
“Everything was on the table” (Hamza)
“Looking into myself and stuff like that, trying to find a bit of insight” (Hamza)
“Social worker come round once a week, once a fortnight CPN coming round, and once a fortnight giving me injection” (Brian)
“I had CPN but that was only every month when, I, when, for the Depo” (Amir)
“I know I shouldn’t have done it” (Amir),

	
	Avoidance
	Brian 
Amir
	“Well, I, I canot see what it’s got to do with them to be honest, I’m over 18, over the legal age to drink, […] I can’t see why I can’t have a drink” (Brian)
“I couldn’t be bothered with it” Amir

	Others Doing to Them
	Power Imbalance
	Brian
Amir
Hamza
	“They tell me I can’t have it; I get rid of it” (Brian)
“What can I do?” (Hamza)
“Feels powerless, [..] but that’s the way it works” (Brian)
“I didn’t have any choice with that, I had to, I had to go there as it was on my conditions” (Brian)
“I thought my life was in their hands and stuff like that, doctors’ hands” (Hamza)
“I don’t really know who’s in charge of pressing the button” (Hamza)
“No, it’s professionals that have put me in this place you see” (Amir)
“He was just trying to justify the recall” (Brian) 
“The Tribunal said I had to be on a Community Treatment Order” (Amir)

	
	Unheard
	Amir
Hamza
	“Couldn’t have been doing that much really, could they? After 20 years I’m still here” (Amir)
“Staff said, ‘oh he’s assaulted someone’ and stuff like that […], it was, it was just, just bullshit” (Hamza)

	Rebelling and Taking Control
	
	Brian
Amir
Hamza
	“I went to my team leader and told him what the score was” (Amir)
“It was about time I had a say in something” (Brian)
“I refused it you see, so I could get back to see Tanya” (Amir)
“The only reason I used to smoke a spliff was cause I wanted to relapse you see … cause I liked, liked the hospital you see” (Amir)
“Now I’ve turned the tables around” (Hamza)
“Yeah, yeah that was one of the conditions I, I only put down, I went back to where I come from” (Brian)

	Trusting Relationships
	Importance of Relationships
	Brian
Amir
Hamza
	“Visiting from my friends and stuff like that, my family and stuff, they’re really good” (Hamza)
“Should be talking more to the patients, … opening up the mind you see” (Amir)
“They ain’t got the staff” (Brian)
“It was alright, it was like a flat […], with a supported, with staff there in the daytime (Int: Okay) to help you out with things” (Brian)
“I think the staff did a good job, cause I took a lot of umm, I took a lot of support off staff” (Hamza) 
“The support was there you see” (Amir) 
“She was there to help me” (Amir)
“Feeling wanted, […], cause  years ago I had a relapse ad I fell in love with this girl” (Amir) 
“I had a problem with the patients” (Hamza)
“We’re not caring for you or anything like that, it’s just sad” (Hamza)

	
	Sense of Belonging
	Amir 
Hamza
	“They’re much better with Asian people in this hospital” (Hamza)
“My fellow Muslim’s you see, and they boosted me morally” (Amir) 
“So the religion is important” (Amir)
“It was always about Pakistani” (Hamza
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Introduction
This summary provides an overview of a research study interviewing forensic mental health service users who had been recalled under the Mental Health Act (1983, as amended 2007).  The research wanted to hear the experiences of recall from forensic mental health service users. 
This executive summary has been written for forensic mental health service users, providers of forensic services and anyone else who may be interested in understanding forensic mental health service users’ experiences of recall.  
Forensic secure services are provided for people who: 
· Have a mental disorder;
· Assessed as posing, or having posed, a risk to others, and;
· The risk is usually related to their mental disorder. 
(Joint Commissioning Panel for Mental Health, 2013)
Forensic mental health service users are accommodated in low, medium, or high secure settings, dependent on their risk.  Those posing a high risk are accommodated in high secure settings. 
When forensic mental health service users are assessed to be safe in the community they are discharged from secure settings.  They can either be absolutely discharged (no conditions for the discharge), conditionally discharged (conditions are attached to their discharge) or discharged under a Community Treatment Order (conditions attached to the Order).  Conditions are linked to treatment recommendations. 
Recall is the returning of a forensic mental health service user to inpatient services under their original Section or Hospital Order.  Recall happens when a forensic mental health service user;
· Breaches their discharge conditions and are considered a risk to others, and/or;
· Their mental health gets worse.








What the Literature Says
There are only a few research studies who have sought forensic mental health service users’ views on recall.
O’Sullivan et al. (2013) interviewed 5 male forensic mental health service users with substance misuse and mental health diagnosis.  They asked about what lead to recall.  Things that contributed to recall were:
· Not having social support;
· Substance misuse;
· Feeling services restricted them.
They also found that forensic mental health service users’ felt that:
· Having a job;
· Feeling part of the community;
· Feeling positive about recovery
Would have helped their recovery in the community.









Another research study interviewed 6 male forensic mental health service users with substance misuse and mental health diagnosis.  Forensic mental health service users told them they felt:
· They had not been given a good enough explanation for their recall;
· Community support was poor;
· Community clinical teams monitoring was too much and affected their opportunities negatively;
· Lonely in the community.
(Chiringa et al., 2014)







The Mental Health Act review (Department of Health, 2018) highlighted the importance of giving voice to service users regarding their care and treatment both within hospital provisions and community.  They found service user involvement was lacking.  They recommended improving service user involvement and collaboration in their care and treatment. 
Rye et al. (2019) interviewed 11 male and female forensic mental health service users subject to section 37/41.  They found forensic mental health service users viewed the recall process as being on a continuum from negative to positive.  If they felt:
· Connected to others;
· Understood their recall, and;
· Had a good relationship with forensic services 
Forensic mental health service users felt more positive about their recall.  

There are significant gaps in the research available.  Two of the studies (Chiringa et al., 2014; O’Sullivan et al., 2013) were before NHS policies proposed changes to the discharge process to prevent avoidable recalls (NHS, 2014; 2016; 2019).  Rye et al. (2019) interviewed males and females on section 37/41 excluding forensic mental health service users who had been discharged and later recalled under Community Treatment Orders.  This research aimed to address these gaps.  
Aim of the StudyThe aim of the study was to explore forensic mental health service users’ experience of recall and find out:
· [bookmark: _Hlk3211225]What is their experience of the discharge process and preparation?
· What is their experience of social and professional support in the community after discharge (for example; personal relationships, employment, housing)?
· What is their understanding as to why they were recalled?
· Do they feel anything could have helped to prevent their recall? 



Method
People who had experience of having been discharged from forensic services and then recalled under the Mental Health Act (1983, as amended 2007) were invited to take part.  Some of the people invited were in forensic secure settings and some had been discharged/transferred.  The clinical team at the study site identified potential participants.  Those that had been discharged were sent an information pack; invitation letter with reply slip, participant information sheet and pre-paid envelope.  Potential participants who were inpatients were given a participant information sheet and asked by the clinical team if they were happy to talk with the researcher about the study. 

Exclusion Criteria:
· Unable to speak English
· Unable to give informed consent
· Currently acutely unwell
Inclusion Criteria:
· Currently or previously detained under the Mental Health Act
· Currently or previously an inpatient on a secure forensic ward
· Have a mental health diagnosis and offending history
· Have experience of recall
· Over 18-years-old


[image: ]







Figure 1: Flow chart showing participant recruitment
Interviews followed an interview structure to help guide discussions and prompt the participants.  The interviews gathered detailed accounts of the experience of recall from forensic mental health service users’ point of view.  Once the participants interviews were written up, they were analysed using thematic analysis. 
Thematic analysis looks for things in common within participants’ experiences (Braun & Clarke, 2006) calling these themes.  It is useful to support understanding and make sense of under-researched topics.  A six-step thematic analysis model was used (Braun & Clarke, 2006).  This includes becoming familiar with the interviews by reading and listening to the interviews several times.  Labels were then given to sections of the interviews, called codes.  These codes were grouped together, and themes developed.  The findings were written up for submission as part of the researchers’ Doctoral Clinical Psychology Training.  
Main Findings
Four main themes were identified: 
· Managing Expectations

· Others Doing to Them

· Rebelling and Taking Control

· Trusting Relationships 





Managing Expectations 
Participants talked about different ways they managed expectations in the community.  This theme was further divided into two subthemes, ‘awareness’ of expectations and ‘avoidance’ of expectations.  “When I went there, I had no idea what I could do” - Hamza

“All they would’ve had to do is tell me to get rid of ‘em” - Brian
Awareness 
· Participants knew their discharge conditions 
· Lack of preparation for discharge leading to a lack of awareness of expectations from providers
· Contradictory expectations depending on clinician and/or situation

Pushing AgainstPushing against was a way of managing the expectations by;
· Knowingly breaching the expectations but also being aware clinicians would not find out or believing they would not be recalled if found out
· Avoiding interactions with others 

“I didn’t participate much in the community” - Amir




Others Doing to Them
This theme identified participants feelings of having decisions made for them by others.  This left them feeling clinical teams had power (‘power imbalance’) and they were left feeling ‘unheard’. “They didn’t really hear about my case or anything like that” – Hamza
“Feel, feels powerless, … but that’s the way it works” – Brian
Power Imbalance 
· Decisions being made by clinicians about participants lives
· Participants had little say in their discharge conditions
· Clinical teams have power over participants 
· Clinical teams were felt to be too risk focused 
Unheard
· Participants felt they were not heard by clinical teams
· Participants felt let down by forensic services


These ‘power imbalance’ and ‘unheard’ subthemes relate to one another with participants feeling clinicians had more power when they felt unheard and when they were unheard this made the power imbalance feel bigger.   Becoming a vicious cycle, shown in figure 2.Power Imbalance
Clinician makes decisions
Service user feels unheard
Service user feels powerless











“I think talking’s very good” - Amir

Figure 2: Vicious cycle of ‘power imbalance’ and ‘unheard’ subthemes
Rebelling and Taking Control Participants rebelled and took control from others in different ways to minimise the feelings of ‘others doing to them’.  Different ways they rebelled and took control were by:
· Medication compliance – choosing whether to take their 
medication
· Deciding on where they would live
· Keeping busy in the community (employment) 
“I felt better at work you know, when I was working, I could control my illness” - Amir

[bookmark: _GoBack]Trusting Relationships 
Participants spoke about the ‘importance of trusting relationships’ and a ‘sense of belonging’.   
“I felt at home with all these mental health patients” - Amir
Importance of Relationships: 
· Importance of positive relationships with community services
· Some participants felt more community support was needed
· Staff turnover was an issue for developing these relationships
Sense of Belonging
· Feeling they belonged promoted a sense of safety, identity, acceptance 
and well-being
· Participants struggled when they felt they did not fit in
· Hospital was viewed by a participant as a place of safety and belonging
· Cultural understanding promoted a sense of belonging
“They [team] started disengaging” - Hamza
“I always had someone to talk to” - Brian




Participants felt having positive relationships with community forensic services, religious support and the wider community could have prevented recall.   
The themes are linked with one another, shown in figure 3.  [image: ]

Figure 3: Thematic map showing the relationship between themes
The theme of ‘others doing to them’ relates to all themes with a sense of this impacting recovery and wellbeing.  Participants reported having limited awareness of expectations being due to others and clinicians making decisions.  Participants ’rebelled and took control’ to reduce the power imbalance they felt.  Positive relationships tended to be those developed within secure forensic services and participants noted the importance of developing positive relationships with community clinicians.  There was a strong sense of needing to belong from the participants and when this was lacking there was a likelihood of recall. 

Limitations· A global pandemic (Covid-19) arose during the study affecting recruitment and study sites being able to be involved. 

· It was believed Covid-19 may increase forensic mental health service users’ anxiety affecting recruitment.

· Many forensic mental health service users declined to participate.  Some potential participants were preparing for discharge and considering past recalls may have increased their anxiety.  A potential participant reported a lack of trust with research and the use of the information gathered.  

· There were some barriers to getting access to potential participants especially those discharged from the study site.

· This research had a small participant number.  However, it is important to report these findings as forensic mental health service users are considered ‘hard-to-reach’ and underrepresented in the research.


What this means for clinicians· Clinicians should be mindful of the power imbalance felt by forensic mental health service users.  Including forensic mental health service users in decision making may lead to better outcomes.  However, it is accepted that some decisions need to be made by clinical teams.  

· Teams were felt to be risk focused by participants.  This may have been participants placing responsibility of their recall on others.  The ‘Good Lives Model’ (Ward, 2002) is a strength-based model to risk management and can support teams to consider risk alongside strengths.

· Improving cultural awareness and links with religious groups may help forensic service users feel understood.


Future Research· Future research exploring understanding of forensic mental health service users’ reluctance to participate in research would be of benefit.  Involving service users in the design and implementation of research may better support recruitment. 

· Rebelling and taking control was a theme that has not previously been explored.  Further understanding of how forensic mental health service users’ rebelled and took control both within secure settings and the community would be of benefit.

· One participant had experienced multiple recalls.  Researching the impact of this for individuals may help understand the ‘revolving door syndrome’. 


Sharing the ResearchThis executive summary will be shared with the forensic service used for the study, and more widely with the Forensic Directorate.  The poster (Appendix V) can be displayed on wards for forensic mental health service users to view. 
Participants who took part in the study and request a copy of the research will receive a copy of this executive summary.
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The standard conditions documenl"After Ethicll Seview * qu!e!et!1ce_tar spensars and
investiqators", issued with your REC favourable opinion, gives detailed guidance on reporting


expectations for studies, including:
. Registration of research
. Notifying amendments
o Notifying the end of the study


The HRA vrreEeilg also provides guidance on these topics, and is updated in the light of
changes in reporting expectations or procedures.


Who should I contact for further information?
Please do not hesitate to contact me for assistance with this application. ftly contact details
are below.


Your IRAS project lD is 271373. Please quote this on all correspondence


Yours sincerely,


Barbara Cuddon


Approvals Specialist


Email: hra.approval@nhs. net


Copy to: Dr Tim Horne
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List of Documents


The final document set assessed and approved by HRA and HCRW Approval is listed below


Document Version Date
Confirmation of any other Regulatory Approvals (e.9. CAG) and all
correspondence [Appendix 10c: IPR approval feedback]


Version 1 05 August 20'19


Confirmation of any other Regulatory Approvals (e.9. CAG) and all
correspondence [Appendix 10a Independent Peer Reviewer's
89p9rt DJI


1 05 August 201 9


Confirmation of any other Regulatory Approvals (e.9. CAG) and all
correspondence [Appendix 10b lndependent Peer Reviewer's report
HP]


1 05 August 2019


GP/consultant information sheets or letters [Appendix 1 1: Template
GP letterl


vl 14 November 2019


HRA Schedule of Events [HRA assessed Version] '1.0 11 December2019
lnterview schedules or topic guides for participants [Appendix 5
Draft lnterview Schedulel


v3 14 November 2019


IRAS Application Form IRAS_Form_021 0201 9] 02 October 2019
IRAS Application Form XML file IRAS_Form _021020191 02 October 2019


I RAS Checklist XML [Checklist_021 020191 02 October 2019


Letters of invitation to participant [Appendix 6: Ex-service user
participant invitation letterl


Version 3 05 August 201 9


Organisation lnformation Document [Organisation lnformation
Document NoJr-commerciall


v'l.0 10 October 2019


Other [Appendix 3b: Ex-Service User Demographic lnformation
Questionnairel


v3 14 November 2019


Other [Appendix 7: Risk Assessment] v5 14 November 2019
Other [Appendix 3a; Service User Demographic Questionnaire] Version 1 05 August 201 9


Other [Appendix 3b: Ex-Service User Demographic lnformation
Questionnairel


Version 2 31 July 2019


Other [Appendix 4: Demographic Checklist] Version 2 05 August 201 9


Other [Appendix 7: Risk Assessment] Version 4 31 July 2019


Participant consent form [Appendix 2a: Service user consent form] v3 14 November 2019
Participant consent form [Appendix 2b: Ex-Service User Consent
Forml


v4 14 November 2019


Participant information sheet (PlS) [Appendix 1a: Service User PIS] v5 14 November 2019
Participant information sheet (PlS) [Appendix 1b: Ex-service user
Prsl


v5 14 November 2019


Research protocol or project proposal [Appendix 9 Application for
lndependent Peer Review of Research Projectl


8 05 July 2019


Schedule of Events or SoECAT [Schedule of Events] v2 30 October 2019


Summary CV for Chief lnvestigator (Cl) [Appendix 8a: Dr Melia CVI Version 1 20 August 201 9


Summary CV for student [Appendix 8b: C Wormald CV] Version 1 04 September 2019


Summary CV for supervisor (student research) [Appendix 8c: Dr C
Passey CVI


Version 1 09 September 2019


Summary, synopsis or diagram (flowchart) of protocol in non
technical language [Figure 1: Process of study flowchart]


Version 5 3'1 July 2019
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From:   Grocott Chantel - Lea (RRE) MPFT <Chantel - Lea.Grocott@mpft.nhs.uk>   Sent:   22 January 2020 11:52   To:   WORMALD Candice <candice.wormald@student.staffs.ac.uk>   Cc:   Wormald Candice (RRE) MPFT <Candice.Wormald@mpft.nhs.uk>; Davies Frances (RRE) MPFT  <Frances.Davies@mpft.nhs.uk>; Passey Clare (RRE) MPFT <Clare.Passey@mpft.nhs.uk>   Subject:   RE: IRAS ‘271373’  –   Confirmation of Capacity and Capability at MPFT     Dear   Candice,         RE:   IRAS   ‘271373’   –   Confirmation   of   Capacity   and   Capability   at   MPFT       Full   Study   Title:   Forensic   mental   health   service   users’   experience   of   hospital   recall   under   the   Mental   Health   Act.       On   behalf   of   Ruth   Lambley - Burke   (Head   of   R&I),   this   email   confirms   that   Midlands   Partnership   NHS   Foundation   Trust   has   the   capacity   and   capability   to   deliver   the   above   referenced   study;   please   find   the   agreed   Organisation   Information   Document   attached   as   confirmation.       If   you   wish   to   discuss   further,   please   do   not   hesitate   to   contact   me;   good   luck   with   your   study.       Kind   Regards       Tilly       Chantel - lea   Grocott   Research   and   Innovation   Governance   Administrator       Midlands   Partnership   NHS   Foundation   Trust   Research   and   Innovation   Department,   Block   7   St   George’s   Hospital,   Corporation   Street   Stafford,   ST16   3AG       t:   01785   783180   e:   chantel - lea.grocott@mpft.nhs.uk   OR   chantellea.grocott@nhs.net       https://research.mpft.nhs.uk/        @mpftresearch   @mpftnhs       PLEASE   NOTE:   I   DO   NOT   WORK   MONDAYS       Proud   to   be   a   Cultural   Change   Champion        
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Invitation letter                                        PRIVATE & CONFIDENTIAL     Dear [Participants name],     My name is Candice Wormald, I am a trainee Clinical Psychologist and I am carrying out  research as part of my training with  Staffordshire University.  I want to find out more about  the experiences of forensic service users ’   who have been recalled under the Mental Health  Act.  If you are interested in taking part, I would like to meet with you to find out more  about your exper ie nces, because what you have to say may help to improve Forensic  Services.  I have enclosed an information sheet with much more information about the  research and some questions you may have.  I know it is a lot of information, but  read  through this in you r own time.  If you have any questions about the research after reading  the information form you can contact me and I will answer your questions.     If you think this is something you might be interested in, please fill out the Reply Slip to let  me know.  If   you return the slip back to me to say you might be interested, I will then  contact you by telephone.  Consenting or ageeing to this phone call with the researcher  does not mean you have consented to take part in the study.      During this phone call I will  talk about the research and the interview with you.  This is so  you can understand more about the research and you can ask me any questions.  If you  would like to take part in the research we will talk about how you would like to be  interviewed, either by  telephone or face - to - face.  You will be asked to fill in a consent form  before participating in an interview.       If you decide when we talk or meet that you don’t want to take part or you change your  mind after you have returned the reply slip, that is fin e.     I look forward to hearing from you.       Yours Sincerely      Candice Wormald    Trainee Clinical Psychologist             
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                                     REPLY SLIP     NAME OF PARTICIPANT/ADDRESS     Please tick the box you agree with:      1.   I am not interested in the research and  would not like to be contacted  via telephone about the research.     2.   I might be interested in the research and doing an interview, please can  the researcher contact me via telephone to talk about this some more.        Please call me, my phone number is: ………………… …………………………………         A good time and day to contact me is: ……………………………………………………     I know that agreeing to a phone call doesn’t mean that I am agreeing to take part in the  research.                       Your signature        Date             Please put the Reply Slip in the  pre - paid stamped address envelope included in your pack.   This can be posted at any post box or post office, there is no charge to you.    This will go to  [PROFESSIONAL S NAME]. If you agree to a phone call, this form will then be passed on to  the researcher.   Thank you.  
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                    PARTICIPANT INFORMATION SHEET   EX - SERVICE USERS      Study Title:  Forensic mental health service users’ experience of hospital recall under  the Mental Health Act.     IRAS  ID : 271373     Before agreeing to take part in this study Principal Investigator, Candice Wormald, would  like to tell you why this research is being done and what is involved.  If you need any  support with this information sheet you can ask for me or your clinician to go   through it  with you.  If you have any questions or you are not clear about the research, please ask me.      Please take your time to read through this information.  You can talk with relatives, friends  and professionals working with you about taking part.   We would like you to let us know if  you would like to take part or would not like to take part, using the reply slip and pre - paid  envelope enclosed, within 2 - weeks of receiving the information pack.     Some questions you might want to be answered:     What is t his research about?   We are interested in finding out about your experience of recall after discharge from a  secure forensic setting on conditional discharge.  We also want to understand if you feel  there was anything else that could have prevented you bein g recalled to hospital.  I would  like to know about your experience before you were discharged and your understanding of  the conditions of your discharge.  I will ask about your experiences in the community after  your discharge and the support you had.  I  am interested in your experience of your recall  and what was happening in your life just before you were recalled.  I am also interested in  your understanding of why you were recalled, as well as, whether you feel anything else  may have been helpful to pre vent your recall.      Having this understanding can support services to develop a discharge process which  supports service users when released, it might also give suggestions for support in the  community.  There is very little research into forensic service  users’ experience of being  recalled.      Why have I been asked to take part?   You have been asked because you have experience of having been discharged and then  recalled to hospital.     Inclusion criteria:   


image17.emf
   Been in a Midlands Partnership Foundation Trust  forensic secure unit under a  Section of the Mental Health Act (1983 as amended 2007);      Have a mental health diagnosis but sufficiently stable in terms of well - being to take  part in the study;      Experience of being recalled;      Over 18 years old.     Exclusion crite ria:       Anyone unable to speak English unfortunately cannot take part in the study this is as  there is no funding available for the  research to provide translators;      Anyone who is not able to give informed consent cannot take part in the study.      Do I have to   take part?   No.  It is up to you whether you take part in this study or not.  If you decide not to  participate, it will not affect any current treatment or therapy you are receiving.     What happens if I agree to take part?   I will contact you on the telephon e.  I will go through this information sheet with you and  can answer any questions you may have about the research.      If you decide you want to take part in the study, I will talk to you about whether you would  prefer a face - to - face interview or a telephon e interview.  If you would prefer a face - to - face  interview I will arrange an appropriate time and date.  The face - to - face interview will take  place at either the Redwoods or Hatherton Centres.  If you prefer a telephone interview, a  consent form will be po sted to you with a pre - paid envelope which will need to be returned  before a telephone interview can be arranged.      At the face - to - face interview, I will ask you to sign a consent form to say you have agreed to  take part in the study.    I will write to your   GP to let them know you are taking part in the  study.     The interview will start about your experience of being recalled.  You can stop the interview  at any time.  If you want to stop taking part in the study, this is ok, your information will be  removed,  and you will not be included in the study.  There will be no negative consequence  of withdrawing.      What will happen if I take part?   If you take part, you will be interviewed alone in a room or over the telephone.  You will  only have to meet with me once a nd the interview should take approximately 1 hour.  If you  would prefer two shorter sessions, please let me know.     You will be asked about your experience of the process of being discharged and recalled.   The interview will audio - recorded (tape - record) so  that I don’t miss anything you have said  and can write up the interview word for word later.  Telephone interviews will be recorded  as well.  The recording will be deleted immediately after I have written the interview up  (transcribed).  Only the interview   will be recorded, not questions you may have about the  research or the de - brief after.  At the end of the interview you will be asked to give a made -  
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up name (pseudonym) you would like to be called for the purpose of the study rather than  using your real n ame.  This ensures your information is anonymous.      Information about you will be gathered from the unit you were detained on, called  demographic information.   This will include your age, ethnicity, mental health diagnosis(es),  offending  behaviour, discharge conditions, reason for recall and length of time in the unit  prior to discharge and after recall.  You will not be able to be identified from this  information when the findings are written up.  You will be asked to give your consent fo r  this information to be provided.  This data is collected to give more information about the  participants in the study to help other researchers in the future carry out similar studies  (transparency).  It also helps readers of the study put into perspecti ve what participants say  in the interviews.     What will be included in the research and what happens to the results?   Some of what you say will be included in the write up.  Direct quotes from service users  interviewed will be used in the write up but your r eal name will never be included, your  made - up name, called a pseudonym, will be used.  Pseudonyms will be given to anybody  else you mention in your interview to protect their identity as well.      The demographic information gathered from all the participant s will be collated and used in  the write up.  This information may be shown in tables or in the body of the text to describe  all the participants and give an overview.  You will not be able to be identified from this  information, it will be used separate t o your interview.      The research will be written up in the form of a thesis and submitted to Staffordshire  University for marking as part of my training on the Doctorate in Clinical Psychology.  The  write up will be sent for publication to a journal.  I ca nnot guarantee the research will be  published.  The results of the research may be shared in conferences, other publications,  training or future research.  Your personal details will be anonymous in any publications,  training or conferences.      Will my deta ils be kept confidential?   Yes.  All information about you will be kept confidential.  However, if I feel there is a risk to  you or anyone  else,   I will  follow Midlands Partnership Foundation Trust’s procedure and   report it to your GP.  You will be asked to  consent to providing your GPs details and for me  to contact them.       Consent forms will be stored securely in a locked cabinet, interviews and demographic  information will be saved on an encrypted password protected memory stick.     The sponsor of this study is Staffordshire University, where  ‘ we ’   is mentioned below refers  to Staffordshire University.    We will need to use information from you  and  from your medical records   for this research  project.    
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This information will include your  name.     People will use this information to do the research  or to check your records to make sure that the research is being done properly.   People who do not need to know who you are will not be able to see your name or contact  details. Your data will have  a  pseudonym   (made up name)  instead.     We will keep all information about you safe and secure.     Once we have finished the study, we will keep some of the data so we can check the results.  We will write our reports in a way that no - one can work out that you t ook part in the study.   What are your choices about how your information is used?      You can stop being part of the study at any time, without giving a reason, but we will  keep information about you that we already have.        We need to manage your records in spec ific ways for the research to be reliable. This  means that we won’t be able to let you see or change the data we hold about you.        If you agree to take part in this study, you will have the option to take part in future  research using your data saved from t his study.     Where can you find out more about how your information is used?   You can find out more about how we use your information        at   www.hra.nhs.uk/information - about - patients/      by asking one of the research team      by sending an email to  Candice.wormald@student.staffs.ac.uk     What happens if I withdraw?   If you choose to take part, you can still change your mind without giving a reason.  If you  withdraw, your information will be delet ed or destroyed.  Choosing to withdraw will have  no effect on any current treatment or therapy you are engaging with.  If you wish to  withdraw, contact me within 4 - weeks of your interview, contact details are provided below.       What are the benefits of tak ing part?   There will be no benefit to you for taking part in this study.  The information you provide  will help us to understand the experience of being recalled from your perspective.  This  might help us think about the discharge process and what you thin k might reduce the  likelihood of recall.      Are there any risks to taking part?   You might find it hard to talk about some of your experiences and you may feel distressed or  uncomfortable in recalling your discharge.  If you find the interview has been diffi cult you  can seek support from your GP or NHS clinician if you have one.  The Samaritans can provide  further support by calling 116 123.  
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At the end of the interview we will have debrief.  This is an opportunity for you to ask me  any further questions you  may have about the study.  I will remind you of my contact details  so if you have any questions at a later date you can ask me.  I will ask you to rate how are  feeling on a scale of 0 - 10 with 10 meaning you feel good about the interview and have no  overpow ering emotions and 0 meaning you have intense feelings such as anxiety.  I will let  you know of the support available to you after the interview and may suggest you speak  with someone.  I will remind you that you can withdraw from the study and how to do t his.     If you become very distressed during the interview and I become concerned about your  wellbeing I will speak with your GP .  I will also support you to contact your care coordinator   and/or the crisis team .    I will remind you of the Samaritans contact d etails.    This is for your  own safety and to make sure you get the support you need.      What if there is a problem?   If you are worried about the research or the way the research has been carried out, please  let me know.  You can contact me on   candice.wormald@student.staffs.ac.uk   or you can  contact Dr Yvonne Melia ( Yvonne.melia@staffs.ac.uk ).       If you are still unhappy, you can make a compliant to The Patient Advice Liaison Service  (PALS):    Address: Freepost WV2103, Midlands Partnership NHS Foundation Trust, St. George's  Hospital, Corporation Street, Stafford, ST16 3AG   Telephone: 01785 783026   Ema il:  customerservices@mpft.nhs.uk       In the event that something does go wrong and you are harmed during the research and this  is due to someone's negligence then you may have grounds for a legal action for   compensation against  Dr Tim Horne, Staffordshire University   but you may have to pay your  legal costs. The normal National Health Service complaints mechanisms will still be available  to you (if appropriate) .     If you have any questions, please do not hesitate to ask me.  You can contact me on the  details below.      R esearchers   contact details:    Name: Candice Wormald    Job title: Trainee Clinical Psychologist    Email:  Candice.wormald@student.staffs.ac.uk    
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                    PARTICIPANT INFORMATION  SHEET   SERVICE USERS     Study Title:  Forensic mental health service users’ experience of hospital recall under  the Mental Health Act.     IRAS  ID :  271373     Before agreeing to take part in this study the Principal Investigator, Candice Wormald,  would like to tell you why this research is being done and what is involved.  If you need any  support with this information sheet you can ask for me or your clinician t o go through it  with you.  If you have any questions or you are not clear about the research, please ask me.      Please take your time to read through this information.  You can talk with relatives, friends  and staff in the unit about taking part.  One of th e clinical team will speak to you about  whether you are interested or not interested in taking part in the study within a 2 - week  period.  You can approach them yourself before this 2 - week period to let them know if you  want to take part or do not want to t ake part.          Some questions you might want to be answered:     What is this research about?   We are interested in finding out about  your  experience of  recall   after  discharge   from a  secure forensic setting on conditional discharge.  We also want to understan d if you feel  there was anything else that could have prevented you being recalled to hospital.    I would  like to know about your experience before you were discharged and your understanding of  the conditions of your discharge.  I will ask about your experi ences in the community after  your discharge and the support you had.  I am interested in your experience of your recall  and what was happening in your life just before you were recalled.  I am also interested in  your understanding of why you were recalled,   as well as, whether you feel anything else  may have been helpful to prevent your recall.      Having this understanding can support services to develop a discharge process which  supports service users when released, it might also give suggestions for support   in the  community.  There is very little research into forensic service users’ experience of being  recalled.      Why have I been asked to take part?   You have been asked because you have experience of being recalled to a secure unit after  release on a Conditi onal Discharge.   Your   clinical team  have suggested you may be  interested in the study as you have experience of being discharged and recalled.   
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  Inclusion criteria:       Been in a Midlands Partnership Foundation Trust forensic secure unit under a  Section of th e Mental Health Act (1983 as amended 2007);      Have a mental health diagnosis but sufficiently stable in terms of well - being to take  part in the study;      Experience of being recalled;      Over 18 years old.     Exclusion criteria:       Anyone unable to speak  English unfortunately cannot take part in the study this is as  there is no funding available for the research to provide translators.      Anyone who is not able to give informed consent cannot take part in the study.      Do I have to take part?   No.  It is up to  you whether you take part in this study or not.  If you decide not to  participate, it will not affect your treatment, therapy or release.     What happens if I agree to take part?   I will arrange a time to come to the unit and interview you.  I will go through   this  information sheet with you and can answer any questions you may have about the research.      If you decide you want to take part in the interview, I will ask you to sign a consent form to  say you have agreed to take part in the study.  Then the intervi ew will start about your  experience of being recalled.  You can stop the interview at any time.  If you want to stop  taking part in the study, this is ok, your information will be removed, and you will not be  included in the study.  There will be no negati ve consequence of withdrawing.      I will let the ward Doctor know you are taking part in the study.     What will happen if I take part?   If you take part, you will be interviewed alone in a room on the unit.  You will only have to  meet with me once and the int erview should take approximately 1 hour.  If you would  prefer two shorter sessions, please let me know.     You will be asked about your experience of the process of being discharged and recalled.   The interview will audio - recorded (tape - record) so that I don ’t miss anything you have said  and can write up the interview word for word later.  The recording will be deleted  immediately after I have written the interview up (transcribed).  Only the interview will be  recorded, not questions you may have about the re search or the debrief after.  At the end of  the interview you will be asked to give a made - up name (pseudonym) you would like to be  called for the purpose of the study rather than using your real name.  This ensures your  information is anonymous.      Informa tion about you will be gathered from your clinician, called demographic information.    This will include your age, ethnicity, mental health diagnosis(es), offending behaviour,  discharge conditions, reason for recall and length of time in the unit prior to  discharge and   
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after recall.  You will not be able to be identified from this information when the findings are  written up.  You will be asked to give your consent for this information to be provided.  This  data is collected to give more information about t he participants in the study to help other  researchers in the future carry out similar studies.  It also helps readers of the study put into  perspective what participants say in the interviews.     What will be included in the research and what happens to the   results?   Some of what you say will be included in the write up.  Direct quotes from service users  interviewed will be used in the write up but your real name will never be included, your  made - up name, called a pseudonym, will be used.  Pseudonyms will be given to a nybody  else you mention in your interview to protect their identity as well.      The demographic information gathered from all the participants will be collated and used in  the write up.  This information may be shown in tables or in the body of the text to  describe  all the participants and give an overview.  You will not be able to be identified from this  information; it will be used separate to your interview.      The research will be written up in the form of a thesis and submitted to Staffordshire  Universit y for marking as part of my training on the Doctorate in Clinical Psychology.  The  write up will be sent for publication to a journal.  I cannot guarantee the research will be  published.  The results of the research may be shared in conferences, other publ ications,  training or future research.  Your personal details will be anonymous in any publications,  training or conferences.      Will my details be kept confidential?   Yes.  All information about you will be kept confidential.   I will follow Midlands Partner ship  Foundation Trust’s procedure if you disclose anything that places you or others at risk which  includes letting your clinician know.      Consent forms will be stored securely in a locked cabinet, interviews and demographic  information will be saved on an   encrypted password protected memory stick.       The sponsor of this study is Staffordshire University, where ‘we’ is mentioned below refers  to Staffordshire University.    We will need to use information from you  and  from your medical records   for this researc h  project.     This information will include your name.     People will use this information to do the research  or to check your records to make sure that the research is being done properly.   People who do not need to know who you are will not be able to see you r name or contact  details. Your data will have a  pseudonym   (made up name)  instead.     We will keep all information about you safe and secure.    
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Once we have finished the study, we will keep some of the data so we can check the results.  We will write our reports in a way that no - one can work out that you took part in the study.   What are your choices about how your information is used?      You can stop  being part of the study at any time, without giving a reason, but we will  keep information about you that we already have.        We need to manage your records in specific ways for the research to be reliable. This  means that we won’t be able to let you see or  change the data we hold about you.        If you agree to take part in this study, you will have the option to take part in future  research using your data saved from this study.     Where can you find out more about how your information is used?   You can find out m ore about how we use your information        at   www.hra.nhs.uk/information - about - patients/      by asking one of the research team      by sending an email to  Candice.wormald@student.staffs.ac.uk     What happens if I withdraw?   If you choose to take part, you can still change your mind without giving a reason.  If you  withdraw, your information will be deleted or destroyed.  Choosing to withdraw will have  no effect on your treatment, therapy or release.  If you wish to withdraw,  just ask your  clinician to contact me within 4 - weeks of your interview.      What are the benefits of taking part?   There will be no benefit to you for taking part in this study.  The information you provide  will help us to understand the experience of being r ecalled from your perspective.  This  might help us think about the discharge process and what you think might reduce the  likelihood of recall.      Are there any risks to taking part?   You might find it hard to talk about some of your experiences and you may f eel distressed or  uncomfortable in recalling your discharge.  Your clinical team will be aware that you are  taking part in this study and be available to provide support if you want it.       At the end of the interview we will have debrief.  This is an oppor tunity for you to ask me  any further questions you may have about the study.  I will remind you of my contact details  so if you have any questions at a later date you can ask me.  I will ask you to rate how are  feeling on a scale of 0 - 10 with 10 meaning yo u feel good about the interview and have no  overpowering emotions and 0 meaning you have intense feelings such as anxiety.  I will let  you know of the support available to you after the interview and may suggest you speak  with someone.  I will remind you t hat you can withdraw from the study and how to do this.  
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If you feel the interview has caused you  distress,   I will support you to speak with your key  worker or unit staff.  The Psychology team will be available to  provide support   or   you can  speak with   Dr C lare Passey (supervisor to the researcher).  If you become very distressed  during the interview and I become concerned about your wellbeing I will speak with you r  key worker and the ward manager .  This is for your own safety and to make sure you get the  su pport you need.      What if there is a problem?   If you are worried about the research or the way the research has been carried out, please  let me know.  You can contact me   on  candice.wormald@student.st affs.ac.uk   or you can  contact Dr Yvonne Melia ( Yvonne.melia@staffs.ac.uk ).       If you are still unhappy, you can make a compliant to The Patient Advice Liaison Service  (PALS):    Address: Freepost WV2103, Midlands Partnership NHS Foundation Trust, St. George's  Hospital, Corporation Street, Stafford, ST16 3AG   Telephone: 01785 783026   Ema il:  customerservices@mpft.nhs.uk       In the event that something does go wrong and you are harmed during the research and this  is due to someone's negligence then you may have grounds for a legal action for   compensation against Dr Tim Horne, Staffordshire University but you may have to pay your  legal costs. The normal National Health Service complaints mechanisms will still be available  to you (if appropriate).     If you have any questions, please do not hesitate to ask me.  You can contact me on the  details below or ask your clinician to contact me on your behalf and I will arrange to come  and speak with you.    Researchers   contact details:    Name: Candice Wormald    Jo b title: Trainee Clinical Psychologist    Email:  Candice.wormald@student.staffs.ac.uk  
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                                     Study title: Forensic mental health service users’ experience of hospital recall under the  Mental Health Act.       Participant name:   CONSENT FORM -   EX - SERVICE USER   Name of Researcher:  Candice Wormald            IRAS  ID : 27137 3     PLEASE INITIAL THE BOX IF YOU AGREE   1.   I have read the information sheet dated [date], been able to ask any questions and  these have been answered.      2.   I am free to withdraw from the study . I am aware I can withdraw from the study  within 4 weeks of being interviewed.   I am aware withdrawing from the study will  not affect care, treatment or discharge.     3.   I agree for the interview to be tape - recorded.     4.   I agree for demographic information about   me to be provided by the clinical team.       5.   I agree to provide my GP details and Candice Wormald  will contact them to tell  them about my involvement in this study.     6.   I agree for my interview and information about me to be shared with Dr Yvonne  Melia and Dr Clare Passey.     7.   I understand the information collected about me may be used in publications,  training, conferences, to support other research in future, and may be s hared  anonymously (you cannot be identified) with other researchers.  I understand  quotes may be used in any write - up using a pseudonym (made up name).     8.   I understand my information will be stored confidentially and my consent forms  will be kept separate f rom my responses  at Staffordshire University.     9.   I agree to take part in the above study.                             Name of Participant     Date         Signature                             Name of Person     Date         Signature   taking consent  
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                                     Study title: Forensic mental health service users’ experience of hospital recall under the  Mental Health Act.       Participant name:   CONSENT FORM -   SERVICE USER   Name of Researcher:  Candice Wormald            IRAS  ID : 271373       PLEASE INITIAL THE BOX IF YOU AGREE   1.   I have read the information sheet dated [date], been able to ask any questions and  these have been answered.      2.   I am free to withdraw from the study.  I am aware I can withdraw from the study  within 4 weeks of being interviewed.  I am aware  withdrawing from the study will  not affect care, treatment or discharge.     3.   I agree for the interview to be tape - recorded.     4.   I agree for demographic information about me to be provided by the clinical team.       5.   I agree  for   Candice Wormald  to   tell the   ward Doctor   that I will be involved in this  study .     6.   I agree for my interview and information about me to be shared with Dr Yvonne  Melia and Dr Clare Passey.     7.   I understand the information collected about me may be used in publications,  training, conferen ces, to support other research in future, and may be shared  anonymously (you cannot be identified) with  other researchers.    I understand  quotes may be used in any write - up using a pseudonym (made up name).     8.   I understand my information will be stored confi dentially and my consent forms  will be kept separate from  my responses   at Staffordshire University.     9.   I agree to take part in the above study.                               Name of Participant     Date         Signature                               Name of Person     Date         Signature  
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  DEMOGRA P HIC INFORMATION QUESTIONNAIRE   EX - SERVICE USER     Please can you complete all the questions.  Please think about your most recent discharge  from hospital.     Age: ……………………..             Gender: ………………………..       Ethnicity:………………………………… ……………….       What were your conditions for your most recent discharge from  hospital ?        How long  were you in hospital for after your most recent recall?     …………………………………………………………………………………………………….       When were you last discharged from hospital?      ………………………………………………………………………………………………….     Please provide your GP surgery name and telephone number:      ………………………………………………………………………………………………………………………………………     THANK YOU   FOR COMPLETING THIS QUESTIONNAIRE     CANDICE WOR MALD  
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DEMOGRA P HIC INFORMATION QUESTIONNAIRE   SERVICE USER     Please can you complete all the questions.  Please think about your most recent discharge  from hospital.     Age: ……………………..             Gender: ………………………..       Ethnicity:………………………………… ……………….       What were your conditions for your most recent discharge from the unit?        How long have you been on this unit since your recall?      …………………………………………………………………………………………………….         THANK YOU  FOR COMPLETING THIS QUESTIONNAIRE   CANDICE WORMALD  
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DEMOGRA P HIC CHECKLIST     [Participant name] has given consent for the following checklist about them to be  completed as part of the study.       Age: ……………………..       Ethnicity:…………………………………..     Current Service user     □             Ex - service user  □     REASON ACCESSING SERVICE   Mental hea lth diagnosis/diagnoses  (e.g. paranoid schizophrenia) :      Index offence  (e.g. sexual offence, arson, theft, assault):     DISCHARGE INFORMATION   [For participants who are not inpatient please give details of  their discharge information prior to their most recent recall and details of their most  recent recall]     Length of stay in Secure  Unit   prior to Conditional Discharge:…………………………………………….     Discharge conditions:      Reason for Recall:      Length of stay in Secure   Unit   since   most recent  recall: ………………………………………….       THANK YOU    CANDICE WORMALD  

 

 

 

 


image31.emf
Interview Schedule     Introduction:    -   Introduce   yourself and the study to   the participant    -   G o through the participant information sheet and check their understanding.    -   Ask if they have any questions and answer these   -   Confirm they consent to  participating     Consent:   -   Go through the consent form with the participant    -   Ask if they have any questions and answer these   -   Confirm they can stop the interview at any time and we can take a break if they wish   -   Participant and researcher sign and date consent  form   (not applicable for telephone  interviews)     Warm - up   -   Point out the recording device and check it is working with the participant   -   Ask the participant to complete the demographic information questionnaire/ for  telephone interviews thank the participant fo r completing the questionnaire   -   Can you tell me why you’re interested in taking part in this research?   -   To start with, can you tell me a bit about what the conditions of your most recent  discharge from hospital were?     Interview:   -   I  would like to move on  now to consider your most recent experience of having been  discharged and recalled.     1.     Tell me about your experience just before  being   discharged .   -   Could you describe your involvement in discussions about your  discharge/conditions of discharge?    -   Who was invo lved in deciding your discharge conditions?    -   How prepared do you believe you were for being discharged?   -   Can you describe what aspects were helpful? Less helpful?     2.   Tell me about your experience in the community.   -   Can you talk about how prepared you were in t erms of knowing what to expect  when you left the unit? (Prompts: professional support, accommodation,  continued mental health, substance misuse)   -   Tell me about the support you received  after discharge?  From professionals or  personal?    -   Tell me more about th e support you received from mental health/substance  misuse/probation/housing?   -   I am curious about where you were accommodated?  What was that like?     -   What were your relationships like after you were discharged?  [Family/Friends/Community]  
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-   What aspects were h elpful in the discharge process? Less helpful in the discharge  process?     1.   Tell me about you experience of being recalled.   -   What was happening just before you were recalled?   -   Who was involved in the decision for you to be recalled?   -   Can you tell me about the  reasons for your recall?   -   Were you expecting to be recalled ?  Why was that?    -   How did it feel to be recalled?    -   When you reflect back now, do you think there is anything else that could have  enabled you to remain living in the community and prevented you  from being  recalled?  Can you tell me more about this …     Prompts:   -   That sounds interesting please tell me more about …   -   What did you find helpful / unhelpful about …   -   How did that feel when …?     2.   Is there anything else you would like me to know about your exper ience of having  been discharged and later recalled?      Debrief:   -   Thank participant for taking part    -   Check if they have any questions and answer these    -   Ask them to rate how they are feeling after the interview (0 - 10 scale, 0=intense  feeling such as high anxie ty, low mood, 10= feeling good about the interview, no  overpowering emotions)   -   Remind them of contact details if they have any questions later    -   Remind them of the process for withdrawal   -   Remind them of support available to them post the interview   and signpos t ex - service  users, if required (GP initially, Samaritans and professionals still working with).       Please note, in line with qualitative procedures and looking for common themes across  interviews this schedule will be adapted  according to the interview fin dings .    
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                                     GP address     Date   PRIVATE & CONFIDENTIAL     Dear [ GP name ],     Patient’s name:          DOB:      Research title: Forensic mental health service users’ experience of hospital recall under  the Mental Health Act.      IRAS  ID :  271373     I am writing to inform you that [participant name] has consented to take part in the above  title d   research.  This research is qualitative and [participants name] will be asked about their  experience of having been recalled under the Mental Health Act.        This study has been approved by an NHS ethics committee on   13  December   20019 .     Please do not  hesitate to contact me if you have any questions.        Yours Sincerely        Candice Wormald    Trainee Clinical Psychologist    Midlands Partnership Foundation Trust    candice.wormald@student.staffs.ac.uk    
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R ecords identified through  database searching   (n =315 )  

Screening  

Included  

Eligibility  

Identification  

A dditional records identified  through  other sources   (n = 2 )  

Records   after duplicates removed   (n = 9 2 )  

Records   screened   (title &  abstract)   (n = 2 25 )  

R ecords excluded   (n = 195 )   A book ( n= 169); not in English  (n= 4) ; not  evaluating   emp athy   (n=7); not forensic population s  (n=7) ;  no t   intellectual  disa bility  populations (n =1); foc used on  vulnerability offe nd (n=2);  overview of intellectual  disability (n=3);  prevalence   of  offending (n=1);  comparison   across populations (n=1) .  

F ull - text articles assessed  for eligibility   (n =   30 )  

F ull - text articles excluded     (n =18 )   Comparison across pop ulations  (n=7); not  evaluating   empathy  within interventions (n=6);  literature reviews not   focusing  on empathy (n=4); non - forensic  population (n=1).  

S tudies included in  synthesis   (n =   12 )  
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BRIAN: Not really, ljust, ljust, ljust avoided Imuttered word]


INT: Avoided them?


BRIAN: Avoided telling them Ilaughter]


INT: Okay, so you would just do it quietly in your flat?


, BRIAN: Well, l, I can't see what it's got to do with them to be honest, l'm over L8,


' over the legal age to drink, [...] and I can't see why I can't have a drink


INT: So, was that quite difficult then?


tr.eL <[
unAetsdo"d,nct
Sh$F cs'.ceF*,s


Nuordsnce "+ s\'11-
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BRIAN: Yeah, after they'd gone home Avo,dq,r.c" 4


INT: After they'd gone home, were they support all night or were they just -


BRIAN: No just the daYtime


INT: Okay, so at the night-time you, you and the other residents were left?


BRIAN: Yeah


INT:


BRIAN


v
vs


Af


*"{s'Pt ur{e
Okay, so what about other expectations that were put in place, you said


about seeing the clinicalteam?


yeah, nothing, that's all it was and take the medication, [...] that's all they told f,1'pec]aht"S
rn COnnnrfrnt\


me under$ l'"J"q C J
Cb"St he{^S


INT: So, what did seeing the clinical team involve when you were in the


communitY? n


BRIAN: Social worker come round once a week, once a fortnight CPN coming round,


and once a fortnight giving me injection


INT: And then what, umm, so, you had the cPN giving the injection?


BRIAN: Yep


INT: And you had a social worker coming round, did you have anyone else in your


clinical team that You saw?


BRIAN: Got the doctor, consultant was probably once a month or once a fortnight ur.ders*or.drnq
c| e*pec4o.l.o'."
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FORENSIC MENTAL HEALTH SERVICE USERS’ EXPERIENCES OF RECALL

Key points of the research
e This research interviewed 3 forensic mental

health service users (service users) to better
understand their experiences of recall.

Service users felt keeping busy (i.e. employment)
and having positive relationships helped in the
community and could prevent recall.

Service users wanted to be involved in making
decisions about their lives.

Key limitations

Covid-19 (global pandemic) affected recruitment
— service users anxiety increased during this
time.

A small number of participants took part.

Some service users were anxious about what
would happen to the information gathered in
interviews.

Some service users did not want to think about
their past, especially difficult experiences.

Managing

Others doing to

expectations

Awareness

Avoidance

Importance of relationships

Trusting
relationships

Marginalised

Power imbalance

Rebelling and
taking control

| Shared understanding |

Promoted

Findings

Four main themes were identified; ‘managing expectations’, ‘others doing to them’, ‘rebelling and taking
control’ and ‘trusting relationships.” These themes are linked to each other as shown in the diagram.

e Discharge conditions were known

e There was a lack of preparation and awareness
of expectations

e Participants used avoidance to manage the
expectations

e Clinicians made most of the decisions

e Participants had little say in their discharge

e Clinical teams were risk focused

Participants felt unheard by clinical teams
Participants rebelled and took control to lower
the feelings of others making decisions.
Keeping busy promoted wellbeing

Having a good relationship with their teams
was felt to be important

Feeling a sense of belonging helped with feeling
safe and well

What this means clinically

e Clinicians were felt to make decisions,
sometimes needing to. But, including service
users in decisions more can promote better
outcomes.

Teams were felt to be risk focused. Using Good
Lives Model with service users may reduce this
feeling.

Future Questions and Research

What stops service users wanting to participate
in research?

Would being involved in setting up research
help with taking part?

What other ways do service users try and gain
control of decisions?
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