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Covid-19 Impact Statement 
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this thesis.  
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Chapter Three) was conducted to complete this change. This was discussed with both 

academic supervisors, the Centre of Applied Psychology (CAP) research lead (Dr Chris 

Jones), and the lead lecturer for meta-synthesis (Dr Andrew Fox). It was approved on the 
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Abstract 

The evidence-base for secure inpatient services has historically assigned little 

prominence to the patient voice. Broadly speaking, this thesis seeks to establish whether the 

field has progressed in more recent years. Its specific aims are to take an in-depth look at the 

literature relating to the views and experiences of patients; and to establish the state of the 

literature within the framework of trauma-informed care (TiC). Insights and knowledge 

gained will be used to consider areas of the empirical base that may be lacking or would 

benefit from being enhanced. Chapter One sets the scene with an overview of secure inpatient 

services. It then highlights the limitations and failures of traditional medically focused 

research hierarchies, alongside the emergence of TiC. Chapter Two presents a meta-synthesis 

of the lived experiences of secure inpatient services. Scoping searches reveal increased 

research attention is being paid to the secure inpatient voice. Yet, limited research into the 

aspects of care that may be of most significance to patients themselves. Addressing this gap, 

findings revealed that patients mostly discussed their experiences in the context of: 

relationships with staff on the ward; re-enactment of adverse early life experiences and 

subsequent survival strategies; and personal recovery. Findings are interpreted with reference 

to the wider literature, which generated patient-led recommendations for practice and future 

research. Chapter Three presents a systematic literature review to establish and improve 

understanding of what the literature base tells us about TiC within secure inpatient services. 

Initial scoping searches of the wider TiC literature across various domains demonstrate that it 

is a rapidly growing yet formative and highly complex field of academic study. With this in 

mind, the review addresses five specific aims: (i) to determine how TiC has been defined 

within the literature base; (ii) to identify the specific components of TiC that have been 

operationalised and/or implemented in practice; (iii) to identify any evaluations of TiC, 

including both the potential and/or actual impact of implementation; (iv) to identify future 

recommendations regarding TiC for both practice and research; and (v) to identify any 

additional and relevant key findings or discussion points that provide deeper insights into the 

discourse surrounding use of the term TiC. Results indicate the literature is growing, but is 

very much in its infancy. The complex picture presented is one that is both compatible and, to 

a larger degree, incompatible with a trauma-informed approach. This suggests TiC is an 

under-developed area and has perhaps been misrepresented by some in the academic field. 

After exploring the various systemic and interpersonal factors that pose a barrier to such a 

significant paradigm shift, recommendations are made to move the field forwards. Chapter 
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Four examines the psychometric properties of The Working Alliance Inventory – Short 

Revised (WAI-SR) (Hatcher & Gillasby, 2006) as a tool to measure patient-staff relationships 

within secure inpatient services. Findings suggest that the WAI-SR, in its current form and as 

a stand-alone measure, is not appropriate for use within these settings. Alternative 

recommendations are made for services to measure, or at least pay closer attention to, the 

quality of relationships on the ward. Chapter Five draws together the findings of each of the 

three main chapters, summarising the areas of the empirical base that are lacking and would 

benefit from enhancement. Its strengths and limitations are acknowledged, before drawing 

overall conclusions. 
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Definitions of Terminology Used Throughout the Thesis 

The focus of this thesis is on the setting of secure inpatient services for adults within 

the UK. A more detailed and comprehensive description is provided within the introductory 

section of this thesis (beginning p. 15), referencing definitions taken from the Ministry of 

Justice (MoJ) and the National Health Service (NHS). Nonetheless, it is recognised that these 

services sit within a complex field that shares both differences and similarities with other 

domains, both within and outside of the UK. As such, clarification of the key terminology 

used throughout this thesis is offered to the reader. 

Secure Inpatient  

This is a specific term that refers to a subsection of services that fall under the 

umbrella of forensic mental health, in the literature base as well as practice. Secure inpatient 

services in the UK are provided according to three levels of therapeutic security, defined 

specifically as “high”, “medium”, or ‘low” secure. As mentioned within the introductory 

section of this thesis, the provision of secure inpatient services and the legal frameworks that 

govern them vary considerably across countries outside of the UK (Edworthy et al., 2016). 

For example, in Germany and the US, secure inpatient services are not always differentiated 

according to three levels of therapeutic security. Instead, they are “encapsulated in one 

‘single service’ and labelled as ‘forensic psychiatric’ inpatient services” (Edworthy et al., 

2016, p. 5) or secure care. The majority of patients within secure inpatient services in the UK 

are formally admitted under Forensic sections of the Mental Health Act (MHA) (1983, 

amended 2007). It is recognised that some patients within secure inpatient services will be 

detained under Civil sections of the MHA (1983, amended 2007). Although, these form the 

minority rather than the majority (Völlm et al., 2017).   

General Inpatient  

This is an umbrella term used to describe a collection of services that provide mental 

health assessment, care and treatment to patients detained informally or formally under the 

MHA (1983, amended 2007). In contrast to the above, the majority of patients in these 

services will be detained under Civil sections; only a minority will be detained under 

Forensic sections of the MHA (1983, amended 2007). Examples of general inpatient mental 

health services include Psychiatric Intensive Care Units (PICUs), General Acute Units 

(GAU), and locked rehabilitation settings. It is recognised that many of these services also 

provide a level of enhanced physical security (i.e., “locked” wards) in the interest of 
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protecting patient safety (often due to risk of harm to themselves) and potential detention 

under the MHA (1983, amended 2007). However, they are not differentiated according to the 

type and level of security and therefore fall under the framework of general as opposed to 

forensic mental health, in the literature base as well as practice.  

Forensic or Forensic Mental Health 

This is a generic term used to describe a collection of services that provide mental 

health assessment, care, and treatment to individuals detained formally under the MHA 

(1983, amended 2007) and/or are subject to monitoring or restrictions by the Criminal Justice 

System (CJS). Examples of these type of services include specialist community placements, 

probation, prison, and secure inpatient. On occasion throughout this thesis, the term forensic 

or forensic mental health is used, as this is the domain under which secure inpatient services 

reside in the literature base as well as practice.  

Patient 

The choice of word - client, consumer, service-user, patient, expert by experience - 

identifies a power dimension between those who receive services and those who provide 

them. Dickens (2001) appears to be the first and only study to have explored preference for 

terminology amongst individuals within secure inpatient services (n = 100). As patient was 

preferred by the largest group (44%) of respondents, it is utilised throughout this thesis for 

consistency. 
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Secure Inpatient Services in the UK   

Secure inpatient care is a complex field that sits at the intersection of mental health, 

social and criminal justice services (Hörberg, 2018). The provision of these services and the 

legal frameworks that govern them vary considerably across countries (Edworthy et al., 

2016). The provision of secure inpatient services for adults in the UK began over 150 years 

ago with the establishment of Broadmoor in 1863 (Edworthy et al., 2016), which served the 

whole of the country for a subsequent 50 years (Hamilton, 1980). Since then, and particularly 

over the past two decades, these services have expanded exponentially (Fazel et al., 2016). 

They now provide care for almost 8,000 individuals at any given time according to three 

levels of therapeutic security: high, medium, and low (MoJ, 2020). High secure services are 

delivered across three NHS hospitals - Broadmoor, Ashworth, and Rampton - with around 

795 beds available. Medium and low secure services are delivered by both the NHS and 

independent sector with around 3,500 available, respectively (Hare Duke et al., 2018; 

Rutherford & Duggan, 2007).  

 

Admission to secure inpatient services is not a matter of personal choice – it is a 

compulsory, legal requirement for which two main criteria must be met. The first is that an 

individual is legally defined as “suffering from a mental disorder of a nature and degree 

which makes it appropriate for [them] to be detained in a hospital for medical treatment and 

appropriate medical treatment is available for [them]” (MHA, 1983, amended 2007, s37[2], 

as cited in Edworthy et al., 2016, p. 20). For the second, it must be determined that the 

individual poses a “risk of harm to others” and “the risk of escape from hospital cannot be 

managed safely within other mental health settings” (NHS, 2021, p. 2). Thus, these services 

are designed to balance both therapeutic care alongside the management and reduction of risk 

(Kurtz & Jeffcote, 2011).  

As illustrated in Figure 1, there are a number of possible admission pathways into a 

secure inpatient hospital. More often than not, individuals are formally admitted under 

forensic (Part III) sections of the MHA (1983, amended 2007) (Keown et al., 2018). The 

most prevalent of these being Section 47 (transfer from prison due to clinical need any time 

after sentencing) and Section 37 (initiated by the court due to clinical need at the time of 



 17 

sentencing); often with restrictions added (i.e., Section 47/49 and Section 37/41) (Keown et 

al., 2018).  

Figure 1 

Possible Admission Pathways into Secure Inpatient Units in the UK (Centre for Mental 

Health, 2011, p. 36)  

 

However, unlike most other European countries, individuals in the UK can also be 

admitted without having a formal offending history. In such cases, individuals may have 

presented with high levels of distress and risk that are not able to be managed safely within 

general inpatient settings. They can be transferred to secure inpatient settings under civil (Part 

II) sections of the MHA (1983, amended 2007). Although admittedly, these form the minority 

rather than the majority (Völlm et al., 2017).  

The number of individuals being compulsorily admitted to secure inpatient services 

has quadrupled over the past forty years (Keown et al., 2018). A significant proportion will 

require long-term care, potentially for the rest of their life (Vorstenbosch et al., 2014); often 

far beyond the time they would have spent in prison (if they had been charged, convicted, and 

sentenced for offending behaviour). The total number of individuals receiving longer-term 

care been increasing year-on-year for more than a decade and is now higher than ever before 

(Edworthy et al., 2016). Altogether, secure inpatient services are low-volume and high-cost 

(Ryland et al., 2021); accounting for approximately one per-cent of the entire NHS budget 

(Völlm et al., 2016) and approximately 19 per-cent of the overall mental health budget (Fazel 
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et al., 2016). The annual cost per patient is in the range of £165,000 to £300,000 (Centre for 

Mental Health, 2021).  

Given the distinct complexities of secure inpatient care that lend themselves to patient 

wellbeing, public safety, and economic interests (Collins & Crowe, 2016), it is imperative 

that the “best available, current, valid and relevant evidence” (Dawes et al., 2005, p.1) is used 

to understand and establish “what works” (Lindqvist & Skipworth, 2000); to guide both 

clinical practise and future research (Cartwright et al., 2022). The following sections will 

explore this concept – also known as “evidence-based practice” - in more detail.  

Traditional Research Hierarchies  

Since the early 1990’s all mental health services – including secure inpatient - have 

been operating within the context of evidence-based practice (Glasby & Beresford, 2006). 

This is to ensure that services provide the most effective care possible - the highest quality 

and, therefore, the best value for money (Department of Health [DOH], 1997; National 

Institute for Clinical Excellence [NICE], 2018).  

A number of official public bodies were established throughout the 1990’s to explore, 

disseminate, and regulate “what works”. For instance, the NICE (Glasby & Beresford, 2006). 

Borrowed from the medical sciences (i.e., physical illness and disease) (Engel, 1977), these 

entities typically advocate for traditional research hierarchies in that the “best” available 

evidence should be taken from systematic reviews comprising of randomised controlled trails 

(RCTs) focusing on professionally driven, quantitative outcome measures (see Table 1). Such 

evidence is afforded the highest value and thereby receives the most “status, authority and 

funding” (Faulkner, 2017, p. 5). It is assumed to be “unbiased, objective, and neutral” (Tew 

et al., 2006, p. 16); often interpreted as clinical fact (Sweeney & Beresford, 2020; Tew et al., 

2006). The “expert opinion” - also known as expert by experience or service-user research 

(Rose et al., 2018) – of those on the receiving end of services have been placed at the bottom 

of the research hierarchy (Carlin et al., 2005). It is assumed to be “inherently biased and 

methodologically weak” (Sweeney & Beresford, 2020, p. 1192); not real or good enough 

evidence because it focuses on patients’ subjective views or experiences (Tew et al., 2006).  
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Table 1 

A Traditional Hierarchy of Evidence (Glasby & Beresford, 2006, p. 5)  

Hierarchy Type of evidence 

Type I At least one good systematic review, including at least one 

randomised controlled trial. 

Type II At least one good randomised controlled trial. 

Type III At least one well-designed intervention study without randomisation. 

Type IV At least one well-designed observational study. 

Type V Expert opinion (i.e., the views and/or experiences of patients or 

clinicians). 

 

The Problem with Traditional Research Hierarchies  

Traditional research hierarchies do, ostensibly, make sense; particularly within the  

context of the medical sciences, for which they were designed (Gomory, 2013). The 

assumptions and values base underpinning this paradigm are, however, inherently flawed and 

inappropriate for use within the domain of mental health (Tew et al., 2006). This has become 

a contentious topic of debate over recent years alongside increasing awareness into the 

limitations and failures of the medical model (i.e., a focus on what is wrong with someone) 

(Johnstone, 2022); the dominant framework by which all mental health – especially secure 

inpatient – services have been built upon (Clarke et al., 2016; Johnstone, 2022).  

 

By way of example, even the most “controlled” of research studies cannot possibly 

remain objective and neutral. Publication bias is a pervasive and often overlooked problem 

for RCTs within the field of mental health. Researchers or journal editors can simply choose 

not to publish research findings that are unfavourable or challenge dominant ideologies 

(Bialystok et al., 2015). A particular problem within the secure inpatient evidence base is the 

purposeful inclusion or exclusion of participants diagnosed with certain psychiatric diagnoses 

(Cartwright et al., 2022). These tweaks can hugely inflate the efficacy of therapeutic 

interventions (i.e., what does work) and hides potential for harm (i.e., what doesn’t work) 

(Driessen et al., 2015; Turner, 2013). On this basis, the argument that the patient voice is of 

significantly lesser value because it is “biased” or “subjective” simply does not hold.  
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Traditional research hierarchies place patients as passive recipients and lean towards 

reductionism, by doing to and positioning the problem within someone (Kidd & Carel, 2019). 

Again, this is a better fit for the medical sciences, a field that employs medical professionals 

to study the things that have gone wrong with the brain and body (Johnstone, 2022). By 

contrast, the subject of study within the domain of mental health is the human experience. 

The experiences under study – whether they be suicidal thoughts, hearing voices, self-harm, 

aggressive, violent, or offending behaviour – are not, by definition, scientific entities or 

problems that can be medically located within someone (Johnstone, 2022; Jones & Willmot, 

2022). They are descriptions of responses, reactions and adaptations that make sense within 

the personal, social, cultural, economic, and political context of people’s lives (Read & 

Harper, 2020). Simply put, “what has happened?”, and “what is happening?” to someone 

(Butler et al., 2011). It therefore goes without saying that the “experts” here can be both 

mental health professionals and those on the receiving end of services, albiet in different 

capacities. Patients themselves hold additional, unique, and invaluable insights, perspectives, 

knowledge, and lived experiences that researchers and clinicians – “no matter how well 

trained or qualified” (Tait & Lester, 2005, p. 171) – cannot bring to their work alone (Happell 

et al., 2018). 

 

As Tew et al. (2006) states, questions of methodological rigour can “miss the point” 

(p. 28). They detract from more important questions about the relevance and usefulness of 

research. The main problem with traditional research hierarchies is that what is known and 

what is important to know (i.e., what counts as “valid” evidence) is determined by people in 

positions of privilege and power (i.e., academic researchers, clinicians, journal editors, policy 

makers and commissioners). This can present a misleading, superficial, false, and potentially 

dangerous view of “what works” (Groot et al., 2022; Tew et al., 2006). As many have noted, 

this is more than an academic argument (Kidd & Carel, 2019). It is a “fundamental issue of 

human and civil rights” (Sweeney & Beresford, 2006, p. 12); one that becomes even heavier 

when considering the complexities of secure inpatient care that lend themselves to patient 

wellbeing, public safety, and economic interests (Collins & Crowe, 2016).  
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Dismantling Traditional Research Hierarchies  

A more progressive approach is to see the “best available, current, valid and relevant 

evidence” as coming from a variety of sources; each offering their own unique and valued 

contributions and limitations (Dawes et al., 2005, p. 1). This is not a radical or liberal 

approach. It is simply one that encourages better engagement with and critical evaluation of 

the literature; one that actively seeks out, genuinely listens to, and meaningfully engages with 

the patient voice as a relevant contributor that can be complimentary and/or contradictory 

toward existing professionally led expertise (Millar et al., 2016). Ultimately, this could 

enhance the existing evidence base by making it more clinically meaningful (MacInnes et al., 

2011); and provide a better understanding of what works (and perhaps, what doesn’t). 

Although this approach is yet to be “named”, its underpinning assumptions and values 

strongly mirror those of trauma-informed care (TiC), a model of human service delivery that 

has been gaining momentum across all health, social, educational, and criminal justice 

settings over recent years (Covington, 2022). Whilst a full description of TiC is beyond the 

scope of this introductory chapter1, its four key assumptions - as outlined by the Substance 

Abuse and Mental Health Services Administration (SAMHSA) (2014) - are worth 

mentioning here to illustrate this point further. The first of which is to Realise the widespread 

prevalence and impact of trauma amongst those accessing services and receiving care. The 

definition of trauma being “an event, series of events, or set of circumstances that is 

experienced by an individual [emphasis added] as physically or emotionally harmful or life 

threatening [emphasis added] and that has lasting adverse effects on the individual’s 

functioning and mental, physical, social, emotional, or spiritual well-being (SAMHSA, 2014, 

p. 7). The second assumption is to Recognise the signs of trauma such as the various 

responses, reactions, and adaptations that people develop – whether consciously or not – to 

cope, protect themselves, and survive. This corresponds to the abovementioned shift in 

thinking from “what is wrong with this person?” to “what has happened?”, and “what is 

happening?” to someone (Butler et al., 2011). Thus, situating people in the context of their 

own lives. The third assumption is to Resist re-traumatisation. It asks organisations and 

services to identify, reflect on, and – where possible - reduce practises that may cause further 

harm; however subtle or inadvertent these may be. One example being to overlook, ignore, or 

                                                 

1See Chapter Three - titled What Does The Literature Base Tell Us About Trauma-Informed Care Within Secure 

Inpatient Services?: A Systematic Review - for a more detailed and comprehensive overview of TiC and clarity 

regarding definitions of trauma (p. 86).  
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intentionally devalue the patient voice. The fourth assumption is to actively Respond to all of 

the above. It places emphasis on TiC being a whole-systems approach; integrating and 

adopting these changes across all areas of an organisation or service. Hence, being applicable 

to both research and practise.      

Returning to traditional research hierarchies: it is interesting that some public bodies 

have started to openly declare that the over-reliance on “outdated legal and regulatory 

frameworks” hinders progress in the field of mental health (WHO, 2021, p. 17), indicating 

that the “power is shifting” (NICE, 2018, p. 5). Yet, whilst these publication declarations are 

new, the approach itself, is not. Calls to listen to the patient voice have been ongoing for 

several decades (Campbell, 2005; Department and Health and Social Care, 2018). The 

“origin” of service user involvement - Mental Patients Union - for example, was formed over 

fifty years ago (Crossley & Crossley, 2001). The antecedents for the emergence of such 

declarative shifts are multifaceted and difficult to pinpoint. They are undoubtably the 

cumulative and ongoing effort of numerous individuals and groups of people within the fields 

of: psychiatry (Engel, 1977; Szasz, 1960); feminist literature (Harding, 2004; Hartsock, 1987; 

Rose, 1994); social model of disability (Oliver, 2008; Shakespeare, 2006); personal recovery 

(Frese et al., 2001; Slade et al., 2008); mad and survivor studies (Beresford et al., 2010; 

Faulkner, 2017; Menzies et al., 2013); and, as mentioned above, TiC (Becker-Blease, 2017; 

Butler et al., 2011).  

The impact of this work has been gaining traction since the start of the 21st century,  

which saw the emergence of a plethora of policy reforms, legislative and organisational 

guidance, as well as national networks and independent charities; all of which have, in one 

way or another, recognised that patients have expertise, and should be listened to when 

planning, designing, and delivering mental health services (Mottershead et al., 2020; Tait & 

Lester, 2005; Völlm et al., 2017). The Research Governance Framework for Health and 

Social Care (DoH, 2001, amended 2005), for example, was the first document to recommend 

involving patients at every stage of research. Some years later, The World Health 

Organisation’s (WHO) mental health strategy for Europe declared patient involvement to be 

essential in the development and evaluation of services (Callard & Rose, 2012). Other, more 

recent examples include Implementing Recovery - a new framework for organisational 

change (Sainsbury Centre for Mental Health, 2014), the UK Policy Framework for Health 

and Social Care Research (NHS Health Research Authority, 2017), and The Women’s Mental 
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Health Taskforce Final Report2 (Department of Health and Social Care, 2018). The latter 

documents the work of the Women’s Mental Health Taskforce, set up in 2017, to define, 

address and improve the “mental health of women, and their experiences of mental health 

services” (p. 15). Part of this work involved hearing from the voices of women themselves, 

including those with lived experience of secure inpatient services. Findings of the report 

present a drastic call for change in-line with TiC relevant to the design and delivery of 

services as well as “at every stage of the research and data process” (p. 51). Some of the key 

recommendations here include embedding and promoting women’s lived experience, and 

identifying knowledge gaps that may hinder current understanding of the evidence-base. The 

report concludes by acknowledging these proposals are by no means novel; “there are those 

who have been calling for these changes for many years” (p. 2). Instead, it urges all those 

involved – from researchers and practitioners to providers and commissioners – to engage in 

conversations that revive the debate and set higher expectations for women’s mental health 

services.  

Taken together, the picture presented is certainly one that supports the dismantling of 

traditional research hierarchies within the field of mental health. Yet, whilst relevant to 

secure inpatient services, none of the above is specific to secure inpatient services. In fact, 

there currently exists no comprehensive policy or guidance relating to the importance of 

incorporating secure inpatient views or experience into the evidence-base (Völlm et al., 

2017).  

The Evidence-Base for Secure Inpatient Services 

In keeping with traditional research hierarchies, the evidence base for secure inpatient 

services has “predominantly been conducted from a clinical perspective, where evaluation 

methods and markers of what constitutes success are determined by care providers” (Tapp et 

al., 2013, p.1). Evaluation markers afforded the highest relevance include those relating to 

risk of violence, re-admission rates, need for therapeutic security, and clinically driven 

quantitative outcome measures (i.e., reduction in “symptoms”) in response to specific 

interventions or treatments (Kennedy et al., 2019; McIntosh et al., 2021; NHS, 2021; Ryland 

et al., 2021). Whilst this evidence is undeniably critical, it paints only one part of the picture. 

                                                 

2The Women’s Mental Health Taskforce: Final Report (Department of Health and Social Care, 2018) will be 

referenced and explored further at various points throughout this thesis.  
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Some even argue it has paradoxically proved to have limited or suboptimal efficacy when it 

comes to achieving what it set out to do: reduce risk (Markham 2021a; Markham, 2021b; 

Willmot & Jones, 2022). 

What is noticeably missing here are the insights, knowledge, and lived experiences of 

the people at the very centre of secure inpatient services – the patients themselves (Cartwright 

et al., 2022; Shinkfield & Ogloff, 2015). This is, of course, not to say that such research 

simply does not exist, nor that its importance has been entirely overlooked. Indeed, there 

exists a handful of articles dedicated solely to advancing the involvement of patients within 

secure inpatient services across all areas of research; their input into both what is known, and 

what is important to know (Banongo et al., 2006; MacInnes et al., 2011; Ryland et al., 2021; 

Spiers et al., 2005; Völlm et al., 2017). The question is then, do patients within secure 

inpatient services have a voice?  

Aims and Overview of this Thesis  

The aims of this thesis are twofold. Firstly, to take in-depth look at the literature 

relating to the views and experiences of patients; and secondly, to establish the state of the 

literature relating to TiC within secure inpatient services. The insights and knowledge gained 

will be used to consider areas of the empirical base which may be lacking or would benefit 

from being enhanced. To achieve this, three distinct pieces of work were carried out, as 

summarised below.  

 

Chapter Two presents a systematic literature review of the lived experiences of secure 

inpatient services within the UK. A meta-synthesis of qualitative studies that adopted a 

patient-centred approach was undertaken to establish the aspects care that may be of most 

significance to patients themselves. Findings are interpreted with reference to the wider 

literature in order to generate patient-led recommendations for practice and future research. 

In response to these findings, Chapter Three3 presents a systematic literature review of TiC 

within secure inpatient services. More specifically, it explores definitions of TiC, how its 

components have been operationalised for practise, the impact of TiC, and recommendations 

                                                 

3As mentioned, the planned research project for this thesis (to explore patient experiences of the admission 

process to secure inpatient services) did not go ahead. Refer to Covid-19 Impact Statement for further details (p. 

2). 
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for both research and practice made by the authors of the included studies regarding TiC 

within secure inpatient services. The complex picture presented is interpreted alongside an 

exploration of the various systemic and interpersonal factors that pose a barrier to such a 

significant paradigm shift within the field of forensic mental health, followed by 

recommendations to move the field forwards. Combining the findings of both these reviews, 

Chapter Four examines the psychometric properties of one of the most popular, widely 

researched, and up-to-date alliance tools: the Working Alliance Inventory – Short Revised 

(WAI-SR) (Hatcher & Gillasby, 2006). It is critiqued with a view to assess its 

appropriateness for use within secure inpatient services as a tool to measure the quality of 

patient-staff relationships. A variety of recommendations are proposed for services to 

measure, or at least pay closer attention to, relational components of care.  

 

Finally, Chapter Five draws together the findings of each of the three main chapters, 

summarising the areas of the empirical base that are lacking or would benefit from 

enhancement. These are used to develop further implications for both practice and research. 

The strengths and limitations of this thesis are acknowledged, before drawing overall 

conclusions. 
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Chapter Two 

 

The Lived Experiences of Secure Inpatient Services: A Systematic 

Literature Review and Meta-Synthesis of Qualitative Studies  
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Abstract  

This review provides a meta-synthesis of qualitative studies that adopted a patient 

centred and holistic approach to explore the lived experiences of secure inpatient services in 

the UK. Initial scoping exercises revealed increased research attention is being paid to 

capturing the secure inpatient voice. Yet, they also revealed limited research into the aspects 

of care that may be of most significance to patients themselves. This review sought to address 

this gap. Its aims were to provide context-rich narratives that encompass any/all aspects of 

care and, in doing so, identify the most salient aspects of these experiences.  

 

To achieve this, a systematic search strategy was employed. This involved five 

electronic databases (PsycINFO, CINAHL Plus, Social Services Abstracts, Sociological 

Abstracts, and Web of Science), grey literature sources, hand searching of reference lists, and 

contact with experts. Seven studies met the inclusion criteria and remained following quality 

assessment. Findings were extracted and synthesised using a detailed, systematic, and 

context-rich process of meta-aggregation whereby the existence and prevalence of key 

themes were identified.  

 

Central to the narratives of all participant interviewees were ten key, interconnected 

themes: (1) Relationships on the Ward; (2) Re-Enactment of Adverse Early Life Experiences 

and Survival Strategies; (3) Personal Recovery; (4) Physical and Psychological Safety; (5) 

Disempowerment and Dehumanisation; (6) A Future in the Community; (7) Entering and 

Leaving the Ward; (8) Psychological Interventions; (9) Occupational Activities; and (10) 

Medical Treatment and Diagnoses. The first three themes were particularly prevalent, making 

up almost half of all findings.  

 

These findings demonstrate that when participants discussed their experiences of care 

within secure inpatient services, they mostly did so in the context of: their relationships on 

the ward; the ways in which these services can re-enact adverse early life experiences and 

subsequent survival strategies; and their own personal recovery. These themes are then 

interpreted with reference to the wider literature, which indicated that the existing literature 

may be slightly biased towards professional interests. The strengths and limitations of this 

review are discussed and, in addition, recommendations for clinical practise and future 

research are made. 



 
28 

Introduction 

As discussed in Chapter One, the evidence base for secure inpatient services has 

“predominantly been conducted from a clinical perspective, where evaluation methods and 

markers of what constitutes success are determined by care providers” (Tapp et al., 2013, 

p.1). Evaluation markers afforded the highest relevance include those relating to risk of 

violence, re-admission rates, need for therapeutic security, and clinically driven quantitative 

outcome measures in response to specific interventions or treatments (Kennedy et al., 2019; 

NHS, 2021a; McIntosh et al., 2021; Ryland et al., 2021). The field has, historically, assigned 

little prominence to the views and lived experiences of the people at the very centre of secure 

inpatient services: the patients themselves (Ryland et al., 2021; Shinkfield & Ogloff, 2015). 

This approach, however, can present a misleading, superficial, false, and potentially 

dangerous view of “what works” (Groot et al., 2022; Tew et al., 2006).  

 

Views and Experiences of Secure Inpatient Services: Existing Research  

Initial scoping searches were conducted to gain a better understanding of the existing 

literature base relating to the views and experiences of patients within secure inpatient 

services. It appears the very first literature review was conducted by Coffey (2006), tilted 

“Researching service user views in forensic mental health: a literature review” (p. 73) and 

thereby encompassing secure inpatient, prison, and community services. Across a period of 

14 years (1990 to 2004), only 21 research papers were retrieved: 16 from the UK, two from 

the US, and three from Canada1. Coffey (2006) surmised there to be a healthy eclecticism of 

quantitative, qualitative, and mixed methodological approaches. A closer look however, 

revealed significant flaws relating to the application and reporting of research processes. 

Interview excerpts from patients, for example, were often either non-existent or presented out 

of context. The limited data retrieved was briefly summarised as indicating both negative and 

positive experiences of forensic mental health services, with specific concerns for restrictions 

on liberty. Reference was also made to the “immense importance” of therapeutic 

relationships; with professionals providing “supportive yet challenging therapeutic 

                                                 
1Byrt & Reece (1999); Dell & Grounds (1995); Ford et al. (1999); Goodwin (1994); Russel & Kettles (1996); 

Hinsby & Baker (2004); Huckle (1997); Morrison et al. (1996); Robinson & Collins (1995); Rees & Waters 

(2003); Riordan et al. (2002); Ryan et al. (2002); Sainsbury et al. (2004); Skelly (1994a); Skelly (1994b); 

Sequeira & Halstead (2002); Vaughan & Stevenson (2002); Arrigo (2001); Brodey et al. (2000); Gerber et al. 

(2003); Quinsey et al. (1996); Schafer & Peternelj-Taylor (2003).  
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assistance” being considered the most helpful (p. 79). Coffey (2006) concluded there to be a 

significant gap in literature base regarding the patient voice. It was recommended that 

research expands in both quantity and quality to produce more credible research findings that 

can be used to inform and develop forensic mental health practice. 

 

It is now over 15 years since Coffey’s (2006) review. Since that time, the literature 

seems to have expanded quite significantly (Holley & Weaver, 2019). It appears to have 

begun with a focus on quantitative studies. These have typically utilised surveys and 

questionnaires that measure patient views of, for example: service satisfaction (Bressington et 

al., 2011; Macinnes et al., 2010); quality of life (Bouman et al., 2008; Vorstenbosch et al., 

2014); recovery (Green et al., 2011); social climate (Howells et al., 2009; Schalast et al., 

2008); and relationships with staff (Bressington et al., 2011; Donnelly et al., 2011). 

Eventually, more qualitative studies began to emerge. These have typically employed semi-

structured interviews to explore lived experiences of, for example: restrictive practice (Askew 

et al., 2019; Tomlin et al., 2019; Tomlin et al., 2020); specific psychological and/or 

occupational health interventions (Lord et al., 2016; Morris et al., 2016); risk assessment and 

management (Dixon, 2012; O’Dowd et al., 2022); and personal recovery (Glorney et al., 

2019; Gran, 2014). Other more unique topics include: parenting within secure inpatient 

services (Parrott et al., 2015; Wells et al., 2022); preparing for discharge into the community 

(Madders & George, 2014); growing older within secure inpatient services (Visser et al., 

2019); and comparison with general psychiatric inpatient settings (Mottershead et al., 2020). 

More recent studies have combined both professional and patient views to establish priorities 

for research and outcome measurement (Aboaja et al., 2021; Ryland et al., 2021)2. A recently 

completed - yet currently unavailable - Doctorate thesis titled “Experiences of secure patients 

within forensic settings” was also found (Humpries, 2022).   

 

There has also been an increase in literature reviews attempting to capture this 

emerging research base. Since Coffey (2006), at least ten more reviews have been published 

(see Table 2). Topics explored mainly include personal recovery (Clarke et al., 2016; Lovell, 

2019; McKenzie-Smith, 2019; Shepherd et al., 2016; Senneseth et al., 2022). But also: social 

climate (Doyle et al., 2017; Robinson et al., 2018); environmental factors (Greenacre & 

Palmer, 2018); restrictiveness (Tomlin et al., 2018); and female experiences (Ratcliffe et al., 

                                                 
2 Explored further in the Discussion section (p. 70).  
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Rationale for the Current Review  

Clearly, increased attention is being paid to the secure inpatient voice within the 

academic field. It is promising that we seem to know much more about the “perspectives of 

people who use forensic mental health services” than we did fifteen years ago, particularly 

within the UK (Coffey, 2006, p. 73).  

That said, the provision of care within secure inpatient services is typically complex, 

dynamic, and multi-disciplinary in nature; involving a host of independent and inter-

dependent therapeutic and risk-focused ingredients. The existent reviews highlighted above 

have not consistently included studies that have allowed patients to fully explore the 

intricacies inherent in these services; often being limited or restricted by researcher interest. 

There is, in fact, limited research into what makes secure inpatient services operate 

effectively, or ineffectively, as a whole (Ryland et al., 2021).  

The rationale for this review was to address this gap. To achieve this, it will provide a 

meta-synthesis of qualitative research studies that adopted a patient centred and holistic focus 

to explore the lived experiences of being cared for in secure inpatient services. It endeavours 

to only include studies that provided participants with the flexibility to narrate the complexity 

of their experiences more freely; emphasising the importance of particular domains - 

independently or interdependently (Tapp et al., 2013) - without being as tightly limited or 

restricted by researcher interests (i.e., pre-determined specific aspects of care). Such an 

approach may be “better able to capture the nuance and subjectivity of individuals’ 

experience, circumstances and views and can therefore be said to be better able to represent 

what [it purports] to, that is… greater validity” (Picker Institute Europe, 2011, p. 24). 

 

Aims of the Current Review 

This review provides a meta-synthesis of qualitative studies that adopted a patient 

centred and holistic approach to explore the lived experiences of secure inpatient services. 

The specific aims are two-fold:  

1. To provide context-rich narratives encompassing any/all aspects of receiving care in 

secure inpatient services. 

2. To identify the most salient aspects of these experiences.  
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Methodology 

Search Terms   

The researcher utilised a process similar to citation pearl growing techniques in an 

attempt to identify as many relevant search terms as possible (Papaioannou et al., 2010).  

The first stage of this process was completed during the scoping exercise (i.e., key search 

terms identified). The second stage was to identify the “pearl”: “a known, highly relevant 

article” (Sutton et al., 2016, p. 115). Coffey’s (2006) review was chosen as this is the first to 

have explored secure inpatient views and experiences and is therefore regularly cited by 

others. Relevant keywords and phrases from within this article were identified. The 

researcher then located the article within PsycINFO. All subheadings were included to view 

more general or specific terms within the thesaurus. This process revealed minimal additional 

and relevant search terms from the Key Concepts/Words, Subjects Headings, and Index 

Terms. Given this, the researcher chose to manually identify further search terms from within 

the reviews and articles identified during initial scoping exercises. Additional synonyms were 

generated by the researcher and advice was sought from the University of Birmingham 

specialist librarian for psychology. Adjacency/proximity and wildcard operators were applied 

to maximise the number of relevant results. The final search terms can be found in Figure 2.  

Modifications were made to accommodate the specific requirements for different databases 

and platforms.  
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Figure 2  

Search Terms Used for Electronic Database Searches 

 

Search Strategy 

Databases and sources were chosen by the researcher according to the subject 

coverage. Advise was also taken from a specialist librarian in Psychology at the University of 

Birmingham: 

1. Five electronic databases were searched: PsycINFO (1967 to 2022); Cumulated Index 

to Nursing and Allied Health Literature (CINAHL) Plus (1937 to 2022); Social 

Services Abstracts (1979 to 2022); Sociological Abstracts (1973 to 2022) and Web of 

Science (1991 to 2022).  

2. Grey literature sources were also searched to minimise publication bias: the 

Department of Health (DoH); National Institute for Health and Care Excellence 

(NICE) Evidence; National Health Service (NHS) Institute for Innovation and 

Improvement; and ProQuest Dissertations and Theses (Global). 

The original search strategy was employed in January 2020. A repeat of electronic, 

grey literature, and manual searches was conducted in July 2022 (specific to the years 2020 to 

2022). The exact syntax, limits/filters and results for each database search can be found in 

Appendix A (excluding organisational websites).  
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3. The reference lists of all the articles that met the predefined inclusion/exclusion 

criteria and of the eleven reviews identified from initial scoping searches (Table 2) 

were hand searched by the researcher. Citation searches of all the articles that met the 

predefined inclusion/exclusion criteria were conducted using the cited by function in 

Google Scholar and the Times Cited function in Web of Science.  

4. Where email addresses were obtainable, contact was made with experts who had 

either published a number of research studies directly relevant to the review question, 

or had co-authored at least one of the articles that met the predefined 

inclusion/exclusion criteria (excluding Doctoral theses): Gillian Mezey; Jacqueline 

Parkes; James Tapp; Lisa Maltman; and Mick Mckeown. The researcher made contact 

to request for any published or un-published references relating to the current review; 

a summary of inclusion/exclusion criteria was included in the email. Two experts 

responded.  

Screening and Selection Tool  

The search strategy tool Sample, Phenomenon of Interest, Design, Evaluation, 

Research type (SPIDER) (Cooke et al., 2012) was chosen to develop the inclusion/exclusion 

criteria for the current review (see Table 3). This was deemed to be a more appropriate 

framework than Population, Intervention, Comparison, Outcome (PICO), which is not 

recommended for synthesising qualitative research (Cooke et al., 2012).  

 

Of note, a focus on studies within the UK was chosen for two reasons. Firstly, it is the 

context throughout which this thesis has been set and thereby increases specificity. Secondly, 

initial scoping searches identified a large majority of existing research has been published 

with the UK. The author also chose to include unpublished research papers as the peer-review 

and publication process can be subject to bias (Bialystok et al., 2015). 
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Screening and Selection of References  

Once all of the electronic searches had been conducted in 2020, a total of 3,806 hits 

were returned. All references were removed where it was evident that the titles and/or 

abstracts were unrelated to the current review (n = 3,668). Following removal of duplicates, a 

total of 130 articles remained. Seven additional references were identified through 

citation/hand searches and five were identified through direct contact with experts. The full 

texts of all these articles were obtained (n = 142), and the inclusion/exclusion criteria were 

applied by the researcher using the selection and screening tool (see Appendix B). Following 

screening, 135 articles were excluded. The results of updated searches conducted in July 

2022 revealed an additional 467 hits; 27 of which progressed to the screening stage but none 

of which met the inclusion criteria. Appendix C documents all 162 references and reason/s 

for exclusion.  

 

In total, seven studies proceeded to the quality assessment stage (two of which were 

identified through citation/hand searches). A diagrammatical representation of the selection 

and screening process that took place in 2020 can be found in Figure 3. 

 

It is of note that one study identified through citation/hand searches (Riordan & 

Humphreys, 2007) met all of the inclusion criteria except for method of data collection. 

Although it seems that the authors utilised interviews with open-ended questions, there was 

no direct evidence for this. In line with best practice (Dundar & Fleeman, 2014), the 

researcher attempted to make contact with the authors to seek clarification on the matter. No 

contact was able to me made and a decision was made to exclude the study.  
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Figure 3  

Flow Diagram of the Selection and Screening Process Completed in January 2020



 
39 

Quality Assessment  

Quality assessments were conducted on all seven studies included for review using 

the Critical Appraisal Skills Programme (CASP) Qualitative Checklist (2020). An example of 

the scoring sheet can be found in Appendix D. For the purpose of transparency, the 

researcher modified the tool by adding a numerical scoring system: Yes = 2, Can’t tell = 1, 

No = 0. Can’t tell was only used where there was limited or an absence of information that 

prevented the researcher from coming to a firm conclusion; not when the researcher had 

difficulty making a decision. The maximum score for each study was 20.  

 

The researcher assessed the quality of all seven studies (see Appendix E). The quality 

of the studies ranged from 70% to 100%, with an average of 89%. The main methodological 

strengths were: clear statement of aims (i.e., the relevance of the research); justified and 

appropriate methodology (i.e., qualitative design); clear statement of findings; and research 

value (i.e., reference to wider literature, clinical/research implications and study limitations). 

The two highest scoring studies (Baker, 2017; Tapp et al., 2013) provided in-depth 

descriptions of methods of data collection and analysis. They also included detailed reflective 

statements pertaining to the relationship between researcher/s and participants. 

 

The main methodological weaknesses were limited information relating to: the 

recruitment strategy of participants (i.e., the use of participant information sheets, specific 

inclusion/exclusion criteria, why some participants chose not to take part); data collection 

(i.e., full content of the interview schedule); consideration of the relationship between 

researcher and participants (i.e., critical examination of the researchers role, potential bias 

and influence); ethical issues (i.e., written informed consent, data confidentiality and/or 

debriefing); and data analysis (i.e., in-depth description of the analysis process). The lowest 

scoring study (Barsky & West, 2007) specifically suffered from a lack of information relating 

to data collection and analysis. They also did not include evidence of approval from an ethics 

committee.  

 

It was the researcher’s decision not to exclude any articles from this review at the 

quality assessment stage for multiple reasons. The number of studies included (n = 7) meets 

the minimal recommended requirement for qualitative systematic reviews to allow for 

sufficient data analysis: no fewer than six and no more than 12 (Sutton et al., 2016). All 
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studies obtained a quality assessment score of >70%. Although a numerical scoring system is 

not always advised for qualitative reviews (CASP, 2020), the researcher deemed these scores 

to be, at the very least, satisfactory. The researcher is also aware that word limits for 

published research may place strain on researchers looking to describe complex qualitative 

methodology and/or results (Malterud, 2001). It is possible that all research methodology was 

of sufficient rigour, but the reporting of such was limited by word count. Finally, the method 

chosen to synthesise the data allows for further quality assessment (explored below).   

 

Results 

Method  

The synthesis of qualitative data is a continuously evolving, complex, and arguably 

contentious methodological domain (Hannes & Pearson, 2011). Indeed, there were at least 

fifteen approaches available to the researcher (Lockwood et al., 2015). A qualitative expert 

from the University of Birmingham and a decision-making framework on choosing 

appropriate qualitative evidence synthesis methods (Sutton et al., 2016) were used to decide 

upon meta-aggregation for this review. The rationale for which is provided below.  

 

Meta-aggregation is a specific type of meta-synthesis that was initially developed by 

the Joanna Briggs Institute over twenty years ago (Hannes & Lockwood, 2011). It was 

designed intentionally to offer a methodology for synthesising qualitative research that 

reflects the standardised and rigorous processes applied to quantitative data, whilst also being 

“sensitive to the contextual nature of qualitative research and its traditions” (Hannes & 

Lockwood, 2011, p. 1633). Thus, demonstrating the value of qualitative data in contributing 

to evidence-based care (Hannes & Pearson, 2011). It has therefore been deemed appropriate 

for reviews within health and social care that aim to summarise “a range of views regarding 

interventions or health issues” (Munn et al., 2014, p. 2). 

 

Meta-aggregation is defined as a detailed, systematic, and context-rich process of 

extracting and synthesising qualitative research (Paterson, 2001; Bergdahl, 2019). It is rooted 

in pragmatism in that it does not seek to re-interpret findings or generate new/add to existing 

theory (as per interpretative analytic methods) (Hannes & Pearson, 2011). Instead, it seeks to 

aggregate findings so that the synthesised results are transparently linked to the authors 
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findings and original participant data. Findings represent “a verbatim extract of the author’s 

interpretation” (Lockwood et al., 2015, p. 183). Original participant data represents “the 

actual words of the participant” (Hannes & Pearson, 2011, p. 2).  

 

Meta-aggregation is said to perform at its best with studies that present sufficient 

context and qualitative detail; when the researchers’ position, data collection and method of 

data analysis is clarified and the findings are “largely secure and well specified” (Joanna 

Briggs Institute, 2007, as cited in Hannes & Lockwood, 2011, p. 1636). The reason being that 

meta-aggregation offers an additional and unique layer of quality assessment at the individual 

findings level. Each extracted finding (based on the authors’ interpretation) is assigned a 

level of plausibility4 according to how representative it is of the original data (based on the 

participants’ words). This assesses for transparency and credibility (Lockwood et al., 2015) 

and, in combination with the contextual details of the included studies, provides an overall 

evaluation of “the trustworthiness of findings” (Hannes et al., 2018, p. 6).  

 

Staying as close as possible to the participant voice was deemed to be particularly 

important in meeting the specific aims of this review ([i] to provide context-rich narratives 

encompassing any/all aspects of receiving care in secure inpatient services; and [ii] to 

identify the most salient aspects of these experiences); in addition to meeting one of the main 

aims of this thesis which is to take an in-depth look at the literature relating to the views and 

experiences of patients within secure inpatient services.  

 

The steps involved in conducting meta-aggregation were taken, combined, and 

adapted to meet the aims of this review from Hannes and Pearson (2011) and Lockwood et al. 

(2015):  

1. Extraction of general study details: study characteristics, participant characteristics, 

and results  

2. Extraction of findings 

3. Categorisation 

4. Synthesis  

 

                                                 
4 For more detail regarding levels of plausibility allocation, see Extraction of Findings (p. 55).   
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Rationale for Exclusion of Mixed Methods Studies  

The inclusion of qualitative data from mixed methods studies into qualitative meta-

synthesis reviews is a long-standing and contentious topic of debate. Whilst they can 

undoubtably offer important, additional contributions they can also create challenges at 

multiple stages of the review process (Atkins et al., 2008; 2012). The relative weight of 

which is dependent upon the aims and purpose of a review as well as the specific type of 

methodology employed.   

 

Prior to conducting the search strategy, it was the researcher’s decision to exclude 

mixed-methods research for two reasons. Firstly, the exclusion was determined in 

consideration of the specific aims of this review, which are: (i) to provide context-rich 

narratives encompassing any/all aspects of receiving care in secure inpatient services; and (ii) 

to identify the most salient aspects of these experiences. In order to meet these aims, the 

“phenomenon of interest” detailed within the inclusion/exclusion criteria (p. 36) was 

intentionally designed to capture studies that provided participants with the flexibility to talk 

about their experiences of secure inpatient services more freely, without being as tightly 

limited or restricted by researcher interests (i.e., pre-determined specific aspects of care). 

Naturally, the quantitative element of mixed-methods studies can pose a barrier here, in that 

more structured methods of data collection (i.e., surveys, questionnaires) would focus data 

collection on a particular element, or elements, of care within secure inpatient services. 

 

Secondly, as mentioned above, meta-aggregation performs best with studies that 

present sufficient context (i.e., researchers’ position, data collection, method of data analysis) 

and qualitative detail (i.e., data and findings) (Joanna Briggs Institute, 2007, as cited in 

Hannes & Lockwood, 2011, p. 1636). Although it is recognised that the quality of all 

published studies – regardless of methodology – will inevitably vary, it was the researcher’s 

decision to exclude mixed-methods research on the basis that they typically offer less 

methodological context and qualitative detail due to the space they share with quantitative 

elements (Atkins et al., 2012).  Ultimately, the decision was taken to exclude mixed-methods 

studies with a view to conduct a review that stays as close as possible to the voices of patients 

themselves.   
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To verify the decision made to exclude mixed-methods studies from this review, a 

number of additional steps were taken: 

1. Firstly, discussion pieces and methodological guidance on conducting meta-aggregation 

were sourced and reviewed (Bergdahl, 2019; Hannes & Lockwood, 2011; Lockwood et 

al., 2015). No specific reference to the inclusion/exclusion of mixed methods was found. 

However, throughout the papers it was emphasised that meta-aggregation is most suited 

to studies that offer sufficient “direct quotes from research participants” (Hannes & 

Lockwood, 2011, p. 1636), emphasising sufficient qualitative detail.  

2. Secondly, worked examples of meta-aggregation were sourced and reviewed (Hannes & 

Pearson, 2011; Hannes et al., 2018). Both worked examples excluded mixed-methods 

studies. Hannes and Pearson (2011) did not provide further rationale, whereas Hannes et 

al. (2018) explain their rationale as being because they were “mainly interested in 

experiences and perceptions of young people…” (p. 3). Thus, they sought to include 

qualitative studies with sufficient context and detail of qualitative findings.  

3. The third step involved sourcing and reviewing existing literature reviews that had 

utilised meta-aggregation from various domains. From this scoping search, it appears that 

the balance of studies that included or excluded mixed methods is relatively even; being 

very much dependent upon researcher discretion, seemingly guided by the aims/purpose 

of the reviews. For instance, three studies excluded (Behera & Dash, 2021; Lolkus et al., 

2022; Wieland et al., 2021) and three studies included mixed methods (Lim et al., 2022; 

Rouhi et al., 2019; Simpson et al., 2022). However, no further detail or rationale was 

provided as to why the authors of these studies adopted either of these approaches.   

4. The search was then broadened to other worked examples of qualitative meta-syntheses 

that had used alternative methodological approaches to meta-aggregation (Atkins et al., 

2008; Lachal et al., 2017). The first worked example by Atkins et al. (2008) utilised meta-

ethnography and included mixed methods, explaining that this decision required 

“considerable discussion” (p. 3). Their decision to include such studies was to “avoid 

omitting research of potential value” (p. 3). However, in practice, they encountered 

numerous obstacles. More specifically, they noted that “the distinction between 

quantitative and qualitative findings was not always apparent” and that the qualitative 

data that was available was often “the authors’ interpretation”, as opposed to the voice of 

participants themselves (p. 6). This made it difficult to apply the methodological steps 

required in conducting meta-synthesis. The second worked example by Lachal et al. 
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(2017) utilised meta-synthesis and excluded mixed methods, explaining their decision 

more succinctly as: “because it remains unclear how to deal with mixed method 

(combining qualitative and quantitative datasets) (Atkins et al., 2008)” (p. 4). 

5. The final piece of literature sourced and reviewed was Atkins et al. (2012); a combination 

of two literature reviews that sought to compare the quality of mixed methods and 

qualitative studies (Atkins et al., 2012). Atkins et al. (2012) recognised that qualitative 

data from mixed methods research can make “important contributions” but requires 

careful consideration as, generally speaking, these studies provide less detail of the 

research method and data analysis, and are less “likely to be judged credible or provide 

rich data and thick description compared with standalone qualitative studies” (p.1).  

6. Furter input and advise was then sought from a Clinical Psychologist and qualitative 

expert in meta-synthesis at the University of Birmingham. They reviewed and supported 

the rationale for exclusion of mixed methods based on the evidence from the literature 

presented above. They also drew attention to the distinction between “Big Q” and “small 

q” qualitative research (Kidder & Fine, 1987, as cited in Braun & Clarke, 2022). In short, 

small q employs only qualitative techniques (i.e., data collection and analysis), whereas 

Big Q employs qualitative techniques and adopts the “underlying research values” of a 

qualitative paradigm (Braun & Clarke, 2022, p. 1). This means that Big Q research 

typically offers more detail with regards to research context (i.e., reflexivity) and 

participant data (i.e., rich, thick descriptions). As Braun and Clarke (2013) note, mixed 

methods studies “rarely” qualify as “Big Q qualitative research” (p. 5). This compliments 

the findings of Atkins et al. (2012) above. 

 

In sum, evidence for the inclusion/exclusion of incorporating mixed-methods research 

into meta-aggregation reviews is mixed but does, overall, fall in favour of exclusion; 

particularly when taking worked examples of meta-aggregation into account (Hannes & 

Pearson, 2011; Hannes et al., 2018). This therefore provides verification for the decision 

made to exclude mixed-methods studies from this review. Nonetheless, it is recognised that 

this approach is a matter of researcher discretion and is therefore not without its limitations 

(explored further within Strengths and Limitations of this Review) (p. 79).   
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1. Extraction of General Study Details 

A data extraction form was developed by the researcher for the specific purpose of 

this review (Table 4). No re-interpretations were made by the researcher.  

 

Study Characteristics 

Six published peer-reviewed articles and one doctoral thesis (Baker, 2017) made up 

the seven studies in this review. All studies sought to obtain the perceptions, views, and 

experiences of patients in relation to the care that they had received within secure inpatient 

settings. Whilst all participants were reportedly free to discuss any/all aspects of care, each 

study was shaped by specific, albeit similar, phenomena of interest. The majority were 

interested in recovery (Baker, 2017; Barksy & West, 2007; Laithwaite & Gumley, 2007; 

Mezey et al., 2010). Although, “the word ‘recovery’ was omitted” from Baker’s (2017) 

interview schedule due to “any preconceptions” participants “might have had about this 

term” (p. 69). Others included: aspects of care that influence motivation to engage (Sainbury 

et al., 2004); factors that “helped or hindered” in progressing to discharge stage (Tapp et al., 

2013, p. 1); and factors associated with or responsible for change (Willmot & McMurran, 

2013).  

 

Methods of data collection primarily included semi-structured interview formats 

(Baker, 2017; Barsky & West, 2007; Mezey et al., 2010; Sainsbury et al., 2004; Willmot & 

McMurran, 2013). Two studies utilised unstructured formats (Laithwaite & Gumley, 2007; 

Tapp et al., 2013). The development of interview schedules was completed in collaboration 

with other professionals for four studies (Baker, 2017; Barsky & West, 2007; Laithwaite & 

Gumley, 2007; Mezey et al., 2010); the latter study was the only one to collaborate with 

patients. One study utilised the puzzlement approach (Lofland, 1971) to develop an interview 

schedule (Tapp et al., 2013). Two studies did not specify how interview schedules were 

developed (Sainsbury et al., 2004; Willmot & McMurran, 2013). Transparency in relation to 

the full content of interview schedules varied across all seven studies. Two studies included 

the full interview schedule within the appendices (Baker, 2017; Tapp et al., 2013).  

 

The interviewers for four studies were reported to have no direct clinical contact 

and/or responsibility for participants (Baker, 2017; Barsky & West, 2007; Mezey et al., 2010; 

Willmot & McMurran, 2013). Two studies stated that interviews were known or familiar to 
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participants via working in the service (Laithwaite & Gumley; Tapp et al., 2013). One study 

did not specify who conducted the interviews (Sainsbury et al., 2004).  

 

Participant Characteristics 

A total of 65 participants were included across the seven studies. A large majority of 

participants were male (95%). The lowest reported age was 22 years, and the highest reported 

was 60 years (Laithwaite & Gumley, 2010). The mean age across the studies was 40 years 

(from the available data of n = 53). Only three studies reported the ethnicity of participants. 

Baker (2017) reported that participants were predominantly of white ethnicity. For Mezey et 

al. (2010) and Tapp et al. (2013) combined (n = 22), 55% were of white ethnicity and 45% 

were of black ethnicity.  

 

Three studies recruited participants from medium secure (Baker, 2017; Barsky & 

West, 2007; Mezey et al., 2010), and four from high secure services (Laithewaite & Gumley, 

2007; Tapp et al., 2013; Sainsbury et al., 2004; Willmot & McMurran, 2013). All services 

were located within the UK. Length of stay ranged from two months (Laithwaite & Gumley, 

2007) to 20 years (Sainsbury et al., 2004), with an average of around 10 years.  

 

Study Results  

Three studies analysed the data using Grounded Theory (Laithwaite & Gumley, 2007; 

Mezey et al., 2010; Sainsbury et al., 2004); three used Thematic Content Analysis (Barsky & 

West, 2007; Tapp et al., 2013, Willmot & McMurran, 2013); and one used Interpretative 

Phenomenological Analysis (IPA) (Baker, 2017). Varying degrees of inter-rater agreement to 

reduce bias when interpreting the results was reported by all seven studies. Only two studies 

involved participants in this process (Mezey et al., 2010; Sainsbury et al., 2004). The total 

number of themes extracted from each study ranged from six (Barky & West, 2007) to 15 

(Sainsbury et al., 2004), with an average of ten. 
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2. Extraction of Findings 

A finding is defined as “a verbatim extract of the author’s interpretation” of their 

qualitative data (i.e., the results) (Lockwood et al., 2015, p. 183). All findings were extracted 

by the researcher from the Results section of each of the seven studies. To assess for 

transparency and credibility, a level of plausibility was allocated to each, as defined by 

Lockwood et al. (2015) (p. 183):  

 

1. Unequivocal - findings accompanied by an illustration (i.e., a direct quotation from a 

participant) that is representative of the finding beyond reasonable doubt and 

therefore not open to challenge. 

2. Equivocal - findings accompanied by an illustration (i.e., a direct quotation from a 

participant) lacking clear association with the finding and therefore open to challenge. 

3. Unsupported - findings not supported by any data (i.e., the absence of a direct 

quotation from a participant).  

 

Findings allocated as Unequivocal and/or Equivocal share parallel value within meta-

aggregation. It is a matter of contention as to whether Unsupported findings are incorporated 

into a final synthesis. It was the researcher’s decision to include all findings regardless of 

plausibility rank for two reasons. Firstly, published research is often subject to word 

restrictions. Secondly, there should be a good balance between researcher narratives and 

participant spoken words (Corden, 2007); “an overemphasis on the researcher’s 

interpretations at the cost of participant quotes will leave the reader in doubt as to just where 

the interpretations came from [however] an excess of quotes will cause the reader to become 

lost in the morass of stories” (Morrow, 2005, p. 256).  

 

A total of 327 findings were extracted from all studies (Table 5): 148 (45%) were 

rated as Unequivocal; 53 (16%) were rated as Equivocal; and 126 (39%) were rated as 

Unsupported. It was positive to find that the highest percentage of findings were rated as 

Unequivocal (45%) and thereby accompanied by direct quotes from participants. This is in 

keeping with the purpose of meta-aggregation, which is to stay as close as possible to the 

participant voice. Unsupported findings should be interpreted with caution. Although there 

was some evidence of support (i.e., paraphrases or summaries of what participants had said), 

they were still marked as Unsupported in the absence of illustrations. Overall, there appeared 
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understood to be challenging at times. Staff presented to participants as confident in their 

ability to manage aggression and/or violence; not seeming frightened that participants may 

harm them and, as a result, avoiding physical intervention (i.e., restraint) where possible. 

Staff were seen as believing in participants’ abilities to successfully engage in treatment, 

which was important for developing motivation. Participants also spoke of staff being 

friendly; stating that they were willing to engage in day-to-day conversation and that they 

were able to share jokes with them. Staff who actively listened and provided accurate 

feedback without being judgemental were described as having a significant impact on 

recovery. These genuine conversations helped participants to understand themselves more 

and acknowledge their own positive attributes. All of the above helped to create a therapeutic 

atmosphere and supportive treatment culture. 

 

“[named nurse] can seem to see through my crimes and he can see through the 

person that I was to the person that he’s always suspected I am, which is I’m not too bad a 

bloke, that will make a go of it, that tries. He can see the changes” (Willmot & McMurran, 

2013, p. 602). 

 

Although many positive attributes of relationships with staff were raised, participants 

also reported feeling morally judged. This often related to their offending behaviour and was 

described as creating an us and them atmosphere. For instance, staff were reported to have 

made unkind, insensitive, and intolerant remarks. Some staff were perceived as being passive 

or inconsistent in their approach, which participants felt signalled limited understanding 

about mental health difficulties.   

 

“…sometimes I feel they look at us as objects, like it’s their job, that they come in and they 

have to do it…they’re just here, they’re just doing their job and they want out of here and 

that doesn’t help” (Mezey et al., 2010, p. 692). 

 

In a similar manner, participants questioned the motives of staff, believing that they 

were only there for the money. Some indicated that there was corruption from staff teams, 

explaining that staff protected each other and were suspected to have brought illicit drugs on 

to the ward. Some participants reported that staff members were antagonistic and engaged in 

punitive treatment, treating participants like prisoners. For instance, staff were seen to 

discourage social relationships between patients, displayed aggression and utilised physical 
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restraint unnecessarily as a form of punishment. Negative experiences of staff were 

experienced as very challenging. They contributed to a feeling of tension on the ward and had 

a significant negative impact on participants’ motivation to engage in treatment.  

 

“It’s just antagonising you and pushing you that little bit further until you snap and 

snap back at them and they turn around and say ‘see I told you’, that sort of thing” (Barsky 

& West, 2007, p. 9). 

 

Participants also spoke of being able to share their experiences with, relate to, and 

learn from their peers. Repeatedly discussing problems with peers could generate feelings of 

hopelessness. However, more often than not, talking about life experiences with peers helped 

participants to gain a deepener understanding of their own difficulties and reduced feelings of 

loneliness; promoting the idea that they were similar to others.  

 

“I used to think that I’m the only one that these things have happened to, and when I was 

listening to other people’s stories and they were the same as mine, I thought well I’m not on 

my own” (Willmot & McMurran, 2013, p. 603). 

 

Whilst the majority of change processes occurred within relationships outside of 

formal therapy, some participants spoke specifically of the importance of their relationship 

with their therapist; someone they worked closely with on an individual basis. Positive 

attributes of the therapist’s approach included the ability to successfully work with 

participants through denial and defensive mechanisms. Participants were able to develop an 

understanding of their difficulties through their therapist’s containment. Where therapy was 

mentioned, participants generally alluded to the therapeutic relationship as inciting change, as 

opposed to specific therapeutic techniques.   

 

“I was in denial, but I wasn’t. I was waiting for someone, a reassuring person, to 

guide it out of me, to coax it all out of me… he wasn’t aggressive he wasn’t anything – he just 

sat there, which is basically what I needed – someone to guide me […]” (Sainsbury et al., 

2004, p. 34). 

 

The presence of supportive messages and actions from friends and family in the 

community were felt to have an important impact on participants’ motivation to engage in 
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treatment. At the same time, participants encountered anxieties as a result of being separated 

from their loved ones in the community. Participants expressed their worries about the impact 

that their offending behaviour may have had upon these people, and a desire to repair some of 

these relationships.  

 

“A bit more contact with my family would have helped a bit I suppose…on the phone 

like knowing they are well like it’s just, makes a break from you know…every time I call it’s 

like, phew” (Tapp et al., 2013). 

 

Re-Enactment of Adverse Early Life Experiences and Survival Strategies (18 Percent) 

Participants described the variety of strategies they had learnt to employ in order to 

gain a sense of control and to protect themselves; ultimately, as a necessary means to survive. 

They had developed these strategies in response to adverse life experiences7, particularly 

during early life. Adverse early life experiences cited by participants consisted of abuse, 

neglect and/or maltreatment from those in positions of trust (i.e., primary caregivers), as well 

as the loss of/rejection from family members and being bullied in school. Participants 

described the long-term effects of these experiences in relation to how they felt about 

themselves and other people. Many participants described feeling worthless. They described 

holding on to the expectation that other people will always either let them down or attempt to 

control them in some way; ultimately, that others cannot be trusted. Survival strategies 

largely involved participants having developed a strong sense of autonomy and avoidance. 

For some, this included being able to detach from emotions and feeling ambivalent towards 

and/or deliberately avoiding relationships; retreating into a shell. This was despite their 

simultaneous desire for close relationships with others. Participants also spoke of using their 

physical strength, aggression, and violence as a self-defence strategy to avoid appearing 

weak. Some described using alcohol and illicit drugs or engaging in self-harmful behaviour.  

 

“I’ve seen really emotional people and they don’t get nowhere” (Baker, 2017, p. 85). 

 

                                                 
7Participants themselves did not refer to their experiences as “adverse”. This term was utilised by the authors of 

the studies included in this review.  
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The challenges of being within a secure hospital environment sometimes resonated 

with aspects of participants adverse life experiences which, in turn, reinforced believes about 

the necessity of these survival strategies. Participants defined some of these challenges as 

feeling dominated, helpless, and experiencing a lack of control. This was particularly in 

relation to staff and, subsequently, their treatment as a whole. They also cited being unable to 

escape the sense of threat from other patients; being exposed to verbal, physical and/or 

emotional harm. This was attributed to: overcrowding; lapses in physical and/or relational 

security; being bullied by other patients; being exposed to illicit drugs; and being a victim of 

or witnessing violence. Other challenges involved experiencing a loss of liberties and feeling 

vulnerable. For instance, participants spoke of a sense of loss concerning aspects of their lives 

in the community, such as not being able to purchase items from the shops or accessing the 

internet. Having to expose perceived weaknesses and vulnerabilities resonated with how 

participants felt early on in their lives.  

 

 “You know a lot of people don’t realise what it does to you to have all those things taken 

away from you” (Baker, 2017 p. 81). 

 

Personal Recovery (Thirteen Percent)  

Participants described the Participants described the factors that they felt defined, 

helped, and hindered their journey towards recovery. A reduction in clinical symptoms was 

viewed as necessary, but not the sole indicator of recovery. Many participants spoke of the 

progress they had made by reflecting on being very unwell prior to admission. For instance, 

being able to reduce and/or stop self-harmful behaviour and being able to stop taking 

prescribed medication that they had previously needed in order to function.  

 

Progress was also defined by being able to explore and make sense of past 

experiences, as well as developing effective coping strategies for difficult thoughts, emotions, 

and behaviours. This enabled participants to engage in goal-directed behaviour, namely 

making decisions and settings targets. Achieving this progress was helped by having an open 

mind; not holding on to preconceived ideas about treatment enabled participants to adapt. 

Similarly, seeing people as less hostile enabled participants to start trusting others again. 

Some participants spoke of the little privileges and responsibilities that they gradually 
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received, such as being able to make tea and coffee. This created a sense of freedom, 

belonging and made them feel trusted by staff.  

 

“I think that one important thing for me is to gain knowledge of my past, instead of 

growing up being a nobody and rejected and believing that it was my fault for what happened 

to me many years ago, when it’s not my fault, it was other people’s fault” (Willmot & 

McMurran, 2013, p. 599).  

 

Several participants referred to their own internal motivators of acceptance and inner 

strength. The former included accepting that change was necessary; accepting that setbacks 

would occur; and accepting that the journey to recovery would be challenging. The latter 

included the motivation and resilience to keep going particularly during difficult times. 

Internal motivators seemed to be perpetuated by noticing or reflecting on progress made.  

 

“You don’t get to the top of a mountain just by looking at it” (Baker, 2017, p. 96).  

 

Obstacles to recovery were explored in relation to experiencing setbacks and 

identities as forensic mental health patients. Setbacks were experienced in the form of self-

harm, suicidal ideation, aggression and/or violence. Such incidents had a significant negative 

emotional impact on participants, leading to feelings of exhaustion. One participant described 

this process as like “snakes and ladders”; often taking “one step forward and one step back” 

(Baker, 2017, p. 94). Participants described how being hospitalised impacted on their self-

esteem and created feelings of worthlessness. Participants also spoke of a desire for a new 

identity not associated with violence and criminal activity. One participant reported that he 

had started this process by legally changing his name. There were a range of factors deterring 

the formation of a new identity, both internal and external. For instance, one participant 

suggested that violence is an important part of how he sees himself and may struggle to 

depart from this.     

 

Physical and Psychological Safety (9 Percent)    

Participants described the variety of ways in which they felt safe, respected, valued, 

and treated like a person. This enabled them to feel alive again.  
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“People are being treated like people” (Baker, 2017, p. 87). 

 

The temporary removal of responsibility through being detained in an environment 

with enhanced levels of care was seen as necessary for participant safety. It provided respite 

from the challenges and responsibilities of the outside word and, at times, a destructive 

lifestyle. The ward was seen as a sanctuary that provided time out and offered an opportunity 

to reflect on previous actions, as well as providing free meals and a bed to sleep in. This 

managed participants’ risk of harm to themselves, which enabled them to build upon their 

confidence and self-esteem. In a similar manner, participants spoke of the ward being a 

physically safe environment. The locked doors, video cameras, security alarms and staff 

being able to effectively manage violent incidents all helped them to feel safe from the 

outside world and from other patients.  

 

“If you are not in a safe environment, you don't feel motivated for treatment because you'd be 

more worried about your safety, and you are less free minded to continue with your 

treatment” (Sainsbury et al., 2004, p. 35). 

 

Along the same lines, participants experienced a sense of belonging, acceptance, and 

inclusion; a sense of community that they had not previously encountered in their lives. This 

was largely attributed to treatment being collaborative. Staff were credited for working with 

participants to create a shared understanding of personal difficulties and treatment options, 

promoting autonomy in care decisions, communicating with patients and being proactive in 

care planning. Participants also described everyone on the ward joining together for 

celebrations and events. Experiences of collaborative care fostered treatment engagement and 

motivation.  

 

Disempowerment and Dehumanisation (Nine Percent)  

Participants described feeling held, warehoused, and contained without attempts to 

help them work towards a better future. This was reminiscent of difficult early life 

experiences. There were occasions participants felt they were not considered to be human 

beings, due to aspects of the environment that made them feel powerless and punished. 

Similarly, participants described a feeling of institutionalisation; becoming conditioned to 

comply with treatment and adopting a degree of learned helplessness. Being on the ward too 
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long was seen as detrimental to wellbeing and indicative of increased levels of aggression 

and/or violence.  

 

“Keep ticking the boxes and keep following the rules” (Baker, 2017, p. 78). 

 

Consistent with a feeling of being held, participants described feeling “got rid of” 

(Baker, 2017, p. 84) as they were moved between wards and hospitals at times. For some, this 

was again reminiscent of adverse early life experiences, such as foster care and residential 

settings. A lack of stability was also evident within the ward, which had a negative impact on 

participants’ motivation and feelings of ability to cope. Participants spoke of unexpected 

disruptions such as psychological treatment stopping suddenly and repeated changes in their 

psychologist or named nurse. They spoke of a sensation of uncertainty and uneasiness in 

relation to not having a fixed sentence, which made them feel stuck and trapped.  

 

“…sometimes it is a struggle. It is hard to keep yourself motivated and keep the momentum 

going. […] There’s no date to look to. You are just stuck here without knowing what is going 

to happen. It’s hard. It’s hard thinking about the future and all that. (Laithwaite & Gumley, 

p. 310).  

 

Similarly, participants described experiencing a lack of control over their care; feeling 

done to by the clinical team and feeling that their voice had no impact. For instance, medical 

treatment was imposed without consent, which had physically harmful consequences. When 

participants felt powerless over their own lives, they felt that they presented a heightened risk 

of becoming unwell and harming others.   

 

A Future in the Community (Eight Percent)  

The prospect of a future in the community was viewed with both hope and fear. 

Before being admitted to the ward, some participants did not care for their future and would 

live day-to-day. During the early stages of admission participants believed that they would 

never see the outside world again. Participants gradually became hopeful about the long-term 

future; having a normal or ordinary life in the future; having a job, a place to live, friends and 

family.  
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“If you feel you are capable of living your life…doing things that the average person does, 

you know, just even getting to an average standard of competence in certain areas of 

life…being just worthy as a person” (Mezey et al., 2010, p. 687).  

 

Participants did however express their concerns relating to the challenges they may 

face when returning to the community. Some spoke of feeling anxious about their ability to 

cope with these challenges, citing previous experiences of using alcohol and illicit drugs. For 

some, these concerns related to possible restrictions dictating where they would be permitted 

to live (i.e., multi-agency public protection arrangements [MAPPA]) and feeling frightened 

that their accommodation would not provide them with enough support. Some participants 

spoke specifically of the discharge process; seeing this as an important indicator for recovery 

yet also worrying that it would be a potential destabiliser if not carefully planned and 

sensitively handled. These concerns extended to the stigma in society, being categorised as 

both mad and bad. They regarded this as a barrier to the following: gaining acceptance and 

forgiveness; achieving relatively modest goals; developing relationships; and seeking 

employment. Some participants had learnt to cope with these anxieties by focusing on the 

here and now..  

 

“Forensic mental health patients that’s probably as big a stigma as you can get I think…it 

heaps a lot of pressure on my mind the fact that…you’ve got to be guarded against talking 

about your past in some way” (Mezey et al., 2010, p. 691). 

 

Entering and Leaving the Ward (Six Percent)  

Participants spoke about the process of being admitted to the ward. Some reported 

that it had been a positive experience and had created an immediate sense of safety. Some 

reported that it was frightening as it had exacerbated the extreme psychological distress that 

they were already experiencing. Participants also spoke of temporarily leaving the ward. The 

quality of leave within the hospital grounds was not viewed favourably; all participants could 

do was “walk in a circle” on their own (Barksy & West, 2007, p. 8). The prospect of 

community leave on the other hand, was highly valued. It provided participants with a sense 

of hope, independence, confidence, motivation, and social inclusion. This was the case 

whether staff escorted participants or not.  
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“There’s light in the tunnel” (Barsky & West, 2007, p. 7).  

 

Psychological Interventions (Five Percent)  

Participants spoke of both individual and group talking therapies, as well as the 

psychological assessment process. Psychological interventions enabled participants to 

explore difficulties in a safe space whereby they were listened to, felt encouraged to talk, and 

taken seriously. This helped participants to develop ways to better understand, monitor, and 

manage mental health difficulties.  

 

“All these things I have learnt in here, it’s given me building blocks really to reflect more 

about my past and what I have done and try to find the solution to my problem…that’s how I 

have managed to recover because I have understood exactly what my illness is about and I 

have tried to find ways for me to prevent it from happening again” (Mezey et al., 2010, p. 

689). 

 

Conversely, some participants did not see psychological interventions as necessary or 

helpful. Specific therapeutic techniques were not frequently mentioned as inciting change. 

Specific reference was made to the assessment process, which participants found tedious and 

struggled to understand the relevance of.  

 

“I didn’t benefit nothing from it, it was a waste of time” (Baker, 2017, p.7 8).  

 

Occupational Activities (Four Percent)  

Participants discussed the occupational activities available, which included vocational 

achievements, work, and education. Some participants described there being a good access to 

and variety of activities. Participants spoke of the benefits of being occupied, having 

temporary respite from the ward environment, acquiring new skills and socialising with 

others. This translated into positive benefits for their well-being and quality of life. For 

instance, some participants cited improved self-esteem, confidence, and a reduction in 

clinical symptoms.  
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They took me down the gardens and that stopped me self-harming for quite a while, because 

you couldn’t see Broadmoor from the garden … if you turned round you actually couldn’t see 

any of Broadmoor (Tapp et al., 2013, p. 173). 

 

Some participants specifically mentioned feeling empowered by education. For 

example, acquiring an understanding of socio-cultural issues incited a desire to effect change 

within society. However, some participants described there being long waiting lists and a lack 

of variety in or access to meaningful activities. For instance, there was a concern that 

activities did not lead to qualifications, which in turn would not translate into employment 

opportunities in the community. A lack of meaningful activities contributed to feelings of 

boredom, lack of motivation and possible increase in risk to others on the ward.  

  

“What are you getting up for? [. . .] You’re up and sitting and staring at four walls or asking 

for an argument or being provoked.” (Baker, 2017, p. 81).  

 

Medical Treatment and Diagnoses (Three Percent)  

The medical treatment spoken of by participants included medication and 

electroconvulsive therapy (ECT). Some participants valued these interventions for reducing 

clinical symptoms, such as those related to psychosis. There were also reported 

improvements in cognitive and social functioning, which enabled participants to engage in 

activities on the ward. Similarly, some participants found that being given a diagnosis helped 

them to understand their difficulties.    

 

“All I remember, I used to hear voices and see things, and I was paranoid and then after that 

[ECT], everything, all that had gone away … it’s a real godsend.” (Tapp et al., 2013, p. 172). 

 

Conversely, some participants found medication to be unnecessary and irrelevant; it 

was seen to suppress their mental health difficulties as opposed to helping them understand 

the root cause. They also spoke of the difficult process in establishing whether the side effects 

of medication and ECT outweighed the risks. Particular reference was made to adverse 

impacts upon cognitive and social functioning; making it difficult for participants to engage 

in other activities on the ward. Some participants did not agree with their diagnosis and felt 

confused by this.  
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“There’s loads of different ones. I don’t know if they make them up as they go along. 

Or I don’t really revise or look up on them things, but people who go uni, college, training or 

whatever they know that sort of thing” (Baker, 2017, p. 76). 

 

Discussion 

Summary of this Review  

This review provided a meta-synthesis of qualitative studies that explored the lived 

experiences of secure inpatient services in the UK. A total of seven studies were included, 

which comprised of 65 participant interviews. Whilst each participant’s experience will be 

unique, central to the narratives of all interviews were ten, albeit interconnecting, key themes. 

The first three were particularly prevalent, making up almost half of all findings. This 

suggests that when participants discussed their experiences of care, they mostly did so in the 

context of: Relationships on the Ward (25%); Re-enactment of Adverse Early Life 

Experiences and Survival Strategies (18%); and Personal Recovery (13%). The other seven 

themes included: Physical and Psychological Safety (9%); Disempowerment and 

Dehumanisation (9%); A future in the Community (8%); Entering and Leaving the Ward 

(6%); Psychological Interventions (6%); Occupational Activities (4%); and Medical 

Treatment and Diagnoses (3%).  

 

Interpretation of Findings  

Overall, the findings of this review offer rich insights into the many different 

ingredients that make up secure inpatient services. Some of these findings unearthed valuable 

experiences of care, suggestive of inciting positive change and progress. Others were more 

negative, arguably harmful, indicating impediments to progress and the potential for 

increased risk of distress and violence on the ward.  

 

It is interesting to compare the ten key themes with more recent literature that has 

established priorities for outcome measurement within secure inpatient services. Ryland et al. 

(2021) combined interviews of 15 patients with focus groups of 48 key stakeholders. The 

latter included staff, members of the Quality Network for Forensic Mental Health Services 

(QNFMHS), and Adult Secure Clinical Reference Group at NHS England. Areas of priority 

were developed into a new patient-focused FORensic oUtcome Measure (FORUM), which 
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includes “six overarching domains containing 42 individual outcome areas” (p. 6). These 

included: “About me” (i.e., I have a sense of belonging), “My quality of life” (i.e., I have the 

relationships and friendships I want and need), “My health” (i.e., I have helpful relationships 

with staff), “My safety and risk” (i.e., I feel safe), “My life skills” (i.e., I am able to make 

realistic plans), and “My progress” (i.e., I am making progress towards greater independence) 

(p. 8). Many of the FORUM domains - relationships with staff, peers, friends and family in 

the community, the need for safety, personal identity, quality of life, and future pathways – 

were represented within this review. The findings of which not only corroborate the tools 

potential utility, but also provide an additional level of qualitative detail as to why these 

aspects of care may be significant to patients. However, some of these domains were not 

represented within the results of initial scoping searches for this review. This gap suggests the 

existing literature base relating to the views and experiences of patients themselves may be 

slightly biased towards topics of professional interest; offering only one part of the picture 

when it comes to developing an understanding of “what works”. This will now be explored 

further with reference to the three most prevalent themes found within this review.   

 

Interpretation of Key Themes  

Relationships on the Ward. This was the most frequently explored topic, making up 

a quarter of all findings and thereby forming the backbone of participants’ experiences. 

Participants discussed the existence, quality, and impact of their relationships with staff on 

the ward, as well as with other patients and family and friends in the community. Many 

participants spoke specifically of the messages and actions – both explicit and implicit – from 

day-to-day interactions with staff on the ward. These appeared to be a powerful force in 

positively or negatively shaping how participants felt about themselves, their recovery, and 

their motivation to engage in treatment.  

It is unsurprising that relationships on the ward formed the backbone of participant 

experiences considering patients are, first and foremost, human beings; many of which had 

been detained in secure inpatient services for extended lengths of time. By contrast, only ten 

per-cent of findings related to formal or structured interventions (i.e., Psychological 

Interventions, Occupational Activities, and Medical Treatment and Diagnoses). This is 

intriguing, as the latter is often seen as the backbone of patient care from a policy and 

commissioning perspective (Kennedy et al., 2019). Indeed, the only direct reference to staff-
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patient interactions within service specifications for secure inpatient services can be found 

within subsections of the Appendices designed for patients diagnosed with personality 

disorder and neurodevelopmental disorders (i.e., learning disability, autism). Here, it is 

recommended that “Sufficient attention must be paid to the environment around the patient as 

well as the interactions between people [emphasis added], to offer structure support, 

validation, and opportunities to practice new ways of relating” (NHS, 2021a, p. 25), with a 

focus on providing “social scaffolding and modelling of relationships” (p. 24). There is no 

mention of this within the main document. This brings to question the relative value that 

patients, policy makers, and commissioners place on different aspects of care.  

The Women’s Mental Health Taskforce Final Report (Department of Health and 

Social Care, 2018) is worth mentioning here. As noted within the Introduction section of this 

thesis (p. 23), the taskforce was set up in 2017 to define, address and improve the “mental 

health of women, and their experiences of mental health services” (p. 15). Part of this work 

involved hearing the voices of women themselves, including those with lived experience of 

secure inpatient services. This was achieved via a series of focus groups, involving 31 

women. The Taskforce then “used the testimonies heard […] to develop a series of 

statements to powerfully capture what was important to women [emphasis added] when 

experiencing mental health problems and accessing support” (p. 30). The first core theme to 

come out of their findings was “women’s experiences of mental health services” (p. 19). 

Complementing the findings of this review, women identified relationships with staff as 

being one of the most important aspects. More specifically, “the ability to develop trusting 

relationships”, as this helped women to feel “safe and supported”, which in turn enabled them 

to “open up about their lives and past experiences of abuse or trauma” (p. 19). As one of the 

women who took part in the focus groups expressed: “I am treated with respect and given the 

time to express how I feel, and not made to feel a burden when seeking help” (p. 31). Again, 

similar to the participants’ narratives in this review, the women also described difficulties in 

being able to establish trusting relationships, often due to “care continuity issues” and “high 

turnover of staff” (p. 19). The Taskforce urges all those involved – from researchers and 

practitioners to providers and commissioners – to take note of the women’s testimonies; and 

to consider these when planning, designing, and delivering all mental health, justice, and 

social care services. This offers a valuable exemplar of how service specifications, policy 

and/or guidance documents can actively seek out, genuinely listen to, and meaningful engage 

with the patient voice. Thus, whilst the work of the Women’s Mental Health Taskforce 
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detailed here does serve to complement and thereby strengthen the findings of this review, it 

also serves to further highlight the concerns raised in the paragraph above: that service 

specifications, policy and/or guidance documents specific to secure inpatient services may 

not include or be representative of what is important to patients themselves.  

Although, an alternative viewpoint would be that the nature and quality of all 

relationships on the ward are indirectly captured within the domain of relational security. 

Secure inpatient services have been organised around the trinitarian model of therapeutic 

security for over a decade (Department of Health, 2010). That is: (1) physical (i.e., locked 

doors, walls, personal alarms, CCTV); (2) procedural (i.e., systems level policies in place); 

and (3) relational. The latter generally refers to “the knowledge and understanding staff have 

of a patient and of the environment, and the translation of that information into appropriate 

responses and care” (DoH, 2010, p. 5). However, it is much more complex than this. In fact, 

the challenges of defining and measuring relational security have become the focus of 

increased research attention in recent years (Chester et al., 2017; De Pau et al., 2021; Ryland 

et al., 2022; Markham, 2022). Some have called for better clarity on “exactly how [emphasis 

added] relational issues affect security” (Chester et al., 2017, p. 358). The findings of this 

review contribute here, by offering a more detailed look at how interactions were experienced 

by patients and why they may contribute to an increase or decrease in risk. They are also 

relatively unique as – disappointingly - only one other study has focused on patient 

experiences of relationships with staff using qualitative methodology. Bennett and Hanna 

(2021) interviewed 30 male patients from high, medium, and low secure services. Their 

results compliment this review by emphasising the importance of day-to-day interactions 

with staff. A handful of other studies have attempted to measure staff-patient relationships 

using various quantitative alliance measures (Bressington et al., 2011; Donnelly et al., 2011; 

Long et al., 2011; MacInnes et al., 2014; Otte et al., 2019). Whilst they offer less context and 

detail into the how and why, their value lies in demonstrating the crucial links between the 

perceived quality of these relationships and a variety of key outcomes (i.e., increased 

treatment motivation, decreased number of aggressive and violent incidents). Again, adding 

weight to the findings of this review. Although, it is unclear if any of the alliance measures 

used have been specifically designed or validated for use within secure inpatient services8. 

                                                 
8 Explored further in Chapter Four (p. 155).  
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It must also be acknowledged that an emphasis on staff-patient relationships appears 

to be a running thread within the findings of wider patient experience literature. Evidence for 

this can be taken from the results of initial scoping searches (see Table 2, page 30). Five 

reviews combined qualitative data in relation to social climate (Doyle et al., 2017), personal 

recovery (Senneseth et al., 2022; Shepherd et al., 2016), restrictiveness (Tomlin et al., 2018), 

and female services (Ratcliffe et al., 2021). Collectively, the findings of these reviews 

indicate that participants narratives maintained a focus on staff-patient relationships 

regardless of the topic they were invited to discuss during interviews. Doyle et al. (2017), for 

example, found that “the therapeutic relationship between staff and patients […] was the most 

commonly identified theme” (p. 131). This provides further evidence that they are the 

backbone of the patient experience. 

In terms of other relationships on the ward, there appears to be only one research 

study to have specifically explored peer relationships (Gran, 2014). Mirroring the findings of 

this review, Gran (2014) found that peers have a strong influence on patients’ sense of self 

and their personal recovery journey. No individual research studies were found to have 

specifically explored patient experiences of contact with friends and family in the 

community. However, the need for better support and involvement for families/carers has 

been acknowledged and recommended (McKeown et al., 2016; NHS, 2018). 

Re-Enactment of Adverse Early Life Experiences and Survival Strategies. This 

was the second most frequently explored theme, making up eighteen per-cent of all findings. 

Here, participants referred to early life experiences of mistreatment, neglect, and abuse. They 

described the long-term impact of these experiences and the various ways they had learnt to 

cope and protect themselves; ultimately, to survive (i.e., avoidance, aggression, violence, 

self-harm). Participants also illustrated the various ways in which the secure inpatient 

environment can re-create situations, trigger reminders, and generate feelings associated with 

these past experiences (i.e., feeling dominated, helpless, vulnerable, and experiencing a lack 

of control). These challenges were said to reinforce beliefs about the necessity of survival 

strategies and therefore potentially increase the risk of distress and violence to others on the 

ward. A thread of similar narratives can also be found within the theme Disempowerment and 

Dehumanisation.  
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These findings strongly resonate with some of the key elements of trauma-informed 

care (TiC) 9; an increasingly important area of consideration for secure inpatient services 

given the significantly high rates of trauma within the population (McKenna et al., 2019; 

Willmot & Jones, 2022). TiC is grounded in four key principles: (1) Realise the widespread 

prevalence of trauma; (2) Recognise the signs of trauma (i.e., the various ways people adapt, 

cope, and protect themselves for survival); (3) Resist causing further harm by reducing 

practices that can, however subtly or inadvertently, be re-traumatising; and (4) Respond by 

integrating all of the above into practice (Substance Abuse and Mental Health Services 

Administration [SAMHSA], 2014). All principles – especially Resist – are pertinent to 

participants’ narratives in this review.   

The work of the Women’s Mental Health Taskforce (Department of Health and Social 

Care, 2018) is particularly pertinent here. Findings of the report present a drastic call for 

change in-line with TiC relevant to the design and delivery of all mental health, criminal 

justice, and social care services (including secure inpatient services). In setting the context 

and outlining their argument for these changes, the report details “alarming cases of women 

who had experienced trauma” (p. 13). The women’s testimonies, obtained via focus groups, 

expose experiences of both general and secure inpatient services that were “disempowering 

and, in some circumstances, re-traumatising [emphasis added]” (p. 19). More specifically, a 

“worrying number” (p. 20) spoke of disturbing practices - such as physical restraint, one-to-

one observations, and assault – that were “profoundly distressing, triggering and humiliating” 

(p. 24). They described feeling unsafe directly from staff and other patients and indirectly 

from the “problematic” physical, social, and cultural environment (p. 24). They also 

described a “profound lack of voice or control” over their own care, which intensified 

“feelings of powerless” (p. 20). Thus, these experiences recreated situations, triggered 

reminders, and generated feelings associated with “previous experiences of abuse and 

coercive control” (p. 20). Taken together, it is evident that the work of the Women’s Mental 

Health Taskforce included here resembles, and therefore intensifies, participants’ narratives 

                                                 
9 Chapter Three - titled What Does The Literature Base Tell Us About Trauma-informed Care Within Secure 

Inpatient Services?: A Systematic Review – provides a more detailed and comprehensive overview of TiC (p. 

86). 



 
76 

from this review. It also provides powerful evidence from patients themselves that TiC is not 

just important for secure inpatient services, but essential.  

On a similar note, it is interesting that the participants in this review often referred to 

their own coping and survival strategies in the absence of reference to psychiatric diagnoses. 

The choice of words and sensemaking used here are very much in harmony with the Power 

Threat Meaning Framework (PTMF) (Johnstone et al., 2018); a specific trauma-informed 

model that seeks to identify how various forms of power (i.e., adverse childhood experiences, 

the secure inpatient environment) link to patterns of distress, unusual experiences, troubling 

or risky behaviour (i.e., violence). This is achieved by asking, amongst other questions: “what 

happened to you?” and “what did you have to do to survive?”. This is in opposition to 

locating the problem within someone, as a symptom of illness or disorder (Markham, 2021b). 

The importance and potential value of secure inpatient services adopting a trauma-informed 

approach guided by the PTMF has been documented previously from a clinician perspective 

(Ramsden, 2019). The findings of this review offer a unique and complimentary patient 

perspective. The examples provided suggest one of the key benefits of this approach - in 

addition to being valuable to patients in helping them make sense of their experiences - 

would be for services to gain a better awareness and understanding of the many ways in 

which the secure inpatient environment itself can perpetuate further harm and contribute to 

increased levels of distress and risk.   

What is perhaps most interesting about these findings is that wider research focusing 

on TiC within secure inpatient services appears, at first glance, to be sparse (Maguire & 

Taylor, 2019). The medical model is said to be highly dominant within both research and 

practice (Cartwright et al., 2022; Jackson-Blot et al., 2019). The findings of this review 

therefore seem unusually progressive in comparison. This, again, highlights a gap in the 

literature base and perhaps brings to question the relative value that patients and service 

providers place on different aspects or models of care.  

Personal Recovery. This was the third and final most prevalent theme, making up 

thirteen percent of findings. The medical model emphasises that a reduction in or absence of 

clinical symptoms is indicative of recovery (Mann et al., 2014). However, for the participants 

in this review, a reduction in clinical symptoms was viewed as necessary, but not the sole 

indicator of recovery. Participants spoke instead of their desire for a new identity, being able 

to explore and make sense of past experiences, learning to trust others and feeling trusted by 
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staff, and developing internal motivators such as self-acceptance, inner strength, motivation, 

and resilience. For some, it was re-gaining little privileges and responsibilities.  

The idea of personal recovery was further touched upon in the theme A Future in the 

Community, whereby participants described being hopeful about the idea of having a normal 

or ordinary life in the future. They also expressed their concerns relating to the challenges 

they may face in the community, such as: alcohol and drugs; possible MAPPA restrictions; 

lack of supportive accommodation; the discharge process; and the sigma in society of being 

seen as both “mad and bad”. Interestingly, the Women’s Mental Health Taskforce 

(Department of Health and Social Care, 2018) present very similar findings. As mentioned 

throughout this discussion, the Taskforce conducted focus groups with 31 women, some of 

which had experience of secure inpatient services. The first core theme to arise from their 

findings was “women’s experiences of mental health services” (p. 19), which captures “what 

was important to women [emphasis added] when experiencing mental health problems and 

accessing support” (p. 30). Whilst the majority of their findings are relevant to all mental 

health, criminal justice, and social care services, a handful are specific to secure inpatient 

services. These closely mirror the findings of this review as they detail the challenges women 

have faced upon discharge into the community. For instance, they describe “issues around 

‘institutionalisation’”, feeling “vulnerable” and “left to get on with it” due to the lack of 

“ongoing support or aftercare” (p. 20) when leaving secure inpatient services. These issues 

were “particularly pronounced for women with childcare responsibilities” (p. 20). The latter 

point being a welcome addition to this review providing that the majority of participants 

included in the studies were male (95%). Taken together, this section provides strong 

evidence that issues relating to discharge and a life in the community form a significant 

aspect of patients’ recovery journeys; being both a future concern and stark reality for many 

within secure inpatient services.  

These findings are even more concerning when considering best practice guidance 

and standards (NHS, 2021a; 2021b; 2021c; QNFMHS, 2021). For instance, service 

specifications for secure inpatient services dedicate an entire section to “Discharge and 

Transition” (NHS, 2021b, p. 17). They emphasise that “discharge planning” must begin early 

in admission, include “effective and early liaison” with appropriate and relevant local area 

services (e.g., Community Forensic Teams), and “a comprehensive care plan reflecting a 

whole person approach to recovery and rehabilitation into the community” (p. 17). The 
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results of this review, combined with those of the Women’s Mental Health Taskforce 

(Department of Health and Social Care, 2018), would suggest that this is not always 

happening in practice. Or, at the very least, that discharge into the community is not being 

planned and/or implemented adequately to meet the needs of patients. It also appears that 

there is very little research focusing specifically on patient experiences of discharge and life 

in the community. The search strategy employed for this review located three studies 

ostensibly focusing on discharge. However, a closer look revealed that two of these focused 

more specifically on transition from high to medium secure services (Madders & George, 

2014) and accessing primary health care (Samuels & Moran, 2021). The third (Stuart et al., 

2017) focused on “perceptions of recovery, and the barriers to its achievement, as described 

by eight former inpatients at a medium-secure forensic hospital” (p. 1). The results of which 

actually act in contrast to those of this review, as a large number of participants expressed a 

desire for more agency and less restrictions (as opposed to increased support). Regardless, all 

the participants that took part in Stuart et al.’s (2017) study (n = 8) spoke of “ongoing 

elements of struggle and difficulty” (p. 22) in relation to the discharge process. Thus, 

providing further evidence that this aspect of care is of significant importance to patients 

themselves.  

Returning more broadly to a focus on recovery - the wider literature dictates that the 

personal recovery model is a strength-based approach that emphasises individuals can live 

meaningful lives despite the challenges that they may continue to face (Onken et al., 2007; 

Tomlin & Jordan, 2021). A reduction in or absence of clinical symptoms is not a prerequisite; 

the “nature of personal recovery is inherently unique to each individual, so there is no 

consensus on a single definition of it” (Rye, 2017, p. 14). A popular and well-cited 

framework developed from the general mental health literature credits five key domains: 

connectedness, hope and optimism about the future, identity, meaning in life, and 

empowerment (also referred to “CHIME”) (Leamy et al., 2011).  

However, applicability of the personal recovery model for forensic mental health 

services has, for many years, been called into question (Rye et al., 2017; Tomlin & Jordan, 

2021). This is particularly with regards to the unique challenges and barriers that this 

population are likely to face; many of which were articulated by participants in this review. 

The idea of “secure recovery” has been around for some time (Drennan & Alred, 2012). 

Indeed, as identified from initial scoping reviews, there is a wealth of literature exploring 
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patient accounts of personal recovery (Clarke et al., 2016; Lovell, 2019; McKenzie-Smith, 

2019; Senneseth et al., 2022; Shepherd et al., 2016). The most recent of which introduced the 

CHIME-Secure (CHIME-S) framework (Senneseth et al., 2022). Original CHIME categories 

have been expanded. For instance, Identity becomes “identity work: coming to terms with 

trauma and past offences”, and Meaning in Life become “meaningful use of time on the ward 

and preparing for a meaningful life outside” (p. 11). Additional challenges, representing the 

opposite of the original CHIME factors, were added. For instance, Disconnectedness, 

Hopelessness, Negative Identity Experience (i.e., stigma), and Lack of Meaning and 

Disempowerment. The CHIME-S framework seems to be highly accurate in capturing 

participants experiences, hopes, expectations, worries and fears of recovery within this 

review; perhaps an expected outcome given the model was built using the voices of patients 

themselves.  

 

Strengths and Limitations of this Review  

A main strength of the review process is that the researcher employed a robust search 

strategy which sought to minimise publication bias where possible. Namely, manual searches 

of reference lists and electronic citations, contact with experts and inclusion of grey literature. 

A main limitation of this process is that only UK-based references were searched for and 

included in this review. As the researcher applied these limits/filters prior to searching 

electronic databases, the total number of non-UK studies that may have met the inclusion 

criteria is unknown. It is also difficult to generalise the findings to other countries. That said, 

there may be some merit in this approach as legal frameworks and the provision of secure 

inpatient services can vary across countries (Sampson et al., 2016). Similarly, none of the 

included references interviewed participants from low secure services, and females were 

largely under-represented. Although, it was promising to see that the findings of the 

Women’s Mental Health Taskforce (Department of Health and Social Care, 2018) – which 

included only female participants, some of which had experience of secure inpatient services 

– strongly complemented participants’ narratives from this review. This suggests that the 

results are, at least in part, generalisable beyond male participants residing in medium and 

high secure settings. In addition, the demographic breakdown of participant age, length of 

stay and ethnicity (etc.) was generally varied. The sample sizes of the individual studies, and 

thereby the total number of participants included (N = 65), is regarded as a strength of this 
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review. This is especially true when considering the practical difficulties inherent in 

recruiting participants from secure inpatient settings (Völlm et al., 2017).  

 

Only one researcher conducted the quality assessment and data synthesis, which 

increases the risk of bias. The specific methodological strengths and weaknesses of the 

included studies have already been explored in detail. However, it is worth highlighting that 

one of the main methodological weaknesses was limited information pertaining to data 

collection (i.e., full content of the interview schedule). Although it is acknowledged that the 

quality of all published studies – regardless of methodology – will inevitably vary, this is 

disappointing; considering qualitative-only studies were intentionally included within this 

meta-aggregative review as they are expected to offer sufficient research context and 

qualitative detail (Hannes & Lockwood, 2011). Without full transparency relating to the 

interview schedule, it is not possible to claim with absolute certainty that all participants were 

truly able to discuss any/all topics in relation to their care. Indeed, many of the studies were 

interested in recovery, which could have biased responses towards the more positive aspects 

of care. On a similar note, it is also acknowledged that the exclusion of qualitative data from 

mixed methods studies can be said to be a limitation of this review. Whilst this was done 

intentionally to meet the aims of this review, increase the transparency and credibility of 

findings, and stay as close as possible to the patient voice, it is not possible to claim with 

absolute certainty that their potential inclusion would not have made some valuable 

contributions.   

 

The method of data synthesis - meta-aggregation - was specifically chosen as it is an 

aggregative approach. The role of the researcher was to extract and summarise the data whilst 

avoiding any re-interpretation; thereby reducing potential for bias. It is particularly positive 

that almost half of all findings were directly supported by participant quotes as this provides a 

high level of transparency and credibility. Yet, it is not possible to achieve neutrality in 

qualitative research (Braun & Clarke, 2006). It is impossible to fully separate the role of the 

researcher from the data. This area of research was novel to the researcher, and they had no 

predetermined judgements or ideas as to the possible results. Nonetheless, the researcher’s 

academic interests and professional experience will have introduced some degree of bias 

when interpreting the results of this review.  
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Another limitation relates to the imbalance of power in secure settings that is likely to 

have impacted on the ability to hear the authentic voice of the patient (Dixon-Woods et al., 

2005). It is possible that participants chose to discuss certain topics because they anticipated 

possible benefits and/or consequences in relation to their care. Indeed, the participants in this 

review may have been motivated to take part in the research studies for various reasons. 

Some participants may have chosen to omit certain topics because they did not feel 

comfortable or safe talking about them during interview. Thus, although this review has 

established the order of frequency in which certain topics appear within the literature, 

assumptions should be made with caution. It would be naïve to make the definitive 

conclusion that some of these topics are definitively more or less meaningful to participants 

when considering their experiences of secure inpatient care.   

 

Implications for Practice and Suggestions for Future Research 

In consideration of the links found between this review and the FORensic oUtcome 

Measure (FORUM) (Ryland et al., 2021), it is logical to recommend that future work is done 

to evaluate and establish its psychometric properties. A particular focus should be on 

establishing its meaningfulness to patients from other secure inpatient services, and its utility 

for integration into practice. The authors of the tool suggest it could be “used to help patients 

track their progress over time, facilitate care planning, and evaluate interventions” (p. 14). 

Practically, the FORUM could be completed within keyworker sessions, every three to six 

months (i.e., prior to Care Plan Approach [CPA] meetings). Over time, with evidence of its 

efficacy, key stakeholders (i.e., policy makers and commissioners) should consider 

integrating the FORUM into national guidelines and standards (i.e., NHS 2021a; QNFMHS, 

2019) for use as additional and complimentary outcomes measure alongside those with a 

clinical and risk focus. A similar recommendation could be to replicate the type of work by 

the Women’s Mental Health Taskforce (Department of Health and Social Care, 2018), which 

provides a valuable example of how service specifications, policy and/or guidance documents 

can actively seek out, genuinely listen to, and meaningful engage with the patient voice. 

Ultimately, both of these recommendations would ensure that greater attention and evaluation 

is paid the aspects of care that are important to patients themselves in both research and 

practice.  

Other, more specific recommendations relating to the three most prevalent findings of 

this review are detailed below.  
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Relationships on the Ward 

All staff should recognise the importance of their relationships with patients outside 

of formal or structured interventions. They should understand how and why their day-to-day 

interactions on the ward can be a powerful force in influencing change, both positively and 

negatively. This could be achieved via a service development project and/or training package, 

perhaps through the lens of relational security, to highlight the potential benefits in reducing 

level of distress and risk on the ward. Ideally, this would be planned, designed and/or 

implemented with patients to include specific examples; akin to those presented within this 

review. Services should also recognise the importance of and maximise opportunities for peer 

support. NHS service specifications for low, medium, and high secure settings (NHS, 2021a; 

NHS, 2021b; NHS, 2021c) note some female services have created paid roles for peer 

support workers. The same can be said for family, friends, and carer involvement. The Carer 

Support and Involvement in Secure Mental health Services Toolkit (NHS, 2018) is a key 

document to consult here.  

 

Future qualitative research may wish to focus on further exploring the intricacies of 

ward-based relationships (both staff and peers) from the perspectives of patients themselves. 

This, again, could be through the lens of relational security; to establish “exactly how 

[emphasis added] relational issues affect security” (Chester et al., 2017, p. 358). A similar 

approach could be taken for patient experiences of contact with family and friends in the 

community, as this appears to be particularly under-researched. Researchers could also look 

to examine the psychometric properties of alliance tools, with a view to establish 

appropriateness for use within secure inpatient services. This would allow services to 

measure staff-patient relationships as part of a service evaluation project or as a regular 

patient outcome measure.   

 

Re-Enactment of Adverse Early Life Experiences and Survival Strategies 

A shift towards trauma-informed research and practice is very clearly essential here. 

But first, it is important to establish the current state of the literature relating to TiC within 

secure inpatient services in more detail. This is addressed in Chapter Three of this thesis, 

titled: What Does The Literature Base Tell Us About Trauma-Informed Care Within Secure 

Inpatient Services?: A Systematic Review. Meanwhile, the findings of this review - coupled 

with the those of the Women’s Mental Health Taskforce (Department of Health and Social 
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Care, 2018) – can be used to make some more specific and practical recommendations that 

would start the transition towards becoming more trauma-informed. The first of which is for 

services to consider further service development projects and/or training programmes that 

focus on the various ways in which the secure inpatient environment can be re-traumatising. 

That is, the ways in which it can re-create situations, trigger reminders, and generate feelings 

associated with past experiences of trauma (e.g., feeling unsafe, humiliated, helpless, 

dominated, vulnerable, disempowered, dehumanised, and experiencing a lack of control). 

Initial service development projects could help to identify, reduce and/or eliminate such 

harmful practices. There are numerous areas for consideration based on participants’ 

narratives from this review. One of the more obvious areas could be ensuring that physical 

security procedures are in line with best practice standards (QNFMHS, 2021). This would 

address participants’ concerns regarding the sense of threat they experienced from other 

patients (e.g., exposure to illegal drugs and violence on the ward). Mirroring the 

recommendation outlined above, some of the more subtle - although equally, if not more, 

impactful – areas to explore could be relationships on the ward through the lens of relational 

security. Another example could be for services to evaluate how they are promoting patient 

empowerment; ensuring that patients have as much choice and control over their care as 

possible and are able to engage in active, collaborative decision making. This would address 

the challenges participants expressed regarding loss of liberties and a lack of control over 

their care. Services may also wish to identify additional areas for consideration, by obtaining 

feedback and recommendations from patients themselves.  

 

Subsequent training programmes could then be developed. Ideally, planned, designed 

and/or implemented collaboratively with patients themselves to include specific examples, 

akin to those presented within this review. The content of which should emphasise why the 

potential changes staff are being asked to make to their day-to-day are important. It should be 

made clear that certain practices are harmful because they serve to reinforce the necessity of 

coping and survival strategies (i.e., avoidance, aggression, violence, self-harm) that patients 

developed – whether consciously or not – in response to past trauma; thereby increasing the 

risk of distress, aggression, and violence on the ward. Integration of the PTMF (Johnstone et 

al., 2018) could also be used as a tool to aid staff understanding of this. A focus should be on 

encouraging curiosity and trying to understand patients in the context of their lives (i.e., what 

has happened and what is happening to them); as opposed to locating the problem within 
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them, as a symptom of illness or disorder (Markham, 2021b). In addition to training, the 

PTMF (Johnstone et al., 2018) could underpin team formulation and group reflective practice 

sessions. This would help to further embed any changes that are made to practice, and 

hopefully encourage services to identify additional and continued opportunities in-line with a 

trauma-informed approach. Thus, paving the way for meaningful and sustainable change. The 

findings of this review also indicate that patients themselves are likely to benefit from 

knowledge of the PTMF in helping them to make sense of their own experiences, should they 

not find diagnoses helpful. This could be via psychoeducational group material, or as an 

individual piece of therapeutic work (i.e., psychological formulation).   

 

Personal Recovery  

It is already best practice for all patients to have an individualised care plan with a 

focus on personal recovery (NHS, 2021a). The CHIME-Secure (CHIME-S) framework 

(Senneseth et al., 2022) would be a useful source of guidance and inspiration here. For 

patients, it is likely to offer confirmation and validation regarding their own recovery journey 

challenges, as well as fostering realistic hope for the future. For staff, it is likely to provide 

improved insight and understanding; as well as holding on to said hope during times it may 

not be easy for patients to do so themselves. The CHIME-S could be disseminated via 

psychoeducational material or interactive groups on the ward. A particular focus could also 

be providing patients with opportunities to reflect, expand, and build upon their identities 

beyond that of a forensic mental health patient. This could be fostered through day-to-day 

interactions with staff, formal psychological interventions, and - as guidance states - via 

access to meaningful “social, educational, occupational and vocational opportunities” (NHS, 

2021a, p. 17). Future research could look to evaluate the CHIME-Secure (CHIME-S) 

framework in practice. Perhaps, an evaluation of its practical utility (i.e., integration into 

individualised care plans) from both staff and patient perspectives. 

 

A more specific recommendation relates to the concerns raised by participants in this 

review - and again by those that took part in the Women’s Mental Health Taskforce 

(Department of Health and Social Care, 2018) - relating to discharge. It would be beneficial 

to conduct qualitative research focusing explicitly on patient views and experiences of the 

discharge process and life in the community. Ideally, this would encompass both the planning 

and preparation that took place during patients’ time within secure inpatient services, as well 
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as the types of support and/or restrictions that were put in place post discharge. It would be 

useful to capture this information through a longitudinal design to measure progress and the 

impact of discharge plans over time (e.g., over the first few days, weeks, months). It would be 

helpful to then compare these findings with, for example, “Discharge and Transition” (NHS, 

2021b, p. 17) service specifications, in order to determine if services are putting this into 

practice. This could also be achieved in practice, perhaps via a quality improvement project 

which could directly involve patients. The insights and knowledge gained from this work 

could help to ensure that discharges from secure inpatient services are being planned and/or 

implemented in a way that gives patients the best chance of building, and sustaining, a life in 

the community.  
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Chapter Three 

 

What Does The Literature Base Tell Us About Trauma-Informed 

Care Within Secure Inpatient Services?: A Systematic Review 
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Abstract 

In response to the key findings and recommendations outlined in Chapter Two, the 

purpose of this review was to establish and improve understanding of what the literature base 

tells us about trauma-informed care within secure inpatient services. The more specific aims 

of this review were: (i) to determine how TiC has been defined within the literature base; (ii) 

to identify the specific components of TiC that have been operationalised and/or 

implemented; (iii) to identify any evaluations of TiC including both the potential and/or 

actual impact of implementation; (iv) to identify future recommendations regarding TiC for 

both practice and research; and (v) to identify any additional and relevant key findings or 

discussion points that provide deeper insights into the discourse surrounding use of the term 

TiC.  

 

Initial scoping searches of the wider TiC literature landscape revealed it to be a 

rapidly growing yet formative and highly complex field of academic study. A large majority 

of existing reviews sought to identify operational or field- specific definitions; citing 

concerns regarding misunderstandings of the term trauma-informed and noting the lack of 

quality and quantity of information relating to actual implementation and evaluation. Only 

two existing reviews were found to have been conducted within the domain of forensic 

mental health; neither of which had been to locate literature specific to secure inpatient 

services using narrow search criteria. This review conducted a more in-depth and up-to-date 

search of the literature using broader search terms and inclusion criteria. A comprehensive 

search strategy was employed: (1) four electronic databases; (2) eight online journals; (3) 

grey literature; (4) manual hand searches; and (5) contact with experts. Studies were included 

if terms used synonymously or interchangeably with trauma-informed were found within the 

study aims, findings and/or discussion (i.e., recommendations); and the focus of the study 

was relevant to TiC.  

 

Eleven studies met the inclusion criteria and remained following quality assessment. 

These comprised eight peer-reviewed research papers and three Doctoral theses. Study aim/s 

and phenomenon of interest varied considerably: three focused specifically on TiC; one 

claimed to assist in improving TiC by assessing the frequency of diagnosed post-traumatic 

stress disorder (PTSD); and the remaining seven explored links between trauma histories and 

various outcomes (i.e., psychiatric diagnoses). All eleven studies made recommendations for 
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TiC based upon their findings. As such, data was extracted from both the results and 

discussions sections of the included studies if it made direct reference to TiC (as determined 

by the authors of the included studies), or indirect reference to TiC (i.e., what the author/s 

found and/or discussed that led them to conclude that TiC is important). Key themes from the 

data are presented and further interpreted with reference to the five specific aims of this 

review.  

 

Overall, the findings of this review provide evidence that the literature is growing, but 

still very much still in its infancy. The picture presented is complex and contradictory in 

parts; findings are both in-keeping and – to a larger degree - incompatible with a trauma-

informed approach. The latter indicates TiC has become misunderstood and oversimplified; 

that it is under-developed and has perhaps been misrepresented by some within the academic 

field. There is also little acknowledgement or clarity on how TiC may translate specifically 

into secure inpatient environments. An interpretation of these findings is provided, along with 

an exploration of the systemic and interpersonal factors that pose as barriers to a shift towards 

TiC. To conclude this review, recommendations for future research and implications for 

practice are made.  
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Introduction 

Emergence of TiC  

Original impetus for the trauma-informed care (TiC) movement emerged from a piece 

of research conducted over two decades ago: the “Adverse Childhood Experiences (ACE) 

Study” (Felitti et al., 1998). The landmark study collected data from a sample of 

approximately 17,000 adults (mostly white, middle-class, educated) registered with a US 

health maintenance organisation who had sought routine health checks at an outpatient clinic. 

Participants were emailed and asked to retrospectively record the presence of ten pre-

determined ACEs. These included childhood abuse and neglect (emotional, physical, or 

sexual) and household dysfunction (parental separation or divorce, witnessing violence 

against mother, living with household members who had problems with drugs or alcohol, 

were mentally “ill” or suicidal, or ever went to prison). The authors also asked participants to 

provide details of their medical history and overall physical health.  

 

The results revealed that ACEs were vastly more common than expected. 

Approximately two thirds of participants had experienced at least one ACE; an eighth had 

experienced four or more. The authors also found a strong positive correlation between the 

number of reported ACEs and adult health risks factors (i.e., smoking cigarettes, suicide 

attempts) and physical diseases (i.e., cancer, diabetes). Participants who had experienced four 

or more ACEs were significantly more likely to demonstrate health risk factors and have 

physical health problems. Disturbingly, they also found that, on average, people with six or 

more ACEs were more likely to die 20 years earlier than those with none. Naturally, 

publication of the ACE study was monumental and shocking to many (Leitch, 2017). It 

pushed large-scale “concrete” evidence of the widespread prevalence and long-term impact 

of childhood trauma into public consciousness. Armed with the new recognition that a large 

majority of people accessing mental health, social, and criminal justice services have 

experienced trauma, the concept of TiC began to emerge as a model for more effective 

human service delivery (Procter et al., 2017). 

 

TiC was first introduced by Harris and Fallot (2001) within their influential 

publication Using Trauma Theory to Design Service Systems: New Directions for Mental 

Health Services. The United States Federal Substance Abuse and Mental Health Services 

Administration (SAMHSA) established a “National Centre for Trauma-Informed Care” in 
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2005 (Sweeney et al., 2016, p. 180). Some years later, SAMHSA published the first 

comprehensive framework offering guidance on what a trauma-informed service should look 

like (SAMHSA, 2014); how “systems may help to resolve or exacerbate trauma-related 

issues” (p. 3). It was designed intentionally broad to be applicable across a variety of health, 

social, educational, and criminal justice settings.  

 

The utility of SAMHSA’s framework has been monumental in the field. Google 

searches of “TiC” began around 2004 and saw “a noticeable uptick” from 2011 onwards 

(Becker-Blease, 2017, p. 131). After publication, an extensive literature base began to 

emerge, deepening understanding into the long-term negative impact of childhood trauma 

(i.e., Bellis et al., 2014; Butler et al., 2011). More recently, there has been an emergence of 

research into buffering, protective and strength-based factors; furthering understanding into 

how individuals are able to endure, adapt, heal, recover, and thrive following trauma 

(Crandall et al., 2019; Merrick & Narayan, 2020). There has also been a raise in awareness 

and acceptance of “survivor voices”, or those with lived experience. Grassroot organisations 

and groups of individuals have pushed to educate researchers and clinicians alike on the 

harmful and re-traumatising impact of services, particularly within the field of mental health 

(Sweeney et al., 2019). Naturally, there is now a burgeoning interest in and enthusiasm to 

adopt TiC across all health, social, educational, and criminal justice settings (Covington, 

2022).  

What is “Trauma-Informed Care”?  

TiC represents a multi-layered, whole-systems approach to organisational change 

(SAMHSA, 2014). It is intended to transform services (Sweeney et al., 2018); a new way of 

thinking, being, relating, and working (Triesman, 2021). At its very core, TiC represents a 

shift in ideology from the implied judgement of “what is wrong with this person?” to “what 

has happened (or is happening) to this person?” (Butler et al., 2011).  

Attempts to define “trauma” within academic and clinical fields go back over 100 

years (Herman, 1992) and are still ongoing today (Read & Harper, 2020). Dominant 

narratives and understanding of trauma have been powerfully shaped by the psychiatric 

profession within diagnostic classification systems, as post-traumatic stress disorder (PTSD) 

(American Psychiatric Association [APA], 1980; 1987; 1994; 2013; 2022); and, more 

recently, complex PTSD (World Health Organisation [WHO], 2019). Here, trauma is 



 91 

restricted to a definition of “actual or threatened death, serious injury, or sexual violence” 

(APA, 2013, as cited in North et al., 2016, p. 201); and a series of events that are “extremely 

threatening or horrific in nature” (WHO, 2019, as cited in Hyland et al., 2021, p. 19).  

 

SAMHSA (2014) provides a more progressive definition, focusing on the 

individualised nature of trauma: “an event, series of events, or set of circumstances that is 

experienced by an individual [emphasis added] as physically or emotionally harmful or life 

threatening [emphasis added] and that has lasting adverse effects on the individual’s 

functioning and mental, physical, social, emotional, or spiritual well-being” (p. 7). 

Experiencing something as “traumatic” depends upon a range of factors, such as: how an 

individual labels, makes sense of, and assigns meaning to their experiences; and the 

availability of protective factors, such as comfort and support from others. The effects or 

impact of trauma extend far beyond PTSD diagnostic criteria (Rossiter, 2012). They may 

occur during, immediately after, or have a delayed onset of days, weeks, months, even years 

later. Often, the individual and those around them may not recognise the link between trauma 

and its effects. Some may be more “obvious” than others.  

 

Naturally, an understanding of what we mean by trauma – as outlined by SAHMSA 

(2014) above – is the very foundation of TiC. However, it must also be acknowledged that an 

overreliance on the term trauma can be misleading, unhelpful, exclusionary, and sometimes 

harmful (Johnstone & Boyle, 2018). This is especially the case if service providers operate 

under the medical model’s narrow definition of trauma being an extreme or isolated event 

(i.e., “big T” category) (Shapiro, 2001). As such, some promote use of the terms stress, 

adversity, and/or trauma, independently or interchangeably (Johnstone & Boyle, 2018; Read 

& Harper, 2020). These additional terms allow for recognition of the cumulative impact of 

the more discrete, normalised, “little t” category experiences that are embedded within 

everyday lives (Shapiro, 2001).  

 

Being flexible with terminology and adopting a curious mindset in this way allows for 

a more genuine awareness and understanding of peoples presenting problems in the context 

of their lives. With this in mind, the “trauma” of TiC can refer - but is by no means exclusive 

- to events and/or circumstances that occur: before birth (i.e., in utero lifestyle factors); 

during childhood (i.e., various forms of abuse and neglect, parental loss, witnessing domestic 

violence, parental drug/alcohol problems, moving house multiple times); into adulthood and 
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across the lifespan (i.e., bullying, sexual violence, assault, war trauma, contact with the 

criminal justice system, being sectioned under the Mental Health Act [MHA]). It also 

includes historical, cultural, social traumas and intersectionality, such as poverty, racism, 

homophobia, isolation, disability, urban living, and immigration (Read & Harper, 2020; 

Sweeney et al., 2018).  

Key Assumptions and Principles of TiC  

TiC is grounded in four key assumptions: Realises, Recognises, Resists, and 

Responds (SAMHSA, 2014):  

 

(1) Realises 

All staff should have a basic realisation of the widespread impact of trauma 

(SAMHSA, 2014). Whilst it should not be assumed that all people who access services have 

experienced trauma, it is expected that many will have (Read & Harper, 2020). The principles 

of TiC apply regardless (Sweeney et al., 2018).  

 

(2) Recognises 

Staff should be able to recognise the signs of trauma. That is, the various responses, 

reactions, and adaptations that people develop – whether consciously or not – to cope, protect 

themselves, and survive. As previously mentioned, these extend beyond diagnostic criteria 

for PTSD (Rossiter, 2012). Signs of trauma may include various forms of nervous system 

dysregulation (flight, fight, freeze survival states), psychological distress, unusual 

experiences, and risky or harmful behaviours (Johnstone & Boyle, 2018). Some signs are 

more likely to attract psychiatric diagnostic labels (i.e., depressed mood, self-harm, 

suicidality, hearing voices, being suspicious of others) than others (i.e., isolation, using drugs 

and alcohol, aggression and violence, criminal behaviour). This assumption also includes 

being aware of the often “hidden” physical health implications caused by chronic elevations 

of stress hormones and suppression of the body’s immune response (i.e., increased risk of 

autoimmune disorders) (Stojanovich & Marisavljevich, 2008).  

 

It is important to note here that TiC does not seek to simply replace diagnostic 

categories within the context of the medical model (Isobel, 2021; Willmot & Jones, 2022). 

Rather, it seeks to highlight its limitations (i.e., locating the problem within someone), and 



 93 

offer a deeper understanding by situating people in the context of their lives (Read & Harper, 

2020). As Ramsden (2019) writes, to restore the “functional links that are often obscured by 

psychiatric classification” (p. 131).  

 

(3) Resists 

TiC asks practitioners to “do no (more) harm” (Butler et al., 2011, p. 188). Staff - 

particularly those working within mental health and criminal justice services - operate in 

positions of power (Sweeney et al., 2018). Given that loss of power is central to the 

experience of trauma, there are many ways in which “helping” can, however inadvertently or 

subtly, be retraumatising. Staff must actively seek to identify, reflect on, and – where possible 

- reduce practises that can re-create situations, trigger reminders, and generate feelings 

associated with past trauma; those that naturally reinforce the necessity of trauma responses 

and coping strategies (Covington, 2022). “Obvious” examples include locked doors, 

seclusion, body searches, restraint, forced medication (Sweeney et al., 2018). More “subtle” 

examples may include treatment planning without collaboration, imposition of the medical 

model (i.e., an emphasis on what is wrong with someone), interactions that are mirroring, 

defensive, dismissive, or disrespectful, and forcing someone to disclose past trauma or repeat 

one’s story with no follow-up action or change (Filson, 2011).  

 

(4) Responds 

 TiC responds by integrating and adopting all the above into practice. This applies to 

all staff, at all levels. Change is accomplished and maintained through committed leadership, 

a separate and dedicated budget, and staff training. It should be reflected and displayed within 

policies, mission and ethos statements, handbooks, manuals, handouts, and posters 

(Triesman, 2021).  

 

TiC also requires alignment with six key principles (SAMHSA, 2014). These have 

been summarised into Table 8 below.  
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Misunderstandings of TiC  

Whilst it can be argued that TiC represents “competent practice or just plain common 

sense” (Becker-Blease, 2017, p. 132), it is a complex phenomenon to navigate considering 

many, if not most, mental health services have been built upon and function according to the 

dominance of the medical model; a framework that emphasies “pathology and inadvertently 

gives the impression that there is something wrong with a person” (Elliot et al., 2005, p. 467). 

Becoming trauma-informed therefore requires significant investment, work, time, and 

commitment (Triesman, 2021). It has become somewhat of a tokenistic trend and buzzword; 

its core values having become diluted, leading to oversimplified misunderstandings. Some 

services and research projects are simply paying lip-service by re-naming themselves or 

identifying with the term trauma-informed (Isobel et al., 2021). By way of example, TiC is 

not a checklist or a prescriptive step-by-step process (SAMHSA, 2014); nor is it a “theorised 

call for practitioners to ‘be nicer’” (Sweeney & Taggart, 2018, p. 383); or a call for services 

to push for trauma disclosures, generate “ACE scores” and reduce restrictive practice 

(Muskett, 2014). It is also not the same as trauma-specific services. This refers to specific 

types of direct interventions, such as Eye Movement Desensitization and 

Reprocessing (EMDR), or Trauma-Focused Cognitive-Behavioural Therapy (TF-CBT) 

(Butler et al., 2011). It is for these reasons that there are calls within the literature to focus on 

developing service- or field-specific operational definitions, along with practical, concrete, 

and applicable examples of genuine TiC (Becker-Blease, 2017; Bendall, et al., 2020).  

 

TiC within Secure Inpatient Services  

As stated within Chapter Two of this thesis, TiC is not just important for secure 

inpatient services, but essential. The link between offending behaviour and trauma is 

“abundantly obvious”, even amongst popular culture (Willmot & Jones, 2022, p. 1). 

Practitioners having worked within secure inpatient services for any length of time will be 

acutely aware that trauma histories are commonplace in the lives of those they work with. 

This is supported by an extensive literature base (Mckenna et al., 2019), and by participants’ 

narratives in Chapter Two of this thesis. The very nature of admission criteria means a level 

of distress and risk must be present (NHS, 2021); self-harm, threats, aggression, and violence 

can be common occurrences (Willmot & Jones, 2022). Participants in Chapter Two described 

these as being the long-term impact of past experiences (i.e., survival responses); the 

necessity of which can sometimes be reinforced due to the challenges of the secure inpatient 
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environment. Whilst monitoring, control, exclusion, isolation, restrictions, and enforcements 

are – to some extent – necessary and unavoidable, services must be aware of their potential 

impact. Indeed, the work of the Women’s Mental Health Taskforce1 (Department of Health 

and Social Care, 2018) - set up in 2017, to define, address and improve the “mental health of 

women, and their experiences of mental health services” (p. 15) – pertinently corroborates 

these points and makes an urgent call for trauma-informed care across all mental health, 

justice, and social care services. Part of this work involved hearing from the voices of women 

themselves, some of which had experiences of secure inpatient services. The key themes of 

the report detail “alarming cases” (p. 13) of “deeply traumatised” (p. 27) women who had 

been re-traumatised – made to feel disempowered, unsafe, distressed, triggered, and 

humiliated – by their experiences of both general and secure inpatient services. Despite the 

clear link between women’s experiences of interpersonal abuse and violence and “poor 

mental health” (p. 24), the stories the Women’s Taskforce heard indicate that many services 

fail to make this connection and are “not operating in a trauma-informed way” (p. 24). 

 

For staff working within secure inpatient services, the intense nature of the working 

environment alone elevates the risk of stress, burnout, compassion fatigue, direct and 

vicarious traumatisation (Brown et al., 2017; Pirelli et al., 2020). It is therefore imperative 

that services navigate the balance between the provision of therapeutic care with the 

management and reduction of risk to ensure the safety and wellbeing of everyone concerned 

(Kurtz & Jeffcote, 2011). This, of course, is the fundamental purpose of TiC. 

 

Rationale for the Current Review  

The direction of the current review was generated from a broad scoping search 

conducted in 2021 (see Appendix H for full results). This was completed using the free-text 

phrase “trauma-informed”. An additional free-text phrase or limit of “review” was applied 

where possible. Searches using the following bibliographic databases, organisations and 

internet search engines were conducted on 2nd and 4th July 2021: Campbell Collaboration 

Library of Systematic Reviews; Centre for Reviews and Dissemination (DARE); Cochrane 

Library; Cumulative Index of Nursing and Allied Health Literature (CINAHL) Plus; Google 

                                                 
1The Women’s Mental Health Taskforce: Final Report (Department of Health and Social Care, 2018) was 

briefly introduced within Chapter One (p. 23) and explored throughout the Discussion section of Chapter Two. 

Its findings and recommendations will be explored further throughout the Discussion section of this review.  
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Scholar; National Institute for Health and Care Excellence (NICE) Evidence; ProQuest 

Dissertations and Theses (Global); Psychological Information Database (PsycINFO); and 

Web of Science. Citation searches of reviews relating to forensic mental health, general 

mental health and the criminal justice system were also conducted using the Times Cited 

function in Google Scholar. 

 

The results revealed a total of 49 reviews published between 2010 and 2021. The 

reviews generally fell into the following domains (in consecutive order): general mental 

health; schools and education; criminal justice; residential care for children and/or 

adolescents; and physical health. A large majority were published in the US, followed by 

Australia, the UK and Canada. It is noteworthy that a significant proportion aimed to review 

the literature for domain-specific operational definitions of TiC; many noted the lack of 

quality and quantity of information relating to actual implementation and evaluation. 

Findings often referred to the “complexity of grasping the nature of the research being 

conducted” in the field (Lowenthal et al., 2020, p. 180); that TiC “has become a familiar term 

for many professionals; however, its operating definition lacks clarity” (Bendall et al., 2020, 

p. 313). This indicates that TiC is a rapidly growing yet formative and highly complex field 

of academic study.  

 

Only two reviews were found specific to the domain of TiC within forensic mental 

health2. One review was titled A Systematic Review on Implementing Education and Training 

on Trauma-Informed Care to Nurses in Forensic Mental Health Settings (Maguire & Taylor, 

2019). However, “no studies implementing trauma-informed care in forensic mental health 

settings were identified” (p. 247). The authors explored implications of the delivery of 

trauma-informed education and training for nurses working within forensic settings, based 

upon general mental health settings. Search terms were limited to “trauma-informed training” 

(p. 243). Findings were relatively vague, indicating that there must be a service-wide 

commitment to fully implementing TiC. The authors suggest TiC training should be 

prioritised for nursing staff, who could train colleagues and peers. Training should focus on 

understanding patient’s trauma, improving relationships on the ward, and collaborative care. 

The second review looked at “how trauma informed approaches have been implemented 

                                                 
2Refer to Definitions of Terminology Used Throughout the Thesis (p. 13) for further clarification regarding the 

term forensic mental health.  
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within forensic environments and what the outcomes for both service users and staff 

members were” (Stamatopoulou, 2019, p. 32). Similarly, search terms were limited to 

trauma-informed care, practise, or model. Only one study conducted within a secure inpatient 

setting was retrieved - an unpublished service evaluation in the UK (n.d.). Other studies 

mainly came from the US, within juvenile services (Elwyn et al., 2015; Kramer, 2016; 

Kubiak et al., 2017; Messina & Calhoun, 2014; McEvedy et al., 2017; Olafson et al., 2018). 

Findings include benefits of implementing TiC, such as observed increase in safety and 

reduction in symptoms of trauma. Most studies demonstrated an understanding that TiC 

relates to the whole system (i.e., relationships, safe environment), as opposed to the outcome 

of direct interventions (i.e., trauma-specific). All studies highlighted the feasibility of 

implementing TiC across forensic services. Some accounted for gender responsive elements. 

There was also reference to the importance of investing in staff training and wellbeing.  

 

In sum, initial scoping searches found an absence of literature relating to TiC within 

secure inpatient services when narrow search criteria are applied. A second scoping exercise 

was conducted using slightly broader criterion. This included words or phrases that are used 

synonymously and/or interchangeably with TiC: trauma* informed* or trauma adj3 (sensitiv* 

or respons* or focus* or intervention* or aware* or treat* or care or approach* or reduc* or 

principle* or value* or think*). This exercise yielded several additional references, indicating 

that a more in-depth and up-to-date search could retrieve sufficient data to perform the 

current review.  

 

Aims of the Current Review 

The overarching aim of this review was to establish and improve understanding of 

what the literature base tells us about trauma-informed care within secure inpatient services. 

Considering the formative and complex nature of the research topic, more specific aims were 

developed. The intended focus of each aim was specific to secure inpatient services:  

i. To determine how TiC has been defined within the literature base. 

ii. To identify the specific components of TiC that have been operationalised and/or 

implemented. 

iii. To identify any evaluations of TiC including both the potential and/or actual impact 

of implementation.  

iv. To identify future recommendations regarding TiC for both practice and research. 
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v. To identify any additional and relevant key findings or discussion points that provide 

deeper insights into the discourse surrounding use of the term TiC.  

 

Methodology 

Search Terms 

Relevant key words and phrases were generated by the researcher using existing 

knowledge of the trauma-informed domain, the references identified during initial scoping 

exercises, and SAMHSA’s (2014) key assumptions and principles. Adjacency/proximity and 

wildcard operators were applied to maximise the number of relevant results. Modifications 

were made to accommodate the specific requirements for different databases and platforms.  

 

Ideally, this review would have only searched for and included studies that focused on 

patient views and experiences (owing to the aims of this thesis and mirroring the search terms 

employed within Chapter Two). However, due to the emergent state of the literature (as 

identified from initial scoping searches), search terms for this review were intentionally 

designed to be broad in scope, focusing instead primarily on the setting of secure inpatient 

environments3. Inclusion of the key word “inpatient” here was considered but not utilised, as 

this produced extensive additional results relating to general mental health inpatient settings. 

The approach used ensured that searches were able to identify literature that included both 

patient and/or staff participants. After running the search strategy and applying the inclusion 

criteria, a decision was made to retain all studies - regardless of participant type – in the 

interest of furthering understanding of what the literature base tells us specifically about 

“trauma-informed care” within secure inpatient services.  

 

 To verify the approach outlined above, the search terms used (see Figure 5) were 

further explored and re-run with specialist library staff for psychology from the University of 

Birmingham. It was confirmed they were appropriately designed to capture the intended 

setting of secure inpatient services, including patient and/or staff participants.  

 

 

 

                                                 
3Refer to Definitions of Terminology Used Throughout the Thesis (p. 13) for further clarification regarding the 

term secure inpatient. 
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Figure 5 

Search Terms used for Electronic Database Searches 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

Search Strategy 

The search strategy was designed to be comprehensive owing to the complexity of the 

research topic and aims of the current review. It was comprised of five stages, all of which 

took place in November 2021 (see Appendix I for more details).  

 

(1) Electronic Database Searches 

Four electronic databases were chosen by the researcher according to subject 

coverage: Applied Social Sciences Index and Abstracts (ASSIA) (2011 to 2021); CINAHL 

(2011 to 2021); PsychINFO (2000 to 2021); and Web of Science (1990 to 2021).  

 

(2) Journal Searches   

Eight journals were chosen by the researcher after running preliminary searches of the 

electronic databases mentioned above. A decision was made based on number of relevant 

publications and subject coverage. Six journals covering the field of forensic mental health 

included: Journal of Forensic Psychiatry and Psychology; International Journal of Forensic 

Mental Health; Journal of Forensic Psychology Research and Practice; Journal of Forensic 

retraumati* or 

trauma*induc* or iatrogenic 

adj3 (harm* or effect* or 

impact*) 

 

Trauma* informed* or trauma adj3 (sensitiv* 

or respons* or focus* or intervention* or 

aware* or treat* or care or approach* or reduc* 

or principle* or value* or think*)  

 

Secure or forensic or locked adj3 (mental health* or care* or ward* or unit* or rehab* 

service* or discharg* or admit* or detention* or hospital* or facilit* or treatment* or 

provision* or psychiatr* or system* or pathway* or setting* or patient* or 

inpatient* client* or service user* or expert* or offend* or individ* or resident* or 

people* or person*) 

 

OR 

AND 
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Social Work; Criminology and Criminal Justice; and Criminal Behaviour and Mental Health. 

Two journals covering the topic of trauma included: Journal of Aggression, Maltreatment and 

Trauma; and Journal of Trauma and Dissociation.  

 

(3) Grey Literature Searches 

Grey literature sources were searched to limit publication bias. Two were chosen 

according to subject coverage following initial scoping exercises: ProQuest Dissertations and 

Theses and NICE Evidence.  

 

 

(4) Manual Searches  

The researcher hand-searched the reference lists of all articles that met the 

inclusion/exclusion criteria. Citation searches of all these articles were conducted using the 

cited by function in Google Scholar and the Times Cited function in Web of Science.  

 

(5) Contacting Experts  

Contact was made with experts that had conducted research relevant to the wider field 

of TiC within general and/or forensic mental health. An email was sent requesting for any 

references relevant to the current review. The inclusion/exclusion criteria were attached to the 

email. Four experts were contacted: Dr Angela Sweeney, Dr Joanne Ramsden, Lawrence 

Jones, and Dr Kerry Hinsby. Two responded.  

 

Selection and Screening  

Selection and Screening Tool (SST)  

The SPIDER (Sample, Phenomenon of Interest, Design, Evaluation, Research type) 

(Cooke et al., 2012) framework was deemed to be the most appropriate for assessing the 

suitability of studies for inclusion in this review. This was chosen over a Population, 

Intervention, Comparison, Outcome (PICO) framework. The latter is recommended for 

studies assessing the effectiveness of interventions using quantitative methodology, whereas 

the SPIDER is flexible to mixed methods. The inclusion/exclusion criteria can be found in 

Table 9. 
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Further Clarification of Inclusion Criteria - Phenomenon of Interest  

The criterion “phenomenon of interest” was, in part, developed retrospectively, after 

conducting the search strategy. Initially, the researcher set out to capture studies that 

undertook a primary focus on at least one element of TiC, as defined by SAMHSA’s (2014) 

four key assumptions. However, this approach revealed itself to be too broad and subjective. 

A considerable number of studies retrieved would have met the inclusion criteria, regardless 

as to whether they referred directly to TiC or not. With this approach, it is also arguable that 

many other additional aspects of service provision can be conceptualised as falling under the 

umbrella of trauma-informed (i.e., patient choice, collaborative decision making, 

relationships on the ward, psychiatric diagnoses). Again, regardless as to whether they 

referred directly to TiC or not. Thus, the scope of this review would have been too large and 

complex; undermining its utility in being able to improve understanding of what the literature 

base tells us specifically about “trauma-informed care” within secure inpatient services. 

As such, a more specific approach was decided upon. That is, to include studies if 

both the following criteria were met: (i) terms synonymous and/or interchangeable with 

“trauma-informed” were used within the aims, findings and/or discussion (i.e., 

recommendations); and (ii) the focus of the study (i.e., phenomenon of interest) was relevant 

to TiC.   

The first criterion was designed to accommodate how the researchers had defined or 

described TiC within their own studies; therefore avoiding imposing the author of this 

review’s own presumptions about what is, and what is not, deemed to be “trauma-informed” 

(as outlined in the Introduction with reference to SAMHSA [2014], and explored further 

within the Discussion section of this review). This approach is consistent with existing 

literature reviews (as identified during initial scoping searches), that have focused on TiC 

within other domains. For instance, that of Bendall et al. (2020), who conducted a review of 

TiC within outpatient health services for young people. One of their aims was to “clarify 

what trauma-informed care is” (p. 313) and how it has “been defined and operationalised” (p. 

314) in the literature base. For their inclusion criteria, they describe being led by the authors’ 

descriptions to “determine whether the intervention did in fact represent trauma-informed 

care” (p. 314). Bendall et al.’s (2020) results are then interpreted with reference to 

SAMHSA’s (2014) framework. The second criterion was designed to ensure specificity. For 

instance, studies that had made only passing reference to the term trauma-informed within a 
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single sentence in the absence of further elaboration, with no direct link to the main focus of 

the study, were not included.  

The reason for adopting this approach was due to the complexities of the research 

topic. More specifically, concerns regarding misunderstandings of the term trauma-informed 

(as mentioned within the Introduction section of this review) and the lack of operational or 

field- specific definitions across the TiC literature landscape (as highlighted by initial scoping 

searches). Thus, this approach was adopted to meet the specific aims of this review. 

Screening and Selection Process 

Searches of databases, journals, and grey literature returned a total of 4,686 hits. All 

titles and abstracts were screened and removed if they were clearly unrelated to the review 

topic (n = 4,564). Following removal of duplicates (n = 27), this left 95 references. Full texts 

were obtained, and the inclusion/exclusion criteria applied. This left nine references for 

inclusion. Manual searches retrieved an additional eight potential references, six of which did 

not meet the inclusion criteria when the full texts were obtained. In total, 11 studies were 

included in this review. A diagrammatical representation of the screening process can be 

found in Figure 6. Appendix J provides a list of the full-text references (n = 86) that were 

excluded, along with their reason/s for exclusion. For clarity, Table 10 details reasons for 

inclusion, with reference to phenomenon of interest criteria. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 105 

Figure 6 

Flow Diagram of the Selection and Screening Process 
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view that all studies – regardless of geographical location - would add utility to this review in 

being able to establish and improve understanding of what the literature base tells us about 

TiC within secure inpatient services.   

 

Five studies, set within the UK, collected data from “high”, “medium”, and/or “low 

secure” inpatient settings (Brackenridge & Morrissey, 2010; Cartwright, 2020; McKenna et 

al. 2019; Owens, 2021; Stamatopoulou, 2019). One study, set within Norway, also collected 

data from a “medium secure” inpatient setting (Fosse et al. 2021). Three studies, set within 

the US and Netherlands, collected data from “forensic psychiatric inpatient” or “secure care” 

settings (Alexander et al., 2016; Bohle & de Vogel, 2017, Stinson et al., 2021). The rationale 

for including these three studies is that, outside of the UK, secure inpatient services are not 

always differentiated according to three levels of security. Instead, they may be “encapsulated 

in one ‘single service’ and labelled as ‘forensic psychiatric’ inpatient services” or secure care 

(Edworthy et al., 2016, p. 5)5. One study, set within the UK, collected data from low and 

medium secure settings, as well as a locked rehabilitation ward (Morris et al., 2019). The 

final study, also set within the UK, collected data from high, medium, and low secure 

inpatient settings, as well as forensic inpatients from “rehab units, and intensive psychiatric 

care units (IPCUs)” (Karatzias et al., 2019, p. 2). The rationale for including these two studies 

is that they retained a primary focus on secure inpatient services; only a small minority of 

participants came from other settings. In consideration of the formative and complex nature 

of the research topic, it was decided that both Morris et al. (2019) and Karatzias et al. (2019) 

would still offer meaningful contributions to this review.  

 

It is also worth noting that Alexander et al. (2016) compared their data with non-

forensic samples from other, pre-existing studies. The researcher chose to include this study 

as it retained a primary focus on a secure inpatient setting and would still offer meaningful 

contributions to this review.  

 

                                                 
5 Refer to Definitions of Terminology Used Throughout the Thesis (p. 13) for further clarification regarding the 

term secure inpatient.  
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Quality Assessment 

The eleven studies (seven quantitative cross-sectional, three qualitative, and one 

mixed methods) were subject to quality assessment by the researcher. Inter-rater reliability 

was not employed due to time constraints. Three separate tools were chosen: (1) the AXIS 

(Downes et al., 2016); (2) the Critical Appraisal Skills Programme checklist for qualitative 

research (CASP) (2018); (3) and the Mixed Methods Appraisal Tool (MMAT) (Hong et al., 

2018). It is acknowledged that quality assessment for multi-method research is an ongoing 

topic of debate. A decision was made to utilise these three oft-cited tools because they have 

been purposely designed to capture the unique nature of each methodology (Harrison et al., 

2021). Examples of all three quality assessment tools can be found in Appendix K. 

 

The researcher modified all three tools by adding a numerical scoring system (Yes = 

2, Can’t tell = 1, No = 0) for the sake of brevity and to aid comparison between studies. 

Assessors are discouraged from calculating overall scores and making direct comparisons 

between studies using different quality assessment tools. Thus, there are limitations to this 

approach. “Can’t tell” was chosen when where there was a lack of/only partial information 

that prevented the researcher from making a sound judgement. On occasion, when there was 

evidence for and against the criterion, half scores were assigned (1.5). Total scores were used 

to calculate a percentage for each study. Quality cut-off scores were judged as follows: 90% 

or above = Excellent; 80 to 89% = Very good; 70 to 79% = Good; 60 to 69% = Moderate; 

59% or below = Low.  

 

Prior to commencing quality assessments, the researcher made the decision that only 

those studies that obtained a score of 59% or less would be excluded. This was with the view 

that all the studies identified – unless of exceptionally low quality - would make a meaningful 

contribution to this review.  

 

Table 11 provides a summary of the quality ratings for all eleven studies. The quality 

scores ranged from 65 to 97.5 per-cent, with an average of 85 per-cent. Of note, two studies 

(Brackenridge & Morrissey, 2020; Bohle & Vogel, 2017) provided more details of the study 

design, method, and results in separate reports (Brackenridge & Morrissey, 2009; de Vogel et 

al., 2016); the former being unpublished and therefore inaccessible to the researcher. For the 

sake of consistency, their quality was judged only according to the information documented 
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Participant Characteristics 

There were 2,995 participants across the eleven studies6 (see Table 13). Of these, 

2,917 (97%) related to patient records. Only 58 patients and 20 staff members actively took 

part and engaged in the studies (via interviews, focus groups, and self-report measures). The 

sample size across studies varied. The smallest was eight patients who took part in interviews 

for a qualitative study (Cartwright, 2020), and the largest was 1,508 patient records accessed 

for retrospective review (Alexander et al., 2016).  

 

The research setting for most studies (n = 8) was labelled as high, medium and/or low 

secure inpatient (see Table 13). As noted on page 107, three studies collected data from 

settings labelled as forensic psychiatric inpatient or secure care settings (Alexander et al., 

2016; Bohle & de Vogel, 2017, Stinson et al., 2021). Two studies, in addition to collecting 

the majority of their data from secure inpatient settings, also collected data from a locked 

rehabilitation ward (Morris et al., 2019), and “rehab units, and intensive psychiatric care units 

(IPCUs)” (Karatzias et al., 2019, p. 2). 

 

All eleven studies reported gender demographics. A large proportion of participants 

were male (2,305, 77%). Only 670 (23%) were female. The demographic data relating to age 

of participants was heterogenous. One study did not report any age-related data (Morris et al., 

2019). The lowest age was 18 (Bohle & de Vogel, 2017; Karatzias et al., 2019) and the 

highest age was 76 (Karatzis et al., 2019).  

 

 

 

 

 

 

 

 

 

                                                 
6 One study (Brackenridge & Morrissey, 2010) did not specify if independent or repeated samples were used 

across the five different data collection methods. The researcher has assumed repeated samples were used and 

calculated 40 individual participants. 
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experiences. Both Owen’s (2021) and Stamatopoulou (2019)’s focus groups were structured 

according to an open-ended interview schedule, developed based on a Harris and Fallot’s 

(2001) TiC framework. Owen (2021) asked additional questions about the policies and 

procedures that enable or limit service users in adapting in positive ways after trauma.  

 

Data Analysis Methods 

Four studies analysed qualitative data. This was completed using thematic analysis 

(Brackenridge & Morrissey, 2010; Owens, 2021; Stamatopoulou, 2019) and Interpretative 

phenomenological analysis (IPA) (Cartwright, 2020). The remaining eight studies analysed 

quantitative data. All provided descriptive statistics and conducted chi-square and/or t-tests. 

Brackenridge and Morrissey (2010) was the only study to not provide details of the specific 

statistical tests used. McKenna et al. (2019) was the only study to utilise non-parametric 

Mann-Whitney U tests. Additional statistical tests included: z tests, Student t-tests and 

ANOVA (Bohle & de Vogel, 2017); multiple regression (Fosse et al., 2021); logistic 

regression (Karatzias et al., 2019); Fishers Exact (Morris et al., 2019); and ANOVA and 

logistic regression (Stinston et al., 2021).  
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Caucasian = 101 (65%) 

African American = 73 (40%) 

Hispanic = 4 (2%) 

Mixed race/other = 4 (2%) 

 

Legal status  

Transferred to higher security 

due to aggression = 97 (53.3%) 

Not fit to stand trial = 37 

(20.3%) 

Admitted from department of 

corrections = 21 (11.5%) 

Risk to self not manageable in 

another setting = 4 (2.2%) 

Pretrial evaluation = 3 (1.6%) 

One-year renewable civil 

commitment = 1 (0.5%)  

Other or unidentified = 19 

(10.4%) 

 

Other reported  

Age at time of 

admission/discharge, length of 

admission, psychiatric 

diagnoses, history, and age of 

suicide attempts  

 

symptom categories (i.e., mood 

disorders, psychotic disorders).  

2. Childhood adversity: in accordance 

with 10-item ACE survey (Felitti et 

al., 1998). Emotional and physical 

neglect collapsed into single category. 

Scored as present or absent (maximum 

score of 9). 

3. Additional information: “whether or 

not a child protective services 

investigation had ever been initiated, if 

the participant had been in foster care, 

age at first foster care placement, and 

number of out-of-home placements 

prior to the age of 18” (p. 378).   

4. Additional outcomes: histories of 

aggression, arrest, and psychiatric 

hospitalisation.  

 

placement in foster care and investigations for child abuse or 

neglect at home (p. 378). 

 

Average age of:  

• Onset aggression = 14.75  

• First psychiatric hospitalisation = 16.26 

• First arrest = 20.66 

• First violent offence = 23.02  

• Average number of admissions to psychiatric institutions = 

14.78  
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Narrative Data Synthesis and Findings 

In consideration of the heterogeneity of studies includes in this review and complexity 

of the research topic, it was deemed most appropriate to perform a narrative review (Popay et 

al., 2006). Data were extracted from both the results and discussion sections of each study, 

providing that key information relating to TiC was – for many studies - included within the 

latter. The researcher extracted information that directly referred to “trauma-informed care” 

(labelled as explicit), as well as data that indirectly referred to “trauma-informed care” 

(labelled as implicit). Further clarification as to the type of data that was extracted in 

accordance with the specific aims of this review is provided in Table 17 below. The data was 

then organised into key themes. Inter-rater reliability was employed by a Clinical 

Psychologist at the researcher’s place of work. They were provided with three studies and 

asked to highlight the information they would include within this review. A discussed ensued 

which revealed strong agreement regarding the types of data that were relevant to extract for 

the purpose of this review.  
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Explicit Findings Making Direct Reference to TiC 

The key themes within this section represent findings that made direct reference to 

TiC, as determined by the authors of the included studies. These findings address the first 

four specific aims of this review: (i) to determine how TiC has been defined within the 

literature base; (ii) to identify the specific components of TiC that have been operationalised 

and/or implemented; (iii) to identify any evaluations of TiC including both the potential 

and/or actual impact of implementation; and (iv) to identify future recommendations 

regarding TiC for both practice and research.  

 

Definitions of TiC 

Six studies provided definitions of TiC (Bohle & Vogel, 2017; Cartwright, 2020; 

Karatzias et al., 2019; McKenna et al., 2019; Owens, 2021; Stamatopoulou, 2019), all of 

which differed greatly. McKenna et al. (2019) and Owens (2021)8 provided the most 

comprehensive definitions. Both studies described it as a model of care, whole system 

approach, and framework. McKenna et al. (2019) specified that it seeks to better understand 

patients and change provision of care accordingly. For instance, an individual’s history of 

trauma and adversity, and the impact this can have upon functioning, emotional experiences, 

and relationships. Change can occur by identifying and eliminating practice that inadvertently 

recreates or reinforces experiences from the past. Owens (2021) specifies that it seeks to 

understand people’s perception of safety following trauma; how they behave, react and cope.  

They emphasise the importance of social climate and staff relationships that are “consistent, 

boundaried, respectful and validating” (p. 45); the purpose being to eliminate patterns of 

“misunderstanding, reactions and counter-reactions”, as well as uses of power, authority and 

restrictions that can be (re)traumatising (p. 19). Both studies alluded to key principles of TiC. 

For this, Owens (2021) referenced Fallot and Harris (2009), whereas McKenna et al. (2019) 

did not provide a reference.  

 

Both studies acknowledged that TiC translates differently into forensic environments. 

McKenna emphasised that it “does not minimise legal or moral guilt” (p. 5). Rather, it allows 

trauma histories to be used to inform, understand, and reduce risk. Owens (2021) goes one 

                                                 
8 This was extracted from the Introduction section of Owens (2021) as an exception, in consideration of its 

relevance to this review.    
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step further. They suggest that current TiC frameworks (Fallot & Harris, 2009; SAMHSA, 

2014) are not adequate in representing the factors that service users (within secure inpatient 

intellectual disability [ID] services) feel are important. In addition to the obvious shift from 

asking “‘what is wrong with you?’ to ‘what happened to you?’”, they recommend definitions 

of TiC should also ask “‘what helps you to feel safe?’, and ‘what helps you to feel like you 

belong here?’” (p. 46).  

 

Stamatopoulou (2019) referred to TiC as being model of organisational change; one 

that seeks to improve the culture of an organisation - its values, beliefs, and behaviours. 

Cartwright (2020) described TiC as a way of delivering services that acknowledge the impact 

of trauma at all ages; using this to influence organisation-wide change and trauma-focused 

interventions. Bohle and de Vogel (2017) used the terms trauma-informed and gender-

responsive synonymously. This was simply described as services that are adapted for male 

and female patients. Karatzias et al. (2019) described TiC as creating a safe environment by 

modelling healthy boundaries and non-threatening interactions.  

 

What Does TiC Look Like in Practice?  

Two studies provided details of what TiC looks like in practice. The first, Owens 

(2021), provided examples from patients themselves, according to the principles of safety and 

belonging. Feeling physically safe was aided by staff actions in response to threats of 

physical violence and bullying from other patients. Feeling emotionally safe was aided by the 

nature of relationships with staff.  Patients valued non-judgemental attitudes and empathic 

responses. For instance, staff taking time to listen and help patients understand their 

problems. They also valued highly structured environments, clear and consistent boundaries 

enforced with explanation, alongside swift consequences. All experiences were underpinned 

by trust, which Owens (2021) suggests is of critical importance for those within secure 

inpatient settings. A sense of belonging was aided by connections between peers, via shared 

experiences and activities, which reduced feelings of isolation. Staff were noted to believe in 

patient’s potential and abilities, which inspired hope. Specific examples included offering 

support to develop new coping strategies and skills for the future to become more 

autonomous and live independently.  
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The second, Stamatopoulou (2019), provided specific examples that were 

implemented as a TiC pilot scheme. The first step involved a “two-day development and 

training programme” (p. 64). This was designed to improve staff knowledge and advance 

their practical day-to-day and crisis intervention skills for understanding and working with 

trauma.  It was suggested that staff apply said skills to resist retraumatisation and create a 

welcome and safe environment. Practitioners developed collaborative “safety plans” (using 

five sessions of Cognitive Analytic Therapy) to identify patient “triggers, emotions, and 

coping strategies to prevent and manage crises” (p. 64). The service offered core sessions of 

“art, occupational activities, self-soothing, emotional regulation and mindfulness” (p. 64). 

Patients were given individual debriefs after incidents (i.e., self-harm, restraint, seclusion). 

The purpose of this was to “promote healing, recovery and learning, as well as re-

establishing” relationships with staff (p. 64). A staff role of Trauma Champion was created to 

ensure sessions facilitated on the ward reflected the needs of patients. The Trauma Champion 

monitored a “passport system” that helped to identify which activities were “re-energising” 

and “grounding”; as well as any other issues to be raised (p. 64). Finally, they offered 

fortnightly reflective groups. Weekly supervision was offered to staff to enable them to 

explore issues concerning implementation of the pilot scheme.   

 

What Does TiC Not Look Like in Practice?  

Owens (2021) was the only study to provide examples of practices that are not 

trauma-informed. As above, these examples were provided by patients themselves, according 

to the principles of safety and belonging. Threats to physical safety came from being exposed 

to physical violence and bullying from other patients. Threats to emotional safety came from 

staff when they were contradictory in enforcing and maintaining boundaries (e.g., not 

explaining rules of the ward properly). Conflict in achieving a sense of belonging came from 

staff not considering the creation and loss of relationships. For instance, patients not being 

introduced to a new member of their care team, or no facilitation for appropriate mourning 

when peers moved on.  

 

Specific practices and procedures that were found to be unhelpful or harmful related 

to restrictions imposed and staff’s tendency to infantilise patients. Restrictions imposed by 

the MHA and Ministry of Justice (MoJ) created a loss of identity. Feeling invalidated and 

infantilised was experienced when patients experienced a removal of choice. For instance, 
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staff making assumptions and acting on decisions that they discern to be in patients’ best 

interests.  

 

Positive Impact of Implementing TiC  

One study highlighted the positive changes of implementing a TiC pilot scheme, as 

perceived by staff (Stamatopoulou, 2019). Staff reconstructing their own identities; unpicking 

and unlearning well-ingrained negative and unhelpful attitudes towards patients. Staff had 

previously understood distress through the lens of diagnostic criteria; they were not used to 

seeing through a trauma-lens and making links to patients’ lives. Most staff claimed being 

unaware of how widespread traumatic experiences are. They started to discover a shared 

humanity as opposed to an “us and them” (p. 94) mentality, which they say can be firmly 

entrenched within forensic services.  

Prior to the TiC pilot project, staff felt fear and anxiety around sharing some control 

and allowing increased patient choice. This was in stark contrast to manging risk using 

restrictive practice; for example, an over-reliance on managing incidents with high doses of 

medication and seclusion. With a deeper understanding of patients, they feel able to respond 

to incidents by talking. This reduced overall levels of risk on the unit (i.e., number of 

incidents). Previously, staff were unsure about what they had to offer patients in helping them 

to progress. The new structure provided them with a purpose; it added a new value and 

feeling of motivation to their day. It helped staff to recognise that all interactions can be 

therapeutic.  

Staff identified burnout as being part of the underlying culture within forensic 

services. The TiC pilot scheme created an increase in support, such as reflective practice, 

debrief sessions, and practical support for staff wellbeing. This helped staff to recognise the 

impact of working with distress, aggression, and violence and gave them permission to admit 

they struggled too. This learning reignited a sense of purpose, pride, and achievement.  

 

Challenges of Implementing TiC  

One study highlighted the challenges of implementing a TiC pilot scheme 

(Stamatopoulou, 2019). The initial implementation was overwhelming and evoked feelings of 

uncertainty. There was difficulty in translating a general framework into practice, as concrete, 
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operational principles. Whilst expectations were high, staff soon realised that TiC does not 

provide immediate results and is not the answer to everything. Rather, it is a continuous 

learning process. At a service level, change was greatly hindered by the dominance of the 

medical model. This created conflict and tension, particularly with medical professionals, 

who promoted understanding through psychiatric diagnoses. Staff wondered about the impact 

this was having on patients.  

 

Longer-term challenges related to concerns about consistency, efficacy, and 

sustainability of the model. Low staffing levels meant having to resort back to restrictive 

practices due to “lack of adequate human resources” (p. 118). A major challenge stemmed 

from the lack of resources within the NHS, which staff described as an organisation that does 

not offer enough time or money for new service development projects to create meaningful 

change.  

 

Future Recommendations for What TiC Should Look Like in Practice  

 Eight studies made recommendations for how TiC should look like within secure 

inpatient settings, based on their research findings. The following section outlines these in 

consecutive order.  

 

(1) Impact of Trauma. Five studies advocated more generally for greater recognition 

and understanding of the long-term impact of trauma. This was further clarified as 

understanding the aetiology of psychiatric symptoms, violence risk and interpersonal 

functioning (Fosse et al., 2021; McKenna et al., 2019; Morris et al., 2019; Stinson et al., 

2021). Some referred to developmental trauma (Cartright, 2020; Morris et al., 2019), trauma 

at the psychological and neurobiological level (McKenna et al., 2019), and biopsychosocial 

correlates (Morris et al., 2019).  

 

(2) Importance of Staff-Patient Relationships. Four studies highlighted the 

importance of staff relationships. This involved recognising the impact of trauma on 

individuals’ ability to form relationships (i.e., feel safe and trust others), as well as 

recognising the significance staff play in facilitating recovery (Cartwright, 2020; Stinson, et 

al., 2021; Morris, et al., 2019; Morris et al., 2019). Two studies acknowledged the impact of 

perpetual changes and disruptions to staffing, which may recreate conditions that warrant 

distress (Cartwright, 2020; Morris et al., 2019). Cartwright (2020) also encouraged 
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consideration that many participants have felt let down and unsupported by staff from 

community mental health services. Morris et al. (2019) emphasised staff roles in 

understanding and maintaining appropriate boundaries.  

 

(3) Staff Training. Four studies proposed staff training. Training topics included 

trauma-informed approaches (Cartwright, 2020; Stinson et al., 2021) and attachment theory 

(Cartwright, 2020). McKenna et al. (2019) put forward the need for staff training to increase 

knowledge “of the likelihood of patient trauma” (p. 5). Brackenridge and Morrissey (2010) 

recommend training on PTSD, the impact of trauma, both “classic” and “atypical” (p. 55) 

trauma responses, and to endorse compassionate and person-centred responses to behaviour 

that may be linked to early trauma.  

 

(4) Treatment Models & Management Plans. Four studies referred more generally 

to the development of treatment models and management plans specifically targeted towards 

trauma histories. Bohle and de Vogel (2017) mention programmes designed for females, such 

as Beyond Violence (Covington, 2013). Morris et al. (2019) were more specific to 

developmental trauma, acknowledging the importance of: physical touch and exercise, right-

brain (i.e., non-verbal interventions), diet, and pharmacological treatment. Both Morris et al. 

(2019) and Fosse et al. (2021) acknowledge that care can be fragmented and disjointed. Thus, 

there is a need for individualised and collaborative treatment and risk management plans. For 

instance, integrating both physical and mental health.  

 

 

(5) Trauma History Assessments. Four studies recommend obtaining more detailed 

trauma histories from patients. Brackenridge and Morrissey (2010) and Karatzias et al. (2019) 

suggest that this should take place early upon admission. Fosse et al. (2021) suggests a 

general increased focus on assessing patient life stories. Morris et al. (2019) was the only 

study to offer consideration as to how this information is gathered and disseminated. They 

highlight both ethical and practical issues, particularly for individuals diagnosed with ID’s. 

These include ensuring interviews consider communication needs, the wellbeing and 

potentially destabilising impact of this process on patients, and implications for family 

relationships following unreported historical abuse.  
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(6) Trauma-Based Diagnoses. Three studies advocated for more “diagnostic 

accuracy” (Alexander et al., 2016, p. 448) in the form of PTSD (Alexander et al., 2016; 

McKenna et al., 2019) and developmental or complex trauma (Morris et al., 2019). Morris et 

al. (2019) focused specifically on patients diagnosed with a learning disability. They 

suggested that lower intellectual functioning may, for some, be more attributable to the 

effects of chronic traumatisation and should therefore be understood as “acquired brain 

injury” (p. 37).  

 

(7) Psychological Treatment. Three studies made recommendations for specific 

psychological treatment. TF-CBT and EMDR were recommended for “simple PTSD”; and 

psychotherapy for long-term, repeated trauma (Brackenridge & Morrissey, 2010, p. 54). 

Cartwright (2020) recommended: Compassion Focused Therapy (CFT) to address feelings of 

shame following trauma; Dialectical Behavioural Therapy (DBT) to address emotional 

regulation and interpersonal difficulties; and schema focused therapy to target maladaptive 

schemas and associated coping strategies. Karatzias et al. (2019) suggest patients should be 

provided with opportunities to learn emotional regulation, reflection, and new coping skills.  

 

(8) Gender- & Race-Informed. Two studies recommend more attention be paid to 

gender- and race-informed practice (Stinson et al., 2021; Bohle & de Vogel, 2017). Stinson et 

al. (2021) suggests women present with greater vulnerabilities and need for safety on the 

ward. Examples of female-specific treatment needs include improving self-esteem, belief in 

self, interpersonal relationships, and regulation of emotions. Examples of male-specific 

treatment needs include skills to regulate of emotions and behaviour and the development of 

social skills (Bohle & de Vogel, 2017). Bohle and de Vogel (2017) also emphasise the 

importance of assessing the risk of victimisation from other patients on gender-mixed wards. 

No clarifications were offered for race-informed practice.  

 

(9) Enhancing Patient Understanding. Two studies suggested supporting patients to 

make links between past experiences and present circumstances (Cartwright, 2020; Owens, 

2021). Services could do this by facilitating team formulations, psychological training, and 

reflective practice. This shared understanding would enable staff to see patients as a whole 

person and increase their empathy. Each patient should have an individual formulation that 

steers away from the medical model (i.e., what is wrong with you?) to one that is trauma-

informed (i.e., what has happened to you?). Owens (2021) suggests the Power Threat 
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Meaning Framework (PTMF) (Johnstone & Boyle, 2018) could be a way for patients to 

develop more hopeful narratives of their lives, “instead of seeing themselves as blameworthy, 

weak, deficient or mentally ill” (p. 47).   

 

(10) Other (Continued Evaluation, Staff support, Environmental Factors & Joint 

Working). Continued evaluation of TiC was noted as key to monitor the potential impact on 

seclusion, segregation, and incident rates, as well as patient engagement (McKenna et al., 

2019). Cartwright (2020) recommended more staff support, such as staff reflective practice 

and trauma-informed supervision. Fosse et al. (2021) highlighted the necessity of joint 

working between secure inpatient and addiction services.  

 

Future Recommendations for TiC Research 

Five studies made recommendations for research specifically focusing on TiC. Owens 

(2021) suggests research on TiC should focus on operationalising specific attitudes and skills 

that are commensurate with this approach. They also advocate for a “multi-layered”, “360-

degree review” whereby “service users and staff from every rank and discipline” are 

approached with the same questions about the service (p. 50). Cartwright (2020) made a 

similar recommendation. Alexander et al. (2016) suggested examining barriers to 

implementation, such as staff attitudes in relation to the impact of trauma on people with 

“comorbid serious mental illness” (p. 457). Stamatopoulou (2019) and Bohle and de Vogel 

(2017) stated it would be valuable to conduct further longitudinal evaluation research on the 

impact of TiC (i.e., after two, or five years). Stamatopoulou (2019) also indicates that it 

would be beneficial to conduct research on staff wellbeing. For instance, exploring the impact 

after hearing or discovering trauma histories of patients, as well as their role in restrictive 

practice. 

 

Implicit Findings Making Indirect Reference to TiC 

The key themes within this section represent findings that made indirect reference to 

TiC. For instance, what the author/s found and/or discussed that led them to conclude that 

TiC is important. These findings address the fifth specific aim of this review: to identify any 

additional and relevant key findings or discussion points that provide deeper insights into the 

discourse surrounding use of the term TiC. 
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Trauma Histories  

Eight studies provided details of participants’ trauma histories. Overall, the picture 

presented is one of extremely high rates of trauma. Remarkable gender differences were 

found. Females, in comparison to males, were significantly more likely to have been subject 

to victimisation (Bohle & de Vogel, 2017), receive higher ACE scores (Stinson et al., 2021), 

and experience more prolonged and/or multiple ACEs (Morris et al., 2019). They were also 

twice as likely to have been subject to sexual abuse in childhood, ten-times more likely to 

have been subject to sexual abuse in adulthood, and three-times more likely to have been 

subject to physical abuse in adulthood (Bohle & de Vogel, 2021). Only one study reported on 

racial differences. According to Stinson et al. (2021), no significant differences were found 

between white and non-white participants with regards to mean and total ACE scores.  

 

Beyond Trauma “Symptoms” 

Two studies looked beyond psychiatric diagnoses and symptoms. Cartwright’s (2020) 

analysis explored the impact of traumatic experiences and the strategies participants 

developed to cope with difficultly, unbearable distress, and pain. For instance, extreme 

internalising or self-destructive strategies to escape, seek support, or simply get a response 

from others. This included suicide attempts, self-harm, and misusing substances. Others 

externalised their distress with aggression and violence. This was used to physically release, 

express, and get rid of the pain, protect themselves from further vulnerability, and to provoke 

others to hurt or kill them.  

 

Brackenridge and Morrissey (2010) acknowledged the possibility that trauma goes 

unrecognised and overlooked because the connection between life events and symptoms has 

been lost. They say that the symptoms of people who have experienced trauma and abuse 

extend beyond PTSD. Brackenridge and Morrissey (2010) go on to identify the range of 

different, individualised trauma symptoms For instance, low self-esteem, feelings of self-

loathing, guilt, shame, constant fear, withdrawing socially, mistrust and suspicion, 

exhaustion, under-achievement, hearing voices, illegal drugs, self-harming, changed sexual 

preferences, confusion in relation to sexual identity, severe relationship problems, emotional 

alienation, disconnection, loneliness, profound and unrelenting anger, and violence (towards 

self or others).  
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Protective Factors  

 Three studies made passing reference to protective factors, mostly in the form of 

social support (Brackenridge & Morrissey, 2020; Cartwright, 2020; Morris et al., 2019). 

Brackenridge and Morrissey (2020) briefly mentioned it being “possible” that some will 

achieve “full restoration to former health” following trauma, by drawing on “personal 

resources and strengths” (p. 54). Morris et al. (2019) remarks on the concept of resilience as a 

buffer for the effects of ACEs. The authors imply that resilience “may be diminished or 

limited in the ID population”; the explanation being that “resilience is associated with above 

average IQ” (p. 42).  

 

Psychiatric Diagnoses 

 Six studies reported on the presence of various, multiple psychiatric diagnoses in 

their results (Alexander et al., 2016; Bohle & de Vogel, 2017; Brackenridge & Morrissey, 

2010; Karatzias et al., 2019; McKenna et al., 2019; Morris et al., 2019). Three studies 

specifically analysed the relationship between trauma and psychiatric diagnoses and 

documented high rates between the two. Bohle and de Vogel (2017) conclude childhood 

trauma “may play an important role” in the aetiology of personality disorders (p. 422). 

Brackenridge and Morrissey (2010) highlight various diagnoses and “very high levels of 

pathology”, suggesting these presentations could be better understood as ‘complex PTSD’ (p. 

52). Morris et al. (2019) suggested that Developmental Trauma Disorder may offer a more 

inclusive and accessible framework than ID for those individuals with histories of trauma. 

The other three studies explored the prevalence of psychiatric diagnoses, in the absence of or 

without directly examining the relationship to trauma histories. Alexander et al. (2016) 

primarily focused on PTSD and concluded its prevalence was significantly lower when 

compared to other “non-forensic serious mental illness patients” (p. 454). They conclude 

PTSD is under-represented and under-diagnosed. Similarly, Mckenna et al., (2019) remarks 

that none of the patients had a primary diagnosis of PTSD. This, they say, is far too low and 

conceals the extent of trauma histories; a concept they termed “diagnostic overshadowing” 

(p. 4).  

 

Important gender differences were also found. That is, females were more likely to 

receive a diagnosis of borderline personality disorder, and males are more likely to receive a 

diagnosis of antisocial personality disorder or schizophrenia-spectrum disorders (Bohle & de 
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Vogel, 2017; Mckenna et al., 2019; Karatzias et al., 2019). No further interpretations or 

conclusions are offered. 

 

Trauma and Other Variables 

Four studies explored the relationship between trauma and various criminal and/or 

psychiatric outcomes (Fosse et al., 2021; Karatzias et al., 2019; Stinson et al., 2021; 

McKenna et al., 2019), all of which demonstrated clear linearity between the two. Notably, 

Stinson et al. (2021) found a model emerged that classified participants as either being 

arrested or hospitalised first (accounting for 79.2 per-cent). In sum, this indicated that 

participants who are non-white are 73 times more likely to be arrested than admitted to a 

psychiatric hospital.  

 

Limitations of Trauma Research 

 Five out of the seven studies that collected and quantified trauma from patient 

records acknowledged limitations of this approach, to varying degrees. There was an 

awareness that trauma being scored dichotomously as present or absent according to 

predetermined categories cannot capture the circumstances, responses, patterns, severity, 

frequency, duration, or cumulation of experiences (Brackenridge & Morrissey, 2010; Fosse et 

al., 2021; Stinston et al., 2021). This information is “impossible to score accurately” 

(Brackenridge & Morrissey, 2010). Stinson et al. (2021) was the only study to acknowledge 

and expand upon limitations of the ACE questionnaire itself (Felitti et al., 1998). Considering 

the continuously elevated scores of the secure inpatient population, total ACE scores do not 

offer useful information.  

 

Other limitations mentioned included patient self-report and the possibility of trauma 

being under-reported. The most common suggestion was a reluctance or hesitancy to disclose 

or share vulnerable information from the past (Bohle & de Vogel, 2017; Fosse et al., 2021; 

McKenna et al., 2019; Stinson et al., 2021). In contrast, the two studies that collected data via 

semi-structured interviews found significantly fewer methodological limitations and were 

able to identify numerous benefits (Brackenridge & Morrissey, 2010; Cartwright, 2020). For 

instance, participants felt able to open-up and felt truly listened to.  
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Discussion 

Overview  

The overarching aim of this review was to establish and improve understanding of 

what the literature base tells us about trauma-informed care within secure inpatient services. 

Due to the formative and complex nature of the research topic, the more specific aims of this 

review were: (i) to determine how TiC has been defined within the literature base; (ii) to 

identify the specific components of TiC that have been operationalised and/or implemented; 

(iii) to identify any evaluations of TiC including both the potential and/or actual impact of 

implementation; (iv) to identify future recommendations regarding TiC for both practice and 

research; and (v) to identify any additional and relevant key findings or discussion points that 

provide deeper insights into the discourse surrounding use of the term TiC. A total of eleven 

studies were included. These comprised of eight peer-reviewed research papers and three 

Doctoral theses. Most of the studies were published recently (between 2019 and 2021), 

within the UK. Two originated from the US, one from the Netherlands, and one from 

Norway. Study aim/s and phenomenon of interest varied considerably. Three studies focused 

explicitly on TiC (Cartwright, 2020; Owens, 2021; Stamatopoulou, 2019). One study 

(Alexander et al., 2016) claimed to “assist in improving trauma-informed care” (p. 459) by 

assessing the frequency of diagnosed PTSD and comparing this to non-forensic populations. 

The remaining seven studies explored links between trauma histories and: (i) psychiatric 

diagnoses or symptoms; (ii) and various psychiatric and criminal outcomes (Bohle & de 

Vogel, 2017, Brackenridge & Morrissey, 2010; Fosse et al., 2021; Karatzias et al., 2019; 

McKenna et al., 2019; Morris et al., 2019; Stinson et al., 2021). All eleven studies made 

recommendations for TiC based upon their findings.  

 

Interpretations of Findings 

Overall, results suggest that the literature relating to TiC within secure inpatient 

services has started to grow but is still very much in its infancy. The picture presented is 

complex and contradictory in parts; evidence is both in-keeping and, to a larger degree, 

incompatible with a trauma-informed approach. There is little acknowledgement or clarity on 

how TiC may translate specifically into secure inpatient environments. The following section 

will attempt to further interpret the most salient findings, with reference to the specific aims 

of this review.  
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Explicit Findings that Made Direct Reference to TiC  

The findings within this section represented data that made direct reference to TiC, as 

determined by the authors of the included studies. The first specific aim of this review was to 

determine how TiC has been defined within the literature base. As detailed within the key 

theme Definitions of TiC, six out of eleven studies offered definitions, none of which used 

SAMHSA’s as a reference (SAMHSA, 2014). The definitions provided differed in quantity 

and quality, indicating a lack of clarity, and understanding. Only two studies (McKenna et al., 

2019; Owens, 2021) acknowledged that TiC may look different in a forensic environment 

than, for example, a general mental health setting. Mckenna et al. (2019) clarifies that TiC 

“does not minimise legal or moral guilt” (p. 5). Owens (2021) suggests secure inpatient 

populations would benefit from being asked “‘what helps you to feel safe?’ and ‘what helps 

you to feel like you belong?’” (p. 46). Whilst useful starting points, it is argued that these do 

not effectively capture the uniqueness of secure inpatient services. There is a marked absence 

of reference to balancing the provision of therapeutic care with the management of risk 

(Kurtz & Jeffcote, 2011). 

The second specific aim of this review was to identify the components of TiC that 

have been operationalised and/or implemented in practise. Two key themes were found to 

address this aim: What Does TiC Look Like in Practice? and What Does TiC not Look Like in 

Practice?. Only two studies (Owens, 2021; Stamatopoulou, 2019) provided examples of what 

TiC looks like in practice. Examples from Owen (2021) relate to the principles of safety and 

belonging. Feelings of safety (both physically and emotionally) were aided by staff-patient 

relationships; a sense of belonging by peer-relationships. Stamatopoulou’s (2019) examples 

are ostensibly more concrete, taken from a TiC pilot scheme. This involved a two-day 

development and training programme. Whilst some details of the changes that were made to 

the service are provided, they are still left slightly vague. It would have been helpful to know 

more specific details about how trauma was defined, as well as practical examples about, for 

example, the training programme that was designed to improve staff knowledge on the 

impact of trauma. By way of illustration, Covington (2022) provides a valuable exemplar of 

what trauma-informed training looks like for women in prison. Her training for staff involves 

asking them to take part in “a series of exercises that use everyday activities to compare 

trauma-informed and [emphasis added] not-trauma-informed methods of engaging” (p. 177). 

The training also helps staff to understand typical triggers for those who have experienced 
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trauma, such as shouting, loud noises, restraint, being touched in pat-down or strip searches, 

and medical exams.  Concrete and practical examples of what TiC does not look like in 

secure inpatient settings would be a valuable addition to the field in order to address 

misunderstandings of TiC; those that were highlighted towards the beginning of this review 

and have, to a large degree, been substantiated from its results. Whilst overlooked by most of 

the studies included in this review, Owens (2021) offered a handful of suggestions. These are 

particularly useful in that they are accompanied by an explanation as to why certain practices 

can be unhelpful or harmful. For instance, staff making assumptions about patients’ best 

interests, which led to patients feeling invalidated and infantilised. 

The work of the Women’s Mental Health Taskforce (Department of Health and Social 

Care, 2018) is also worth mentioning here. As referenced earlier in this review, the Taskforce 

was set up in 2017 to define, address and improve the “mental health of women, and their 

experiences of mental health services” (p. 15), and makes an urgent call for trauma-informed 

care across all mental health, justice, and social care services. Their report documents a 

project that took place over 17 months, whereby the Taskforce “sought evidence from key 

experts and heard from women with lived experiences through focus groups and meetings” 

(p. 15); some of which had experience of secure inpatient services. The key themes of the 

report detail “alarming cases” (p. 13) of “deeply traumatised” (p. 27) women who had been 

re-traumatised – made to feel disempowered, unsafe, distressed, triggered, and humiliated – 

by their experiences of both general and secure inpatient services. Based on this evidence, the 

Taskforce developed a set of nine trauma-informed principles for all women’s mental health 

services, accompanied by descriptions of what each principle looks like in practice. To 

provide examples: the principle relating to safety is operationalised as “staff understand how 

services can be re-traumatising and minimise the use of restraint and one to one observations” 

(p. 38); the principle relating to respectful and trusting relationships with staff is 

operationalised as “women have a choice of a female worker” (p. 37); and the principle 

relating to empowerment and co-production is operationalised as “promotion of self-

advocacy and advocacy for women who need support to ensure their voices are heard” (p. 

39). In addition, at various points throughout the report, the Women’s Taskforce make 

reference to practices that are not trauma-informed, sometimes followed by an explanation as 

to why this is the case. For example, “for women who had experienced violence and abuse, to 

be physically restrained or put under one to one observation, often by male staff, could be 

profoundly distressing, triggering and humiliating” (p. 24). Other examples include not being 
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able to build trusting relationships with staff; incidents on the ward not being responded to 

appropriately; having no voice or control over their care; various forms of restrictive practice; 

and “being left to ‘get on with it’ when they left hospital” (p. 3). Whilst the work of the 

Women’s Mental Health Taskforce offers another valuable exemplar of how TiC can be 

operationalised in practice (for women’s mental health services), it also serves to reinforce 

the findings and conclusions drawn from this review. That is, disappointingly, the literature 

base offers little clarity and falls short in being able to tell us what TiC actually looks like in 

practice, specifically for secure inpatient services. There is also perhaps an argument that the 

addition of a new set of trauma-informed principles adds to the confusion in trying to 

understand exactly what is meant by the term trauma-informed. The principles set out by the 

Women’s Taskforce hold immense value as they have been created from the voices of 

women themselves. However, they differ in some ways to the widely accepted principles 

outlined by SAMHSA (2014); those that have been referenced throughout this review. This 

reinforces the findings and conclusions drawn from initial scoping searches which highlight 

that the academic field is still in the early stages of development and has not yet managed to 

reach a consensus regarding operational or field-specific definitions of TiC. 

The third specific aim of this review was to identify any evaluations of TiC including 

both the potential and/or actual impact of implementation. Key themes drawn from the data 

that addressed this aim were Positive Impact of Transitioning to TiC and Challenges of 

Implementing TiC. One review highlighted the positive impact of transitioning to a TiC pilot 

scheme (Stamatopoulou, 2019). The perspectives and reflections offered by staff here are of 

great importance, as this appears to be the only study to have offered an evaluation of the 

actual impact of a trauma-informed approach within secure inpatient services. Noteworthy 

themes mention staff unpicking and unlearning negative, unhelpful, and arguably harmful 

attitudes, and ways of working. For instance, only understanding distress through the lens of 

diagnostic criteria, over-reliance on restrictive practice, and normalisation of staff burnout. 

Despite forming a minority of this review, these findings offer a promising, refreshing, and 

alternative addition to the TiC literature. They demonstrate how TiC has the potential to 

improve the lives of both patients and staff; fostering a culture of curiosity and critical 

thinking towards deep-rooted ideologies and harmful practices that may have become the 

“norm”. 
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The same study (Stamatopoulou, 2019) also highlighted the challenges of 

implementing a TiC pilot scheme, with reference to systemic barriers. Two noteworthy 

themes were found here. Firstly, conflict and tension with the medical model. This is well-

documented topic of contemporary debate within the general TiC literature (Wilson et al., 

2020); and one that has been ongoing for decades within the general mental health literature 

(Barnes et al., 2022). Secondly, the noticeable lack of resources (time, money, high staff 

turnover, support) and subsequent concerns around sustainability of TiC. This, again, is a 

well-documented phenomenon within the general TiC literature (DeCandia & Guarino, 

2015).  

 

The findings of Stamatopoulou (2019) do not, however, acknowledge the individual 

or interpersonal factors that are likely to pose as barriers to the adoption of TiC. For some 

staff, adopting TiC is “akin to opening Pandora’s Box” (DeCandia & Guarino, 2015, p. 16). It 

may feel too harrowing and overwhelming to contemplate the “boundless ocean of suffering” 

(i.e., realities of extensive trauma histories) of those they work with (Willmot & Jones, 2022, 

p. 3). It may be “too difficult to consider that a person can be both a perpetrator and victim of 

crime…” (Willmot & Jones, 2022, p. 4). Some would argue that positioning the problem 

within someone is much easier as it shifts all blame and responsibility onto the patient; away 

from staff, the service, and society (DeCandia & Guarino, 2015). Staff may be forced to face 

the way their own practice has – however unintentionally or inadvertently - impacted and 

potentially further harmed those they work with. Denial, resistance, reluctance, and 

uncertainty are all likely to serve as important personal protective factors here.   

 

The fourth specific aim of this review was to identify future recommendations 

regarding TiC for both practice and research. Eight studies made recommendations for how 

TiC should look in practice. The volume of information here is impressive and does include 

several key recommendations. The first and most prominent three sub-themes – (1) Impact of 

Trauma; (2) Importance of Staff-Patient Relationships; (3) and Staff Training – are the most 

relevant and in-keeping with TiC. For instance, Stinson et al. (2021) proposes greater 

understanding of the impact of secure inpatient environments; ones often characterised by 

high degrees of stress and violence exposure. Two studies, in recognising the significance of 

staff-patient relationships in facilitating recovery, consider how constant changes or 

disruptions to staffing can be distressing (Cartwright, 2020; Morris et al., 2019). 
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Brackenridge and Morrisey (2010) made specific recommendations for training to focus on 

both “classic” and “atypical” (p. 55) (i.e., beyond PTSD) trauma responses.  

 

However, taken together, recommendations for practice across this section do feel 

somewhat vague and disjointed. Three sub-themes are largely incompatible with TiC: (5) 

Trauma History Assessments; (6) Trauma-Based Diagnoses; and (7) Psychological 

Treatment. Four studies recommended obtaining more detailed trauma histories from 

patients. This should be interpreted with caution as it is not a requirement of TiC (SAMHSA, 

2014). Whilst it is important to have an awareness and understanding of patients’ life stories, 

to be trauma informed is to hold a basic realisation of the widespread impact of trauma (Read 

& Harper, 2020). Routine assessments run the risk of becoming part of a prescriptive trauma-

informed checklist (Isobel, 2021). Pushing for early or further disclosure is invasive and 

“may result in more harm than benefit” (Butler et al., 2011, p. 186). Similarly, three studies 

advocated for further “diagnostic accuracy” (Alexander et al., 2016, p. 448) in the form of 

PTSD. This, again, is not compatible with a trauma-informed approach and represents a 

dangerous linearity or simplicity of thought (Willmot & Jones, 2022). Recommendations for 

specific types of psychological treatment (i.e., TF-CBT, EMDR, CFT, DBT, schema therapy) 

were made by three studies. This is more in keeping with trauma-specific services; a common 

misunderstanding (Covington, 2022) but an important distinction to make so as not to 

confound the evidence base (DeCandia & Guarino, 2015). It is also highly disappointing that 

only one study (Cartwright, 2020) recommended patient involvement. Without this, the focus 

remains on patients being done to, rather than done with (Triesman, 2021). No studies 

explored, recognised, or recommended strength-based approaches as being an essential 

ingredient of TiC. This is significant. Whilst it is important to recognise the long-term 

negative impact of trauma, this represents only one part of the picture. It is essential that both 

staff and patients are aware of the ways in which people can endure, adapt, heal, recover, and 

thrive following trauma (Merrick & Narayan, 2020); as these are the foundations for hope 

and change.  

 

Future recommendations relating to research were relatively brief, yet – in 

comparison to those made for practice – were more in-keeping with a trauma-informed 

approach. Two studies (Owens, 2021; Cartwright, 2020) made similar recommendations to 

work towards operationalising what it means for a service to be trauma-informed by 

gathering the perspectives of both patients and staff, across all levels of a service. Alexander 
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et al. (2016) also introduced the idea of exploring staff attitudes as potential barriers to the 

implementation of TiC. Both of these recommendations, as the results of this review have 

evidenced, would be ideal starting points to advance the academic study and practical 

application of TiC within secure inpatient services. Conversely, two studies (Bohle & de 

Vogel, 2017; Stamatopoulou, 2019) advocated for longer-term evaluations of TiC post 

implementation (i.e., after two, or five years). Whilst essential, this recommendation is 

somewhat ambitious considering the results of this review have found that the academic field 

is still in its infancy and is yet to reach a consensus on what TiC could, should, or does look 

like within secure inpatient services. That said, the Women’s Mental Health Taskforce Final 

Report (Department of Health and Social Care, 2018) states that they have “secured 

commitments” from a number of “important organisations” (p. 43) (e.g., NHS England, 

Public Health England, Care Quality Commission, NHS Improvement, Health Education 

England) to push for trauma-informed change across mental health, criminal justice, and 

social care services for women; some of which are specific to secure inpatient services. For 

instance, they mention NHS England has agreed to pilot “a new model of women’s forensic 

inpatient services and introducing a financial incentive (through the Commissioning for 

Quality and Innovation Payment Framework) for trauma informed care”; and have 

considered “whether it would be helpful to broaden the focus of their annual conference on 

women’s mental health in secure care services to look across the whole care pathway (not 

just secure care services) in the future” (p. 43). Whilst not practical or research 

recommendations per se, these commitments do present a promising opportunity for future 

research into the implementation and longer-term evaluation of TiC within secure inpatient 

services. Juxtaposed with the findings of this review however, they also indicate a potential 

discrepancy between the state of the academic literature and the practical field of TiC within 

secure inpatient services; the former perhaps being less developed than the latter.  

 

Implicit Findings that Made Indirect Reference to TiC 

The findings within this section represented data that made indirect reference to TiC. 

These addressed the fifth and final specific aim of this review: to identify any additional and 

relevant key findings or discussion points that provide deeper insights into the discourse 

surrounding use of the term TiC. In other words, what the author/s of the studies found and/or 

discussed that led them to conclude that TiC is important. Only two studies looked beyond 

psychiatric diagnoses and symptoms (Cartwight, 2020; Brackenridge & Morrissey, 2010); a 
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core component of TiC that promotes sense-making beyond the medical model (i.e., what’s 

wrong with someone). Brackenridge and Morrissey (2010) explicitly acknowledged the 

possibility that trauma goes unrecognised and overlooked because the connection between 

life events and symptoms has been lost. The details provided by these studies very clearly 

demonstrate the benefits of adopting a trauma-informed approach. They offer a much deeper 

understanding of the individualised nature of trauma responses and coping strategies, 

alongside the various functions that they may serve. This is not something that can be 

achieved with psychiatric diagnoses alone. The PTMF (Johnstone & Boyle, 2018) is relevant 

here as it asks, among other questions, “what happened to you?” and “what did you have to 

do to survive?”. The importance and potential value of secure inpatient services adopting a 

trauma-informed approach guided by the PTMF has accumulated throughout this thesis. It 

was mentioned by Owens (2021) in this review, has been documented previously from a 

clinician perspective (Ramsden, 2019), and was a key recommendation from Chapter Two of 

this thesis.  

 

A significant proportion of additional findings relevant to – although not directly 

referencing – TiC invested in exploring the prevalence of trauma histories (i.e., generating 

“scores”) and relationship to psychiatric diagnoses. It is insinuated that the answer to being 

more “trauma-informed” lies in diagnosing fewer people with personality disorders and 

psychosis; and more people with “trauma-related psychiatric illness”, such as PTSD or 

complex PTSD (McKenna et al., 2019, p. 4). Presumably because the latter creates a more 

“obvious” contextual link by specifying traumatic experiences within their diagnostic criteria. 

This is a misunderstanding of TiC and, as already mentioned, represents a dangerous linearity 

or simplicity of thought (Willmot & Jones, 2022). As has hopefully been made clear 

throughout this review, presentations associated with a diagnosis of PTSD represent only one 

of the many ways in which people can be impacted by and respond to trauma. The purpose of 

TiC is not to prove the prevalence of trauma, but to Realise that many people entering 

services will have experienced trauma (SAMHSA, 2014). The focus of these findings are 

disappointingly comparable to TiC’s formative years (i.e., quantifying trauma and linking 

these to health risk factors and physical diseases): the ACE study conducted over twenty 

years ago (Felitti et al., 1998). Thus, providing further evidence this field of academic study 

is very much still in its infancy.  
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The noticeable gender differences found across five studies cannot be overlooked. In 

short, females were significantly more likely to have a history of trauma (particularly of a 

sexual nature) and have received a diagnosis of borderline personality disorder. For males, it 

was antisocial personality disorder or schizophrenia-spectrum disorders. It is intriguing that 

none of these studies remark on the possible reasons for this. Application of a trauma-

informed approach here would consider social gender norms and expectations. For instance, 

why males are more likely than females to display outward aggression and commit crimes 

(Willmot & Jones, 2022). Even further, it would acknowledge the historical context of such 

diagnoses; born from roots of misogyny (Shaw & Proctor, 2005) and racism (Metzl, 2010), 

issues that so far, remain unsuccessfully addressed within the secure inpatient population 

(Willmot & Jones, 2022). Although, that is certainty not to say that some of these 

conversations are not taking place more widely. In fact, the work of the Women’s Mental 

Health Taskforce (Department of Health and Social Care, 2018) devotes space to highlighting 

and exploring gender-related differences in how people experience and respond to trauma. In 

setting the context and outlining the argument for why women’s mental health services 

(including secure inpatient) can be “inadvertently discriminatory towards women because 

they have been designed, whether consciously or unconsciously, around the needs of men” 

(p. 3) (and are therefore not trauma-informed), the report presents several stark statistics 

pertinent to the findings of this review. Namely, gender-based violence: women are twice as 

likely than men to have a history of sexual and/or violent trauma. More specifically, over one 

million women in the UK have “experienced an extensive pattern of physical and sexual 

violence and abuse across their life, including being sexual abused or severely beaten in 

childhood by a parent or carer”, and “being raped as adults and suffering severe violence 

from a partner” (p. 23). The report also dedicates a section to raising concerns about the lack 

of understanding around the ways in which women are more likely to respond to said trauma 

and the psychiatric diagnoses that these responses attract. Diagnoses such as “somatisation 

disorder (and ‘Medically Unexplained Symptoms’), dissociative disorder, anxiety disorder, 

depression, bipolar 2 disorder and emotionally unstable or borderline personality disorder” 

(p. 26) are common and, more often than not, serve to create increased stigma and 

discrimination for those accessing services; positioning women as “mentally ill” as opposed 

to offering a “plausible explanation” for their difficulties (p. 26). Refreshingly, the Women’s 

Mental Health Taskforce also admits that the list of diagnoses “may not be representative of 

the women’s current understanding and preferred descriptors of their struggles, but can act as 

a list of diagnoses at various points of their life through their contact with services” (p. 60). 
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Thus, acknowledging some of the more “subtle” ways in which services can cause further 

harm, such as via imposition of the medical model. Taken together, the work of the Women’s 

Mental Health Task detailed here certainly serves to reinforce the striking gender differences 

that were found across the five studies in this review. Yet, it also serves to further highlight 

how the academic discourse surrounding use of the term TiC within secure inpatient suffers, 

at least in part, from a lack of curiosity and critical thinking.  

 

Positively, some additional implicit findings were much more demonstrative of TiC. 

Five studies acknowledged the limitations of trauma research (albiet to varying degrees). 

Notably, Stinson et al. (2021) highlighted limitations of utilising the ACE questionnaire and 

focusing on subsequent ACE score. This is another misunderstanding of TiC. It was never 

designed or intended to be used in practice as a predictor or determinant of an individual’s 

future (Lacey & Minnis, 2020). As McGuire et al. (2022) write, a “focus on the number of 

ACE’s an individual “ticks” will only lead to partial and perhaps off-centre interpretations of 

a person’s experiences…” (p. 356).  

 

Strengths and Limitations of This Review  

This review is unique in being the first to have explored TiC within secure inpatient 

services. A comprehensive search strategy was employed to capture studies that may have 

otherwise remained hidden. A notable limitation of this review is the complexity and abstract 

nature of the subject area. Whilst it was intentionally designed to establish and improve 

understanding of what the literature base tells us specifically about “trauma-informed care” 

within secure inpatient services (as determined by the authors of the included studies), it 

meant that numerous relevant studies were excluded on the grounds of not including or 

making only passing reference to the term trauma-informed (i.e., within a single sentence in 

the absence of further elaboration, and/or with no direct link to the main focus of the study). 

For example, those that focused on specific topics relevant to the domain of TiC (i.e., patient 

choice, collaborative decision making, relationships on the ward, psychiatric diagnoses). 

Many of these topics also resemble the personal recovery model (Drennan & Alred, 2012). 

Thus, it would be naïve to conclude that some of the underlying values of TiC are not already 

being implemented in practice or considered in the academic field, without being labelled 

explicitly as trauma-informed. This is also not to say that the conversations and groundwork 

for TiC is not taking place more widely, across the broader fields of mental health, criminal 
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justice, and social care services. For example, the report by the Women’s Mental Health 

Taskforce (Department of Health and Social Care, 2018) states that these ideas are “not 

new”; “there are those who have been calling for these changes for many years” (p. 2). 

Another strength of this review is that all studies meeting the inclusion criteria were 

included. Quality assessments scores were mostly in the range of Very good to Excellent. 

Only one study (Brackenridge & Morrissey, 2020) was scored as Moderate. Further details of 

this study were included in a separate, unpublished report. It is possible that its quality was 

much higher than what was reported. Whilst a second independent quality assessor would 

have been valuable, the overall quality assessment indicates the studies in this review are 

trustworthy, valid, and reliable (Hong et al., 2018).  

A further benefit is the large sample size of almost 3,000 participants. These came 

from a well-balanced mix of research settings and included a range of participant ages. 

Nevertheless, females and those from non-white ethnic backgrounds are largely under-

represented. It is a concern that the review cannot be generalised far beyond a white, male 

population; even more so considering minority ethnic backgrounds are, when compared to 

data from the general population, over-represented in the forensic mental health system 

(Nuffield Trust, 2022).  

 

To minimise risk of bias and increase validity of the review findings, the researcher 

employed a second rater to help decide which data to extract. Whilst TiC is not new to the 

researcher, this specific area of research was. As such, the researcher had no pre-conceived 

ideas or expectations as to what the review might find. Whilst this review was designed to 

meet five specific aims, these were exploratory in nature in response to the results of initial 

scoping exercises and the emergent nature of the research field. The researcher was not 

looking to prove, or disprove, a particular hypothesis; rather, to gain a better understanding of 

what the literature base tells us about TiC within secure inpatient services. Nevertheless, 

neutrality with this approach does not exist (Braun & Clarke, 2006). The researcher is aware 

that unconscious biases will have impacted on the type of data that was extracted and how it 

was presented to the reader. Involving a second reviewer at all stages of this process would 

have been beneficial and added weight to the validity of the findings.  
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Another limitation of this review relates to the design of included studies. Whilst there 

is merit in combining multiple methodologies (Harrison et al., 2021), the majority (n = 7) 

adopted a cross-sectional design and therefore relied upon secondary data in the form of 

patient records (often notes or reports written by clinicians). This meant that - of the 2,985 

participants included - only 58 patients and 20 staff (three per-cent) actively took part in this 

review. The strengths and weaknesses of cross-sectional research are well-known; a notable 

advantage being its generous sample size (Wang & Cheng, 2020). Whilst it can be argued 

that this design was appropriate for achieving the individual aims of the seven studies, its 

predominance is highly disadvantageous for the purpose of this review. Secondary data 

places participants as passive recipients and removes the “human” element from research. 

This is in stark contrast to core values of TiC. Ideally, this review would have included a 

better balance of quantitative and qualitative research, both of which relying upon primary 

data. This would have greatly enhanced its utility.    

 

Conclusions and Recommendations 

Based on the findings of this review, it seems that TiC has been misunderstood and 

misapplied, that it is under-developed and has perhaps been misrepresented by some in the 

academic field. A nuanced operational definition or framework that is specific to and 

considers the unique complexities of secure inpatient services would be instrumental in 

moving the field forwards; addressing and ironing out the discrepancies between academic 

and practical domains that have become apparent throughout the discussions held within this 

review. This would ensure that any progress that is taking place in practice is in-line with a 

true trauma-informed approach; and thus, lay the necessary foundations for meaningful and 

sustainable change. The most effective way to do this is to involve and listen to the people 

that receive and work within these services; a combination of both lived and clinical 

experience, guided by SAMHSA (2014) and other influential authors in the field of TiC (i.e., 

Johnstone & Boyle, 2018; Triesman, 2021). Emphasis should be placed on how to balance 

the provision of therapeutic care with the management of risk (Kurtz & Jeffcote, 2011); 

promoting a broader understanding of self-harm, hearing voices, aggression, violence, and 

offending behaviour (etc) beyond diagnostic criteria and within the personal, social, cultural, 

and political context of people’s lives; and the potential impact of both living and working in 

a secure inpatient environment. Practical, concrete, and applicable examples of what is and 

what is not trauma-informed would also be ideal; akin to (Covington, 2022) and the 
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Women’s Mental Health Taskforce (Department of Health and Social Care, 2018). As would 

similarities and differences between high, medium, and low levels of security. A variety of 

methodological approaches could be used. For instance, semi-structured interviews or focus 

groups to generate rich, qualitative information, and the Delphi method to help reach a 

consensus.  

 

All of this could be developed into a practice guidance document to be used at an 

individual practitioner or whole service level. With time, wider implementation of TiC would 

open-up more opportunities for research and service evaluation. It is hoped that evidence of 

its efficacy in improving the lives of those receiving and delivering secure inpatient services 

would attract further awareness and investment of key stakeholders and national policy 

makers. This would need to be in addition to the commitments that the Women’s Mental 

Health Taskforce (Department of Health and Social Care, 2018) have already secured from 

the NHS to pilot a new trauma-informed model of secure inpatient services for women. 

Wider awareness and investment across all secure inpatient services would set an expectation 

for TiC to become best practice. Further support for all services to adopt TiC from 

commissioning services in the form of a dedicated budget would be needed to catalyse 

progress. Although, it is recognised that this will take some time. It is, unfortunately, an 

idealistic recommendation under the current economic and political climate. For now, the 

best chance of change is by taking a “bottom-up” approach (as outlined above).  

 

As is the case with any significant paradigm or cultural shift, systems are “strongly 

resistant to change” (DeCandia & Guarino, 2015, p. 19); they are likely to fall back on 

default patterns for the sake of ease, comfort, and familiarly. The findings of this review 

suggest such defaults within secure inpatient services are an over-reliance on the medical 

model, restrictive practice, and normalisation of staff burnout. It is therefore imperative that 

the field dedicates time and space to recognise and unpick the various systemic and 

interpersonal factors that pose a barrier to the adoption of TiC. One study from this review 

(Stamatopoulou, 2019) laid important foundations for this work. Further qualitative research 

would offer invaluable insights into both patient and staff experiences, views, expectations, 

fears, recommendations, and hopes for the provision of TiC within secure inpatient services. 

The commitments secured by the Women’s Mental Health Taskforce (Department of Health 

and Social Care, 2018) present a promising opportunity here. This should also be a focus in 

practice, for instance within supervision and group reflective practice.  
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In the meantime, there are several ways in which services can start the transition 

towards becoming more trauma-informed. Echoing some of the recommendations made in 

Chapter Two of this thesis (p. 82), service development projects and/or training programmes 

that focus on some of the more concrete and practical components of TiC touched upon 

throughout this review would be the most efficient approach. For example, reducing 

restrictive practices by reviewing how seclusion, physical restraint, and forced medication are 

facilitated or utilised on the ward; and – where possible - replacing blanket rules and 

restrictions with an individualised, patient-centered approach. A second example could be 

promoting patient empowerment by ensuring patients have as much choice and control over 

their care as possible and are able to engage in active, collaborative decision making. A third 

example could be a focus on staff wellbeing. This could be achieved by helping all staff to 

understand and recognise the signs of burnout and/or vicarious trauma; as well as ensuring 

that they are able to access support after responding to or witnessing risk incidents, and 

receive regular individual supervision sessions and ward-based group reflective practice 

sessions. Naturally, in-keeping with a trauma-informed approach, all of this work should be 

planned, designed, and/or delivered with the involvement of patients. Similar to the approach 

taken by the Women’s Mental Health Taskforce (Department of Health and Social Care, 

2018), including patient examples and lived experience stories of specific practices that can 

or have been re-traumatising (if they feel comfortable doing so), would offer a stark yet 

necessary “human” element and undoubtedly aid the learning process for staff.   

However, whilst essential starting points, the recommended changes to practice 

outlined above are not, on their own, enough to effect true, meaningful, and sustainable 

trauma-informed change; a shift in thinking from “what is wrong with this person?” to “what 

has happened (or is happening) to this person?” (Butler et al., 2011) is needed. In order to 

achieve such a cultural shift, staff need to be supported to develop a deeper understanding as 

to why the changes they are being asked to make to their day-to-day practice are important. 

Whilst the field develops a nuanced operational definition or framework that is specific to 

and considers the unique complexities of TiC within secure inpatient services, services could 

start ripples of systemic shifts in other ways. One of the ways in which this could be achieved 

is via a comprehensive TiC training program. The contents of which could be mirror the 

Introduction section of this review (i.e., emergence of TiC; what is TiC?; key assumptions 

and principles of TiC; misunderstandings of TiC; and the relevance and importance of TiC 

within secure inpatient services). The format of which could be similar in scope to the TiC 
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pilot scheme implemented by Stamatopoulou (2019) included in this review (i.e., “a two-day 

development and training programme”) (p. 64); and the example referenced by Covington 

(2022) in the discussion section of this review (i.e., “a series of exercises that use everyday 

activities to compare trauma-informed and [emphasis added] not-trauma-informed methods 

of engaging”) (p. 177). The training programme should be designed and delivered by 

practitioners with a genuine understanding of a true trauma-informed approach, guided by 

SAMHSA (2014) and other influential authors in the field of TiC (i.e., Johnstone & Boyle, 

2018; Triesman, 2021), and again, with the involvement of patients. Initial systemic shifts 

could also be achieved more indirectly by integrating the PTMF into various areas of 

practice. For example, PTMF informed therapeutic interventions (i.e., psychoeducational 

groups and individual collaborative psychological formulations), team formulations, and 

group reflective practice sessions.  

A final recommendation is for researchers and practitioners to adopt better critical 

engagement with the existing literature using a trauma-informed lens. Key social issues for 

the field to address include gender bias, and roots of misogyny and racism. For instance, why 

minority ethnic backgrounds are over-represented in the forensic mental health system 

(Nuffield Trust, 2022). It is hoped this would create a much-needed systemic shift within the 

field; encouraging a culture of curiosity and critical thinking towards deep-rooted ideologies 

and potentially harmful practices that may have become the “norm”. 
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Chapter Four 

 

The Working Alliance Inventory – Short Revised (WAI-SR): 

A Psychometric Critique  
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Abstract 

A focus on relational aspects of care has been a running thread throughout Chapters 

Two and Three of this thesis. As such, the aim of this critique is to review and critique a tool 

that has been designed to measure the “alliance”: the Working Alliance Inventory – Short 

Revised (WAI-SR) (Hatcher & Gillasby, 2006). This is with a view to assess its 

appropriateness for use within secure inpatient settings as a tool to measure the quality of 

patient-staff relationships. Taking into consideration that care is provided by multiple 

professionals within these settings, thought will be given to measurement of the alliance at 

both the individual (i.e., therapist, psychiatrist, key nurse) and collective (i.e., multi-

disciplinary team, nurses, health care assistants, all staff on the ward) level. It will begin by 

providing a conceptual overview of the alliance, followed by a historical account of its 

operationalisation and measurement over the past several decades. This reveals a large and 

complex literature base. After noting key contemporary alliance theorists and measurement 

tools, it addresses critical and alternative perspectives that have arisen over more recent 

years. 

From here, an argument is made for closer investigation of the alliance within secure 

inpatient settings. Whilst the uniqueness of the alliance within so-called “involuntary” 

treatment settings has been acknowledged for decades, its measurement remains 

underdeveloped. There exists no validated or specific tool to measure the alliance within 

secure inpatient settings. Despite this, at least nine studies were found to have applied 

alliance tools within secure inpatients services. The findings of which demonstrate strong 

and/or significant relationships between the quality of the alliance and various additional 

outcomes (i.e., decreased number of aggressive and violent incidents).  

The WAI-SR was chosen for this critique as it has recently been applied within a 

secure inpatient setting; and is one of the most popular, widely researched, and up-to-date 

tools. It has also been used as the foundation for early theoretical developments within the 

involuntary alliance literature. An overview of the WAI-SR is provided, including its 

development, administration and scoring, and application within the wider literature. An 

examination of the tool’s psychometric properties then follows, with reference to Kline’s 

(2015) recommendations for a “good” psychometric measure: level of measurement; 

reliability; validity; standardisation and norms; and utility.  
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Overall, the evidence presented indicates that the WAI-SR does not meet all the 

criteria for a good psychometric measure. It does not appear appropriate for use, in its current 

form and as a stand-alone measure, within secure inpatient settings. In consideration of the 

long-standing complexities and limitations of the alliance literature, alternative 

recommendations are proposed for both research and practice. 
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Introduction 

Conceptual Overview of the Alliance  

The “alliance” – also known as the therapeutic relationship, helping alliance, or 

working alliance (Flückiger et al., 2018) – is a general term that is used to describe the 

quality of the relationship between a person providing and a person receiving treatment or 

care within the context of a helping profession (Horvath, 2018). Broadly speaking, it 

represents a number of dynamic interpersonal processes and humanistic tendencies that take 

place within a therapeutic encounter (Elvins & Green, 2008). Norcross (2010) describes the 

alliance as the attitudes and feelings that a practitioner and patient1 have towards one another, 

as well as how these are expressed and thereby experienced. Conventional elements of the 

alliance include – but are not limited to - empathy, warmth, trust, respect, understanding, 

friendliness, integrity, collaboration, and commitment (Greenhalgh & Heath, 2010). The 

presence or absence of these qualities can be felt viscerally (Greenhalgh & Heath, 2010). 

Naturally, the alliance is a complex, subjective and dynamic phenomenon. No consensual 

definition exists; the exact meaning of the term remains elusive and open to debate (Horavth, 

2018).  

In addition to the importance of the alliance being intuitive from humanitarian and 

clinical perspectives, empirical research has repeatedly found the quality of the alliance to 

correlate with a number of positive therapeutic outcomes (Horvath, 2018; Ross et al., 2008; 

Zilcha-Mano, 2017). It is said to be an essential component in bringing about desired change 

for a person receiving treatment or care, irrespective of the specific modalities or techniques 

that a provider may employ (Safran & Muran, 2006). Some even argue that it is the “single 

most important factor” in bringing about change (Osborn & Stein, 2019, p. 115). Within the 

realm of psychotherapy more specifically, the alliance is positioned as one of the most critical 

“Common Factors” (Wampold, 2015). The latter describing a model of the shared relational 

factors, variables, or ingredients that are “responsible for the lion’s share of what makes 

therapy “work” (Horvath, 2011, p. 125). Whilst there is still an ongoing debate as to what 

constitutes the Common Factors, both historical and contemporary theorists alike tend to 

group them according to three categories: client contribution (e.g., expectations, cultural 

beliefs, support system); clinician contribution (e.g., empathy, experience, competence); and 

                                                 
1To reflect a range of helping professions, the terms patient and client shall be used interchangeably throughout 

this chapter. 
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the relationship between the two (e.g., alliance) (Drisko, 2013; Elkins, 2022; Wampold, 

2015).  

Needless to say, the alliance continues to be a prominent research topic and is 

arguably a core part of service evaluation amongst many disciplines; most notably 

psychological therapies, but also medicine, nursing, education, psychiatry, and physical 

therapy (Horvath, 2018; Ross et al., 2008).  

Historical Overview of the Alliance: Operationalisation and Measurement  

The importance of relational factors within helping professions has been 

acknowledged since ancient times (Horvath, 2018). Credit for the first formal in-depth 

conceptualisation of a recognisable alliance concept is said to be rooted in the work of Freud 

(1912). Freud – coining the term transference - acknowledged the value of conscious positive 

feelings between patient and therapist within psychotherapy and, in doing so, highlighted 

specific elements of interest; such as therapist warmth and kindness (Horvath, 2018). A 

plethora of subsequent theorists attempted to re-name, expand, and re-operationalise the 

concept of the alliance over the next several decades; within and then beyond its 

psychotherapeutic roots (i.e., Bordin, 1979 Rogers, 1965; Frank & Frank, 1991; Hougaard, 

1994; Luborsky & DeRubeis, 1984; Orlinsky & Howard, 1975; Strong, 1968). Naturally, 

with the development of different alliance operationalisations came an abundance of different 

alliance measurement tools. Many of which have been adapted and/or shortened for use 

across general and within more specific helping professions (Elvins & Green, 2008). Today, a 

conservative estimate proposes there to be in excess of 70 different tools available; the 

evaluation and development of which still continues (Horvath, 2018).  

Suffice to say, the alliance literature has “grown so large and complex that even a 

simple catalogue of important contributions would require far more space than this paper 

could accommodate” (Horvath, 2018, p. 508). It is therefore beyond the scope of this critique 

to provide a full historical account of the alliance in addition to that given above. As an 

alternative, Figure 7 (Elvins & Green, 2008, p. 1169) provides a representation of the most 

influential theorists and the subsequent measures that have been developed over the past 

several decades (see Appendix M for theorist publications and an expansion of acronyms).  
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Figure 7 

A Genealogy of Alliance Concepts (Elvins & Green, 2008, p. 1169) 

 

Contemporary Key Alliance Theorists and Measures  

According to Ross et al. (2008), the Working Alliance, developed by Bordin (1979), 

is the most prominent theory amongst the alliance literature. According to Horvath (2018) the 

four most frequently used alliance measures, which encompasses their derivatives, are as 

follows (in order of publication): the Vanderbilt Therapeutic Alliance Scale (VTAS) (Hartley 

& Strupp, 1983); the Working Alliance Inventory (WAI) (Horvath & Greenberg, 1989); the 

California Psychotherapy Alliance Scale (CALPAS) (Gaston & Marmar, 1994); and the 

Helping Alliance Questionnaire (HAQ) (Alexander & Luborsky, 1986). The WAI and its 

derivates accounts for more than half of the alliance literature (Flückiger et al., 2018).  
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Critical and Alternative Perspectives of the Alliance  

Given the continuing scope and complexity of the alliance literature, it is perhaps not 

surprising that critical and alternative perspectives have emerged over more recent years. 

There exists a critical argument that, if no single alliance theory or unifying set of measures 

has emerged in over 50 years, we should accept that the alliance – as a standalone conceptual 

term – is simply not capable of capturing the true profundity of therapeutic relationships; that 

it has outlived its usefulness, is beyond measure and should be abandoned (Elvins & Green, 

2008; Greenhalgh & Heath, 2010; Safran & Muran, 2006; Zilcha-Mano, 2017). Attempts to 

redefine the concept, critically evaluate, develop, and utilise new and/or existing 

measurement tools are said to be futile. Instead, it may be more appropriate to focus research 

and clinical efforts solely and more broadly “on understanding the role that relational factors 

play in the change process” (Safran & Muran, 2006, p. 288). For instance, using qualitative 

research investigations and obtaining written or verbal feedback – both formally and as part 

of day-to-day conversations - from patients about their experiences of their relationship with 

their treatment and/or care provider.  

 

However, others have recognised that there is a risk in accepting the alliance is 

beyond measurement. Alliance tools are essential for gaining insights into and improving the 

quality of helping professional services (Greenhalgh & Heath, 2010). It is easy to see how 

such an essential ingredient could be ignored or neglected without the use of alliance 

measurement tools (Ross et al., 2008). Practically, relying on qualitative research 

investigations and written or verbal feedback alone may be - due to time and resource 

constraints - an arduous and unrealistic expectation for patients, researchers, clinicians, and 

policy makers alike. 

 

Others have recognised that “there is no simple or correct solution” and have adopted 

a more pragmatic approach (Greenhalgh & Heath, 2010, p. 6). This line of argument suggests 

that the alliance should remain a prominent research topic amongst helping professions 

(Elvins & Green, 2008; Ross et al., 2008; Zilcha-Mano, 2017); that we need to understand 

and celebrate “the phenomenon in all its complexity” (Ross et al., 2008, p. 477). It tasks 

future researchers with developing refined alliance conceptualisations and making it a 

priority to identify the strengths and limitations of various alliance tools across different 

service settings (Greenhalgh & Heath, 2010). Furthermore, it asks future researchers to 
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explore additional process factors that may illuminate how the alliance develops, how it is 

maintained and how it engenders positive change (Ross et al., 2008). These tasks are perhaps 

best achieved using mixed-method investigations of practitioners and patient experiences 

(i.e., alliance tools and qualitative data). Practically, for now, this approach encourages 

clinicians and service providers to utilise alliance tools with caution (i.e., clinical judgement) 

and supplementary resources (i.e., free-text boxes or a “preliminary checklist for reflection”) 

(Greenhalgh & Heath, 2010, p. 31). These examples may prompt further insights that should, 

in turn, generate helpful conversations between patients, practitioners and service providers 

regarding their relationships with each other.  

Rationale for this Critique  

Further to the argument outlined above, this critique proposes the need for closer 

investigation of the alliance measurement within secure inpatient settings for three key 

reasons. Firstly, the findings of the review in Chapter Two clearly indicated that the nature 

and quality relationships on the ward are, for patients, one the most important aspects of their 

care. Both positive and negative, some arguably harmful, interactions were described.  

Despite this, qualitative research relating to staff-patient relationships from the perspectives 

of patients themselves is limited (Bennett & Hanna, 2021). Secondly, the review in chapter 

Three continued to highlight the importance of relational aspects of care, through the lens of 

TiC. It is widely known that the secure inpatient population is characterised by extremely 

high rates of trauma (Fosse et al., 2021; Karatzias et al., 2021; Mckenna et al., 2019). As 

Proctor (2017) writes, staff-patient relationships “are the day to day fabric of trauma recovery 

and re-traumatisation” (p. 7). And finally, the involuntary, restrictive, and multidisciplinary 

nature of the secure inpatient environment poses several unique and complex challenges to 

the development and maintenance of alliances, beyond those that may be encountered within 

more conventional or voluntary settings (Ross et al., 2008).  

Theory and Measurement of the Alliance within Involuntary Settings  

Despite the uniqueness of the alliance within the domain of so-called involuntary 

treatment settings - under which secure inpatient services reside2 – having been 

acknowledged for decades, its theoretical application and measurement has been the focus of 

                                                 
2Refer to Definitions of Terminology Used Throughout the Thesis (p. 13) for further clarification regarding the 

term secure inpatient.  
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comparatively little attention (Sturm et al., 2022). That said, some notable, albeit provisional, 

developments have occurred. Whilst these are not specific to secure inpatient services, they 

do hold some relevance in that they attempt to capture the unique and complex challenges 

that involuntary settings pose. As such, a brief outline will be provided below. Reference will 

also be made back to these developments within the Conclusions section of this critique.   

 

Two theoretical developments have occurred. Firstly, Ross et al. (2008), who 

proposed a Revised Theory of the Therapeutic Alliance (RTTA) specific to working with 

people who have offended in the context of community (e.g., probation), prison, and other 

specialist environments (e.g., therapeutic communities). The authors note that theoretical 

application of the alliance within the involuntary treatment literature has been cast aside as an 

entirely separate field of study from the conventional, voluntary sector. This, they say, is a 

misguided assumption, as the alliance “remains a central factor in therapeutic change” 

regardless of the setting in which it takes place. In fact, offending populations present an 

“unusually rich” (Ross et al., 2008, p. 363) context by which to complement and enhance the 

wider alliance literature. To bridge this gap, the authors combined their own clinical 

experience and observation with existing – albeit limited – research into the various factors 

that contribute to or hinder therapeutic change when working with offending populations. 

They then categorised their findings into nine factors and built them around one of the most 

popular and influential theories of the alliance: the Working Alliance (Bordin, 1979). The 

result was a formative, “sketched out” (Wampold, 2015, p. 476) visual framework similar in 

some ways to the Common Factors model, yet different in that it is centred upon the alliance, 

and places emphasis on the inclusion of treatment setting and external factors. The first three 

factors are borrowed and expanded upon from the Common Factors model: (1) client 

characteristics; (2) therapist characteristics; and (3) therapist-client interactions. The six 

additional factors are: (4) setting and contextual factors; (5) system factors; (6) immediate 

therapy context; (7) role conflict and confusion; (8) programme factors; and (9) group 

treatment settings. Although a novel and much needed advancement to the involuntary 

literature base, the authors themselves acknowledge that they were “forced to speculate” (p. 

476) about many of the additional factors due to the shortage of existing research. Thus, the 

RRTA remains unsubstantiated; it requires further “testing and refinement” to become a 

“fully comprehensive and established theory” (p. 476). 
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The second theoretical development to have occurred is the Institutional Therapeutic 

Alliance (ITA) (Pulido, 2011), which is specific to “patients treated in institutional contexts 

by a multidisciplinary staff” (p. 139). Following a brief review of the literature into the 

alliance within institutional settings, Pulido (2011) concluded it to be a complex field that has 

been “neglected, at least from an empirical research point of view” (p. 139). As such, they 

proposed the need to “distinguish the alliance developed among a patient and the whole staff 

involved in his/her treatment, from the classical alliance established between a patient and a 

single therapist (Pulido, et al., 2006)” (p. 142). In a similar manner to the RRTA (Ross et al., 

2008) (outlined above), Pulido (2011) used the one of the most popular and influential 

theories of the alliance - the Working Alliance, developed by Bordin (1979) – as their 

foundation; clarifying that the ITA offers a descriptive extension, as opposed to a 

reconstruction, of Bordin’s model. In this way, the ITA is defined as “a mutual understanding 

and agreement about goals and the necessary task of moving toward these goals along with 

the establishment of bonds to maintain the collaborative work between the patient and the 

therapeutic staff as a whole” (p. 142). Pulido (2011) also further clarifies that the ITA 

encompasses two interactive relational levels: the first one being the alliance between the 

patient and an individual staff member (most likely, but not necessarily, their therapist); the 

second one being the alliance between the patient and the institution, with the 

multidisciplinary team as a collective whole. These can be “dissociated or fused” (p. 145). In 

other words, the ITA acknowledges that patients are likely to develop positive relationships 

with some individuals and negative relationships with others.  

 

Pulido (2011) then developed the Intuitional Working Alliance Inventory (IWAI) to 

empirically test their descriptive theory. The IWAI was applied to a preliminary dataset, 

followed by a longitudinal study (n = 55, admission, one week, discharge, three months post 

discharge) (Pulido et al., 2008). Both datasets were taken from psychiatric hospitals in Italy, 

which consisted of a “psychiatrist, four to six psychiatric nurses, a social worker, and a few 

postgraduate psychology students” (p. 145). Mirroring the conclusions drawn from the RRTA 

(Ross et al., 2008) above, Pulido (2011) noted that both the ITA theory and its subsequent 

measure, the IWAI, remain unsubstantiated. This is because their empirical testing involved 

“many methodological limitations” which leaves “so many questions still open that need 

further empirical inquiry” (p. 149).  
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critique - in either their original, shorted, or adapted formats: WAI (Horvath & Greenberg, 

1989); HAS (Priebe and Gruyters, 1993); CALPAS (Short form; Gaston, 1991); and WAI-SR 

(Hatcher & Gillaspy, 2006). Six of the nine studies measured relationships between patients 

and individual staff members (i.e., therapist, psychiatrist, key nurse). The remaining three 

studies measured relationships between patients and multiple staff members (i.e., all staff on 

the ward, nurses).  

Whilst it is beyond the scope of this critique to delve further into the findings of these 

studies, it is noteworthy that all found a strong and/or significant relationship between the 

alliance and a multitude of additional outcome measures. Notably, increased treatment 

readiness and motivation, and decreased elements associated with distress (i.e., clinician-

rated level of functioning, behavioural disturbance) and level of risk (i.e., number of 

aggressive and violent incidents). However, if a tool is to be used in practice, it is important 

that research has demonstrated its reliability and validity within the sample in which it is 

being used. Thus, further highlighting the need to investigate accurate measurement of the 

alliance within secure inpatient settings and rationale for this critique.    
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Purpose of this Critique 

This chapter aims to review and critique a tool that has been designed to measure the 

alliance, with a view to assess its appropriateness for use as a tool to measure the quality of 

staff-patient relationships within secure inpatient services. Taking into consideration that care 

is provided by multiple professionals within these settings, thought will be given to 

measurement of the alliance at both the individual (i.e., therapist, psychiatrist, key nurse) and 

collective (i.e., multi-disciplinary team, nurses, health care assistants, all staff on the ward) 

level. At first glance, a tool specifically designed to measure the alliance within involuntary 

settings would have been ideal. Specifically, the IWAI (Pulido et al., 2008), as it was 

intentionally designed for inpatient treatment settings to measure patient relationships with an 

individual staff member and all staff on the ward. However, as identified earlier, all of these 

tools are either in the early stages of development or have been subject to limited 

psychometric evaluation. As such, there would be insufficient literature to base a critique 

upon.  

In lieu of this, the author chose to review and critique the WAI-SR (Hatcher & 

Gillaspy, 2006). There are multiple reasons for this. Firstly, the WAI-SR has recently been 

utilised within a secure inpatient setting (Otte et al., 2018). Secondly, it is one of the most 

popular, widely researched, and up-to-date tools within the alliance literature (Horvath, 

2018). This means there is sufficient evidence for which to base a critique upon. Whilst it is 

acknowledged that the WAI-SR has been designed to measure the alliance in the context of 

individual patient-practitioner relationships, this critique has already found that other 

similarly designed tools5 have been applied within secure inpatient settings to measure the 

alliance between patients and a variety of staff-patient relationships (i.e., both individual and 

collective). The WAI-SR arguably stands out from these tools in that it has been built upon 

one of the most influential theories of the alliance (the Working Alliance) (Bordin, 1979); a 

theory that was intended to be used both within and outside the context of psychotherapy. To 

be more specific, one that “could be defined and elaborated in terms that would make it 

applicable to any change situation [emphasis added] including, for example that between 

teacher and a student” (Ross et al., 2008, p. 463). This is perhaps why it has been used as the 

                                                 
5The WAI (Horvath & Greenberg, 1989), HAS (Priebe & Gruyters, 1993), and the CALPAS (Short form; 

Gaston, 1991).  
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foundation for both of the early theoretical developments that have occurred within the 

involuntary alliance literature (Ross et al., 2008; Pulido, 2011).  

 

An overview of the WAI-SR will be provided, followed by an examination of its 

psychometric properties with Kline’s (2015) recommendations for a “good” psychometric 

test in mind. That is, a test should be “…at least an interval scale, be further reliable, valid 

and discriminating, and either have good norms or fit a Rasch or similar model with high 

precision, or be expertly tailored to its subjects” (p. 1). Conclusions will then be drawn 

regarding implications for research and practice, with specific reference to secure inpatient 

settings. 

Overview of the WAI-SR 

The “Working Alliance” 

During the late seventies, Edward Bordin used his knowledge of the psychotherapy 

literature to develop the concept of the Working Alliance (WA) (Bordin, 1979). Despite its 

psychotherapeutic influences, the WA was the first extended pantheoretical alliance 

construct; one that Bordin expressly intended for application across all kinds of helping 

relationships (i.e., teacher and student) (Ross et al., 2008). It was proposed that the WA is 

either partly or wholly responsible for treatment effectiveness of any kind (Ross et al., 2008). 

Bordin described the WA as a collaboration across: agreement on the Goals of therapy (the 

degree to which the two parties mutually endorse and value the aims of therapy); agreement 

on the Tasks of therapy (whether both parties see the activities and/or assignments as relevant 

and effective); and the therapeutic Bond (the quality of the interpersonal interaction). Bordin 

further suggested that each of the three subdimensions may vary according to the type and 

length of a relationship.  
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The resultant WAI-S is a 12-item self-report measure8. Each subscale (Goals, Tasks, 

Bond) is reduced to 4 individual items, with each item being rated on the same 7-point 

Likert-type scale ranging from 1 (never) to 7 (always). Two versions of the WAI-S were 

created: a client version and a therapist version. However, the factor structure of the WAI-S 

was found to be similar to the WAI; that is, still measuring a single alliance factor. Tracey 

and Kokotovic (1989) suggested their results were due to “idiosyncratic sample properties” 

(p. 210) and stressed that future administrations of the WAI-S across varied samples should 

prove the tool’s value.  

WAI-SR (Hatcher & Gillaspy, 2006) 

Almost twenty years later, Hatcher and Gillaspy (2006) recognised that despite the 

WAI and WAI-S having been used across a variety of research and clinical settings, the tools 

had been subject to inadequate empirical testing. They also noted several limitations of 

Tracey and Kokotovic’s (1989) original WAI-S study, such as a small sample size and out-

dated statistical techniques. To identify an “alternative short from of the WAI that would 

more clearly distinguish Bordin’s Task, Goal and Bonds dimensions” (p. 17), the authors 

used Exploratory Factor Analysis (EFA) with two independent samples from the US of 

responses to the WAI (see Table 22). Hatcher and Gillaspy (2006) found a more defined 

representation of the three alliance dimensions (i.e., improved model fit) by excluding 

negatively worded items. For example, items that referred to finding treatment “confusing, 

frustrating, and worrisome” (i.e., “I am frustrated by the things I am doing in therapy”) (p. 

18). Using Item Response Theory (IRT), they also found that respondents “do not seem to 

discriminate effectively in the lower ends” (p. 22) of the seven-point scaling system. Thus, 

they adopted an alternative five-point scaling system.  

 

 

 

 

 

 

 

                                                 
8 Copyright permission to include the full WAI-S was not granted for this critique. The tool can be found at 

https://wai.profhorvath.com/downloads 
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WAI-SR in the Literature  

A review of the literature conducted in 201910 revealed a total of 47 published studies 

on the WAI-SR (see Appendix O). Forty-one studies collected data from community samples 

(which included psychological, occupational, and physical health treatment); four studies 

from general inpatient settings; and two studies from offenders receiving court-ordered 

rehabilitative treatment in the community. As mentioned earlier in this critique, one study 

(Otte et al., 2018) applied the WAI-SR within a secure inpatient setting in Germany (n = 55). 

Eleven of the 47 studies utilised the therapist version of the WAI-SR.    

 

The search above was replicated in early 2022 and found at least 300 additional 

studies published within the last three years. This indicates that the WAI-SR is still one of the 

most popular and widely researched tools within the alliance literature (Horvath, 2018). It is 

beyond the scope of this critique to provide a detailed overview of these studies. However, it 

is pertinent to note the landscape of more recent literature is in-keeping with earlier searches. 

A handful of studies collected data from general inpatient facilitates (i.e., O’Callaghan et al., 

2022; Peters et al., 2022) and offending populations (i.e., Mahajan & Howard, 2022; 

Muijsson, 2022). No additional studies were found to have been conducted within secure 

inpatient services, or to have primarily explored the psychometric properties of the WAI-SR.   

  

Psychometric Properties of the WAI-SR 

A total of seven studies were found to examine the psychometric properties of the 

WAI-SR (including its development by Hatcher and Gillaspy [2006]). Two of these studies 

examined the psychometric properties of the therapist version only (Hatcher et al., 2019). 

Although the alliance is a dyadic construct, the purpose of this review is to examine the 

psychometric properties of the WAI-SR client version only (owing to the aims of this thesis). 

Thus, a total of six studies were utilised for this critique. A summary of samples used can be 

found in Table 24. For all reported demographic information and general characteristics of 

each study, see Appendix Q.  

 

 

 

                                                 
10 Electronic search (Ovid Databases: EMBASE, Medline and PsycINFO) and manual search of reference lists. 
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Internal Reliability 

Internal reliability evaluates the extent to which all items within a test measure the 

same underlying construct that they are intended to measure (Kline, 1998). The often-quoted 

rule of thumb denoting a reliable test is a Cronbach’s (α) coefficient of 0.7 or above (Coaley, 

2010). Many argue that the internal reliability of a test should be as high as possible 

(Cronbach, 1984; Nunnally & Bernstein, 1994 as cited in Kline 1998); low alphas indicate 

that the items may be too heterogenous which, in turn, suggests that the items are measuring 

more than one underlying construct. However, Cattel (1957, as cited in Kline, 1998) argues 

that a test can be too internally consistent. High alphas indicate that the items within a test 

may be too similar and therefore redundant; with each item adding little to the overall 

correlation (i.e., bloated specifics) (Cattell & Kline, 1977). The more items within a scale, the 

higher coefficients are likely to be (Samuels, 2017). Recommended minimum sample sizes 

for internal reliability range from 200 to 300 (Kline, 1986). 

Table 25 displays the Cronbach alpha coefficients of WAI-SR total and subscale item 

scores according to each of the seven studies. At first glance, the WAI-SR appears to 

demonstrate “very good internal consistency” (Munder et al., 2010, p. 236). Overall, 

Cronbach alpha coefficients are high: total scores are equal to or above .90 and subscale 

items are equal to or above .80. However, taking into account concerns regarding bloated 

specifics (Cattell & Kline, 1977), these scores also indicate that internal consistency may be 

too high; especially when considering that the WAI-SR contains only 12 items. This implies 

that the Bond, Task and Goal subscale items are too similar; that they are all measuring one 

underlying construct (i.e., a global alliance factor) as opposed to the three discreet sub-

constructs that they are intended to measure. This mirrors findings from the development of 

the WAI and WAI-S. That said, some of the studies did not include a sample size that met the 

minimum requirement for reliability analysis (Kline, 1986). It is therefore difficult to make 

definitive conclusions regarding the internal reliability of the WAI-SR subscale items. 

Evidence for the WAI-SR’s ability to reliably measure a global alliance factor is arguably 

much stronger. 
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remembered their original responses. Evidence for the test re-test reliability of the WAI-SR is 

therefore weak.   

 

It is important to note however, that examining test re-test reliability of the WAI-SR 

may be inappropriate, as the alliance is not intended to be stable construct. Indeed, there is 

some evidence that the developmental profile of the alliance develops over time, usually in a 

linear and/or U-shaped fashion throughout treatment (Horvath & Luborsky, 1993; 

Hukkelberg & Ogden, 2016; Kivlighan & Shaughnessy, 2000; Stiles et al., 2004). This may 

explain why Tatman and Love (2010) chose to re-administer the WAI-SR after only two 

weeks, and why no other studies have investigated this component. Exploring the 

longitudinal measurement invariance of the WAI-SR may provide more clarity on the matter. 

No studies have done this, although a few have highlighted its importance (Falkenström et 

al., 2015; Hukkelberg & Odgen, 2016).  

Validity 

According to Kline (1986), “a test is valid if it appears to measure what it claims to 

measure” (p. 4). The following concepts must be met: face validity; criterion validity 

(including concurrent and predictive); content validity; and construct validity.  

Face Validity 

Face validity refers to the appearance of a test; whether it looks like it measures what 

it claims to (Howitt & Cramer, 2005). No literature could be found to have explored the face 

validity of the WAI-SR. Whether this has been avoided or simply overlooked, this means that 

- beyond the seven experts in the field of the alliance and 21 registered psychologists11 that 

were involved in the development of the original WAI over four decades ago - no additional 

professionals, patients and/or researchers have commented on the extent to which the WAI-

SR makes logical sense. At first glance, this may not seem to be a significant issue. Face 

validity is regarded as the least sophisticated measure of validity (Kline, 1998); and, from 

inspection of the WAI-SR, all 12 items certainly appear to measure aspects of the WA. 

However, it is important to bear in mind that the WAI and its derivatives were specifically 

designed with a community psychotherapeutic treatment context in mind. As aforementioned, 

                                                 
11Alliance experts were found from a review of the published alliance literature, and registered Psychologists 

were randomly selected from a “local psychological association” (Horvath & Greenberg, 1989, p. 225).  
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the WAI-SR has been used across a diverse range of additional helping professions 

(including secure inpatient); many of which differ markedly from this exemplar. Whilst it is 

positive that modifications can easily be made to the term therapist (i.e., physician/nurse) 

(Bar-Sela et al., 2016), some items and/or wording may not be appropriate or make logical 

sense when applied to other contexts. For instance, inclusion of the phrase “my problem” is 

arguably limited for use within secure inpatient services; a setting that is designed to provide 

multidisciplinary treatment and care for those with complex difficulties, distress, and risk 

presentations. In addition, inclusion of the word “therapy” is specific to an individual 

therapeutic context (i.e., psychological sessions). To capture individual relationships outside 

of this context (i.e., psychiatrist, key nurse), as well as multiple relationships with staff on the 

ward (i.e., multi-disciplinary team, nurses, health care assistants, all staff on the ward), this 

would need amending to “treatment” or “care”. An awareness of such contextual 

discrepancies is important when considering use of the WAI-SR across and within different 

helping professions.     

 

It must also be noted that if a respondent is clear on the purpose of the tool and has 

motivation to complete it, they may respond in a socially desirable manner. Response bias or 

false reporting in this way is a known problem for self-report measures (Kline, 1998). Again, 

this is particularly relevant when considering use of the WAI-SR across different helping 

professions; particularly those where care and/or treatment providers hold an element of 

power or control over progression (i.e., secure inpatient). In such cases, patients may 

anticipate possible benefits and/or consequences in how they rate the alliance with those they 

are working with. There may be a tendency for individuals to present the alliance in a 

particularly positive, even negative, light. This may interfere with the WAI-SR’s ability to 

capture accurate alliance scores. To explore this, Tatman and Love (2010) compared 

anonymous and identifiable administrations of the WAI-SR within a sample of offenders on 

parole or probation (N = 202) who were completing group treatment for sexual offenses or 

domestic abuse in a supervised community-based setting. They hypothesised that it “would 

be intuitively obvious that anonymous endorsements” (i.e., the offenders name was not 

included on the form) “will likely capture the most honest and accurate opinions about the 

working alliance” between participants (offenders) and their parole or probation officers (p. 

174). In fact, the authors found no significant differences between total anonymous and 

identifiable WAI-SR scores, with mean scores of 70.81 and 70.82 respectively (administered 

two weeks apart). They concluded that both the anonymous and identifiable responses were 
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valid representations of the alliance; participants rated their alliance honestly and accurately, 

even when their responses were identifiable by their parole or probation officers. Whilst this 

is encouraging to see, it is idealistic to assume that these results would hold across different 

populations and helping professions. As such, an awareness of the impact of socially 

desirable responses is important to hold in mind when considering use of the WAI-SR across 

different helping professions.     

 

Concurrent Validity (Criterion) 

Concurrent validity is demonstrated when a test correlates with another test - 

recognised as a sound measure of the same construct (i.e., the criterion) - when completed at 

the same time (Kline, 2000). Using Pearson’s product-moment correlation, “if a test 

correlates more than 0.7 with the criterion test, this is regarded as good evidence for 

concurrent validity” (Kline, 1998, p.36). Kline (1998) also states that a test should not have 

correlations with tests that are measuring different variables (Kline, 1998).  

Hatcher and Gillaspy (2006) conducted a study with 231 participants which aimed to 

compare and explore correlations between the WAI-SR with the CALPAS (Gaston, 1991) 

and the HAQ (Alexander & Luborsky, 1986). They found total scores of the WAI-SR to 

correlate .80 and .74, respectively. Munder et al. (2010) conducted a study with 243 

participants and also found correlations of the WAI-SR and HAQ to be .71. These findings 

provide some evidence in support of the concurrent validity of the WAI-SR. However, as 

Kline (1998) notes, a correlation of 0.7 is not powerful evidence; it indicates that more than 

half the variance is not shared between the two measures. It should also be noted that neither 

the CALPAS nor the HAQ are gold standard measures of the alliance, and they each measure 

different subscales based on different theories of the alliance. Arguably, evidence for 

concurrent validity of the WAI-SR is modest at best.      

 

Predictive Validity (criterion) 

Predictive validity looks to assess how well a test is able predict something about a 

respondent in the future (Kline, 2000). For true predictive validity, “correlations are obtained 

between the test given on one occasion and some later criterion” (Kline, 1986, p. 5). There is 

some tentative evidence that the WAI-SR may be able to predict offender risk and estimates 

of improvement in therapy. In a study looking at scores of 174 participants, Tatman and Love 
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(2010) investigated the relationship between total WAI-SR scores and offender risk. Risk of 

future offending was measured with the Level of Service Inventory-Revised (LSI-R) 

(Andrews & Bonta, 1995). They found correlations were small but significant (r = .187, p = 

.021). These findings would suggest that “as offender risk increases, working alliance or 

relationship between probation officer and offender, weakens” (p. 173). However, it is 

important to consider that much of the variance in predicting risk of reoffending is left 

unexplained (Kline, 1998). Moreover, for true predictive validity, evidence would need to be 

taken from recidivism rates; an admittedly challenging task due to the difficulties inherent in 

following up individuals over several years. Whilst no studies have investigated the 

relationship between WAI-SR scores and recidivism rates, a handful of studies have done so 

using alternative alliance tools (i.e., DeSorcy et al., 2020; Sturm et al., 2020)12. Such 

evidence would have proved valuable in determining the predictive validity of the WAI-SR.  

Another study, conducted by Hatcher and Gillaspy (2006), found significant 

relationships between estimates of improvement in therapy (as evidenced by change in 

behaviour and social life, feelings in relation to self and perceived benefit of therapy) and 

WAI-SR total scores. Although client rated estimates of improvement were large (r =.56, p < 

.001), therapist rated estimates of improvement were small (r = .17, p = .05). It could be that 

there were simply discrepancies between the level of subjective and observed improvement in 

therapy. However, the authors do not state if clients were blind to the nature of the research; 

if not, it is possible that they responded in a socially desirable manner (i.e., anticipated 

possible benefits and/or consequences from their responses). This would mean the results are 

not strong evidence of predictive validity.   

Content Validity 

Content validity is interested in how well a test has been constructed (Coaley, 2010). 

To claim that a tool has content validity, Boateng et al. (2018) states that it must have been 

assessed by both expert (i.e., professional) and target population judges (i.e., tool 

respondents). As previously mentioned, the original WAI was created using evaluations of 

prospective items using alliance experts and 21 registered psychologists13. On the one hand, 

                                                 
12 Sturm et al. (2020), for example, found that subscale scores of the WAMC predicted serious recidivism from 

a four-year follow-up period. 
13Alliance experts were found from a review of the published alliance literature, and registered Psychologists 

were randomly selected from a “local psychological association” (Horvath & Greenberg, 1989, p. 225). 
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this is a large number of professional experts that far exceeds the expected range of five to 

seven for content validation (Boateng et al. 2018). It is also positive to see that the registered 

psychologists were recruited randomly from a “local psychological association” (Horvath & 

Greenberg, 1989, p. 225), as this will have removed selection bias. That said, it is unclear 

how exactly the experts in the field of the alliance were recruited, and it is unclear as to the 

level of expertise that both group of experts held. Furthermore, the authors did not consult 

target population judges. Respondents (i.e., patients) were not consulted at all. The WAI-SR 

itself was created using statistical techniques only. Whilst this will have evaded bias in the 

selection and/or removal of items, the alliance is, by its very nature, a subjective 

phenomenon. The absence of content expert evaluation from both professionals and 

respondents is therefore a significant limitation. For these reasons, it is difficult to conclude 

with confidence that the WAI-SR includes all necessary items to represent the concept being 

measured (i.e., the WA).  

According to Boateng et al. (2018), an additional criterion for content validity is that 

the domain being measured should have a generally accepted definition that is 

“unambiguously defined” (p. 6). No consensual definition exists for the alliance as a 

conceptual term; it is a complex, subjective and dynamic phenomenon (Horavth, 2018). The 

WAI-SR is specifically based on Bordin’s (1979) pantheoretical conceptualisation of the 

WA. Despite the WA being one of the most influential and widely theories amongst the 

alliance literature (Ross et al., 2008), Bordin himself only intended it to be a “source of 

guidance and inspiration” (Bordin, 1979, p. 259). The theory itself is merely descriptive. It 

includes no detail “about the mechanisms underlying goals, tasks, bonds and how they 

develop, how they work together, nor how they engender change” (Ross et al., 2008, p. 464). 

The WA is also largely assumptive. There is no evidence that it was created using any 

systematic methods beyond Bordin’s own knowledge of the psychotherapy literature (Ross et 

al., 2008; Tatman & Love, 2010). That said, some would argue that a strength of the WA lies 

in its simplicity and its resultant flexibility in being “applicable to any change situation” 

(Ross et al., 2008, p. 463). Indeed, as noted earlier in this critique, the WA has been used as 

the core foundation for a number of more recent theoretical developments within the alliance 

literature; both within and outside traditional psychotherapeutic roots. For instance, the 

Common Factors model (Wampold, 2015), the RRTA (Ross et al., 2008), and the ITA 

(Pulido, 2011).  
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Despite this, from an empirical point of view at least, the theoretical underpinning of 

the WAI-SR are relatively weak and yet to be substantiated. With this and the above 

paragraph in mind, it can be concluded that the WAI-SR does not demonstrate sufficient 

evidence to meet the criteria for content validity.  

 

Construct Validity 

Construct validity judges a measures ability to assess an actual construct; one that is 

explained clearly and makes sense within a grounded theoretical framework (Howitt & 

Cramer, 2005). In order to demonstrate construct validity, “a whole pattern and mosaic of test 

results” should be presented (Kline, 1998, p. 37). Evidence for the construct validity of the 

WAI-SR can be taken from analyses of factor structure and response scale performance.  

 

The factor structure of the WAI-SR has received the most attention amongst the six 

studies that were found to examine the tools psychometric properties. One study explored the 

factor structure of the WAI-SR using EFA (Perdrix et al., 2010). This analysis extracted three 

factors, which were able to explain 59.81% of the total variance of the correlation matrix (n = 

283). The total alliance score correlated highly with all three subscales (.75 < r < .84). In 

theory, this seems to confirm a global alliance factor that can be divided into three related 

subscales. However, whilst it is positive that the total variance explained is above 50%, it is 

still well below the expected minimum of 70% (Kline, 1998); almost half of the variance 

(40.19%) is unaccounted for. This could mean that the WAI-SR measures additional or 

alternative variables beyond the Goals, Tasks and Bonds subscales that it is intended to 

measure.   

A total of four studies have explored the factor structure of the WAI-SR using CFA. 

These studies tested: three-factor, two-factor (Bond and Task-Goal combined) and one-factor 

(general alliance) models. Hatcher and Gillaspy (2006), Munder et al. (2010) and Perdrix et 

al. (2010) found the data only fit a three-factor model; each using a range of independent 

sample sizes, respectively: n = 231, n = 235; n = 243, n = 88; n = 188, n = 95 (N = 1,080). 

Tatman and Love (2010), using a single sample (n = 182), concluded that the “one factor 

model represents the most statistically sound model to measure the working alliance” (p. 

171). In theory, this seems to confirm that the WAI-SR is able to measure a global alliance 

factor as well as all three subscales. However, most of these models were reported to be of 

adequate fit at best. When comparing these results with more recent and stringent fit indices 
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criteria (e.g., Cangur & Ercan, 2015)14, some of these models would, in fact, be considered 

weak. It is therefore debatable as to whether one can rely on CFA data to  

provide support for the factor structure of the WAI-SR. 

 

In addition to the above, most of the models generated significant chi-square results 

which indicates ill fit. This seems to have been ignored by the authors of all four studies in 

favour of alternate fit indices; without mention or justification as to why. Chi-square testing 

can, admittedly, be “unnecessarily strict” and does often lead to the rejection of models in 

CFA (Muthén & Asparouhov, 2012, p. 3). Falkenström et al. (2015) recognised this and, in 

addition to using traditional CFA analyses, also used Bayesian Structural Equation Modelling 

(SEM) to further trial the factor structure of the WAI-SR. SEM as a whole is a relatively new, 

powerful and complex statistical tool (Barrett, 2007). It recognises that models may be too 

easily rejected due to “substantially-driven small-variance priors” (i.e., significant chi-square 

results; Muthén & Asparouhov, 2012, p. 3). SEM makes allowances for such small deviations 

so that they do not ruin the model (Falkenström et al., 2015). Falkenström et al. (2015) used 

three larger independent samples (n = 235, n = 634, n = 243) to a test one, two, and three-

factor model. As expected, all models did not pass the chi-square ratio test of exact fit using 

CFA. Yet, when the models were run with Bayesian SEM, all three showed excellent fit. 

These results seem to provide support for the WAI-SR’s factor structure; they suggest that the 

tool is able to measure a single global alliance factor in addition to the three distinct 

components of the WA. However, these results also suggest that the WAI-SR is able to 

measure a two-factor model. This is not ideal as it contrasts with the intended factor structure 

of the WAI-SR.   

 

Whilst it must be said that these results are a slight improvement from previous 

CFA’s of the WAI-SR, they should be interpreted with caution. Desired sample sizes for 

Bayesian SEM are set much higher than traditional CFA. Kline (1998) recommends sizes of 

at least 200, whereas Yung and Bentler (1994) recommend sizes of at least 2000 to obtain 

satisfactory results (as cited in Nachtigall et al., 2003); none of the independent samples used 

by Falkenström et al. (2015) were close to this amount. In addition, Bayesian SEM is a 

relatively new approach; there are no accepted criteria as to the interpretations of model fit, or 

                                                 
14 For instance, Tatman and Love (2010) report Tucker Lewis Indices (TLI) of 0.93 (one-factor model), 0.94 

(two-factor model) and 0.94 (three-factor model). They state this indicates adequate model fit. However, Cangur 

and Ercan (2015) report that a TLI should be at least 0.95 to be considered adequate.  
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the amount and size of priors used. It is therefore debatable as to whether one can rely on 

Falkenström et al.’s (2015) Bayesian SEM results to provide support for the factor structure 

of the WAI-SR.  

 

Two studies have analysed the response scale performance of the WAI-SR (Hatcher 

& Gillaspy, 2006; Mallinckrodt & Tekie, 2016). Response scale performance can be analysed 

using Item Response Theory (IRT). Whereas traditional methods (such as Classical Test 

Theory) attempt to measure an individual’s average response to items, IRT estimates the 

probability that an individual’s response to an item will fall within a particular category 

(Embretson & Reise, 2013). Various forms of IRT exist, each with varying complexity 

(Coaley, 2010). The Rasch Model, for example, “enables a test designer to determine the 

probability of any individual passing any item based upon knowledge of the person’s ability 

and item difficulty” (Coaley, 2010, p. 432). In terms of sample size for IRT, no gold standard 

exists (Thorpe & Favia, 2012). Desired sample sizes range from 100 to 500 (Bond et al., 

2007; Morizot et al., 2007). When creating modified versions of scales, IRT can be used to 

exclude and/or discriminate between items. This is an advantage over factor analyses 

methods, which often simply pick the factors with the highest loadings to maximise the 

internal reliability of shortened scales. Mallinckrodt and Tekie (2016) noted that both the 

WAI-S and the WAI-SR had been developed using factor analyses, which would suggest that 

both measures may not preserve the total 36-item scale information from the original WAI.  

 

Although, in developing the WAI-SR, Hatcher and Gillaspy (2006) did perform 

Rasch IRT, this was done after item content had been finalised, and the author’s only 

conclusions concerned the response format of the scale (i.e., reducing the format to a 5-point 

scale). Thus, Mallinckrodt and Tekie (2016) used Rasch IRT on a large sample (n = 1,786) to 

compare both the WAI-S and the WAI-SR in terms of the information each retains from the 

original WAI. The results showed that neither the WAI-S nor the WAI-SR captured the full 

range of the original WAI. The WAI-SR, however, was the more sensitive of the two; being 

able to detect “differences between clients with moderate to strong alliances” on the Goal and 

Task subscales (p. 20). As a result of these findings, the authors concluded that it is necessary 

to find an alternative to the WAI-SR.  
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Standardisation and Norms  

It is said that “for every psychometric test norms have to be established; that is, the 

test has to be standardised” (Kline, 1998, p. 40). Norms are established by computing sets of 

raw scores into percentile ranks or Z-scores. Ideally, these raw scores should be taken from 

clearly defined, representative and large samples (i.e., > 500; Kline, 1998). Without norms, 

meaningful comparisons between respondents and across samples cannot be made (Kline, 

2000). As with the WAI and the WAI-S, the WAI-SR is not a standardised measure; norms 

have not been established for any population. The WAI-SR was developed using a total 

sample of 466 clients and therapists. A large majority of clients were young, white, middle-

class females undertaking psychotherapy. Given that the WAI-SR was designed to be used 

across a variety of helping relationships, this sample is neither representative nor large. In 

order to compare alliance scores across other contexts beyond this sample, one must simply 

rely on means scores from those samples available in the literature. Although the WAI-SR 

has been administered to a variety of samples (see Appendix O), this method is fraught with 

risks (Kline, 2000); on their own, these scores have no meaning and are “impossible to 

interpret” (Kline, 1998, p. 40). This greatly undermines the overall validity of the WAI-SR.  

 

Utility  

Feasibility. Completing the WAI-SR takes about five minutes (Paap & Dijkstra, 

2017). This is a relatively short amount of time and is unlikely to unnecessarily burden 

respondents. It seems feasible that the WAI-SR could be easily completed at various stages of 

a helping relationship and/or as part of large-scale administrations for patient feedback or 

service evaluation purposes.    

Invariance Across Samples 

Measurement invariance is an issue that is frequently disregarded in psychometric 

validation (Falkenström et al., 2015). It refers to the constancy of factor structure across 

specific groups or time (Putnick & Bornstein, 2016). For example, if a tool demonstrates 

measurement invariance across two different populations, this suggests that the construct 

being measured has the same structure or meaning – and can be appropriately used – across 

both groups. If measurement invariance does not hold, it may not be appropriate to use the 

tool in either one or both of the different groups; dependent upon the circumstances. Three of 

the six studies utilised for this critique examined the measurement invariance the WAI-SR. 
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Measurement invariance held across: two American community samples (Hatcher & 

Gillaspy, 2006); community and psychiatric inpatients (undergoing voluntary treatment) in 

Germany (Munder et al., 2010); and community and psychiatric inpatients in Sweden15 

(Falkenström et al., 2015). Falkenström et al. (2015) found that measurement invariance did 

not hold across the American community and Swedish psychiatric inpatient samples, and the 

different treatment modalities of psychodynamic and behavioural therapy in a Swedish 

community setting. Thus, there is mixed evidence for the measurement invariance of the 

WAI-SR across different clinical settings, treatment modalities and countries.  

Conclusions 

Summary of the WAI-SR 

This chapter has examined the psychometric properties of the WAI-SR using Kline’s 

(2015) recommendations for a “good” psychometric measure. The evidence presented 

suggests that the WAI-SR does not meet all of the criteria for a good psychometric test. 

Although the WAI-SR satisfies the minimum level of measurement, it does not appear to 

meet the criteria for being reliable, valid, or discriminating. From an empirical standpoint, the 

WAI-SR is perhaps most greatly limited by its theoretical underpinnings. It has been built 

upon a descriptive theory of the alliance that was developed from Bordin’s own knowledge of 

the psychotherapy literature over forty years ago. A theory that was only intended as a 

“source of guidance and inspiration” (Bordin, 1979, p. 259). Although, it may also be noted 

that a potential strength of the WA lies in its simplicity and resultant flexibility in being 

“applicable to any change situation” (Ross et al., 2008, p. 463). Indeed, as noted earlier in this 

critique, the WA has been used as a foundational springboard for a number of initial, albeit 

still important, theoretical developments; particularly within the involuntary alliance 

literature domain (Pulido, 2011; Ross et al., 2008).  

 

Critically, the WAI-SR has not been subject to any content expert evaluation (i.e., 

professionals, patients). It is therefore difficult to conclude that the tool contains all the 

necessary and important items to represent the concept it has been designed to measure. The 

WAI-SR also does not appear able to discriminate between its three distinct subscales (Goals, 

Tasks, Bond). It appears, instead, to capture an elusive single “global alliance factor”.  

                                                 
15 Falkenström et al. (2015) did not specify if treatment was voluntary or involuntary. 
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Implications for Practice  

Practically, for now, using the WAI-SR as a stand-alone measure and in its current 

form within secure inpatient settings does not appear be appropriate. This is the case for 

measuring both individual (i.e., therapist, psychiatrist, key nurse) and collective (i.e., multi-

disciplinary team, nurses, health care assistants, all staff on the ward) relationships. In 

addition to limited evidence for its psychometric properties, the WAI-SR has been tailored 

towards community counselling settings (i.e., voluntary) - despite it having been designed for 

use across a variety of helping relationships. This is an expected finding given that the WAI, 

the WAI-S, and the WAI-SR were all developed using samples of this kind. This means that 

some items and/or wording may not be appropriate or make logical sense when applied to 

secure inpatient services (i.e., involuntary).  

 

However, given the entirety of this thesis so far has highlighted the importance of 

relational aspects of care, alternative recommendations are proposed. At first glance, it may 

seem logical to suggest that services simply make extra efforts to obtain verbal and/or written 

qualitative feedback from patients on the quality of their relationships with staff, whether this 

be individual or multiple staff members involved in their care. But this poses practical 

difficulties. Verbal feedback directly to staff removes the option for patient anonymity. 

Patients may feel uncomfortable doing this face-to-face or obliged to respond in a particular 

way if they perceive there to be possible benefits and/or consequences to their care. 

Requesting for written feedback in the absence of any specific prompts or questions may be 

too vague and arduous a task for patients to complete and staff to interpret.  

 

A more pragmatic approach could be to employ the WAI-SR alongside a full 

awareness of its limitations, clinical judgement, and supplementary resources. Amendments 

to the wording of individual items would need to be made. For instance, changing “my 

problem” to “my difficulties”, and changing “therapy” to “treatment” or “care”. As the WAI-

SR instructs, patients could be asked to imagine inserting either individual (i.e., therapist, 

psychiatrist, key nurse) or multiple staff members (i.e., multi-disciplinary team, nurses, health 

care assistants, all staff on the ward) into individual items. The inclusion of additional 

prompts and free-text boxes to encourage participation reflection and identification of 

specific examples would be beneficial, as this would enable both quantitative and qualitative 

data to be combined. A second option could be for services to use the WAI-SR as a guide to 
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develop their own patient feedback forms. This should be done in collaboration with patients 

themselves (i.e., by identifying specifics aspects of relationships that are important). 

Individual questions within the WAI-SR could be adapted/expanded and used to generate 

prompts, such as “do you feel that your therapist/the multi-disciplinary team/the staff on the 

ward respect you? Could you provide an example?”. It is interesting to note that the original 

WAI included negatively worded items, attempting to capture aspects of the alliance that are 

confusing, frustrating, or worrisome. Whilst they were removed due to ill-model fit following 

factor analyses in development of the WAI-S (Hatcher & Gillaspy, 2006), both Chapters Two 

and Three of this thesis suggest that the inclusion of similarly themed items (i.e., “I am 

frustrated by the things I am doing in therapy”) would be important for patients within secure 

inpatient services. It may help them to feel more comfortable in evaluating the more negative, 

arguably harmful aspects of their relationships with staff. This, in turn, may offer services a 

deeper and more accurate understanding of how patients experience relational aspects of care. 

A third option that may be less time and/or resource intensive is for services to utilise 

measures that capture the alliance “indirectly” and have been specifically designed for and 

validated within secure inpatient settings. One such tool being the EssenCES (Schalast et al., 

2008), which has been designed to assess the social and therapeutic atmosphere within secure 

inpatient settings16.  

 

All three of these approaches would ensure that services are able to measure, or at 

least pay closer attention to, the quality of all staff-patient relationships on the ward; the 

“backbone” of patient experiences and arguably the “single most important factor” in 

bringing about change (Osborn & Stein, 2019, p. 115). They could be embedded as part of a 

service evaluation project or as regular patient feedback tools. The latter could be an option 

for patients to complete “as and when” or become part of a formal outcome measurement 

process every three to six months prior to individual Care Programme Approach (CPA) 

meetings. Either way, patients should be offered the opportunity to provide feedback 

anonymously, or within the context of individual therapeutic work (i.e., psychological 

therapy or key nurse sessions).  

 

 

                                                 
16A psychometric critique of this tool is already in existence (Robinson, 2018) 
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Research Recommendations  

With regards to research, a recommendation in support of the alliance literature could 

be a “back to basics” approach. Perhaps the field needs to develop a better understanding of 

the uniqueness of the alliance within secure inpatient settings; one that captures the delicate 

balance between the provision of therapeutic care and management of risk (Kurtz and 

Jeffcote, 2011); as well as the complexities and multidisciplinary nature of the inpatient 

environment. The RRTA proposed by Ross et al. (2008) and explored in more detail towards 

the beginning of this critique, could be a useful starting point here. It is a provisional theory 

specific to offending populations in the context of community (e.g., probation), prison, and 

other specialist environments (e.g., therapeutic communities). However, it does offer a 

uniquely rich framework by which to try and better understand the development and 

maintenance of alliances within involuntary settings (Ross et al., 2008); particularly with 

regards to the consideration it gives to external factors (e.g., setting and contextual factors, 

system factors, immediate therapy context, role conflict and confusion, programme factors, 

and group treatment settings). In fact, the RRTA’s provisional status could be said to present 

an ideal opportunity for further “testing and refinement” (Ross et al., 2008, p. 476) specific to 

secure inpatient populations. Alternatively, a mixed methods approach combining both 

existing alliance tools and qualitative data could be useful. This could also be achieved via 

the Delphi method (Fink-Hafner et al., 2019), combining lived experience and clinical 

expertise to pin down the most important components of therapeutic relationships. Armed 

with this knowledge, the field could produce a tool designed specifically to measure the 

alliance within secure inpatient services. A final suggestion in support of the alliance 

literature could be to examine the psychometric properties of the IWAI (Pulido et al., 2008) - 

a tool that has been specifically designed for inpatient treatment settings to measure patient 

relationships with an individual staff member and all staff on the ward. As the tool is still in 

the early stages of development, it would be ideal, and most efficient in terms of catalysing 

progress in the field, to apply it to a secure inpatient setting by replicating the author’s 

original study. That is, involving a large sample and a longitudinal design (e.g., upon 

admission, after one week, prior to discharge).  

 

However, it does seem that the limitations raised by this critique are not exclusive to 

the WAI-SR, but rather a consistent theme within the alliance literature more generally (as 

explored earlier in this critique). Attempts to clarify and re-define the concept of the alliance 
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and develop new alliance measures have been ongoing for several decades. As critics of the 

alliance literature suggest, it may be more appropriate to focus research efforts “more broadly 

on understanding the role that relational factors play in the change process” (Safran & Muran, 

2006, p. 288). It seems then, that a similar recommendation can be made to Chapter Two. 

That is, future qualitative research may wish to focus on exploring the specific intricacies of 

ward-based relationships from the perspectives of patients themselves. A particular focus 

could be gathering examples as to the how and why certain interactions with staff contribute 

to change, whether this is positive or negative. The findings of Chapter Two, combined with 

the existing - albiet limited - research (Bennett & Hanna, 2021), offer examples of how this 

could be done.  
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The aims of this thesis were twofold. Firstly, to take in-depth look at the literature 

relating to the views and experiences of patients; and secondly, to establish the state of the 

literature relating to TiC within secure inpatient services. The insights and knowledge gained 

were used to consider areas of the empirical base which may be lacking or would benefit 

from being enhanced. The key findings in relation to each chapter will now be discussed.  

 

Chapter Two  

Chapter Two presented a systematic literature review and meta-synthesis of the lived 

experiences of secure inpatient services within the UK. Initial scoping searches were 

encouraging. They revealed the literature base capturing patient views and experiences has 

expanded quite significantly over recent years. The review considered if the existing 

literature base may be limited or biased towards researcher interests. A unique approach was 

taken whereby studies were only included if they appeared to have provided participants with 

the flexibility to narrate the complexity of their experiences within secure inpatient services 

more freely.  

 

Results were made up of 65 participant interviews, taken from six published peer-

reviewed articles, and one Doctoral thesis. Central to the narratives of all participant 

interviewees were ten key, interconnected themes: Relationships on the Ward; Re-Enactment 

of Adverse Early Life Experiences and Survival Strategies; Personal recovery; Physical and 

Psychological Safety; Disempowerment and Dehumanisation; A Future in the Community; 

Entering and Leaving the Ward; Psychological Interventions; Occupational Activities; and 

Medical Treatment and Diagnoses. The narratives presented offered insight into the many 

different ingredients that make up secure inpatient services. Some experiences were credited 

as inciting positive change and progress, whereas others were more negative, arguably 

harmful. Overall, findings were generally in-keeping with a newly developed tool designed in 

collaboration with patients to capture priorities for outcome measurement: the FORensic 

oUtcome Measure (FORUM) (Ryland et al., 2021). Notable similarities included the domains 

of relationships with staff, peers, friends and family in the community, the need for safety, 

personal identity, quality of life, and future pathways. Participants narratives from the review 

lent an additional level of qualitative detail as to why these aspects of care may be significant 

to those within secure inpatient services. Yet, some of these domains were not represented 
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within initial scoping exercises, indicating the academic literature may be slightly biased 

towards researcher interests.  

 

This was explored further via the reviews three most prominent themes, which were 

interpreted as the aspects of care that are most important to patients themselves. The first 

theme (Relationships on the Ward) formed the back bone of patient experiences. A particular 

focus was on the quality of day-to-day interactions with staff, but it also included peers and 

contact with family and friends in the community. It was interesting to compare these 

findings with service specifications for secure inpatient services (NHS, 2021a; 2021b; 

2021c), which make no explicit reference to the importance of relationships other than within 

a subsection of the appendices. This brought into question the relative value that patients, 

policy makers, and commissioners place on different aspects of care. There was a little more 

consistency with the wider academic literature. For instance, a focus on relationships was 

found to be a running theme throughout existing reviews identified via initial scoping 

searches. There does, however, appear to be a shortage of individual qualitative studies 

focusing specifically on patient experiences of relationships on the ward. Only one study was 

found (Bennett & Hanna, 2021). The findings of which, when combined with those of this 

review, enhance the wider relational security literature (Markham, 2022); increasing 

understandings into how interactions with staff are experienced by patients and why they 

relate to risk. 

 

 The second theme (Re-enactment of Adverse Early Life Experiences) detailed how 

some aspects of secure inpatient services can resonate with past trauma and reinforce the 

necessity of survival strategies (i.e., self-harm, aggression, violence). The choice of words 

and sense-making within this theme resonated strongly with TiC. In particular, the PTMF 

(i.e., “what happened to you?” and “what did you have to do to survive?”) (Johnstone & 

Boyle, 2018). The potential benefits of the PTMF for forensic mental health service has 

already been recognised (Ramsden, 2019). However, participants’ narratives seemed 

unusually progressive in contrast to the wider TiC literature, which – at first glance – 

appeared sparse and requires further investigation. The work of the Women’s Mental Health 

Force (Department of Health and Social Care, 2018) was particularly pertinent to this theme. 

They described “alarming cases of women who had experienced trauma” (p. 13), with further 

experiences of both general and secure inpatient services that were “disempowering and, in 

some circumstances, re-traumatising” [emphasis added] (p. 19). A “worrying number” (p. 20) 
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spoke of disturbing practices (p. 20) that were “profoundly distressing, triggering and 

humiliating” (p. 24). Altogether, this theme provided very clear evidence that TiC is not just 

important, but is in fact essential for secure inpatient services. 

 

The third theme (Personal Recovery) detailed various factors that promoted and 

hindered personal recovery. This was strongly supported by the wider “secure recovery” 

literature. The CHIME-Secure (CHIME-S) framework (Senneseth et al., 2022), for example, 

was found to be highly accurate in capturing participant experiences, hopes, expectations, 

worries and fears of recovery within this review. The idea of personal recovery was touched 

upon again in the theme A Future in the Community. Participants expressed their concerns 

about the discharge process and a life in the community (e.g., possible restrictions, lack of 

support, societal stigma of being both “mad and bad”). These narratives were strongly 

supported again by the work of the Women’s Mental Health Taskforce (Department of 

Health and Social Care, 2018). This reinforced concerns that discharges from secure inpatient 

services are not always being planned and/or implemented in a way that gives patients the 

best chance of building, and sustaining, a life in the community. Consistent with the first two 

themes of this review, wider literature focusing explicitly on discharge into the community 

from a patient perspective appeared sparse. Only one study was found (Stuart et al., 2017). 

The results of which offered further confirmation that this is an important area for 

consideration, as all participants experienced “ongoing elements of struggle and difficulty” in 

relation to the discharge process (p. 22).  

 

In conclusion, the results of Chapter Two did indicate that the academic literature 

relating to the experiences of secure inpatient services within the UK is slightly limited and, 

in some cases, potentially biased towards researcher interests. The review highlighted several 

aspects of care that are particularly important to the patients themselves, and therefore require 

further consideration in both academic and practical domains.   

 

Chapter Three   

Chapter Three presented a review of the literature review in order to establish and 

improve understanding of what the literature base tells us about trauma-informed care within 

secure inpatient services. More specifically, the aims were to: (i) to determine how TiC has 

been defined within the literature base; (ii) to identify the specific components of TiC that 
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have been operationalised and/or implemented; (iii) to identify any evaluations of TiC 

including both the potential and/or actual impact of implementation; (iv) to identify future 

recommendations regarding TiC for both practice and research; and (v) to identify any 

additional and relevant key findings or discussion points that provide deeper insights into the 

discourse surrounding use of the term TiC. The review started by setting the scene with an 

overview of TiC guided by the Substance Abuse and Mental Health Services 

Administration’s (SAMHSA) (2014) key assumptions and principles, clarified definitions of 

trauma, and addressed common misunderstandings of the term trauma-informed. 

 

 Initial scoping searches of the wider TiC literature landscape revealed it to be a 

rapidly growing yet formative and highly complex field of academic study. A large majority 

of existing reviews sought to identify operational or field- specific definitions; citing 

concerns regarding the aforementioned misunderstandings and noting the lack of quality and 

quantity of information relating to actual implementation and evaluation. Only two existing 

reviews were found to have been conducted within the domain of forensic mental health 

(Maguire & Taylor, 2019; Stamatopoulou, 2019). Neither had managed to find studies 

specific to secure inpatient services. The review in Chapter Three therefore conducted a more 

comprehensive and up-to-date search of the literature. Studies were included if terms used 

synonymously or interchangeably with “trauma-informed” were found within the study aims, 

findings and/or discussion (i.e., recommendations), and if the focus of the study was relevant 

to TiC. This identified eleven references for inclusion. 

 

The aim/s and phenomenon of interest of the included studies varied considerably. 

Three qualitative studies focused explicitly on TiC (Cartwright, 2020; Owens, 2021; 

Stamatopoulou, 2019). The others were mostly quantitative cross-sectional. Of these, one 

alleged to contribute to improving TiC by investigating the frequency of diagnosed post-

traumatic stress disorder (PTSD) (Alexander et al. 2016). The remainder explored links 

between histories and: (i) psychiatric diagnoses or symptoms; (ii) and various psychiatric and 

criminal outcomes. All eleven studies generated recommendations for TiC based on their 

findings. With the latter point in mind, data were extracted from both the results and 

discussion sections if it made direct reference to TiC (as determined by the authors of the 

studies themselves), or indirect reference to TiC (i.e., what the author/s found and/or 

discussed that led them to conclude that TiC is important). Ostensibly, the results of the 

search strategy looked promising in that it indicated the literature has started to expand. 
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However, after extracting data and presenting the key themes with reference to the five 

specific aims of the review, the picture presented revealed itself to be complex and 

contradictory in parts. Some findings offered valuable contributions that were in-keeping 

with a true trauma-informed approach. It was disappointing to discover that most findings 

were, in-fact, not compatible with a trauma-informed approach. 

 

Findings that made explicit reference to TiC (as determined by the authors of the 

included studies) - those that met the first four specific aims of the review1 - were represented 

within the key themes: Definitions of trauma-informed care; What does TiC look like in 

practice?; What does TiC not look like in practice?; Positive impact of implementing TiC; 

Challenges of implementing TiC; Future recommendations for what TiC should look like in 

practice; and Future recommendations for TiC research. The definitions of TiC provided by 

the eleven studies differed in quantity and quality, indicating a lack of clarity, and 

understanding. It was also difficult to decipher how TiC may translate differently into the 

secure inpatient environment. Only two studies provided examples of what TiC looks like in 

practice (Owens, 2021; Stamatopoulou, 2019). Whilst these were generally in-line with a true 

trauma-informed approach (e.g., patients feeling physically and emotionally safe through 

relationships with staff and a sense of belonging via peer relationships), details were left 

slightly vague. That said, one study (Owens, 2011) did offer a handful of more concrete and 

practical suggestions regarding what TiC does not look like in practice. These were 

accompanied by explanations as to why certain practices can be unhelpful or harmful. For 

instance, staff making assumptions about patients’ best interests, which led to patients feeling 

invalidated and infantilised. A single study (Stamatopoulou, 2019) offered an evaluation of 

TiC from the perspective of staff. This was presented as the challenges and potential benefits 

of transitioning to a TiC pilot scheme. Although these findings formed a minority of the 

review, they made a refreshing and valued contribution. The challenges were framed with 

reference to systemic barriers, such as conflict and tension with the medical model, lack of 

resources, and concerns around sustainability. Potential benefits included staff unpicking and 

unlearning negative, unhelpful, and arguably harmful attitudes, and ways of working. Again, 

                                                 
1(i) to determine how TiC has been defined within the literature base; (ii) to identify the specific components of 

TiC that have been operationalised and/or implemented; (iii) to identify any evaluations of TiC, including both 

the potential and/or actual impact of implementation; and (iv) to identify future recommendations regarding TiC 

for both practice and research.  
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this referred to dominance of the medical model (i.e., looking beyond the lens of diagnostic 

criteria), as well as over-reliance on restrictive practice, and normalisation of staff burnout.  

 

A large proportion of the findings that made explicit reference to TiC related to future 

recommendations for TiC practice. The first and most prominent three sub-themes here 

(Impact of Trauma, Importance of staff-Patient Relationships, and Staff Training) were the 

most relevant and compatible with a trauma-informed approach. For instance, better 

recognition and understanding of the long-term impact of trauma; the importance of staff-

patient relationships; and staff training to increase knowledge regarding trauma responses 

that extend beyond the diagnostic criteria for Post-Traumatic Stress Disorder (PTSD). At the 

same time, some of the sub-themes were largely incompatible with a trauma-informed 

approach (Trauma History Assessments, Trauma-Based Diagnoses, Psychological 

Treatment). For instance, there were recommendations for specific types of psychological 

treatment (i.e., TF-CBT, EMDR, CFT, DBT, schema therapy), which fall under the domain 

of being trauma-specific. By comparison, future recommendations relating to research were 

more demonstrative of TiC, albeit slightly brief. A small number of studies produced 

particularly apt recommendations, such as operationalising what it means for a service to be 

“trauma-informed” and exploring staff attitudes as potential barriers to the implementation of 

TiC. Some endorsed longitudinal evaluations of TiC. This seemed like an ambitious 

recommendation, considering the results of this review found that the academic field is in its 

infancy and still needs to reach a consensus on what TiC could, should, or does look like 

within secure inpatient services. However, the work of the Women’s Mental Health 

Taskforce2 (Department of Health and Social Care, 2018) – which was referenced throughout 

the Discussion section of Chapter Three - painted a different, and potentially more 

encouraging picture. They profess to have “secured commitments” from a number of 

“important organisations” (p. 43) (e.g., NHS England, Public Health England, Care Quality 

Commission, NHS Improvement, Health Education England) to push for trauma-informed 

change across all mental health, criminal justice, and social care services; some of which are 

specific to the provision of women’s secure inpatient services. This would suggest that there 

are, in fact, opportunities for future research to explore the implementation and longer-term 

evaluation of TiC. Thus, an additional finding of this review was that there may be some 

                                                 

2 Explored further within Implications for Practice and Research (p. 171).  



 168 

discrepancy between the state of the academic literature and the practical field of TiC within 

secure inpatient services.  

 

Findings that made implicit reference to TiC - those that met the fifth specific aim of 

this review3 - were represented within the key themes: Trauma Histories, Beyond Trauma 

“Symptoms”, Protective Factors, Psychiatric Diagnoses, Trauma and Other Variables, and 

Limitations of Trauma Research. In other words, these were key concepts that the author/s of 

the studies found and/or discussed that led them to conclude that TiC is important. Some of 

these findings were representative of a true trauma-informed approach. For instance, a small 

section looked beyond psychiatric diagnoses and symptoms; instead, detailing and 

emphasising the individualised nature of trauma responses and coping strategies, alongside 

the various functions that they may serve. However, a large majority of these findings 

focused on proving the high prevalence of trauma histories, generating “ACE scores”, and 

linking these to psychiatric diagnoses (i.e., personality disorders, schizophrenia-spectrum 

disorders). The picture presented insinuated that the “answer” to being more trauma-informed 

lies in diagnosing more of the secure inpatient population with PTSD. It has been suggested 

that this represents linearity or simplicity of thought (Willmot & Jones, 2022); arguably very 

much still in-keeping with the medical model (i.e., what’s wrong with you?). Similarly, there 

was little acknowledgement or further discussion of gender and race-related differences in 

how people experience and respond to trauma. This suggests that the academic discourse 

surrounding use of the term TiC within secure inpatient services could benefit from a higher 

level of curiosity and critical thinking. 

 

Taken together, the results of Chapter Three indicated that the literature relating to 

TiC is perhaps underdeveloped and has been misrepresented by some in the academic field. 

This is in stark contrast to participants’ progressive narratives presented in Chapter Two. On 

this basis, it is somewhat ironic - and disappointing - that only one study within the review 

(Cartwright, 2022) referred to the importance of patient involvement.  

 

                                                 
3(v) to identify any additional and relevant key findings or discussion points that provide deeper insights into the 

discourse surrounding use of the term TiC. 
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Chapter Four  

Chapter Four presented a critique of the Working Alliance Inventory – Short Revised 

(WAI-SR; Hatcher & Gillasby, 2006). The chapter provided discussion regarding the ability 

of the inventory to measure the quality of patient-staff relationships within secure inpatient 

services. Taking into consideration that care is provided by multiple professionals, thought 

was given to measurement of the alliance at both the individual (i.e., therapist, psychiatrist, 

key nurse) and collective (i.e., multi-disciplinary team, nurses, health care assistants, all staff 

on the ward) level. It seemed apt to continue the focus on relational aspects of care, as this 

had been a running theme throughout both reviews documented within preceding chapters. 

 

A historical overview of the alliance was provided, which revealed a large and 

complex literature base. Its definition has been attempted by several different theorists, with 

over 70 different tools in existence. The Working Alliance (Bordin, 1979) was found to be 

the most popular and influential theory, and the WAI-SR was found to be the most widely 

researched and up to date tool (Horvath, 2018). A closer look was then taken into the so-

called “involuntary treatment” literature; the domain under which secure inpatient services 

reside. It was disappointing to discover that the theoretical application and measurement of 

the alliance has, generally speaking, been neglected here (Sturm et al., 2022). Having said 

that, two notable, albiet provisional, theoretical developments were found to have occurred. 

These have attempted to capture the unique and complex challenges that involuntary settings 

pose to the development and maintenance of alliances, beyond those that may be encountered 

within more conventional or voluntary settings (Ross et al., 2008). The first was the Revised 

Theory of the Therapeutic Alliance (RTTA) (Ross et al., 2008), which is specific to working 

with people who have offended in criminal justice settings. The second was the Institutional 

Therapeutic Alliance (ITA) (Pulido, 2011), which is specific to inpatient settings. The former 

offered a detailed and “sketched out” visual framework centred upon the alliance, that placed 

emphasis on the inclusion of additional factors exclusive to involuntary contexts (e.g., setting 

and contextual factors, system factors, immediate therapy context, role conflict and 

confusion; programme factors, and group treatment settings) (Ross et al., 2008, p. 476). The 

latter was merely a descriptive extension of the alliance that encompassed two interactive 

relational levels: the alliance between patient and individual staff members; and the alliance 

between patient and the institution, with the multidisciplinary team as a collective whole. 

Both the RRTTA and the ITA borrowed Bordin’s (1979) Working Alliance theory as their 
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foundational framework. Although these theories offered an innovative and much needed 

advancement to the involuntary alliance literature, they remain unsubstantiated and, 

unfortunately, have not acted as the intended catalyst for sufficient progress with regards to 

the measurement of alliance within involuntary settings. The critique also managed to locate 

six involuntary alliance tools. One these was the Institutional Working Alliance Inventory 

(IWAI) (Pulido, 2011), designed for inpatient settings with multi-disciplinary teams. The 

other five were designed for probation or parole contexts. Unfortunately, all of these tools 

were either in the very early stages of development or have been subject to limited 

psychometric evaluation.  

 

On this basis, it was unsurprising to find that no tool has been designed or validated 

for use within secure inpatient services (MacInnes et al., 2014). Nevertheless, nine studies 

were found to have employed alliance tools within these services. Six of these measured 

relationships between patients and individual staff members (i.e., therapist, psychiatrist, key 

nurse). The other three measured relationships between patients and multiple staff members 

(i.e., all staff on the ward, nurses). The findings of all nine studies were notable in that the 

quality of the alliance was found to have a strong and/or significant relationship with 

increased treatment motivation and engagement, and decreased distress and level of risk (i.e., 

number of aggressive and violent incidents). This offered an additional layer of quantitative 

support to participants’ narratives in Chapter Two - confirming the critical role of 

relationships on the ward.  

 

The critique investigated the level of measurement, reliability, validity, 

standardisation, and utility of the WAI-SR. Based on the evidence presented, it was 

concluded that the WAI-SR does not meet all of the required criteria for a good psychometric 

test (Kline, 2015). Notably, the items of the tool were created using statistical techniques only 

and have not been subject to content expert evaluation by prospective respondents. The 

critique could not, therefore, conclude that the WAI-SR contains all the necessary items to 

represent the concept it has been designed to measure; those that professionals and/or patients 

would deem to be important. From an empirical viewpoint, the WAI-SR was found to be 

somewhat limited by its theoretical underpinnings. To date, there is no concrete evidence that 

it is able to discriminate between its three distinct subscales (Goals, Tasks, Bond); instead 

capturing an elusive, single “global alliance” factor. The WAI-SR was not created using 

systematic methods. Rather, it was built upon a descriptive theory of the alliance that Bordin 
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(1979) created using his expert knowledge of the psychotherapy literature. Interestingly, 

Bordin noted that the WAI-SR was only intended to be a “source of guidance and 

inspiration” (p. 259). Paradoxically, looking beyond the empirical evidence and taking the 

entirety of the critique into account, the WAI-SR’s theoretical “simplicity” also appeared to 

be a strength. Bordin’s model was intentionally designed to be applied to all kinds of helping 

relationships. Its malleability to “any change situation” (Ross et al., 2008, p. 463) – both 

within and outside the context of traditional psychotherapy - is perhaps a key reason as to 

why it has been so influential within the field. Indeed, as noted in the paragraph above, the 

Working Alliance (1979) has been used as the foundation for two important, albeit 

provisional, developments within the involuntary alliance literature base (Pulido, 2011; Ross 

et al., 2008).  

 

 Overall, it was unfortunate to conclude that the WAI-SR, in its current form and as a 

stand-alone measure, would not be appropriate for use within secure inpatient settings. This 

applied to both individual (i.e., therapist, psychiatrist, key nurse) and collective (i.e., multi-

disciplinary team, nurses, health care assistants, all staff on the ward) relationships. In 

consideration of the long-standing complexities and limitations of the alliance literature, a 

number of alternative recommendations were made. These were to ensure that services are 

able to measure, or at least pay closer attention to, the quality of all staff-patient relationships 

on the ward.  

 

Implications for Practice and Research  

The implications of this thesis are twofold. Firstly, it has highlighted the need to 

actively seek out, genuinely listen to, and meaningfully engage with the patient voice; to 

ensure that greater attention and evaluation is paid to the aspects of care that are important to 

the patients themselves. Secondly, it has evidenced the need for trauma-informed, relational- 

and recovery-focused research and practiceThese shall now be discussed in turn4.  

All professionals working within secure inpatient services would benefit from reading 

participant narratives presented in Chapter Two. This includes staff working closely with 

patients, as well senior service, policy, and commissioning decision makers. As well as 

                                                 
4Further details of recommendations specific to the main pieces of work have already been documented in 

Chapter’s Two, Three and Four.   
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gaining a better understanding of what does and what doesn’t work, the “simple” act of 

recognising and holding on to the humanity of patient experiences can, on its own, be a 

powerful tool in creating a ripple effect of systemic shifts towards the provision of more 

trauma-informed, relational- and recovery-focused care. Patients themselves could also 

benefit from this knowledge; after all, it is “about them”. Learning of the experiences of other 

patients’ is likely to normalise and validate their own. This can be a very powerful tool in 

fostering feelings of inclusion and a sense of togetherness. That said, communication of 

detailed qualitative findings poses various practical barriers. An alternative approach could be 

to present key findings, in terms of the aspects of care that are important to patients 

themselves, via staff training or groups on the ward co-designed and delivered with current or 

former patients. Providing aspects of importance may differ according to patient mix and 

service type, it is important that this is delivered in an interactive format to facilitate 

discussion and necessary amendments.  

Moving forwards, services must – if not already doing so - make efforts to seek out, 

listen to and engage with the voices of patients on their own wards. Examples include patient-

led service development forums (i.e., once a month). There should be opportunities for 

patients to fill in anonymous feedback forms as patients may feel uncomfortable, worried, or 

frightened of providing direct feedback to the people that make decisions about their care. A 

dedicated staff member or team of individuals should be tasked with overseeing and 

evaluating the implementation of such projects. Opportunity for a patient representative role 

would also be ideal. Indeed, both the Quality Network for Forensic Mental Health Services 

(QNFMHS) and NHS service specifications for low, medium, and high secure settings 

already recommend having a patient involvement strategy (NHS, 2021a; NHS, 2021b; NHS, 

2021c; QNFMHS, 2021). Although no practical examples are offered, the guidance does state 

that patients must be represented and involved in “provider governance structures, policy-

making and service development processes” (NHS, 2021a, p. 20). This is an important point, 

as the recommendations highlighted so far will require additional time and resources; a 

luxury that many professionals and services will not always have. Without the commitment 

and support of these entities, it is unlikely that any patient involvement strategies will reach 

full potential for meaningful and sustainable change.  

 

It is, however, naïve to assume that some, if not many, services are not already 

implementing the above. The extra time and resources required to publicise this work is, as 
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mentioned above, a luxury that many professionals and services will not always have. 

Perhaps then, an additional recommendation is for Research and Development (R&D) teams 

to adopt organisational responsibility for supporting, facilitating, and publicising research 

dedicated to patient involvement. Or, if not available, services could utilise links with local 

Universities. It would also be beneficial for the field to develop research policy or guidance 

specific to incorporating secure inpatient views or experience into the evidence-base. This, as 

mentioned within Chapter One of this thesis, does not currently exist (Völlm et al., 2017).  

With time, these changes could drive key stakeholders (i.e., NHS, QNFHMS) to consider 

wider recognition and publication of successful patient involvement strategies. Ultimately, 

ensuring that the aspects of care that are important to patients themselves are afforded greater 

attention and evaluation in both practice and the academic sphere.  

 

On a similar note, considering the links found between participants narratives in Chapter 

Two and the newly developed patient-focused FORensic oUtcome Measure (FORUM) (Ryland et 

al., 2021), a logical recommendation is for future research to evaluate its meaningfulness to 

patients from other secure inpatient services, and its utility for integration into practice (i.e., every 

three to six months prior to Care Plan Approach [CPA] meetings). The FORUM holds great 

potential as an additional and complimentary outcomes measure alongside those with a clinical 

and risk focus. It is also a tool that could easily be incorporated into service specifications, 

policy and/or guidance documents. 

Each of the main chapters demonstrated the importance of relational aspects of care. 

All services should measure, or at least pay closer attention to, the quality of all staff-patient 

relationships on the ward. As well as being important to patients, the insights and knowledge 

gained would be beneficial to staff in helping to manage and reduce levels of distress and risk 

on the ward. The WAI-SR could be used, but with caution and clinical judgement. For 

instance, including prompts and free-text boxes to encourage patient reflection or 

identification of specific examples. Amendments may need to be made to the wording of 

specific items. For instance, changing “my problem” to “my difficulties”, and “therapy” to 

“treatment” or “care”. Patients could also be asked to consider each item with respect to 

individual (i.e., therapist, psychiatrist, key nurse) and/or multiple staff members (i.e., multi-

disciplinary team, nurses, health care assistants, all staff on the ward). Contents of the WAI-

SR could also be used as a guide for services to develop their own patient feedback forms. 

Both approaches could be employed via therapeutic work, or as part of a formal outcome 
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measurement process (i.e., prior to CPA meetings). Alternatively, services could utilise tools 

that indirectly measure the alliance, such as the Essen Climate Evaluation Schema 

(EssenCES) (Schalast et al., 2008), which has been validated for use within secure inpatient 

services (Robinson, 2018).  

Regarding research, a recommendation in support of the alliance literature could be a 

“back to basics” approach. The early developments within the involuntary alliance domain 

present an ideal opportunity here. Both the RRTA (Ross et al., 2008) and the IWAI (Pulido et 

al., 2008) could be applied to a secure inpatient population for further testing and refinement. 

This could be combined with qualitative lived experience expertise and clinical expertise. 

Ultimately, the purpose of this work would be for the academic field to establish a deeper, 

more nuanced, and accurate understanding and measurement of the alliance within secure 

inpatient services. Although, considering long-standing complexities and limitations of the 

alliance literature, efforts may be best placed towards purely qualitative research focusing on 

patient views and experiences. Perhaps, capturing specific examples of helpful, unhelpful, 

and potentially harmful interactions with staff. This could address challenges of the wider 

relational security literature regarding definition and measurement. 

A key recommendation from Chapter Three is for the academic field to develop a 

better understanding of TiC. A nuanced operational definition or framework acknowledging 

how it may translate differently into the secure inpatient environment would be instrumental 

in moving the field forwards. It would also help to highlight and address any discrepancies 

between academic and practical domains; to make sure any progress that is taking place in 

practice is in-line with a genuine trauma-informed approach. Ideally, this work would 

combine both lived and clinical experience using the Delphi method (Fink-Hafner et al., 

2019), guided by SAMHSA (2014) and other influential authors in the field (i.e., Johnstone & 

Boyle, 2018; Triesman, 2021). Practical, concrete, and applicable examples of what is and 

what is not trauma-informed would be ideal; similar to those offered by Covington (2022) 

and the Women’s Mental Health Taskforce (Department of Health and Social Care, 2018), 

referenced throughout the Discussion section of Chapter Three. This work could be 

developed into a practice guidance document to be used at an individual practitioner or whole 

service level. Wider implementation of TiC would open-up more opportunities for future 

research and service evaluation, in addition to the commitments that the Women’s Mental 

Health Taskforce (Department of Health and Social Care, 2018) have already secured from 
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the NHS to pilot a new trauma-informed model of secure inpatient services for women. It is 

hoped that evidence of its efficacy in improving the lives of those receiving and delivering 

secure inpatient services would set an expectation for TiC to become best practice.  

Additional support from commissioning services across all secure inpatient services (not just 

those specific to women) would catalyse progress. Although, this is perhaps an idealistic 

recommendation under the current economic and political climate. For now, the best chance 

of change is by taking a “bottom-up” approach.  

 

In the meantime, there are more efficient ways for services to start the transition 

towards becoming more trauma-informed. Both Chapter’s Two and Three made 

recommendations for service development and/or training programmes that focus on some of 

the more concrete and practical components of TiC. These included: restrictive practice; 

patient empowerment and co-production; staff wellbeing; and physical, procedural, and 

relational security. Naturally, this should, where possible, be planned, designed, and/or 

implemented in collaboration with patients. Patient examples or testimonies would add a 

stark but necessary “human” element that would undoubtedly aid the learning process for 

staff. Services may also wish to identify additional areas of focus based on, and therefore 

unique to, patients on their own wards.  

 

Whilst essential starting points, the work outlined above is not, on its own, enough to 

create and sustain a cultural shift in thinking from “what is wrong with this person?” to “what 

has happened (or is happening) to this person?” (Butler et al., 2011). This shift requires staff 

to develop a deeper understanding as to why the potential changes they are being asked to 

make to their day-to-day practice are important. One of the ways in which this could be 

achieved is via a comprehensive TiC training programme. The Introduction section of 

Chapter Three offers an example of the types of content that could be included (i.e., Key 

Assumptions and Principles of TiC, Definitions of “Trauma”, and Misunderstandings of TiC). 

The format of the training would need to be sufficient in length to allow for in-depth 

coverage and create space for interactive discussions; perhaps similar to the TiC pilot scheme 

implemented by one of the studies included in the review of Chapter Three (i.e., “a two-day 

development and training programme”) (Stamatopoulou, 2019, p. 64). It also goes without 

saying that the training should be planned, designed, and delivered by practitioners with a 

genuine understanding of a true trauma-informed approach; as well as with the involvement 

of patients. The beginnings of systemic shifts could also be instigated in more indirect ways, 
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via integration of the PTMF (Johnstone & Boyle, 2018). Examples for services to consider 

include PTMF informed therapeutic interventions (i.e., psychoeducational groups and 

individual collaborative psychological formulations), team formulations, and group reflective 

practice sessions. 

 

It is already best practice for all patients to have an individualised care plan with a 

focus on personal recovery (NHS, 2021a). The findings of Chapter Two recommend the 

CHIME-Secure framework (CHIME-S) (Senneseth et al., 2022) as an additional source of 

guidance and inspiration for both patients and staff. The framework itself could be 

disseminated via psychoeducational material or interactive groups on the ward. It is 

envisaged this shared knowledge would offer patients confirmation and validation regarding 

their own personal recovery challenges. But also, fostering realistic hope for change and the 

future. Increased insights for staff could help them to work with and hold on to such hope, 

during times it may not be easy for patients to do so themselves. Evaluation of the CHIME-S 

could be a focus of future research. Chapter Two also found evidence to suggest that 

discharges from secure inpatient services are not always being planned and/or implemented 

according to best practice guidance and standards (NHS, 2021a; 2021b; 2021c; QNFMHS, 

2021). Or, at the very least, that they are not meeting the needs of patients themselves. It 

therefore seems necessary to recommend that this is given more focused consideration. 

Services could facilitate quality improvement projects, and researchers could conduct 

qualitative research that focuses explicitly on patient views and experiences of the discharge 

process and life in the community. The insights and knowledge gained from this work would 

help to determine if discharges from secure inpatient services are being planned and/or 

implemented in a way that gives patients the best chance of building, and sustaining, a life in 

the community.  

 

As mentioned in Chapter Three, systems are “strongly resistant to change” (DeCandia 

& Guarino, 2015, p. 19). Many of the proposed recommendations outlined above are built 

upon foundations of “empowerment, autonomy, identity and connectedness” (Tomlin & 

Jordan, 2021, p. 1). These are at odds with the deep-rooted dominance of the medical model, 

over-reliance on restrictive practice, and normalisation of staff burnout. Critics may say it is 

too “sympathetic” or “soft”; at odds with the toughness or punitiveness of risk management 

and public protection (Markham 2021b; Willmot & Jones, 2022).  
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However, as has hopefully been made clear throughout this thesis, the benefits – to 

patients, staff, and the wider public - far outweigh the risks. Impediments to progress are 

likely to include staff attitudes, feelings, and biases towards the sharing of power with 

patients. The double stigma of the forensic mental health patient (i.e., both “mad and bad”), 

alongside the diagnoses with which they are identified, is likely to intensify the salience of 

power differentials here (Happell et al., 2018; Markham, 2021a). This may also be 

particularly heightened if patients are perceived as likely to challenge existing clinical 

practices or dominant ideologies (Happell et al., 2018). Feelings of confusion, tension, and 

resistance are, to some extent, normal and expected. Staff should be provided with the space 

to identify and explore these feelings; to understand where they come from and the protective 

function that they are likely to serve. Ideally, within the containment of individual 

supervision or group reflective practise sessions. 

 

Strengths and Limitations 

This thesis has contributed to the literature by identifying and synthesising existing 

research that had captured the patient voice. Findings and further interpretations offered 

insights into the aspects of care that may be of most significance to patients themselves: 

relationships on the ward, trauma-informed care, and personal recovery. When the first two 

themes were compared with the wider, professionally led literature base, noticeable 

inconsistencies and gaps were revealed. These directed the focus of subsequent chapters and 

generated several recommendations to improve both research and practice. The third theme 

complimented the wider literature, confirming potential value of the CHIME-Secure 

(CHIME-S) framework (Senneseth et al., 2022). Thus, a key strength of this review is the 

way in which it has substantiated the value of patient voice.  

 

 The method of data extraction used within Chapter Two posed a great advantage in 

attempting to seek out as much of the authentic patient voice as possible. Findings were 

extracted using meta-aggregation, which sought to protect against any re-reinterpretation by 

the researcher. All individual findings were included within the Appendix, which increased 

transparency. It was reassuring to find that almost half (45%) of these were supported by 

direct participant quotes, which served to increase the credibility of interpretations made by 

other researchers from the included studies. The second review detailed in Chapter Three was 

significant in being the first to have captured studies focusing on TiC within secure inpatient 
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services; achieved via an in-depth and comprehensive search strategy. Whilst results were 

generally disappointing, they established important foundations. The recommendations that 

start on page 151 have the potential to provoke transformative change; a paradigm shift 

towards more trauma-informed research and practice. Similar can be said for the 

psychometric critique in Chapter Four. The beginnings of this chapter provided a 

comprehensive overview of the alliance, including its measurement within secure inpatient 

setting. The latter has not been done before. Whilst the reliability and validity of WAI-SR is 

limited and does not seem appropriate for use as a stand-alone measure in secure inpatient 

settings, various avenues for future research and practise were proposed. Regardless of the 

direction taken, this would ensure more focused attention is paid to evaluating the quality and 

potential impact of relationships on the ward.  

 

This thesis is not without its limitations, the most evident being the absence of the 

planned research project (see Covid-19 Impact Statement on page 2). This had been designed 

with patients and had planned to explore their experiences of the admission process to secure 

inpatient services. Without first-hand patient involvement, the researcher is aware that the 

impact of this thesis in promoting the value of the patient voice becomes somewhat diluted. It 

is acknowledged that the approach taken can be critiqued as a tokenistic “‘box-ticking’ 

exercise” (Beresford, 2007, p. 333) towards patient involvement. The researcher also 

recognises that they are in a position of privilege and power – being both a researcher and 

professional in the field - which will have impacted on how the data was interpreted and 

presented to the reader.  

 

Overall Conclusions  

Under the framework of traditional medically focused research hierarchies, the 

evidence-base for secure inpatient services has “predominantly been conducted from a 

clinical perspective, where evaluation methods and markers of what constitutes success are 

determined by care providers” (Tapp et al., 2013, p.1). The field has, historically, assigned 

little prominence to the patient voice. This approach has, paradoxically, proved to have 

limited or suboptimal efficacy when it comes to achieving what it set out to do: reduce risk 

(Markham 2021a; Markham, 2021b; Willmot & Jones, 2022).  
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The question posed at the beginning of this thesis was: “do patients within secure 

inpatient services have a voice?” (p. 24). The answer, in short, is both yes and no. The field 

has progressed in recent years, but there is still much more work to do. As Willmot and Jones 

(2022) put, “forensic psychology is currently due a paradigm shift” (p. 4). This thesis has 

highlighted the need to actively seek out, genuinely listen to, and meaningfully engage with 

the patient voice. It has also evidenced the need for trauma-informed, relational- and 

recovery-focused research and practice. It has made suggestions for the many ways in which 

this can be achieved, alongside recognition of the deep-rooted systemic and interpersonal 

barriers that must be addressed for the field to move forwards.  
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Appendices 

Appendix A – Outputs from Electronic Database Searches  

Limits were applied in relation to publication type, source, location, and population. For 

instance, PsycINFO and CINAHL Plus databases allowed for the limit of ‘inpatient’ to be 

applied. Only English language references were included owing to the aims of this review. 

 

PsycINFO (1967-2020) 

1. ((Forensic or secure) adj4 (care* or ward* or unit* or rehab* service* or discharge* 

or admission* or detention* or hospital* or facilit* or treatment* or provision* or 

psychiatr* or system* or pathway* or setting*)).af. [29965] 

2. limit 1 to (english language and "0110 peer-reviewed journal" and journal article and 

inpatient) [2000] 

3. (View* or perspective* or experience* or input* or involvement* or interview* or 

satisfaction* or account* or attitude* or perception* or evaluation* or feeling* or 

thought* or stor* or description* or understand* or comment* or voice*).af. 

[3285558] 

4. 2. limit 1 to (english language and "0110 peer-reviewed journal" and journal article 

and inpatient) [43597] 

5. (service user* or expert* by experience or resident* or patient* or inpatient* or 

client* or consumer* or mental* ill* offend* or individ* or person*).af. [2718317] 

6. limit 1 to (english language and "0110 peer-reviewed journal" and journal article and 

inpatient) [54698] 

7. 2 and 4 and 6 [1752] 

 

Updated search between the years 2020 to 2022 [48]  

 

CINAHL Plus (1937-2020) 

1. TX service user* or expert* by experience or resident* or patient* or inpatient* or 

client* or consumer* or mental* ill* offend* or individ* or person*  

Limiters - Peer Reviewed; English Language; Publication Type: Journal Article; 

Inpatients; Geographic Subset: UK & Ireland; Language: English 

Expanders - Apply equivalent subjects 
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Search modes - Boolean/Phrase [10,555] 

2. TX View* or perspective* or experience* or input* or involvement* or interview* or 

satisfaction* or account* or attitude* or perception* or evaluation* or feeling* or 

thought* or stor* or description* or understand* or comment* or voice* 

Limiters - Peer Reviewed; English Language; Publication Type: Journal Article; 

Inpatients; Geographic Subset: UK & Ireland; Language: English 

Expanders - Apply equivalent subjects 

Search modes - Boolean/Phrase [5,658] 

3. TX Forensic or secure adj4 (care* or ward* or unit* or rehab* service* or discharge* 

or admission* or detention* or hospital* or facilit* or treatment* or provision* or 

psychiatr* or system* or pathway* or setting*)  

Limiters - Peer Reviewed; English Language; Publication Type: Journal Article; 

Inpatients; Geographic Subset: UK & Ireland; Language: English 

Expanders - Apply equivalent subjects 

Search modes - Boolean/Phrase [133] 

4. S1 AND S2 AND S3 [76] 

 

Social Services Abstracts (1979-2020) 

1. (service user* OR expert* by experience OR resident* OR patient* OR inpatient* OR 

client* OR consumer* OR mental* ill* offend* OR individ* OR person*) AND 

at.exact("Report" OR "Article") AND la.exact("English") AND PEER(yes) 

[13,744,402] 

2. (View* OR perspective* OR experience* OR input* OR involvement* OR 

interview* OR satisfaction* OR account* OR attitude* OR perception* OR 

evaluation* OR feeling* OR thought* OR stor* OR description* OR understand* OR 

comment* OR voice*) AND at.exact("Article") AND la.exact("English") AND 

PEER(yes) [160,821] 

3. (Forensic OR secure adj4 (care* OR ward* OR unit* OR rehab* service* OR 

discharge* OR admission* OR detention* OR hospital* OR facilit* OR treatment* 

OR provision* OR psychiatr* OR system* OR pathway* OR setting*)) AND 

at.exact("Article") AND la.exact("English") AND PEER(yes) [1,506]  
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4. ((Forensic OR secure adj4 (care* OR ward* OR unit* OR rehab* service* OR 

discharge* OR admission* OR detention* OR hospital* OR facilit* OR treatment* 

OR provision* OR psychiatr* OR system* OR pathway* OR setting*)) AND 

at.exact("Article") AND la.exact("English") AND PEER(yes)) AND ((View* OR 

perspective* OR experience* OR input* OR involvement* OR interview* OR 

satisfaction* OR account* OR attitude* OR perception* OR evaluation* OR feeling* 

OR thought* OR stor* OR description* OR understand* OR comment* OR voice*) 

AND at.exact("Article") AND la.exact("English") AND PEER(yes)) AND ((service 

user* OR expert* by experience OR resident* OR patient* OR inpatient* OR client* 

OR consumer* OR mental* ill* offend* OR individ* OR person*) AND 

at.exact("Report" OR "Article") AND la.exact("English") AND PEER(yes)) [922]  

 

Updated search between the years 2020 to 2022 [58]  

 

Sociological Abstracts (1973 to 2020) 

1. (service user* or expert* by experience or resident* or patient* or inpatient* or 

client* or consumer* or mental* ill* offend* or individ* or person*) AND (View* or 

perspective* or experience* or input* or involvement* or interview* or satisfaction* 

or account* or attitude* or perception* or evaluation* or feeling* or thought* or stor* 

or description* or understand* or comment* or voice* ) AND (Forensic or secure 

adj4 (care* or ward* or unit* or rehab* service* or discharge* or admission* or 

detention* or hospital* or facilit* or treatment* or provision* or psychiatr* or 

system* or pathway* or setting*))  

Limits applied: Peer reviewed, English language, Location (UK), Source type 

(Article) [48] 

 

Updated search between the years 2020 to 2022 [56]  

 

Web of Science (1991-2020) 

1. TOPIC: (service user* or expert* by experience or resident* or patient* or inpatient* 

or client* or consumer* or mental* ill* offend* or individ* or 

person*) ANDTOPIC: (View* or perspective* or experience* or input* or 
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involvement* or interview* or satisfaction* or account* or attitude* or perception* or 

evaluation* or feeling* or thought* or stor* or description* or understand* or 

comment* or voice*) AND TOPIC: (Forensic or secure adj4 (care* or ward* or unit* 

or rehab* service* or discharge* or admission* or detention* or hospital* or facilit* 

or treatment* or provision* or psychiatr* or system* or pathway* or setting*))  

Refined by:  DOCUMENT TYPES: ( ARTICLE ) AND COUNTRIES/REGIONS: ( 

ENGLAND ) AND  LANGUAGES: ( ENGLISH )  

Timespan: All years.  Indexes: SCI-EXPANDED, SSCI, A&HCI, CPCI-S, CPCI-

SSH, BKCI-S, BKCI-SSH, ESCI, CCR-EXPANDED, IC. [1,000 

 

Updated search between the years 2020 to 2022 [324]  

 

ProQuest Dissertations and Theses Global (2000-2020) 

1. ti(service user* OR expert* by experience OR resident* OR patient* OR inpatient* 

OR client* OR consumer* OR mental* ill* offend* OR individ* OR person*) AND 

ti(View* OR perspective* OR experience* OR input* OR involvement* OR 

interview* OR satisfaction* OR account* OR attitude* OR perception* OR 

evaluation* OR feeling* OR thought* OR stor* OR description* OR understand* OR 

comment* OR voice*) AND ti(Forensic OR secure adj4 (care* OR ward* OR unit* 

OR rehab* service* OR discharge* OR admission* OR detention* OR hospital* OR 

facilit* OR treatment* OR provision* OR psychiatr* OR system* OR pathway* OR 

setting*)) 

Limits applied: English language, full text only, Location (England), Masters and 

Doctoral theses [8] 

 

Updated search between the years 2020 to 2022 [58]  
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Yes = 2 

Can’t tell = 1 

No = 0 

Result 

Total score = /20 

Percentage =  
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Sense of belonging/community  3 

Discharge  3 

Not being treated as a human being 3 

Benefits of medical treatment  3 

Leave within the hospital grounds 2 

Education  2 

Consistency and availability of staff  2 

Staff believing in patients  2 

Loss of liberties/freedom  2 

Lack of motivation  2 
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Appendix G – Extraction of All Individual Findings According to Level of Plausibility, 

Categorisation and Key Theme Allocation 

 

When extracting verbatim findings, the researcher excluded: summaries located at the 

beginning or end of a Results section; conjunction words and/or phrases at the beginning or 

within the middle of sentences (i.e., in comparison, while another, in contrast, within this 

category); subtitles/headings depicting themes. Where illustrations could not be separated 

from findings, these were marked as ‘embedded within finding’. The researcher also added 

information (i.e., cues) using italicised text in square brackets to ensure that individual 

findings retained contextual information.    

 

Allocations 

1. Unequivocal - findings accompanied by an illustration (i.e., direct quotation from a 

participant) that is beyond reasonable doubt and therefore not open to challenge. 

2. Equivocal - findings accompanied by an illustration (i.e., direct quotation from a 

participant) lacking clear association with it and therefore open to challenge. 

3. Unsupported - findings not supported by any data (i.e., direct quotation from a 

participant).  

 

Note: All individual findings have been extracted verbatim as they were presented within the 

results section of each study included within this review. Italic text in square brackets has 

been added by the author of this thesis to provide transparency/context: [example] 
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Laithwaite 

and 

Gumley 

(2007) 

Participants also spoke about their attempts to cope 

with difficult experiences and emotions, which 

appeared to derive from such negative experiences.  

 Unsupported 

Laithwaite 

and 

Gumley 

(2007) 

In the discussion that preceded the following extract, 

participant 11 was talking about how he coped with 

difficult experiences in the past by retreating into his 

‘shell’. He explained how this pattern of coping 

developed from a belief that he was worthless and 

stupid. He then spoke about an early memory of being 

bullied and feeling rejected, which he felt contributed 

to the development of his view of himself as worthless.  

 

P11—when I went into prison, that is how I dealt with things. Even before 

going to prison that is how I would deal with things (pause) I would just go 

into my shell. Some people might say I was just ‘stand offish’ but that is just 

how I would deal with things. When I was at school, High school, I was 

bullied at school. I see myself as worthless and not good enough, and . . . I 

am nervous about carrying on a conversation with someone in case I say the 

wrong things, or I say something that is stupid, so I will go into my shell and 

that is how I deal with things. I sort of shy away from people, and I am just 

quiet.  

Unequivocal  

Laithwaite 

and 

Gumley 

(2007) 

In many cases, participants spoke about their 

relationships with others with the dynamics of power 

and control being discussed.  

 Unsupported 

Laithwaite 

and 

Gumley 

(2007) 

Participants spoke about feeling dominated by others, 

feeling helpless and lacking control. These dynamics 

were reflected in different relationships including peers, 

teachers and parents. 

 Unsupported 

Laithwaite 

and 

Gumley 

(2007) 

These experiences had an impact on participants 

describing a highly autonomous stance towards others, 

arising from the expectation that others would be 

domineering and controlling.  

 Unsupported 

Laithwaite 

and 

Gumley 

(2007) 

In the following extract, participant 7 described a 

specific memory where he felt he lacked any power or 

control over what happened to him. This appeared to 

have a significant impact on him, as it made him 

resolute that no one else would have any power or 

authority over him.  

 

I—are you able to think of an example to describe what you are saying?  

P7—well eh, you know I was 15 years old and I was scared of this guy, as I 

had broke his bicycle 3 years previously and he had started demanding 

money for it at school . . . I was scared of him and I could not pay because 

my father just did not have that kind of spare money to fix his bicycle. He was 

just bullying me, but I stayed off school just to get away from him and I got 

referred to the psychiatrist and got taken into the psychiatric unit.  

I—right  

Unequivocal  



 
259 

P7—I wanted to go to the school party . . . and I got dressed for the school 

party, as that would have been the last time that I would have seen anyone 

from school. I wasn’t allowed to go in to this school party . . .  

I—why?  

P7—. . . it was a decision eh, that wasn’t mine, made by the sports staff that 

were providing the security for the party. That incident, that sce- nario, made 

a difference to the way I actually became, the person I became, because I 

wasn’t allowed to do something I wanted to do, you see the aim was to get all 

dressed up, to get dolled up, in my suit and tie, and eh, but because the B 

became a dead end for me, and I had to go in a different direction.  

I—and how did that experience influence you?  

P7—it made me decide that I wouldn’t let every- one make the decision for 

me, that would stop me enjoying what I wanted to do. I did that. When I made 

that decision, I became who I am today.  

Laithwaite 

and 

Gumley 

(2007) 

For many of the participants, this [reflecting on past 

selves in relation to their coping style and reactions 

with others] involved describing their use of drugs and 

alcohol or the use of self-harming as a way of coping 

with difficult emotions and feelings.  

 

I—those are the kinds of things that have helped you feel better about 

yourself . . . I am just wondering if there is anything different about your- self 

now, which makes you feel happier about yourself?  

P1—I am a lot calmer now than I used to be when I was outside. I had never 

been diagnosed when I was outside either. I went from being depressed and 

wanting to commit suicide eh to manic and cycling 35–50 miles a day . . . 

and I didn’t even realise I was ill. I didn’t realise that my life was spinning 

around so much. It was when I was manic that I was using so much cannabis, 

and eh without the cannabis I wasn’t sleeping at all. I was using it to self-

medicate, although I wasn’t thinking about that at the time. I thought I was 

addicted to cannabis. It has given me a lot of insight into the fact that I was 

so unwell. It has also given me a lot if hindsight into things that have 

happened in the past, which I didn’t under- stand at the time and felt very 

frustrated about.  

Unequivocal  

Laithwaite 

and 

Gumley 

(2007) 

…experiences of past relationships influenced the ease 

at which new relationships with staff could be formed.  

 Unsupported  

Laithwaite 

and 

This [early experiences of adversity] appeared to 

influence the ease with which participants were able to 

form relationships with others. 

 Unsupported  
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P5—(silence)—it didn’t feel like I was vulnerable, it felt like I was (pauses) it 

felt like (pauses) I had to protect myself.  

I—why do you think you felt that way?  

P5—my dad was a protector. He would have looked after me.  

I—how does it feel talking about this?  

P5—it feels a little disjointed. My whole life . . . I never found my true 

vocation . . . I had 16 different jobs, never ever found anything I could settle 

into, and em, nothing that could give me eh what my father had given me, 

like the, nothing could fill the gap. He died everything changed. When he 

died it was like being on the top of a mountain . . . everything below me was 

still there, but everything had changed . . . everything seemed to be 

worthless. My dad loved me, and I was the best to my dad and he was the 

best to me. (long silence 30 seconds)  

Laithwaite 

and 

Gumley 

(2007) 

Participants described early experiences of rejection 

from parental figures and/or peers and reflected on the 

significance of this in terms of current feelings of 

worthlessness.  

 Unsupported 

Laithwaite 

and 

Gumley 

(2007) 

Some of the participants spoke about their experiences 

of feeling on the outside and never feeling part of 

things.  

 Unsupported 

Laithwaite 

and 

Gumley 

(2007) 

It appeared from their discussions that these earlier 

experiences had a significant impact on their 

development of self, with many of the participants 

perceiving themselves at some point in their lives as 

worthless. 

 Unsupported 

Laithwaite 

and 

Gumley 

(2007) 

Participants spoke about relationships in the past as 

being poor and these relationships seemed to be 

characterized by feelings of rejection, loss (particularly 

primary caregivers) and lack of trust.  

 Unsupported  

Laithwaite 

and 

Gumley 

(2007) 

When participants spoke about their past experiences, 

they spoke about their relationships with significant 

others.  

 Unsupported 
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Mezey et 

al. (2010) 

 

The passage of time was regarded as helping recovery 

in a number of ways; some patients referred to the 

importance of being able to ‘stay put’ for a while, 

others saw themselves as ‘doing time’ for their crime, 

or of having ‘time out’ and the opportunity to reflect 

on, or try to forget, what they had done. 

You can sit and think here and just reflect on everything, and that really does 

help, that’s what helped me anyway…just having time out. And you’re away 

from the wider world, you’re away from it all, it’s just really peaceful’. 

 

Because what I done was pretty serious. I mean I know that, I’m really, 

really sorry, I mean I wish …it’s the worst mistake of my life I wish I could 

take it back. But I can’t and.  

Equivocal 

Tapp et al. 

(2013) 

 

The temporary suspension of individual responsibility 

through the process of being detained in high security 

provided respite from a less structured, at times 

destructive, lifestyle on the outside. 

I actually said, that I am actually having a better quality of life in 

Broadmoor, than I actually have ever had in my life as a teenager or young 

child, and people couldn’t understand that. (p. 8) 

Equivocal 

Tapp et al. 

(2013) 

 

Responsibility suspended whilst in high security, 

through enhanced (intensive) levels of care, equally 

managed presenting risks of harm to the person. 

Even though it’s not quite like a monastery, it is because there are less 

distractions, you don’t have to worry about going shopping or, going here or 

going here, all things are all sorted, I can take time to think about more 

subtle things, which I wouldn’t take notice of perhaps if I was in the 

community. (p. 10) 

Equivocal  

Sainsbury 

et al. 

(2004) 

 

Many patients described the secure unit and their ward 

specifically, as a safe space, which provided them with 

a ‘free bed’ and ‘free meals’ physical security and 

sanctuary and allowed them to build up their 

confidence and self-esteem, free from the pressures and 

responsibilities of the outside world. 

I’m really glad to be here at the moment, I feel safe, I feel I have a roof over 

my head, everything’s taken care of and the nurses are lovely…we get a cozy 

bed, with a duvet, you know and it doesn’t cost much, so you know it’s 

important. 

 

Sometimes if you’re unwell you need things put in place that help you 

through that period of time where you’re not quite responsible for one 

reason or another you know.  

Equivocal 

Laithwaite 

and 

Gumley 

(2007) 

In the following extract, participant 11 reflected on 

overdoses he took in the past, with the current 

perspective of having a greater understanding of why 

he carried out such behaviours:  

 

P11—There’s things in my life that I wish I had done differently. I wish I 

hadn’t taken those seven overdoses. Eh I know I was impulsive. One of the 

reasons I took an overdose was I was writing a book and I sent it away to get 

published and it got rejected and I took an overdose. I wish I hadn’t been so 

foolish. There was another time when my giro cheque wasn’t in on time and I 

took an over- dose. I was so impulsive and stupid. There was things when I 

wish I had calmed down and hadn’t been so quick to react to things.  

Equivocal  

Laithwaite 

and 

Gumley 

(2007) 

However, some participants also spoke about their 

admission to hospital as an opportunity to get ‘respite’ 

from their experiences and hence felt it was a relatively 

positive experience for them.  

I—so what led to you being in the hospital?  

P9—I was in prison as well. My cell mate says to me that I should watch this 

guys eyes and I did. Being in here was a rest initially.  

I—when you say it has been a rest, how has it been restful for you?  

Equivocal  
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Barsky and 

West 

(2007) 

 

One benefit [of leave outside the hospital fence at the 

MSU] was the opportunity for socialising with other 

patients. 

Yeah, I often see some patients out, I go out and have a chat to them, you 

know what I mean, sit and have a chat in the car park. (07 F 273-274) 

Unequivocal 

Barsky and 

West 

(2007) 

 

The opportunity for leave into the community was 

another important factor cited by participants [in 

medium secure] 

 Unsupported 

Barsky and 

West 

(2007) 

 

One participant alluded to the scope for independence 

and rehabilitation that shopping in the community gave 

him. [in medium secure] 

I went [shopping] yesterday for the week, I got some baccy and some 

shopping… [I cook] Mondays, Wednesdays and Friday tea-time. (01 L 

134,118) 

Equivocal 

Barsky and 

West 

(2007) 

 

Some participants talked of the sense of social 

inclusion that community access gave them, and the 

impact it had on their confidence: [in medium secure] 

I catch the bus to xxx twice a week and there’s this little old lady who catches 

the bus back with me and she always says ‘oh I’m glad you’re still here, it 

means the bus hasn’t gone yet’ so it’s something simple like that, she’s not 

giving me that stigma 

(02 D 469-472) 

Unequivocal 

Barsky and 

West 

(2007) 

 

Participants compared access off the wards at the two 

sites. At the high-secure hospital, leave from the ward 

was generally limited to within the hospital wall. At the 

medium-secure unit, increased leave was granted on a 

graded basis, starting within the hospital’s security 

fence. Service users could then access the wider 

hospital grounds and, if. deemed appropriate, could 

then go to the local village and town. Staff escorts 

would be a necessary security measure until it was 

deemed safe for a service user to be alone. 

 Unsupported 

Barsky and 

West 

(2007) 

 

For others it [leave outside the hospital fence] instilled 

a sense of hope. [in medium secure] 

You get a sense of how long is it going to be before 

I get out of here, I could be that person walking through the grounds and 

someone from a mental health home could be saying good morning to me. 

(05 H 108-111) 

Unequivocal 

Barsky and 

West 

(2007) 

 

Some referred to the sense of hope and progress this 

[leave into the community] instilled. [in medium secure] 

There’s light in the tunnel. (02 F 325) 

 

You can get unescorted community leave, I’m hoping to get mine this week. 

(07 F 349) 

Unequivocal 
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 particular group programmes, as highlighted below: [to 

the right] 

Tapp et al. 

(2013) 

 

Talking therapies represent specific psychotherapy 

interventions (one to one or group), which provide an 

opportunity for exploring and understanding difficulties 

(increased insight) and developing coping and problem-

solving skills for managing these. 

I think psychotherapy helped me to explain to myself, you know you talk 

about something, as you are talking you can negotiate better understanding 

for yourself. (p. 10)  

 

I was quite an angry person, but I learnt a lot from self-talk (anger 

management), I still get angry, I lose it, and don’t keep control of it, but, it’s 

better than it was, I have been able to control it most of the time … (p. 12) 

Equivocal 

Tapp et al. 

(2013) 

 

The latter benefits [increased insight, developing 

coping strategies and problem-solving skills] make 

talking therapies distinctive from those experiences in 

learning from others, which also helps to gain an 

understanding about personal experiences. 

 Equivocal  

Barsky and 

West 

(2007) 

 

This use of psychological therapies [in high secure] 

was seen as beneficial for recovery by four of the 

participants.  

Q. Did they help you? 

A. Erm… the alcohol and drug awareness did, them classes… erm I also did 

mental health awareness classes, they helped… I guess it helped cause I got 

myself better in the end... (02 283-295) 

Unequivocal 

Barsky and 

West 

(2007) 

 

Five of the six participants said that access to 

psychological therapies was better in the high secure 

setting. 

Q.  And with the psychology department, you’ve not had any contact? 

Well just short, you know a questionnaire thing, I saw two psychologists, but 

one left and one’s busy. 

Q.  Did you have any trouble [seeing a psychologist] at xxx? 

Oh no, it’s a lot better. (03 174 – 180) 

Equivocal 

Sainsbury 

et al. 

(2004) 

A large portion of the data was directly related to 

formal treatments, including assessment, individual and 

group treatments.  

 Unsupported 

Laithwaite 

and 

Gumley 

(2007) 

Participants spoke about developing awareness of 

triggers for relapse and how they learnt about these 

triggers from attending psychological therapies and 

sharing experiences with other patients. Participant 1 

described his valued outcomes:  

 

I—how does it affect you knowing what you were like back then—is it 

something that concerns you about the future?  

P1—well eh . . . I have had quite a few stable years now, and although I get 

mood swings, they are just fluctuations in my mood, like I get a bit fed up or I 

feel happy. I have not even been elated or depressed for quite a number of 

years . . . the medication seems to be working. It has been changed quite a 

few times, and before the incident I am talking about—being shaved and the 

mirror—I got ECT—and seemingly it was the ECT that brought me back into 

consciousness again.  

Unequivocal  
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it [medication] still helped the therapies though, I could rationalize more … I 

could see where other people were coming form, whereas before I thought 

they were just out to wind me up. (p. 5) 

Tapp et al. 

(2013) 

Benefits were also reported for improvements in social 

functioning and engaging with other therapeutic 

activities. 

 Equivocal  
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General mental 

health 

A synthesis of the literature on trauma-

informed care (Reeves, 2015) 

 

Healthcare settings Published 

US 

Studies included 

Not specified (26) 

General mental 

health 

Trauma‐informed care in inpatient mental 

health settings: A review of the literature 

(Muskett, 2014) 

Inpatient mental health 

settings 

Published 

Australia 

Studies included 

US (9), Norway (1), Australia 

(1), UK (1), not specified (1) 

 

General mental 

health 

Sanctuary: A content analysis of literature on 

trauma informed psychiatric inpatient treatment 

for female survivors of rape and sexual assault 

under involuntary hold (Muche, 2013) 

 

Acute inpatient 

psychiatric units 

Published 

US 

Studies included 

US (60%), Australia (10%), UK 

(6.7%), Finland (6.7%), Canada 

(6.7%), Norway (3.3%), US and 

Canada (3.3%) (30) 

General mental 

health 

Despite the evidence–why are we still not 

creating more trauma informed mental health 

services? (Rose et al., 2012) 

 

Mental health service 

policy 

Published 

UK 

Studies included 

N/A (narrative overview) 

Schools and 

education  

A systematic review on the impact of trauma-

informed education programs on academic and 

academic-related functioning for students who 

have experienced childhood adversity (Roseby 

& Gasgoigne, 2021) 

 

Preschool, 

primary/elementary, 

and high school 

settings. 

 

Published 

Australia 

Studies included 

Not specified (15) 

Schools and 

education 

Trauma-informed high schools: a systematic 

narrative review of the literature (Cohen & 

Barron, 2021) 

 

High schools Published 

US 

Studies included 

US (9) 

Schools and 

education 

Systematic Review of School-Wide Trauma-

Informed Approaches (Avery et al., 2020) 

 

Schools Published 

US 

Studies included 

US (4) 

Schools and 

education 

Buffering the effects of childhood trauma 

within the school setting: A systematic review 

of trauma-informed and trauma-responsive 

interventions among trauma-affected youth 

(Fondre et al., 2020) 

 

Schools Published 

US 

Studies included 

Global (62) 

Schools and 

education 

A review of school trauma-informed practice 

for Aboriginal and Torres Strait Islander 

children and youth (Miller & Berger, 2020) 

 

Schools for Aboriginal 

and Torres Strait 

Islander students 

 

Published 

Australia 

Studies included 

N/A (narrative review) 

Schools and 

education 

Multi-tiered approaches to trauma-informed 

care in schools: A systematic review (Berger, 

2019) 

 

Schools Published 

Australia 

Studies included 

US (8), Bosnia (1), Chili (1) 

Schools and 

education 

Creating a culturally safe space when teaching 

Aboriginal content in social work: A scoping 

review (Fernando & Bennett, 2019) 

 

Social work in 

education 

Published 

Australia 

Studies included 

Australia (20), US/Canada (8) 

Schools and 

education 

A systemic framework for trauma-informed 

schooling: Complex but necessary! (Howard, 

2019) 

Schools Published 

Australia 

Studies included 

N/A (narrative review) 

Schools and 

education 

Effects of trauma‐informed approaches in 

schools: A systematic review (Maynard et al., 

2019) 

 

Schools Published 

Australia 

Studies included 

N/A (non-included) 

Schools and 

education 

Trauma-informed practices in schools across 

two decades: An interdisciplinary review of 

research (Thomas et al., 2019) 

 

Schools Published 

Australia 

Studies included 

US (24), Israel (2), New Jersey 

(1), Lebanon (1), UK (1), New 
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Zealand (1), Denmark (1), 

Australia (1), Turkey (1) 

Schools and 

education 

Trauma-informed practices in schools: A 

narrative literature review (Record-Lemon & 

Buchanan, 2017) 

Schools Published 

Canada 

Studies included 

US (14), Israel (5), Netherlands 

(2), UK (2), Australia (1), 

Norway (1), Canada (1), Turkey 

(1) 

 

Schools and 

education 

Promoting resilience through trauma-focused 

practices: A critical review of school-based 

implementation (Zakszeski et al., 2017) 

 

Elementary schools Published 

US 

Studies included 

Not specified (39) 

 

Schools and 

education 

A selected review of trauma-informed school 

practice and alignment with educational 

practice (Bodgett & Dorado, 2016) 

 

Schools Published 

US 

Studies included 

N/A (narrative review) 

Criminal justice  Trauma-informed courts: A review and 

integration of justice perspectives and gender 

responsiveness (McKenna & Holtfreter, 2021) 

 

Courts Published 

US 

References included 

N/A (narrative overview) 

Criminal justice Much to do about trauma: A systematic review 

of existing trauma-informed treatments on 

youth violence and recidivism (Zettler, 2021) 

Juvenile justice settings Published 

US 

References included 

N/A (narrative overview) 

Criminal justice Towards trauma-informed legal practice: a 

review (James, 2020) 

 

Legal practise Published 

Australia 

References included 

N/A (narrative overview) 

Criminal justice Intervention Response to the Trauma-Exposed, 

Female Juvenile Offender: A Review of 

Effectiveness in Reducing 

Recidivism (Thomann, 2019) 

 

Juvenile justice settings 

(female) 

 

Published 

US 

References included 

N/A (narrative review) 

Criminal justice The Relationship of Childhood Trauma and 

Subsequent Mental Health Concerns Among 

Incarcerated Women and the Effectiveness of 

Trauma-focused Interventions Compared to 

Holistic Interventions (Ante, 2018)  

Female prison Published 

US 

 

References included 

N/A (no access) 

Criminal justice Integrating Trauma Informed Care into the 

Treatment of Adult Male Sex Offenders: A 

Systematic Review (Janssen, 2018) 

 

Sexual offending Published 

US 

References included 

N/A (narrative review) 

Criminal justice Trauma-informed juvenile justice systems: A 

systematic review of definitions and core 

components (Branson et al., 2017) 

Juvenile justice systems Published 

US 

References included 

Not specified (10) 

Criminal justice Trauma exposure and subsequent offending 

among first-time juvenile arrestees: An 

exploratory analysis by sex, race, and Hispanic 

ethnicity (Jackson, 2010) 

 

Juvenile justice systems Published 

US 

References included 

N/A (narrative review) 

Residential care 

for children 

and/or 

adolescents 

Trauma-informed care as a rights-based 

“standard of care”: A critical review (Bargeman 

et al., 2020) 

 

Child welfare, 

education, juvenile 

justice, health, and 

multiple sectors. 

 

Published 

Canada 

References included 

Not specified (49) 

Residential care 

for children 

and/or 

adolescents 

Lowenthal, A. (2020). Trauma-informed care 

implementation in the child-and youth-serving 

sectors: A scoping review (Lowenthal, 2020) 

 

Child- and youth- 

serving sectors 

Published 

Canada 

References included 

Canada (2), Australia (2), 

International (3), US (47) 
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Residential care 

for children 

and/or 

adolescents 

Trauma informed child welfare systems—A 

rapid evidence review (Bunting et al., 2019) 

 

Child welfare system Published 

UK 

References included 

Not specified (42) 

Residential care 

for children 

and/or 

adolescents 

Systematic review of organisation‐wide, 

trauma‐informed care models in out‐of‐home 

care (Oo HC) settings (Bailey et al., 2019) 

 

Out of home care for 

children 

Published 

Australia 

References included 

US (7) 

Residential care 

for children 

and/or 

adolescents 

What are effective strategies for implementing 

trauma-informed care in youth inpatient 

psychiatric and residential treatment settings? A 

realist systematic review (Bryson et al., 2017) 

 

Youth inpatient 

psychiatric and 

residential treatment 

settings 

Published 

US 

References included 

US (13) 

Physical health  Trauma-Informed Care in Primary Health 

Settings—Which Is Even More Needed in 

Times of COVID-19 (Tomaz & Castro-Vale, 

2020) 

General practitioner 

services 

Published 

Portugal 

References included 

N/A (narrative review) 

Physical health Implementing trauma-informed care in primary 

medical settings: evidence-based rationale and 

approaches (Hamberger et al., 2019) 

 

Primary physical 

healthcare 

Published 

US 

References included 

/A (narrative review) 

Physical health Trauma informed care in medicine (Raja et al., 

2015) 

 

Daily healthcare 

practice 

Published 

US 

References included 

/A (narrative review) 

Mixed  Systematic review of evaluations of trauma-

informed organizational interventions that 

include staff trainings (Purtle, 2020) 

 

General mental health, 

physical health, juvenile 

justice, child/adolescent 

services  

Published 

US 

References included 

Not specified (23) 

Mixed  Nationwide efforts for trauma-informed care 

implementation and workforce development in 

healthcare and related fields: a systematic 

review (Oral et al., 2020) 

 

 

 

 

Healthcare, education, 

juvenile justice, and 

child welfare settings.  

 

Published 

US 

References included 

Not specified (144) 

Other  Systems measures of a trauma‐informed 

approach: A systematic review (Champine et 

al., 2019) 

 

Measures of a trauma-

informed approach 
Published 

US 

References included 

Individual measures (49) 

Other  Shelter from the storm: Trauma-informed care 

in homelessness services settings (Hopper et al., 

2010) 

 

Homelessness service 

settings 
Published 

Canada 

References included 

N/A (narrative review) 
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Appendix I – Results of Electronic Database, Journal, and Grey Literature Searches  

Search Terms  

Unless otherwise specified, the following search terms were used:  

 

Trauma* informed* or trauma adj3 (sensitiv* or respons* or focus* or intervention* or 

aware* or treat* or care or approach* or reduc* or principle* or value* or think*) 

OR 

Retraumati* or trauma*induc* or iatrogenic adj3 (harm* or effect* or impact*) 

AND 

Secure or forensic or locked adj3 (mental health* or care* or ward* or unit* or rehab* 

service* or discharg* or admit* or detention* or hospital* or facilit* or treatment* or 

provision* or psychiatr* or system* or pathway* or setting* or patient* or inpatient* client* 

or service user* or expert* or offend* or individ* or resident* or people* or person*) 

 

(1) Electronic Database Searches  

Searches were conducted on the 4th, 5th, and 12th November 2021. Refined date ranges 

were chosen for most databases in response to the high volume of hits retrieved (6000+) from 

initial searches. The purpose of this was to obtain the most relevant search results and keep 

the search strategy manageable for the researcher. For those databases that still revealed a 

higher number of hits (1000+), the researcher chose to conduct two separate searches within 

‘All fields’ and ‘Abstract only’. Additional limits were sparingly applied as they were found 

to significantly reduce the number of results.  

 

(i) Applied Social Sciences Index and Abstracts (ASSIA; 2011 to 2021) 

Searched 4th November 2021 

Results from search of ‘Abstract’ only before limits applied 68 

Filters applied: Date range (2011 to 2021), NOT (children and youth), (children), 

(adolescent), (adolescents), and (education).  

Results from search of ‘Abstract’ only after limits applied: 54 

Results from search of ‘All fields’ before limits applied: 1619 

Limited applied: English Language, Year (2000 to current) 

Results from search of ‘All fields’ after limits applied: 1,495 
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Total results combined = [1,424] 

 

(ii) Cumulative Index to Nursing and Allied Health Literature (CINAHL) Plus (2011 to 2021) 

Searched 12th November 2021  

Results from search of ‘All fields’: 94 

Limits applied: None 

Total results = [94] 

 

(iii) PsychINFO (2000 to 2021) 

Searched 5th November 2021  

Results from search of ‘Abstract’ only before limits applied: 68 

Limited applied: English Language, Year (2000 to current) 

Results from search of ‘Abstract’ only after limits applied: 54 

Results from search of ‘All fields’ before limits applied: 1619 

Limited applied: English Language, Year (2000 to current) 

Results from search of ‘All fields’ after limits applied: 1,495 

Total results [1,549] 

 

(iv) Web of Science (1990 to 2021) 

Searched 4th November 2021 

Results from search of ‘All fields’: 204 

Limits applied: None  

Total results = [204] 

 

(2) Journal Searches  

Searches were conducted on the 12th and 19th November 2021. All date ranges were 

set from 2000 to 2021. The free-text term “trauma-informed” was used to search the six 

journals specific to the field of forensic mental health. The free-text terms “forensic mental 

health” and “secure inpatient” were used to search the two journals specific to trauma. For the 

same reasons mentioned above, the researcher chose to conduct two separate searches within 

‘Anywhere’ and ‘Abstract only’.  
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(i) Journal of Forensic Psychiatry and Psychology 

Searched 12th November 2021  

Free-text search terms: trauma-informed 

Limits applied: date range (2011 to 2021) 

Results from search of ‘Abstract’: 11 

Results from search of ‘Anywhere’: 322 

Total results = [333] 

 

(ii) International Journal of Forensic Mental Health 

Searched 12th November 2021  

Free-text search terms: trauma-informed 

Limits applied: date range (2011 to 2021) 

Results from search of ‘Abstract’: 5 

Results from search of ‘Anywhere’: 160 

Total results = [165] 

 

(iii) Journal of Forensic Psychology Research and Practice 

Searched 12th and 19th November 2021  

Free-text search terms: trauma-informed  

Limits applied: date range (2011 to 2021) 

Results from search of ‘Abstract’: 5 

Results from search of ‘Anywhere’: 163 

Total results = [168] 

 

(iv) Journal of Forensic Social Work 

Searched 12th and 19th November 2021  

Free-text search terms: trauma-informed  

Limits applied: date range (2011 to 2021) 

Results from search of ‘Abstract’: [1] 

Results from search of ‘Anywhere’: 25 

Total results = [26] 

 

(v) Criminology and Criminal Justice 

Searched 12th and 19th November 2021  
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Free-text search terms: trauma-informed  

Limits applied: date range (2011 to 2021) 

Results from search of ‘Abstract’: 59 

Results from search of ‘Anywhere’: 98 

Total results = [157] 

 

(vi) Criminal Behaviour and Mental Health 

Searched 12th and 19th November 2021  

Free-text search terms: trauma-informed  

Limits applied: date range (2011 to 2021) 

Results from search of ‘Abstract’: 8 

Results from search of ‘Anywhere’: 222 

Total results = [230] 

 

(vii) Journal of Aggression, Maltreatment and Trauma 

Searched 12th November 2021  

Free-text search terms: forensic mental health and secure inpatient  

Limits applied: date range (2011 to 2021) 

Results from search of ‘Anywhere’: 140 and 28 

Total results = 168 

 

(viii) Journal of Trauma and Dissociation  

Searched 12th November 2021  

Free-text search terms: forensic mental health and secure inpatient  

Limits applied: date range (2011 to 2021) 

Results from search of ‘Anywhere’: 59 and 24 

Total results = [83] 

 

(3) Grey Literature Searches  

A search of ProQuest Dissertations and Theses was completed on 12th November 2021. 

Date ranges were set after 2000 and the limit of Doctoral Dissertations was applied. A search 

of National Institute for Clinical Excellence (NICE) Evidence was completed on 10th December 
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2021. The free-text terms “trauma-informed forensic” were used and filtered according to 

evidence type of primary research only.  

 

(i) ProQuest Dissertations and Theses (Global) 

Searched 12th November 2021  

Results from search of ‘All fields’ before limits applied: 161,219 

Limits applied: date range (2000 to 2021) and Doctoral Dissertations only  

Results from search of ‘All fields’ after limits applied: 35 

Total results = [35] 

 

(ii) National Institute for Health and Care Excellence (NICE) 

Searched 10th December 2021   

Free-text search terms: trauma-informed forensic  

Limits applied: Evidence type (Primary Research) only  

Total results = [50] 
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National High Secure Healthcare 

Service for Women (NHSHSW) 

(Robertson et al., 2013) 

Trauma in relation to psychosis 

and hospital experiences: The 

role of past trauma and 

attachment (Berry et al., 2015) 

Electronic 

database 

search 

 No mention of 

“trauma-informed” 

(etc) 

 

Barriers and facilitators to the 

effective de-escalation of conflict 

behaviours in forensic high-

secure settings: a qualitative 

study (Goodman et al., 2020) 

Electronic 

database 

search 

 No mention of 

“trauma-informed” 

(etc) 

 

Victimization, trauma, and 

mental health: Women's recovery 

at the interface of the criminal 

justice and mental health 

systems (Rossiter et al., 2012)  

Electronic 

database 

search 

Inpatient and 

outpatient forensic 

mental health 

  

Coping, mental health, and 

subjective well-being among 

mental health staff working in 

secure forensic psychiatric 

settings: Results from a 

workplace health assessment 

(Cramer et al., 2020) 

Electronic 

database 

search 

Staff Staff wellbeing 
 

Physical restraint and the 

therapeutic relationship (Knowles 

et al., 2015) 

Electronic 

database 

search 

Secure and non-

secure 

Restraint  
 

Violent women: A multicentre 

study into gender differences in 

forensic psychiatric patients (de 

Vogel et al., 2016) 

 

Electronic 

database 

search 

 Gender differences 
 

Control and restraint in the UK: 

service user perspectives 

(Sequeira & Halstead, 2002) 

Electronic 

database 

search 

 Restraint  
 

Implementing a program to 

reduce restraint and seclusion 

utilization in a public-sector 

hospital: Clinical innovations, 

preliminary findings, and lessons 

learned (Dike et al., 2020) 

Electronic 

database 

search 

Variety of inpatient 

services  

Restraint and 

seclusion  
 

Childhood trauma, social 

cognition and schizophrenia: 

Specific association between 

physical neglect and cognitive 

theory of mind in homicide 

offenders (Vaskinn et al., 2021) 

Electronic 

database 

search 

Secure and non-

secure units 

Trauma, social 

cognition, and 

homicide  

 

Coping with violence in mental 

health care settings: patient and 

staff member perspectives on de-

Electronic 

database 

search 

Variety of inpatient 

services 

De-escalation 
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escalation practices (Berring et 

al., 2016) 

 

The perceived impact of trauma-

focused research on forensic 

psychiatric patients with lifetime 

victimization histories (Goossens 

et al., 2016) 

Electronic 

database 

search 

 Trauma-focused 

research  
 

Staff support procedures in a low-

secure forensic service (Cooper & 

Inet, 2018) 

 

Electronic 

database 

search 

 Staff support   

An exploration of the links 

between trauma and delusional 

ideation in secure services 

(Calvert et al., 2008) 

Electronic 

database 

search 

 Trauma and 

delusions  
 

Complex posttraumatic stress 

disorder and child maltreatment 

in forensic inpatients. (Spitzer et 

al., 2006) 

Electronic 

database 

search 

 Childhood trauma 

and PTSD (no 

mention of TiC)  

 

The psychological effects on 

nursing staff of administering 

physical restraint in a secure 

psychiatric hospital:‘When I go 

home, it's then that I think about 

it’ (Sequeira & Halstead, 2004) 

Electronic 

database 

search 

 Impact of restraint 

on staff  
 

Safewards impact in inpatient 

mental health units in Victoria, 

Australia: Staff perspectives 

(Fletcher et al., 2019) 

 

Electronic 

database 

search 

 

 

Variety of inpatient 

services  

Safewards   

A qualitative study of 

contemporary secure mental 

health services: women service 

users’ views in England (Walker 

et al., 2019) 

Electronic 

database 

search 

 Women services   

Recovery from psychosis in a 

forensic service: Assessing staff 

and service users’ perspectives 

using q methodology (Jackson-

Blott et al., 2019) 

 

Electronic 

database 

search 

 Personal recovery   

Beyond Window Dressing: Does 

Moving to a New Building Really 

Shape the Perception of, and 

Actual Safety on Forensic 

Inpatient Programs? (Bridekirk et 

al., 2021) 

Electronic 

database 

search 

 Therapeutic Climate 

Study (TCS)  

 

Comorbidity of post traumatic 

stress disorder and paranoid 

schizophrenia: A comparison of 

Electronic 

database 

search 

Forensic and general 

psychiatric 

inpatients (not 

Rates of trauma and 

PTSD 
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offender and non-offender 

patients (Sarkar et al., 2005) 

 

primary focus on 

forensic)  

Childhood trauma, antisocial 

personality typologies and recent 

violent acts among inpatient 

males with severe mental illness: 

Exploring an explanatory 

pathway (Bruce & Laporte, 2015) 

Electronic 

database 

search 

 Pathways to 

offending and 

assessment  

 

Dealing with trauma in 

individuals with Autism 

Spectrum Disorders: trauma 

informed care, treatment, and 

forensic implications (Faccini & 

Alley, 2021) 

Electronic 

database 

search 

All forensic areas Trauma and autism  

Are women really difficult? 

Challenges and solutions in the 

care of women in secure services 

(Bartlett & Somers, 2017) 

Electronic 

database 

search 

 Views of senior 

clinicians  

 

Women’s secure hospital care 

pathways in practice: a qualitative 

analysis of clinicians views in 

England and Wales (Somers & 

Bartlet, 2014) 

 

Electronic 

database 

search 

 Care pathways for 

women 

 

Recovery, turning points and 

forensics: views from the ward in 

an English high secure facility 

(Chandley & Rouski, 2014) 

Electronic 

database 

search 

 Individual views of 

recovery  

 

 

Making sense of complexity: A 

qualitative investigation into 

forensic learning disability 

nurses’ interpretation of the 

contribution of personal history to 

offending behaviour (Lovell & 

Skellern, 2020) 

Electronic 

database 

search 

 Nurses 

understanding of 

offending behaviour  

 

Reducing use of restraints and 

seclusion to create a culture of 

safety (Chandley, 2012) 

 

Electronic 

database 

search 

Locked community 

hospital unit 

  

Strategies for assessing and 

preventing inpatient violence in 

forensic hospitals: A call for 

specificity (Dexter & Vitacco, 

2020) 

 

Electronic 

database 

search 

 Reducing violence  Non-empirical 

research 

Helping with the pressures of the 

past: service-user perspectives of 

the sensory approaches within the 

National High Secure Healthcare 

Service for Women (Wilkinson & 

Beryl, 2021) 

Electronic 

database 

search 

 Sensory approaches   
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A charter for trainers in the 

prevention and management of 

workplace violence in mental 

health settings (Paterson et al., 

2014) 

 

Electronic 

database 

search 

 

Forensic and other 

clinical settings 

Management of 

violence  

 

Impact of a program for the 

management of aggressive 

behaviors on seclusion and 

restraint use in two high-risk 

units of a mental health institute. 

(Geoffrion et al., 2018) 

Electronic 

database 

search 

Intensive care and 

emergency units 

  

Hurt people hurt people: using a 

trauma sensitive and compassion 

focused approach to support 

people to understand and manage 

their criminogenic needs (Taylor 

& Hocken, 2021) 

 

Electronic 

database 

search 

Forensic 

practitioners 

Compassion focused 

therapy  

 

Sensory modulation and trauma-

informed-care knowledge transfer 

and translation in mental health 

services in Victoria: Evaluation 

of a statewide train-the-trainer 

intervention (McEvedy et al., 

2017) 

 

Electronic 

database 

search 

19 different mental 

health services  

  

What kind of support and training 

do junior qualified nurses 

working with women with 

learning disabilities in a secure 

setting require when dealing with 

violence and aggression? 

(Goulding & Riordan, 2016) 

 

Electronic 

database 

search 

 Support and training 

for nurses  

 

Advancing health equity and 

social justice in forensic nursing 

research, education, practice, and 

policy: Introducing structural 

violence and trauma-and 

violence-informed care. (Befus et 

al., 2019) 

Electronic 

database 

search 

Forensic nursing 

practice 

 Non-empirical 

research 

Profiling referrals to a trauma 

support service: needs and 

outcomes for staff working in a 

secure adult developmental 

disorder pathway (Webb et al., 

2021) 

Electronic 

database 

search 

 Trauma support for 

staff  

 

 

Childhood trauma and the risk of 

violence in adulthood in a 

population with a psychotic 

illness (Bosqui et al., 2014) 

Electronic 

database 

search 

Community forensic    
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Job stress, burnout and job 

satisfaction in staff working with 

people with intellectual 

disabilities: community and 

criminal justice care (Søndenaa et 

al., 2015) 

Electronic 

database 

search 

 Staff levels of 

burnout etc  

 

The power threat meaning 

framework and forensic mental 

health settings (Ramsden, 2019) 

Electronic 

database 

search 

 PTMF in forensic 

settings 

Non-empirical 

research 

Psychiatric treatment in forensic 

hospital and correctional settings 

(Kapoor et al., 2018) 

 

Electronic 

database 

search 

  Non-empirical 

research 

Clinical and forensic 

psychology:(Un) comfortable 

bedfellows? (Beckley & Fisher, 

2017) 

Electronic 

database 

search 

  Non-empirical 

research 

Trauma-

informed care in forensic settings: 

Current challenges and future 

directions 

for effective treatment and 

practices (Mann, 2018) 

Electronic 

database 

search 

‘Forensic setting’ 

(unclear if secure 

inpatient or prison) 

  

Training needs analysis of nurses 

caring for individuals an 

intellectual disability and or 

autism spectrum disorder in a 

forensic service (Burke & 

Cocoman, 2020) 

Electronic 

database 

search 

 Training needs  

 

 

“Part of being human”: 

evaluating the 4Ps model to 

support inpatient staff teams in 

reflecting on interpersonal 

dynamics (Jones & Annesley, 

2019) 

Electronic 

database 

search 

 Training for staff 

working with 

complexity  

 

A preliminary model of forensic 

practitioner resilience within a 

learning disabilities service 

(Harvey & Quinn, 2012) 

 

Electronic 

database 

search 

 

 

Resilience within 

LD service 

 

Moore, E. (2019).  

Treating Trauma for Public 

Safety: the Contribution of 

Psychological Support for 

Patients in High Security 

Hospitals (Moore, 2019) 

Electronic 

database 

search 

  Non-empirical 

research 

Trauma-informed care: 

Responding to the call for action 

(Peternelj-Taylor, 2018) 

Electronic 

database 

search 

Forensic nursing  Non-empirical 

research 

Trauma-Informed Nursing 

Improves Equity (Laughon & 

Lewis-O’Connor, 2019) 

Electronic 

database 

search 

Forensic nursing  Non-empirical 

research 



 
307 

 

Women service users’ 

experiences of inpatient mental 

health services and staff 

experiences of providing care to 

women within inpatient mental 

health services: A systematic 

review of qualitative evidence 

(Scholes et al., 2021) 

Electronic 

database 

search 

Inpatient mental 

health services 

 Systematic 

review 

How distress is understood and 

communicated by women 

patients detained in high secure 

forensic healthcare, and how 

nurses interpret that distress: An 

exploration using a Multi-

perspective Interpretative 

Phenomenological Analysis 

(Jones, 2021) 

Electronic 

database 

search 

  Masters thesis 

Invisible trauma: Women, 

difference and the criminal justice 

system. Routledge (Motz et al., 

2020) 

Electronic 

database 

search 

  Non-empirical 

research 

Co-occurring substance use, 

PTSD, and IPV victimization: 

Implications for female offender 

services (McKee & Hilton, 2019) 

 

Electronic 

database 

search 

Prison  
Review 

Assessment of risk for seclusion 

among forensic inpatients: 

Validation and modification of 

the risk of administrative 

segregation tool (RAST) (Hilton 

et al., 2019) 

Electronic 

database 

search 

 Risk of seclusion   

Psychiatric-mental health nurses 

leading a culture of safety (Dilks, 

2020) 

Electronic 

database 

search 

Mental health 

nursing 

 Non-empirical 

research 

Staff experiences and 

understandings of the RE s 

TRAIN Yourself initiative to 

minimize the use of physical 

restraint on mental health wards 

(Duxbury et al., 2019) 

Electronic 

database 

search 

Acute mental health 

wards 

  

A proposed model for evaluating 

the impact of participating in 

trauma-focused research 

(Collings, 2019) 

Electronic 

database 

search 

Undergraduate 

students 

  

Treatment for Emotional 

Difficulties Related to Offending 

for People with an Intellectual 

Disability (Oxnam & Gardner, 

2019) 

Electronic 

database 

search 

  Non-empirical 

research 
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Infusing the principles of trauma-

informed care into emergency 

nursing: a comprehensive 

approach to change practice 

(Cochran, 2019) 

Electronic 

database 

search 

Emergency nursing   

Preventing vicarious trauma 

(VT), compassion fatigue (CF), 

and burnout (BO) in forensic 

mental health: Forensic 

psychology as exemplar (Pirelli et 

al., 2020) 

Electronic 

database 

search 

Forensic mental 

health as a discipline 

  

Pains of imprisonment beyond 

prison walls: Qualitative research 

with females labelled as not 

criminally responsible (Mertens 

& Vander Laenen, 2020) 

Electronic 

database 

search 

Prison   

Doctorate in Clinical Psychology: 

Main Research Portfolio 

(Stewart, 2020) 

Electronic 

database 

search 

Not specific to 

forensic/secure 

mental health 

services 

  

Childhood abuse, attachment, and 

psychopathy among individuals 

who commit sexual offenses 

(Grady et al., 2019) 

Electronic 

database 

search 

Prison   

Managers’ experiences of 

prevention and management of 

workplace violence against health 

care staff: A descriptive 

exploratory study (Morphet et al., 

2019) 

Electronic 

database 

search 

Healthcare   

Recovery, desistance, and the role 

of procedural justice in working 

alliances with mentally ill 

offenders: A critical review 

(Wittouck & Vander Beken, 

2019) 

Electronic 

database 

search 

 Recovery and 

procedural justice 

Review 

Working towards least restrictive 

environments in acute mental 

health wards in the context of 

locked door policy and practice 

(Fletcher et al., 2019) 

Electronic 

database 

search 

Acute mental health   

Implementation of trauma-

informed care and brief solution-

focused therapy: A quality 

improvement project aimed at 

increasing engagement on an 

inpatient psychiatric unit (Aremu 

et al., 2018)  

Electronic 

database 

search 

Inpatient psychiatric 

unit 

  

The needs of staff who care for 

people with a diagnosis of 

personality disorder who are 

Electronic 

database 

search 

Staff needs 

Not specific to 

secure inpatient 
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considered a risk to others (Kurz, 

2005) 

Fear and blame in mental health 

nurses’ accounts of restrictive 

practices: Implications for the 

elimination of seclusion and 

restraint (Muir-Cochrane et al., 

2018) 

Electronic 

database 

search 

Mental health nurses   

Transforming Environments and 

Rehabilitation: A Guide for 

Practitioners in Forensic Settings 

and Criminal Justice (Akerman et 

al., 2017) 

Electronic 

database 

search 

  Non-empirical 

research 

Disabilities in Secure Mental 

Health Settings in the United 

Kingdom (Taylor & Morrissey, 

2018) 

Electronic 

database 

search 

  Non-empirical 

research 

Promoting therapist longevity: 

exploring sexual offending 

treatment providers’ experiences 

of workplace support (Willis et 

al., 2018) 

Electronic 

database 

search 

Forensic mental 

health as a field 

  

Quasi-qualitative evaluation of 

progressive counting in secure 

accommodation in Scotland: an 

exploratory cluster case study 

(Barron & Tracey, 2018) 

Electronic 

database 

search 

 Exposure therapy  

Why call someone by what we 

don't want them to be? The ethics 

of labeling in 

forensic/correctional psychology 

(Willis, 2018) 

Electronic 

database 

search 

Forensic/correctional 

psychology 

  

Effects of a staff training 

intervention on Seclusion rates on 

an adult inpatient psychiatric unit 

(Newman et al., 2018) 

Electronic 

database 

search 

Psychiatric inpatient   

Patient perspectives on barriers 

and enablers to the use and 

effectiveness of de‐escalation 

techniques for the management of 

violence and aggression in mental 

health settings (Price et al., 2018) 

Electronic 

database 

search 

Mental health 

settings 

De-escalation and 

aggression 
 

Forensic psychology in the 

context of trauma (Dalenberg et 

al., 2017) 

Electronic 

database 

search 

Forensic psychology 

as a discipline 

 Non-empirical 

research 

The positive practice of safety: 

Reductions in workplace violence 

through increases in safety and 

security at organisational and 

interpersonal levels (Bowen, 

2017) 

Electronic 

database 

search 

  Non-empirical 

research 



 
310 

Trauma and its treatment in 

forensic settings (Hughes, 2017) 

Electronic 

database 

search 

 Psychological 

treatment 

Non-empirical 

research 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



























Appendix N - Full WAI-SR and Scoring Key2 

 

 

                                                 
2 Reprinted by permission of the Society for Psychotherapy Research © 2016 (see Appendix P). 
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14 The Therapeutic Relationship Matters: 

Working Alliance Quality as a Predictor of 

Post-Treatment Insomnia Severity in 

Cognitive-Behavioral Therapy for Insomnia 

(CBT-I) (Robertson et al., 2018) 

Client 

 

CBT addressing 

sleep disruption 

and insomnia 

symptoms in a 

community 

sample  

✓ 

 

 

15 Treatment Outcome in Compensatory 

Cognitive Training for Schizophrenia: 

Therapeutic Alliance vs Learning Potential 

(Jones et al., 2017)  

Client 

 

Outpatients with 

schizophrenia 

enrolled in 

Compensatory 

Cognitive 

Training (CCT) 

✓ 

 

 

 

16 The Prognostic Value of Working Alliance 

on Pain and Functional Outcomes in a 

Young Adult Male with Chronic Neck 

Pain (Gullen, 2017) 

Client 

 

Physical 

rehabilitation in 

patients with 

chronic neck pain  

✓ 

 

 

17 Family support, religiosity, spirituality, and 

working alliance in stress reduction group 

therapy  (Chavers, 2016)  

Client 

 

Stress reduction 

group therapy in 

the community  

✓ 

 

 

18 Item response theory analysis of Working 

Alliance Inventory, revised response format, 

and new Brief Alliance Inventory 

(Mallinckrodt & Tekie, 2016)  

 

Client 

 

Community 

counselling 

 ✓ 

 

19 Disclosure to Spouses–What Patients Reveal 

About Their Individual Psychotherapy 

(Khurgin-Bott et al., 2016) 

Client 

 

Outpatient 

psychotherapy   
✓ 

 

 

20 Therapeutic alliance and obesity 

management in primary care–a cross‐

sectional pilot using the Working Alliance 

Inventory (Sturgiss et al., 2016)  

Client and 

Therapist 

Weight 

management 

programme in 

general practice  

✓ 

 

 

21 The association between the strength of the 

working alliance and sharing concerns by 

advanced cancer patients: a pilot study (Bar-

Sela et al., 2016) 

Client 

 

Advanced cancer 

patients  
✓ 

 

 

22 Perceptions of the working alliance among 

medical staff and cancer patients (Bar-Sela 

et al., 2015) 

Client and 

Therapist  

Advanced cancer 

patients 
✓ 

 

 

23 Corrective relational experiences in 

psychodynamic-interpersonal 

psychotherapy: Antecedents, types, and 

consequences (Huang et al., 2016)  

Client 

 

Community 

psychodynamic-

interpersonal 

psychotherapy  

✓ 

 

 

24 Exploratory study of mindfulness in 

modern-day sport psychology consulting 

relationships (Jooste et al., 2016) 

Therapist 
Sports psychology 

practitioners 
✓ 

 

 

25 The short Working Alliance Inventory in 

parent training: Factor structure and 

longitudinal invariance (Hukkelberg & 

Ogden, 2016) 

Client 

 

Parents receiving 

Parent 

Management 

Training 

✓ 

 

✓ 

 

26 National evaluation of the effectiveness of 

cognitive behavioral therapy for insomnia 

among older versus younger veterans 

(Karlin et al., 2015) 

Client 

 

CBT for veterans 

with insomnia  
✓ 

 

 

27 Confirmatory factor analysis of the patient 

version of the Working Alliance Inventory–

Short Form Revised (Falkenström et al., 

2015) 

Client 

 

Community and 

psychiatric 

patients receiving 

therapy 

(psychotherapy or 

CBT) 

✓ 

 

✓ 
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28 National dissemination of interpersonal 

psychotherapy for depression in veterans: 

Therapist and patient-level outcomes 

(Stewart et al., 2014) 

Client and 

Therapist 

Interpersonal 

therapy for 

depression with 

Veterans  

✓ 

 

 

29 The working alliance in a randomized 

controlled trial comparing Internet-based 

self-help and face-to-face cognitive behavior 

therapy for chronic tinnitus (Kasper et al., 

2014) 

Client and 

Therapist 

Internet based 

interventions for 

depression 

✓ 

 

 

30 Factors that promote and inhibit client 

disclosure of suicidal ideation (Orf, 2014) 

 

Client Patients involved 

in psychotherapy 

with a risk of 

suicide  

✓ 

 

 

31 Comparison of the effectiveness of cognitive 

behavioral therapy for depression among 

older versus younger veterans: Results of a 

national evaluation (Karlin et al., 2013) 

 
CBT for 

depression with 

Veterans  

✓ 

 

 

32 Working alliance in communication skills 

training for oncology clinicians: A 

controlled trial (Meystre et al., 2013) 

Client and 

Therapist 

Stimulated patient 

interviews with 

oncology 

physicians and 

nurses  

✓ 

 

 

33 Effectiveness of acceptance and 

commitment therapy for depression: 

Comparison among older and younger 

veterans (Karlin et al., 2013)  

Client  
Acceptance and 

Commitment 

Therapy for 

depression with 

Veterans 

✓ 

 

 

34 Sexual orientation microaggressions in 

psychotherapy (MacDonald, 2013)   

Client  Patients who 

identified as 

lesbian, gay, or 

bisexual in 

psychotherapy 

treatment  

✓ 

 

 

35 A comparison of two online cognitive-

behavioural interventions for symptoms of 

depression in a student population: the role 

of therapist responsiveness (Richards et al., 

2013)  

Client Self-administered 

online CBT for 

University 

students  

✓ 

 

 

36 Development pattern of working alliance 

and impact of client attachment in 

psychological counseling (Niu et al., 2013) 

N/A N/A ✓ 

 

 

37 National dissemination of cognitive 

behavioral therapy for depression in the 

Department of Veterans Affairs health care 

system: therapist and patient-level outcomes 

(Karlin et al., 2012)  

Client and 

Therapist 

CBT for 

depression with 

Veterans  

✓ 

 

 

38 Group treatment for adult survivors of 

sexual trauma: The relationship between 

social bonds and symptom severity (Lange, 

2012)   

Client and 

Therapist 

Group treatment 

for survivors of 

sexual trauma  

✓ 

 

 

39 The effect of self-identified stage of change 

and therapeutic alliance on attrition in 

treatment in incarcerated juvenile males 

(Fitch, 2012) 

 

Client Adolescent 

offenders 

receiving 

rehabilitative 

services  

✓ 

 

 

40 Relationships among client–therapist 

personality congruence, working alliance, 

and therapeutic outcome (Taber et al., 2011) 

Client University 

counselling 
✓ 

 

 

41 The Relationship Between Adolescents' 

Stage of Change and Their Ability to 

Client  Group 

psychotherapy to 
✓  
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Establish a Working Alliance in 

Psychotherapy (Grote, 2011) 

improve family 

communication 

and adolescent 

functioning  

 

42 Working Alliance Inventory‐Short Revised 

(WAI‐SR): psychometric properties in 

outpatients and inpatients (Munder et al., 

2010) 

Client  Inpatients and 

outpatients  
✓ 

 

✓ 

 

43 An offender version of the working alliance 

inventory-short revised (Tatman & Love, 

2010)  

Client and 

Therapist  

Offenders on 

probation or 

parole  

✓ 

 

✓ 

 

44 The psychometric properties of the WAI in a 

career counseling setting: Comparison with 

a personal counselling sample (Perdix et al., 

2010) 

Client Career 

counselling  
✓ 

 

✓ 

 

45 The effects of pretreatment preparation with 

clients in a substance abuse treatment 

(Guajardo, 2008)  

  

Client Psychoeducation 

intervention for 

expectations and 

fears about 

psychotherapy  

✓ 

 

 

46 The relationship between Adlerian 

personality priorities of clients and 

counselors and the therapeutic working 

alliance (Shojaian, 2007)  

Client and 

Therapist 

University 

Counselling 

programme  

✓ 

 

 

47 Development and validation of a revised 

short version of the Working Alliance 

Inventory (Hatcher & Gillaspy, 2006)   

Client  
Adult 

psychotherapy 

and counselling 

centers  

✓ 

 

✓ 

 

*WAI-SR administrated to a new sample of participants.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 


















