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Abstract

This thesis details a body of empirical knowledge about 1ssues key to the effective
delivery of forensic and secure psychiatric care and treatment: differentiation between
firesetters, tobacco smoking in secure psychiatric care, prevalence and management of
violence and aggression, medication administration and delegation, and outcomes
measurement. The work was conducted in the context of UK provision of secure and
forensic services, specifically the independent sector, and in the context of the
professional discipline of forensic psychiatric nursing and its extant evidence base.
The empirical work 1s presented 1n relation to these contextual elements in order to
demonstrate that 1t comprises a coherent and related body of knowledge. It constitutes
a contribution to the current knowledge base per se, and 1s congruent with available
definitions of forensic psychiatric nursing and of its related evidence base.
Specifically, 1t fuses general psychiatric nursing knowledge with specialist knowledge
of secure and forensic concepts. Exploration of the body of work 1n relation to its
contexts raises practical and theoretical questions about current conceptualizations of
forensic psychiatric nursing. There 1s a relative lack of evidence of effectiveness
compared with the growing theoretical literature on the role of the forensic psychiatric
nurse, and there are apparent differences between nursing roles in different levels of
security such that it 1s not clear what precisely constitutes a forensic psychiatric nurse.
[t 1s proposed that the contexts used to examine the published research submitted in
support of the thesis offers a new way to understand the psychiatric nursing role in the
secure and forensic care arena. Explication of these contexts, or dimensions of
practice, are made and mapped to produce a zonal model of secure and forensic

nursing. The zonal model 1s a way of understanding how the research submitted in
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support of the thesis makes a contribution to a coherent field of practice. It also
facilitates a redefining of the forensic psychiatric nursing role as one of advanced
practice within a framework of expert knowledge of the secure and forensic
dimensions in which it operates. requiring an understanding and translation of the best
research evidence from any relevant field into practice, containing elements of
expanded practice and wider knowledge of the political and sociocultural context 1n
which practice occurs. The implications of the model for future research and

development are addressed.
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Chapter 1. Introduction

1.1 Overview

The body of research described in this thesis was published in peer reviewed journals

between 2004 and 2010. It 1s the product of a number of projects focusing on 1ssues

relevant to those responsible for the organisation or delivery of forensic and secure

psychiatric services, and to individuals in receipt of the care and treatment provided.

11)

111)

1V)

V)

Firesetting among people referred for forensic psychiatric examination
(conducted 2007-8)

Perspectives of staff and patients about smoking in secure psychiatric care
(conducted 2003-4)

Prevalence and management of aggression and violence in psychiatric care
(conducted 2007-9)

Medication administration and errors in secure psychiatric care (conducted
2005-6)

Outcomes measurement in secure psychiatric care (conducted 2006-9)

This thesis aims to demonstrate that the body of empirical work outlined above has

contributed significant new knowledge across a zone of practice relevant to

psychiatric care in the context of secure and forensic settings. The work 1s framed by

a number of related contexts:

1)

The forensic and secure context. The environments and circumstances 1n
which the research was conducted and to which the research applies

provide a backdrop to the body of work. Specifically, the research was



11)

111)

V)

conducted in the context of UK secure and forensic psychiatric care
between 2004 and 2010.

The professional disciplinary context. The candidate’s professional
qualification and practice 1s in the field of psychiatric nursing, and thus the
relevance of the work to and its implications for what has been termed
forensic psychiatric nursing (Morrison & Burnard, 1992) provides the
primary context. Much of the work has practice implications for clinical
professionals of other specialty disciplines working within secure and
forensic services including psychiatrists and psychologists.

Ihe evidence context. Forensic psychiatric nursing 1s an emerging
discipline within the field of forensic mental health. The submitted work
can therefore be considered 1n the context of the current evidence base for
this discipline, and 1n the context of how this evidence base 1s currently
defined.

['he independent sector context. The research presented was largely
conducted within an independent sector setting outside of the UK National
Health Service, namely at St Andrew 's Healthcare, a unique charity-sector
organization providing specialist secure mental health care to adolescent.
adults and older adults with mental illness, learning disability and acquired
brain injury.

The wider political context. The research presented was conducted 1n an
era largely comprising mental health care expansion. an i1ssue inextricably
intertwined with the independent sector context outlined in 1v) above.. It
was also conducted 1n an era increasingly dominated by targets, results and

outcomes. In a cultural sense some would argue that the period also saw a



shift towards the micro-management of people’s personal lives through the
prism of health, perhaps best typified by the public smoking ban that

commenced in England in 2007 and extended to psychiatric hospitals from

July 2008.

This chapter expands on these contextual elements by outlining current
conceptualizations of forensic psychiatric nursing and the related evidence base for
the discipline in the UK: the development and current picture of secure and forensic
care 1in the UK: and the independent sector role in UK secure provision. The rationale
for this contextualisation 1s that there 1s intent to demonstrate that the body of work
comprises a body of forensic psychiatric nursing knowledge. This means that the
concept of forensic psychiatric nursing must be addressed. It 1s not the intention to
undertake a formal concept analysis of the role, however current conceptualizations
will be interrogated in order to determine whether a) the body of work described here
fits within those definitions, or b) whether those definitions adequately define the area
of forensic psychiatric nursing. Duncan ef a/ (2007) have argued that shared
understanding of the meaning of concepts 1s contextual and thus may change over
time and between settings. The contextual explication of the research, from this
viewpoint, will therefore be central to the understanding of the work as a body of
forensic psychiatric nursing research. Contextualisation in this chapter sets the scene
for Chapter 2 where the publications that form the central thesis are described.
critiqued, and their specific contributions to practice identified. The final chapter of
the thesis synthesizes the body of work presented in Chapter 2 with the contextual

information presented in Chapter | in order to demonstrate the coherence of the

research, common themes, and lessons to be drawn. The following cases are made:
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1) The body of work 1n itself represents a significant contribution to
knowledge for psychiatric practice in secure and forensic environments.

11) The work can be understood as a contribution to the body of broadly
defined forensic psychiatric nursing knowledge through definitions that
emphasise the centrality of the nursing process. the professional discipline
of the researcher, and the intended target audience of the journal of
publication.

111) An examination of the research in relation to 1ts contexts suggests that
current conceptualizations of “forensic psychiatric nursing” may not fully
account for specialty practice in this arena. Specifically, future theories of
nursing in this arena should be less exclusively forensic-orientated; should
speak to all nurses who require expertise in the assessment and
management of aggression, violence and other dangerous behaviour
working at all levels of security (including none); should reflect the
centrality of multidisciplinary working: should focus on the central
importance of the patient’s viewpoint and experience; and should inform
the development and implementation of programmes of research to
demonstrate effectiveness. A preliminary model 1s offered as an aid to
understanding the area. This maps out the interfaces and overlaps between
forensic, secure and non-secure practice arenas; and between nursing and

non-nursing activity within these arenas.

In summary, the specific objectives of the thesis are:

) To identify the context(s) in which the empirical research submitted in support

of this PhD has been conducted
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i) To detail the research conducted, and to critically evaluate the extent to which
It constitutes a significant body of forensic psychiatric nursing research with
reference to 1ts context(s)

ii) To identity the implications of the work for the definition and role of the

forensic psychiatric nurse

1.2 Contextual Background of the Research

1.2.1 UK secure and forensic psychiatric services

Secure psychiatric services provide inpatient care for people with a mental disorder
that may put them at risk of harming either themselves or others (Department of
Health, 2010). Forensic psychiatric services deal with 1ssues arising at the interface
between psychiatry and the law (Arboleda-Florez, 2006). There 1s considerable but
incomplete overlap between the two. In the UK., secure services include forensic
psychiatric inpatient services that are designed to provide care and treatment for
people who have been diverted to mental health services from the criminal justice
system, sometimes termed Mentally Disordered Offenders (MDOs). and who pose a
risk to the public (Sainsbury Centre for Mental Health, 2007). High, medium and low
secure psychiatric services provide, respectively, care and treatment for people with
mental disorder who pose a grave and immediate danger to the public, for individuals
who display dangerous behaviour and those who display disturbed behaviour

(Sainsbury Centre for Mental Health, 2007; Department of Health, 2002, 2007).

The modern history of UK secure services can be dated to the introduction of the
Mental Health Act of 1959. Prior to 1959 most psychiatric hospitals, known as
County Asylums, had locked wards where MDOs who required secure care could be

managed (Bluglass. 1978). A small number of high security hospitals provided

| |



psychiatric care for MDOs who were considered so dangerous that they required care
in conditions of ‘special security’. The special hospitals, at that time, were Broadmoor
and Rampton 1n England and, in Scotland, the State Hospital at Carstairs. The 1959
Act promoted an “unlocked doors™ policy which saw psychiatric hospitals become
increasingly reluctant to admit potentially dangerous MDOs from the courts, or those
felt to no longer need high secure care in the special hospitals. The 1975 Butler
Report (Committee on Mentally Abnormal Offenders, 1975) supported
recommendations to develop a network of Regional Secure Units, the precursors of
current Medium Secure Units, to fill this gap in provision. Low secure units are a
relatively recent addition with the development and auditing of standards in the past

decade having led to greater consistency in provision (Dix er al, 2005).

The precise definitions and components of security in these various psychiatric care
environments have become clearer 1n recent years, with the term currently considered

to have three theoretical domains (Collins & Davies. 2005):

e Physical security: including perimeter fences or walls of particular heights
dependent on security level, alarms, locks, doors and CCTV cameras

e Procedural security: relates to the procedures that take place within the
physical security elements in order to maintain security integrity and includes
restriction of 1items, searching of patients and the environment, frequency of
patient observation, supervision and restriction of visitors, and staft to patient
ratio.

e Relational security: refers to the detailed understanding of those who receive
secure care including risk signals and behaviours, and skills to prevent and

manage violence and aggression.



These theoretical domains have some transferability into real-world secure forensic
psychiatric settings. A 22-item Security Needs Assessment Profile (SNAP) covering
the three domains was developed to examine the security needs of male patients in
low, medium and high-secure care (Collins & Davies 2005). Patients were rated by
their Responsible Medical Officer or primary nurse on the 26 SNAP items and an
overall rating was also made of the most suitable placement (High, Medium, Low or
open security levels) tor the patient irrespective of his current placement. Total SNAP
scores for those thought to be best placed 1n high security were significantly greater
than those felt to be best placed 1in medium or low security, suggesting that those
needing high security care are a group with very special security-related needs. Scores
for those thought to be best placed 1n open conditions were significantly lower than
those thought to be best placed in low or medium security. There was an overlap of
scores for individuals felt to be best placed in low or medium security and the authors
suggest this may be due to shared characteristics of low and medium secure services.
Thus 1t appears that UK secure services broadly retlect the security needs of their
patients. However, Collins and Davies™ results cannot be assumed to generalise to

women who have been argued to have security needs quite distinct from those of men

(Bartlett & Hassell. 2001).

Recent developments have highlighted the subtle differences between secure services
and forensic services. These include the provision of mental health “in-reach” services
in prisons (Brooker & Gojkovic, 2009) which clearly deliver mental health care in a
secure environment and in a forensic context, although in contrast to mental health
services it is prison guards and not psychiatric nursing staft who are responsible for
maintaining security. Other developments, such as community forensic mental health

teams (Mohan ¢r al. 2004) and work with victims of MDO’s (Mezey, 2007) constitute

UNIVERSITY OF NORTHAMPTON| 13
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forensic services in that they involve work at the legal interface, but they are clearly
not secure services. A range of services share some of the physical, procedural and
relational security features of inpatient forensic services but their primary use may not
be to provide care for convicted offenders. This includes Psychiatric Intensive Care
Units (PICUs) and a range of other locked accommodation such as wards for both
older people and adults with brain injury who display disturbed and aggressive

behaviour.

Some secure forensic units will host patients who have never been convicted of a
crime, including chronically disturbed patients who have been transferred from
general psychiatric wards on civil sections (Pereira & Dalton, 2006). Thus Reed er al
(2005) were able to study and describe the characteristics, and in particular the
aggressive and violent behaviour of, “forensic™ and ‘non-forensic’ learning disabled
patients in one UK low secure unit. This suggests that, at least to an extent, 1t 1s the
care recipient who attracts the “forensic’ label and that 1t 1s not simply a function of
the unit in which they happen to reside. Taken on its widest interpretation of work at
the interface between psychiatry and the law (Arboleda-Florez, 2006) then any unit,
including those 1n general adult services, where patients are detained under section of
the Mental Health Act is providing a “forensic” service. It may be concluded then that
there 1s a degree of overlap between forensic, secure and general psychiatric services.
Many writers agree that the common thread linking secure and forensic services 1s
that nurses and others are required to balance the therapeutic needs of their patients
with appropriate security considerations in order to protect the pubiic (Storey &
Bradshaw, 2000). This is a longstanding feature of psychiatric services; for example,

Gournay et al (2008) remark that one of the key tasks of mental institutions has been
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to protect the public since Bedlam, the 16" century forerunner of London’s Bethlem

Royal Hospital.

In conclusion therefore it can be stated that ‘forensic™ and “secure” are not
interchangeable terms, and that there 1s also a degree of overlap between what are
termed ‘secure services™ and inpatient psychiatry more widely . Whilst these may
appear to be merely semantic distinctions, it is the intention of this thesis to

demonstrate that a broad definition of this zone of professional practice is required.

1.2.2 Forensic psychiatric nursing

Different terms are commonly used to refer to psychiatric nurses who work in secure
and forensic contexts: ‘forensic mental health nurse’ (National Forensic Nurses’
Research and Development Group. 2008); “forensic psychiatric nurse” (Lyons, 2009:;
Mason, 2002); “forensic nurse” (Kettles & Woods, 2006). For purposes of brevity this
thesis generally refers to “forensic psychiatric nurses’ except when referring directly

to the work of a third party who themselves use a ditferent term.

Dale er al (2001) suggest that forensic psychiatric nursing in the UK can be dated to
the development of the first Criminal Lunatic Asylum at Broadmoor in 1863. The first
period of development of the profession, largely conducted in high security hospitals
and characterised by secrecy. lasted more than one hundred years until the
development of Regional Secure Units in the wake of the Butler Report (Commuttee
on Mentally Abnormal Offenders, 1975). A second period of development, lasting
until 1996, saw the first descriptive accounts of forensic psychiatric nursing emerge
(Benson, 1992; Burnard, 1992). Only from 1995 onwards were empirical accounts

published (Robinson & Reed, 1996; Burnard & Morrisson, 1995) and in 1ts modern



form forensic psychiatric nursing therefore dates back less than two decades. Mason
(2002) concurred, stating that “forensic’™ was generally accepted in the nursing
literature from the mid-1980s as a term to refer to nurses working with MDOs 1n
secure psychiatric services, but that it became a more all-encompassing term from the
1990s onwards and was used to refer to nurses working at other mental health-legal
interfaces such as those working with victims of perpetrators of violence
(International Association of Forensic Nurses [IAFN] 1999, p. 2). Kettles and Woods
(2006) have usefully distinguished between “victim™ and “perpetrator’ forensic
nursing, and 1n the UK 1t i1s generally members of the latter group who are understood

to constitute the set of “forensic psychiatric nurses’.

In 2001 Martin reviewed the literature on forensic psychiatric nursing and argued that
in order for the profession to prove its claim to be specialised form of psychiatric
nursing then it would need to demonstrate two things. First, what it 1s that these
nurses do that 1s distinct from other psychiatric nurses and, second, what is
therapeutic about 1t? Martin concluded that, at that time. there were few perceptible
differences between the putative specialty of forensic psychiatric nursing and
psychiatric nursing more generally (Kinsella & Chaloner, 1996; Robinson & Reed.
1996) and that the therapeutic value of forensic psychiatric nursing remained

unproven.

A considerable literature about the role and specialist skills of the forensic psychiatric
nurse has developed since Martin’s review including literature reviews (Bowring-
Lossock. 2006; Mason. 2002: Mason ¢f al. 2008a. 2008b). edited books (National
Forensic Nurses Research and Development Group, 2008), concept analysis of the

role (Kettles & Woods, 2006), and empirical investigations (Mason e¢r al, 2008a, b;
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Mason ¢t al, 2009a, b). The special or distinguishing skills or attributes of forensic
psychiatric nurses are commonly reported to be the balancing of physical, procedural
and relational security needs with therapeutic needs (Dale & Storey, 2004; Mason,
2002), teamwork or multi-disciplinary approaches (Dale & Storey, 2004; Kettles &
Woods, 2006), and risk assessment and management (Bowring-Lossock, 2006;
Kettles & Woods, 2006) with particular reference to the management of inpatient

violence (Mason et al, 2008a).

Kettles and Woods (2006) conducted a concept analysis of “forensic™ nursing with the
aim of clarifying the nature of the role. Arising from this Kettles and Woods proposed
a definition of “forensic’ nursing as being a role that integrates evidence from general
psychiatric nursing and psychology with specific forensic knowledge about the
criminal justice system, risk, and safety that 1s applied to practice both in secure
settings and 1n the community. Their definition encompasses evidence-based practice.,
multidisciplinary working, and family and significant other-oriented work. Their
model case of the forensic nurse was identified as having the following

characteristics:

e Registered Mental Nurse (RMN) or Registered Nurse for the Mentally
Handicapped (RNMH) trained

e Experienced (eight years) in a high security environment with personality-
disordered , substance misusing patients

e Post registration certificate in substance misuse and masters degree 1n
interventions with this group

e Planning to undertake a specialist “forensic™ qualification as either a diploma

or doctorate.
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e Skilled in individual and group work with forensic patients

e Involved in external working groups on education for those working in
forensic settings

e Skilled in forensic assessment using Structured Professional Judgement and

actuarial instruments, and translates this into appropriate risk management and

treatment selection decisions

The model case above clearly has characteristics including qgualifications, knowledge,
experience, and competencies that are relevant to professional practice in a secure
forensic setting. Kettles and Woods then differentiated the ‘model” forensic nurse
from a horderline case, for example an RMN employed in a medium-secure unit but
with no postgraduate forensic training, and from an a/fernative case of an RMN
working 1n elderly care who only uses skills learned in pre-registration training. The
degree of similarity of any nurse to the model case, and thus the appropriateness of
the “forensic nurse’ label, 1s judged with reference to attributes that are shared with
the model case. These attributes are argued to lie in three specific areas: 1) risk
assessment, 11) professional, legal and ethical aspects of care, and 111) interpersonal

competencies.

Concept analysis therefore facilitated Kettles and Woods™ (2006) rich and flexible
definition of forensic psychiatric nursing. Interestingly, however, whilst some
theorists (Walker & Avant, 1988) claim that concept analysis 1s a necessary precursor
to theory building, that is to say that the clarification of the concept must happen
before further theoretical work can ensue, others feel that theoretical commitment 1s
itself a precursor of concept analysis (Paley, 1996). In support of this view Kettles and

Woods refer to many of their own works in their explication of the concept of the

| 8



forensic nurse; however, this may be inevitable in an emerging field. Additionally.
Duncan et al (2007) have noted that concept analysis is relativist inasmuch as it does
not attempt to create a fixed meaning but rather to create a useful understanding of the
shared meaning of a concept within a specific context. This thesis will argue that the
contextual information surrounding the submitted research suggests that Kettles &
Woods (2006) definition of forensic psychiatric nursing may need to be re-examined.
Alongside this theoretical critique a number of practical observations can be made
about Kettles and Woods™ definition of forensic nursing. First. the model case forensic
nurse proposed 1s clearly aspirational; the model 1s so well endowed with experience
and qualifications that 1t 1s unclear to what extent the specialist epithet “forensic
nurse’ 1s generalisable to other nurses who work in similar settings. Specifically, what
proportion of those who work 1n secure and forensic services could be defined as
forensic nurses? This question has implications for research into the effectiveness of
interventions delivered by this group because an operational definition with explicit
inclusion and exclusion criteria is still required. Second, 1t 1s not entirely clear what it
1s that distinguishes this specialist forensic nursing role from that of those engaged in
other areas of professional practice. Presumably, psychiatrists, psychologists,
occupational therapists and others working in forensic environments would claim
expertise in the three specialist forensic attributes listed by Kettles and Woods.
namely risk assessment, legal 1ssues and interpersonal competencies. Third, it 1s not
entirely clear why the model forensic nurse 1s defined as having such extensive
experience in high secure environments and largely with patients with a diagnosis of
personality disorder when this contradicts the reality of UK secure psychiatric
services. Medium secure beds outnumber high secure beds by a ratio of 4:1 1n

England and Wales (Sainsbury Centre for Mental Health, 2007) and most (76%)

[9



detained patients in secure services are diagnosed with a mental illness with or
without other disorders rather than solely with psychopathic disorder (12%. Sainsbury
Centre for Mental Health, 2007). Nevertheless, taken in its widest sense Kettles and
Woods (2006) definition of forensic nursing is flexible and multi-dimensional.
Whether this definition will aid with the future evaluation of the effectiveness of the

role remains to be seen.

A different perspective on forensic psychiatric nursing emerges from two strands of
empirical research conducted by Mason and colleagues (Mason, 2002; Mason e¢f al,
2008a, 2008b: Mason ez a/, 2009a, 2009b). This body of work assumes as a starting
point that forensic psychiatric nurses are simply psychiatric nurses who work in UK
low, medium and high secure psychiatric services. The clear strength of this approach
1s that 1t provides an operational definition of a relatively large and accessible
population with whom empirical research can be conducted about the psychiatric

nursing role in these environments.

Mason ef al (2008a, 2008b) surveyed more than 1,000 forensic psychiatric nurses,
defined as nurses working in low, medium and high secure psychiatric hospitals, plus
other general psychiatric nurses, defined as psychiatric nurses outwith the preceding
group, and participants from other disciplines. They asked about the role dimensions
of forensic psychiatric nurses, and about the clinical aspects of the role. Forensic and
general psychiatric nurses both reported that experience, empathy, listening, and
patience are key role strengths; both reported that key skills include /istening and
communication. There were clear differences between non-nurses and both forensic
and general psychiatric nurses about nursing roles: non-nurses viewed clear

boundaries, monitoring medication and ability to work with low staff to patient ratios

20



as key forensic nursing strengths, but these 1ssues were rarely mentioned by nurses.
Comparisons were not made between forensic nurses in high, medium and low
security and thus variation within the forensic nursing role could not be examined.
However. a second strand of research (Mason. 2002: Mason ¢f al, 2009a, 2009b)

facilitated such comparisons.

Mason (2002) viewed the forensic psychiatric nursing role as underpinned by a
collection of domains of practice, characterised by binary oppositions constituting
role tensions, namely: medical vs. lay knowledge, 1.e., the extent to which forensic
nurses employ medical theory or lay perspectives to explain patient behaviour;
transference vs. counter-transference 1.e., the positive feelings associated with
facilitating change vs. the negative feelings associated with some forensic patients and
their crimes or misdemeanours: 111) win vs. lose, i.e., feelings of control, or lack of
control, that are related to the perception of whether particular interactions with
patients have been ‘won’ or ‘lost’; 1v) success vs. fail, 1.e., whether staft feel they are
therapeutically effective; v) use vs. abuse, 1.e., whether staff feel they are viewed as
therapeutically effective; vi) fear vs. confidence related to the daily possibility of

violence 1n the work setting of the forensic psychiatric nurse.

[n later work, statements were developed relating to each pole of the six binary
constructs with responses measured on a seven-point likert scale (Mason er a/, 2009a,
2009b). Development of the tool was detailed, with involvement of independent
forensic psychiatric nurses in development, pilot testing, and test-retest reliability
checking. The resulting questionnaire was completed by 416 qualified torensic
psychiatric nurses working in UK low, medium and high secure psychiatric services.

Analysis demonstrated numerous statistically significant differences between the



ratings of staff working at the three different security levels although the authors
concluded that they cannot explain exactly why this was the case. In brief, nurses
working in high security agreed more with statements on the win-/ose axis, suggesting
oreatest need for control 1n these settings. Nurses working in all levels of security
tended to endorse /ay explanations of patient’s behaviour and to reject medical
reasoning, this particularly being the case in high security settings: the researchers
speculated that this may indicate a perception among nurses working in high security
settings that this highly selected group of patients are not amenable to treatment. High
secure nurses report more fear and less confidence which is unsurprising given the

particular security needs of the patient population.

The results of Mason er al’s (2009a, 2009b) binary construct analysis demonstrated
that nurses working in low secure services differed significantly from those working
in high secure services on most items. They were more likely to accept medical
explanations and less likely to accept /ay explanations about patient behaviour; they
agreed less with statements about both fransference and countertransference; they
agreed less with statements representing the win factor; they agreed more with
statements about success and less with those about failure: similarly they felt that
they were viewed as therapeutically effective (‘use ') rather than inettective (‘abuse’):
finally, they were significantly more confident and felt less fear. Medium secure
nurses were more like high secure nurses on rransference and countertransference,
but there was no pattern where medium secure nurses sat directly in between the two

other security levels.

Mason’s studies are interesting because they demonstrated measurable and observable

differences on role tensions between nurses working in different levels of security.



However, it 1s not made explicit what implications the role tensions proposed have for
nursing practice. For instance, it is not elucidated whether a strong culture of either
medical or lay explanations about patient’s behaviour is desirable. Presumably it
would be beneficial for nurses to view themselves as therapeutically effective (high
ratings on ‘use’) but 1t 1s unclear whether this view is objectively related to the actual
therapeutic effectiveness of nurses in secure and forensic environments. However, the
results do suggest that nurses working in high secure settings hold a significantly
different set of beliefs about their role than those in low secure environments.
Although the link between beliefs and practice 1s not clear we can speculate that, if
beliefs do reflect roles, then there may be fundamental qualitative differences between
low and high secure psychiatric nursing roles such that they do not fall under the same
category membership. One way of interpreting this 1s that, 1f Mason ef al s role
constructs are accepted as accurately reflecting the key elements of forensic
psychiatric nursing, then it 1s not at all clear to what extent nurses working in low
secure environments are ‘forensic’ nurses in the same way as those who work 1n high
secure environments. Furthermore, whilst Mason ¢f a/ s operational definition of
forensic psychiatric nurses facilitates research into the role it is not clear to what
extent his nurse participants would meet the definition of forensic nurse, that is to say
the extent to which they possess the experience, competencies and qualifications
suggested by Kettles and Woods (2006). Kettles and Woods are championing a highly
specialist role whilst Mason and colleagues appear to be describing those who
practice their nursing in secure environments. Mason ¢f a/ have not currently explored
whether the overall profile of nurses who work in secure settings distinguishes them
from other professional practitioners in similar settings, nor whether forensic

psychiatric nurses differ from general psychiatric nurses on their measures of role
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tension. This could be one potential way of attempting to distinguish a clear nursing

role in the secure and forensic arena.

To summarise, 1in the UK there appear to be competing definitions of forensic
psychiatric nursing. One describes a decidedly specialist role with particular skills in
risk assessment and management, considerable legal knowledge and highly developed
interpersonal competencies (Kettles & Woods. 2006) while a second defines the role
pragmatically and 1n relation to nursing practice in specific secure environments
(Mason, 2002). It 1s therefore problematic to simply refer to “forensic psychiatric
nursing” as 1f there were one commonly understood definition. Empirical studies of
‘forensic psychiatric nursing’ largely employ definitions similar to Mason’s (Carrion
et al, 2004; Mason et al, 2009a, 2009b, 2010; Timmons, 2010) which 1s thus perhaps
more likely to gain common currency over Kettles and Woods (2006) more esoteric
conceptualization. However, empirical investigation of forensic psychiatric nurses so
defined on the role tensions that purportedly characterise the role has offered no
compelling evidence of differentiation from general psychiatric nurses. On the
contrary, there 1s some evidence that there are wide variations between those working
in high secure environments and those in lower security services. The epithet
‘forensic psychiatric nurse” may therefore be inappropriate for those who work 1n
some secure environments. Furthermore, there is little empirical evidence that reliably
distinguishes the specialist forensic psychiatric nursing role from that ot other
practitioners 1n the secure and forensic mental health arena. In fact the role
dimensions thought by non-nurses to best identify the forensic psychiatric nursing
role (boundaries, medication monitoring, ability to work with low staft: patient ratios)

were rarely mentioned by nurses in Mason’s (2008a, 2008b) studies.



1.2.3 The evidence base for nursing practice in secure and forensic care

Forensic psychiatric nursing 1s an emerging discipline within the broader field of
forensic mental health. As outlined above, there has been considerable discussion and
some research about the role of the forensic psychiatric nurse, but less work around
the evidence for that role. In short, less 1s known about the effectiveness of the role
and, to an extent, 1t 1s unclear how the body of forensic psychiatric nursing research
should be defined and what its key elements are. This section discusses how the

evidence base for the discipline can be understood and defined.

Exploration of the broader and more mature discipline of general psychiatric nursing
suggests that its own evidence base 1s defined in various ways. Reviews of psychiatric
nursing research (Davis. 1981; Fox, 1992; Jones & Jones, 1987a.b; McCarthy er al,
2006; Merwin & Mauck, 1995:; Sills, 1977; Zauszniewski & Suresky, 2004) have
used an assortment of inclusion and exclusion criteria to define the body of
knowledge. Yonge ef al (1997) argued that psychiatric nursing research should
address ‘an aspect of the nursing process’; other reviews have used operational
criteria that include only those studies published 1n nursing journals (Jones & Jones.
1987a; Zauszniewski & Suresky, 2004) or where authorship 1s by a nurse (McCarthy
et al, 2006); Merwin & Mauck (1995); whilst at least one simply used their own
judgement to i1dentify studies that constituted psychiatric nursing research (Sills,

1977).

The definitions used to define the body of knowledge for psychiatric nursing practice
therefore do not seem particularly satisfactory and all have weaknesses. Those
reviews which define psychiatric nursing research in relation to the nursing process

-

(Yonge et al, 1997) explicitly exclude from the evidence base studies of nurse’s own
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behaviour and attitudes, and studies of nursing education. It 1s likely that any review
of forensic psychiatric nursing research that was operationalised 1n relation to the
nursing process, and thus excluded studies of nursing roles, would be limited. For
example, Mason (2009a) has commented that there is a paucity of literature on
forensic psychiatric nursing that could broadly be defined as experimental, and
presently there i1s no available systematic review of the effectiveness of forensic
psychiatric nursing interventions equivalent to Curran and Brooker’s (2007)
systematic review of the etfectiveness of general psychiatric nursing interventions.
Reviews which place the publication’s title or its intended audience as the defining
feature of psychiatric nursing research may unreasonably exclude important nursing-
related and nurse-led research studies. Finally, reviews which simply define their
evidence base on their own judgement (Sills, 1977) run the risk of bias. Given the
failure to satistactorily delineate a more mature field, it is therefore unlikely that an
operational definition of “forensic psychiatric nursing research’ can be easily
constructed against which to ascertain whether the body of work submitted in this
thesis can be described as a body of work 1n the field of forensic psychiatric nursing.
However, in Chapter 3 the extent to which the work submitted in support of this thesis

meets some of these criteria is critically examined.

There 1s, however, room for some optimism that rigorous criteria can be constructed
and deployed to delineate areas of practice that are related to the work of forensic
psychiatric nurses and used to investigate the effectiveness of the role. Woods and
Richards (2003) conducted a systematic review of the effectiveness of nursing
interventions with people diagnosed with personality disorder. Whilst the study does
not claim to be either a review specifically of forensic nursing interventions, or of

interventions conducted solely with legally defined forensic patients, 1t 1s clearly



related to the work of forensic psychiatric nurses. Woods and Richards concluded that
the evidence-base 1n this area 1s weak: in particular, the evidence for the effectiveness
of nursing management 1s poor compared with that for psychological approaches
where both nurses and other practitioners are delivering the intervention. This finding
appears to indicate a lack of evidence for the effectiveness of specific nursing
interventions with this population. Indeed, the apparent lack of effectiveness for
nursing interventions means that nurses might be best advised to look outside of the

nursing literature for the best evidence.

Other research studies indicate a lack of breadth and depth of evidence for forensic
psychiatric nursing. Carrion ¢z a/ (2004) have demonstrated that forensic psychiatric
nurses report that the major barriers to utilising research are 1) that the relevant
research 1s not compiled in one place, and 11) that they do not feel the results of
research are generalisable to their own setting. Gildberg ef a/ (2010) highlighted that,
In an area key to forensic psychiatric nursing, namely staff-patient interaction, only
seven studies involving patients as participants had been conducted. All were
qualitative interview or questionnaire studies that attempted to describe the nature of
staff-patient interactions rather than attempting to evaiuate the effectiveness of those
interactions. In summary, academic concentration on the role of the forensic
psychiatric nurse has not been mirrored by equivalent focus on the eftectiveness of
nursing interventions with forensic and secure patient groups. Martin’s (2001)
exhortation to demonstrate the effectiveness of forensic psychiatric nursing in support

of 1ts distinct identity therefore does not appear to have been fully achieved.



1.2.4 The UK independent mental health sector

The final contextual element of the work submitted in support of the current thesis 1s
its situation within a non-NHS setting. The UK independent health sector comprises
all non-NHS facilities including commercial enterprises and ‘not for profit” services.
The inception of the modern independent sector can be traced to the years following
the second world war (Sugarman, 2011). At that time there were around 160,000
inpatient beds in England for people with mental illness (Green 2009), although these
were largely provided in unsuitable and decaying asylums, and used treatments with
little evidential value including lobotomy and electroconvulsive therapy (Mashour ef
al, 2005). From the 1950s, the introduction of medicines such as chlorpromazine
facilitated the dismantling of most of these beds with around 40,000 remaining by the
1980s (Sugarman, 2011). The formation of the NHS in 1948 brought almost all
existing local authority and charitable hospitals together, with just four (including St
Andrew’s Hospital, Northampton) charitable hospitals forming a nascent independent
sector providing specialist services for people with challenging behaviours who did
not require the highest security in the NHS-run special hospitals. As now, the
independent sector provided care for NHS patients on a contractual basis with surplus
monies returned to mvestors in the form of share bonuses 1n for profit providers and
re-invested in services for non-profit providers such as The Retreat and St Andrew s
Hospital. The need for beds at lower levels of security (see 1.2.1) and the consequent
emergence of Regional Secure Units (RSUs) in the 1970s was 1n part met by the
growth of the independent sector, particularly from the late 1980s onwards, who
specialised in providing care for long-term, hard-to-treat patients that local NHS units
were unable or unwilling to manage (Sugarman, 2011). Simultaneously, despite the

intention behind the RSU network, few patients were admitted from general



psychiatric hospitals because the spaces were filled by transters from the high secure
hospitals and from prison (McKenna, 1996). As a result there was piecemeal
development of local, closed units provided by both the NHS and independent sector
which., due to shortage of beds in the medium-secure RSUs, became ad /hoc admission
units for individuals with serious offending histories (Beer et al, 1997). A subsequent
development of national standards for low-secure units (Department of Health, 2002:
2008) means that forensic mental health services are now provided at levels of high
(800 beds: Sainsbury Centre for Mental Health, 2007), medium (3.500 beds:
Sainsbury Centre for Mental Health, 2007) and low security (1,583 beds: Pereira et al.

2000).

Currently, the independent sector provides 13.7% of all inpatient mental health beds
in England & Wales (Raleigh ef a/. 2008). Patients 1n independent sector provision
are younger, more likely to be detained and more likely to be in secure provision
compared with those in NHS services (ibid). This reflects the fact that the independent
sector plays a large role in the secure mental health market, providing approximately
35% of medium secure capacity (Sainsbury Centre for Mental Health, 2007), 27% of
secure adolescent mental health inpatient capacity (O Herlihy er al, 2007). Some
highly specialist locked or secure settings, for example for people with acquired brain
injury and extreme challenging behaviour who require neurobehavioural
rehabilitation, have all inpatient beds are in effect provided by the independent sector
Royal College of Physicians, 2010). This share of secure beds provided by the
independent sector appears to be much greater in highly specialist niche areas, for
example the independent sector 1s the commonest provider of “high cost™ services for
people with learning disability, 1.e., those displaying the most challenging behaviour

(Hassiotis ¢ al. 2007). There has been a small increase 1n the share ot secure beds
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provided by the independent sector but a large increase in the total number of secure
beds since 2001 (Jaycock & Bamber, 2001). This has occurred in an overall context of
declining numbers of non-secure inpatient psychiatry beds (Keown ez al, 2008). The
independent sector therefore plays an increasingly important role in the UK mental
health care market. Furthermore, there 1s data to indicate that the low and medium
secure independent sector population differs from its NHS equivalent. Moss ¢t al/
(1996) compared patients admitted to NHS and independent sector medium secure
units and concluded that the latter providers demonstrated increased flexibility in
terms of admitting patients deemed to present exceptional management problems. As
described above, independent sector providers are increasingly prominent in highly
specialist niche service provision. Moss (1999) has argued that the independent sector
1s now providing services that are unavailable in the NHS, namely long term care in
conditions of security (or for those who simply cannot live independently including
those with dementia. In contrast, Deery & Raleigh (2008) have shown that care
quality data 1s lacking in quality to compare the guality of care, as opposed to the
population cared for, in independent sector providers relative to their NHS
counterparts. The NHS i1s currently the sole provider of high secure services and thus
provides care and treatment for those deemed to be the most dangerous MDOs.
However, this population has declined from 1859 in the early nineties (Butwell er al,
2000) to approximately 653 in England in 2007 (Sainsbury Centre for Mental Health,
2007). There are therefore indications that in growing areas of provision, namely
medium and low secure care, and particularly in specialist niches, secure care 1s
increasingly provided by the independent sector. Furthermore, many of the most

challenging patients cared for within this sector.
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All of the submitted empirical work was conducted during the author’s employment
by St Andrew’s Healthcare, a charity and leading UK independent sector provider of
specialist mental health care. A considerable portion of the work was conducted
across Its extensive secure care pathways. St Andrew's 1s unique in that 1t represents
in microcosm the UK specialist secure mental health sector in its widest definition on
one site: services for adolescents, adults and older adults with mental illness, learning

disability or acquired brain injury in conditions of low, medium and open security.

1.2.5 The political context

The research was conducted entirely in the latter part of a period of health care
expansion in the United Kingdom under successive Labour governments. The Labour
government elected in 1997 had commutted to remaining within the published
spending plans of the previous Conservative government for a period of two years.
This had led to widespread public discontent (Pollock, 2004: 66). but by 2000 fiscal
surpluses allowed this cap to be lifted and Labour committed to significant increased
spending in line with the NHS Plan (The Stationery Oftice, 2000). Net expenditure on
the NHS 1n England increased from £59.8 billion in 2001/2 to £102 billion in 2007/8,
an average rise per year in real terms of almost 7%. (House of Commons Library.
2009). This increase was reflected in spending on mental health services (Sainsbury
Centre for Mental Health, 2007). The NHS Plan (2000: 96) which ushered 1n
spending increases made 1t explicit that “1deological boundaries or institutional
barriers should not stand in the way of better health care for patients... The private and
voluntary sectors have a role to play in ensuring that NHS patients get the full benefit
from this extra investment”. As a result, and as demonstrated in 1.2.4 above, the

independent sector has played an increasingly large role in the provision of secure



mental health care in England. Concurrently, enhanced spending became increasingly
regulated through the establishment of National Service Frameworks (including for
mental health, Department of Health, 1999) with outlined protocols and service
arrangements; and through the creation of quasi-governmental agencies including the
National Institute for Clinical Excellence (NICE) to assess the effectiveness of drugs
and medical technology, and the Commission for Health Audit and Inspection (CHAI)
a unified body to regulate both public and private/ independent sector care. In
particular the period saw an increasing emphasis on delivering measurable outcomes
including for mental health patients (Holloway, 2002). However, it also saw more co-
ordination, research and policy directed at issues including inpatient aggression and
violence (e.g.., NICE [2005] guidelines on the short-term management of violent

behaviour), patient safety (creation of the National Patient Safety Agency in 2001).

and arson (e.g.. ODPM, 2002).

Alongside increased expenditure and regulation, the period during which the research
In this thesis was undertaken also saw a continuation of a trend in recent years of
Increasing state management of people’s personal lives. Writers including sociologist
Frank Furedi (2003) have noted that this is a symptom of the post-cold war collapse
of politics™ traditional struggle between left and right, and the end of grand competing
visions of the good society. Left in its place are “micropolitics” which are essentially
managerialist, technocratic and ‘evidence-based’. In health care this has seen the rise
of a “new public health” (Fitzpatrick, 2000) which has aimed to regulate lifestyle often
based on statistics from epidemiological studies which can confuse association with
causation (Skrabanek & McCormick, 1989). Furthermore, epidemiology tends to be
dominated by so-called ‘objective” factors, in particular the statistics of morbidity and

mortality, and ignore ‘subjective’ factors including, crucially, people’s beliefs.



attitudes. feelings and freedom to choose to act in ways that are not optimally
beneticial to them on (Charlton, 2001). Two published studies included within the
thesis pre-dated the public smoking ban which came into force in England in 2007,
and a year later in psychiatric hospitals, a result of the Health Act (2006). Importantly,
the Act did not provide for a ban on smoking in outdoor areas of hospitals, and it
made exempt from the ban residential premises including prisons but not secure

hospitals.

1.3 Contextual summary and thesis objectives

The contextual 1ssues outlined in 1.2.1 to 1.2.5, namely secure and psychiatric care
provision, forensic psychiatric nursing, the research evidence base for nursing
interventions in these settings, the UK independent sector healthcare market and the
wider political context provide the background for the empirical work submitted. The
thesis 1s intended to be understood 1n relation to “secure and forensic psychiatric care’
in the widest possible sense because, whilst elements of the work have implications
exclusively for those currently working in, or providing, secure inpatient services,
other elements have practice implications for mental health professionals who come

Into contact with people who may require secure psychiatric services.

The research presented is concerned with both users of services, that is to say patients,
and providers of services such as nurses and other clinical practitioners. Research
methods were utilised that were suitable for the research questions posed and all sit
within a positivist epistemological framework. In Chapter 3 it will be argued that the
work should be considered in its entirety as a contribution to the field of forensic and

secure psychiatric nursing and forensic and secure psychiatric care in general.



Chapter 2. Review of publications

This chapter reviews the research submitted and is organised by research topic:
firesetting, medication administration and errors, violence and aggression, staff and
patient views on smoking, and secure psychiatric service outcomes. Each of these
topical themes 1s 1llustrated by two papers which are presented in full in Appendix 1.
Related publications, citations, other dissemination and related professional activities

for each topical area are detailed in Appendix II.

2.1 A note on the author’s contributions to each published study

The ten submitted empirical papers are dual or multi-authored (range 2 to 6 authors).
and the candidate 1s the lead author of eight. The International Committee of Medical
Journal Editors (ICMIJE) state that an ““author™ i1s generally considered to be someone
who has made a substantive intellectual contribution to a published study’: “An author
must take responsibility for at least one component of the work, should be able to
identity who 1s responsible for each other component and should ideally be confident
of their co-author’s ability and integrity” (ICMIJE, 2009). Authorship credit should be

based on meeting the following conditions:

|) Substantial contributions to conception and design, acquisition of data, or analysis
and interpretation of data.
2) Drafting the article or revising it critically for important intellectual content.

3) Final approval of the version to be published.

Furthermore, Newman and Jones (2006) have argued for first authorship of a research

paper to be the right of the author of the first draft of the paper. These criteria are used



within this chapter as the basis for assessment of the candidate’s published

contribution submitted as part of this doctoral thesis.

2.2 Research related to firesetting

Dickens, G., Sugarman, P., Ahmad, F. e¢f «/ (2007) Gender differences amongst adult

arsonists at psychiatric assessment. Medicine Science and Law, 47, 233-238. [Paper 1]

Dickens, G. Sugarman, P., Edgar, S. et a/ (2009) Recidivism and dangerousness in

arsonists. Journal of Forensic Psyvchiatry and Psychology, 20, 621-639. [Paper 2]

One 1n a hundred United States adults has a self-reported lifetime history of deliberate
firesetting and for 38% of these the behaviour persisted beyond the age of 15 years
(Blanco er al, 2010; Vaughan er a/ 2010). Based on US population figures (US
Census Bureau, 2010), there are approximately 1 million US adults who have
deliberately set fires since age 15 and in the UK the figure would approach 200,000
(Office for National Statistics 2005). Arson, defined as the crime of deliberate
firesetting as opposed to the simple behaviour of lighting fires, accounts for 36% of
all fire-related economic costs, amounting to £2.53 billion in England and Wales in
2004 (ODPM, 2005). It has long been established that the typical firesetter is young
and male (Lewis & Yarnell, 1951), but in reality they are a heterogeneous group
cutting across categories of gender, age and intellectual ability. One in six firesetters
1s female (Blanco ef a/, 2010): half of intentional firesetting brought to professional’s
attention 1s committed by adults (Cassel & Bernstein, 2007); and Enavyati ef a/ (2008)
have reported learning disability to be a feature in 10% of males and 9% of females
convicted of arson and referred for forensic psychiatric examination. Therefore, it is

important to try to distinguish between subgroups of firesetters in order to inform the



assessment of future risk. A favoured approach to firesetter differentiation, and one
that drove a considerable amount of inquiry from the 1970s to the 1990s, was
typology based on motivation, that 1s “the driving force or forces responsible for the
initiation, persistence, direction and vigour of goal directed behaviour™ (Colman,
2009). More recently, motivational classification has been viewed as flawed (Gannon
& Pina, 2010), primarily because motives like revenge are often confused with
characteristics (such as institutionalisation); but also because entirely different cases
of firesetting, such as fires endangering and not endangering life, can be conflated

under one heading such as revenge (pace Soothill, 1990).

Surprisingly little research has been undertaken to differentiate between broader.
naturally occurring groups of firesetters such as by gender or intellectual ability; or
more and less dangerous firesetters 1.e., those who repeatedly set fires, and those who
set the most dangerous, potentially life-threatening fires. Gannon (2010) has noted the
paucity of research on female arsonists that uses adequately matched controls of
offending females or male arsonists. Only one previous study (Harris & Rice, 1996)
had attempted to specify the characteristics of the most dangerous firesetters. Harris
and Rice (1995) examined 243 male mentally disordered firesetters (mean age 28.7
years, mean [Q = 93) admitted to a maximum security psychiatric institution for
firesetting over an 11 year period and found that 20 (8%) index fires had led to high
levels of injuries and property damage. There were few differences across a range of

childhood and adult variables between those involved in the most and less destructive

fires except for youth and presence of an extensive firesetting history.
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Firesetting 1s a feature of a significant proportion of those people who come into
contact with psychiatric services. Psychiatric morbidity is common among those
convicted of arson (Anwar ez al, 2009; Enayati ef al, 2008), and in order to assist in
their determination of disposal, the courts are generally inclined to call for psychiatric
reports in all but the most straightforward cases (Prins, 2005; R v Calladine [1975]).
Whilst those referred for psychiatric referral may not be representative of all
firesetters because, arguably, they comprise a subset of unsuccessful firesetters who
get caught. However, they do represent a majority of those who are apprehended. In
the UK, case law (R v Hoof [1980]) has established that there should be separate
counts relating to arson with intent to endanger life, arson reckless as to whether life
was endangered, and simple arson. In effect, the court should attempt to distinguish
reckless and intentional firesetting, a final decision being made by the jury. Further.,
this distinction will be reflected in sentencing, and cases of arson with intent to
endanger life and/or aggravating features including premeditation are punishable by 8
to 10 years 1n prison, or even with indeterminate sentences (Averill, in press).
Practitioners, chiefly forensic psychiatrists but also others, are required to make

informed judgements about the presence or absence of mental disorder in referred

firesetters, and to comment about risk of future offending.

In these two linked studies (Papers 1 and 2, Dickens ez a/, 2007, 2009) a retrospective.
observational case-controlled survey design was employed. Sociodemographic,
family and psychiatric history data from variables identified as relevant in previous
studies was extracted from the clinical case records of 167 (23%. n=38 female) adults
referred to West Midlands forensic psychiatry service over a 24- year period for
assessment following an episode of firesetting. The main advantage of this design was

that retrospective review facilitated the relatively rapid acquisition of large amounts



of data that was collected over a long period; in this instance data was based on the
records of those assessed over a 24- year period even though arson accounted for 10%
of all referrals. The main disadvantage is that the research is reliant on accurate
record-keeping. Two thirds of notes used in this study were rated as being of good
quality, 30% as of moderate quality and the remaining seven sets of notes as poor
quality. Another limitation 1s that, while the sample which comprised half of those
referred over the period, was selected randomly, the population of those referred is
almost certainly not representative because only unsuccessful firesetters are
apprehended. Retrospective studies like this one can only answer questions about
association and not about causality. Despite the numerous studies of firesetting
motivation (Icove & Estepp, 1987; Inciardi, 1970; Kidd, 1997; Lewis & Yarnell.
1951: Prins, 1994: Rautaheimo, 1989; Ritchie & Huff, 1999; Rix, 1994), all based on
similar retrospective case information, it was found to be very difficult to ascribe

motive.

2.2.1 Gender and firesetting (Dickens ef al, 2007):

There are a limited number of studies that compare female firesetters with an
appropriate control group. One potential control group, comprising women who were
referred for assessment following apprehension for other crimes, was considered for
this study but rejected. However, this author has recently, with others, conducted a
complementary piece of work [Long ef al, in press] to examine differences between
firesetters and non-firesetters in a female inpatient secure psychiatric service. In her
recent comprehensive review of the literature on female arsonists. Gannon (2010) was
able only to identity four studies (Dickens er al, 2007; Icove & Estepp, 1987; Lewis

& Yarnell, 1951; Rix, 1994) that compared male and female firesetters across a range



of variables and Dickens e7 a/ (2007) was “unique’ (Gannon, 2010: 180) in its use of
inferential statistical analysis. Dickens er @/ (2007) 1s marginally the largest gender
comparison study of firesetters referred for psychiatric assessment; Rix (1994)
reported on N = 153 (16%, n=24 female) firesetters, and the remaining two studies
are based primarily on insurance reports (Lewis & Yarnell, 1951) and on police

interview data (Icove & Estepp, 1987).

The novel contribution of this work was to add empirical evidence to an emergent
picture of differentiation between men and women who deliberately set fires. Women
firesetters are more heterogeneous than males in terms of age. Women were less
versatile 1n their overall offending than men e.g., less prior offending, fewer
convictions for theft and vehicle offences. Interest in the phenomenon of fire itself
seemed to be less prevalent among women; suicidal or parasuicidal elements were
more frequently present in women. We also highlighted the high risk for women
firesetters to have a history of reported childhood abuse relative to males. Whilst the
evidence base regarding treatment and intervention with adult arsonists is very thin
(Palmer er a/, 2007:; Hollin, in press), and there probably is overlap between the
treatment needs of men and women (Gannon, 2010), the differences supported by
findings from this research suggest some differential needs in terms of treatment
strategy. Women 1n particular may require more intervention aimed at ameliorating
the effects of previous victimisation and abuse. Given that this abuse 1s likely to have

occurred at the hands of men then gender specific treatment pathways are indicated.
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2.2.2 Firesetting recidivism and dangerousness (Dickens et al, 2009)

‘Risk” 1s understood in multiple ways. In the field of mental health it is generally
taken to refer to potential adverse events involving violence and aggression or self-
harm. More precisely, risk comprises elements including the prediction of the
likelihood of dangerous behaviour based both on actuarial data and clinical
experience, and on the potential destructiveness or the consequential severity of the
behaviour (Gunn, 1982, 1993; Kettles, 2004; Pagani & Pinard, 2000). One way of
understanding forensic risk, therefore, is as a product of the likelihood of repeated
dangerous behaviour or recidivism and the potential severity or destructiveness of that
behaviour i terms of death, injury or psychological distress (Doyle, 1999: Kettles.

2004).

The term “dangerousness’ to denote the product of the actuarial likelihood of repeated
risk behaviour and the severity or destructiveness of that behaviour of has fallen out
of favour in recent years (Kettles & Woods, 2006). However. it is a useful shorthand
way of conceptualising some of the constituent elements of risk. and one which we
employed 1n this study. Recidivism among firesetters had been studied previously (see
Brett, 2004 for a review, and Dickens er al, 2009) though rarely with a data set
comprising variables specifically derived from previous literature on firesetting
recidivism. Furthermore, in this study statistical tests were employed to identity
significant differences between recidivist and non-recidivist firesetters on a range of
variables validated by psychiatrists as indicating varying degrees of dangerousness
(see Sugarman & Dickens, 2009), and regression analyses were employed to identity
the variables that predict recidivism. This is the only study in the extant literature to

employ this useful method of analysis in relation to firesetting recidivism (Gannon &
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Pina. 2010). However. we took as a starting point Soothill’s (1990) assertion that
categorisation of firesetters by motivation means that very different firesetting
activities may be conflated under a motivational type, and this 1s elucidated 1n depth

in Dickens & Sugarman (1n press).

The central study hypotheses tested the characteristics of 1) individuals defined as
recidivist or multiple firesetters compared with one time only firesetters and 11)
individuals defined as setters of severe fires, 1.e., those fires causing extensive
property damage or threat or actual loss of life or major injury, when compared with
those who set less severe fires. Results suggested that recidivism was not associated
with previous setting of serious fires, but that specific firesetting behaviours are:
notably multiple-point firesetting and the use of accelerants. Although very few
individual characteristics were associated with the setting of severe fires, the
discriminant function analysis identified previous violent/sex offences as predictive of
severe firesetting but not of recidivist firesetting. This supports previous research that
indicated that a discrete sub-group of arsonists are violent offenders (e.g., Jackson et
al, 1986). Whilst 1t has been traditional received wisdom that all fires are potentially
deadly (Barker, 1994) and. as a corollary, there is little value in distinguishing
between more and less serious fires, this finding suggests that those who have set
more serious fires are probably the more dangerous group. This lends empirical
support to claims (Gannon & Pina, 2010; Webster er a/, 1997) that risk assessment for
firesetters should treat the behaviour as a violent offence or as a property offence as
appropriate. Although it remains very difticult to predict which firesetters will set
serious fires in the future this work offers evidence that particular fire-related

behaviours should be given considerable weight in risk and dangerousness
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assessment. The study is one of the few to examine the predictive ability of various

variables in recidivist firesetters (Gannon. 2010).

2.2.3 Author’s contribution

For both of the above papers the candidate made a substantial contribution to the
conception and design of the study, specifically to the literature review and hypothesis
formulation, and to the analysis and interpretation of data. Both articles were drafted
by the candidate who also had overall approval of the final article content in

consultation with co-authors

2.3 Research related to staff and patient views on smoking in secure inpatient

services

Dickens. G., Stubbs, J. and Haw, C. (2004) Smoking and mental health nurses: a

survey of clinical staff in a psychiatric hospital. Journal of Psychiatric and Mental

Health Nursing, 11, 445-451 [Paper 3]

Dickens. G., Stubbs, J., Popham, R. ¢z a/ (2005) Smoking in a forensic psychiatric

service: a survey of inpatients’ views. Journal of Psychiatric and Mental Health

Nursing, 12, 672-678. [Paper 4]

Smoking is responsible for 30% of all UK cancer deaths, or 46,000 deaths per annum
(Cancer Research UK, 2007) and smokers die 10 years earlier than non smokers (Doll
et al, 2004). About 24% of the UK population aged over 16 years are regular smokers
(National Statistics, 2006), but up to 70% of inpatients in mental health units smoke

tobacco (Mind, 2008). People with mental illness are disproportionately affected by



smoking-related ill health and mortality (Lichtermann ez al, 2001; Tsuang et al, 1980,

1983).

From July 2008 stringent new smoking guidelines came into effect in psychiatric care
premises in England, Wales and Northern Ireland. Under the Health Act (2006),
smoking was prohibited for any patient staying in a psychiatric hospital for less than
six months. In forensic psychiatric settings, where two thirds of patients will stay for
more than two years (Sainsbury Centre for Mental Health, 2007), patients were not
outlawed from smoking and were able to continue doing so in designated outdoor
areas. However, some forensic/secure hospitals and units, notably the high-secure
Rampton Hospital (Cacciottolo, 2008), introduced a blanket smoking ban in both their
buildings and grounds and some medium-secure units have followed suit (Shetty ef al,
2010). Because of the security restrictions in place in secure units, for example secure
perimeter boundaries, patients are effectively prohibited from smoking at all.
[nterestingly, bans like this are preceded by “preparation, education, patient advocacy
and access to treatment’ (1bid: 287) but not by consultation, despite the current vogue
for user involvement in services (Tait & Lester, 2005). Woods (2004: 609) has argued
that the views of service users in forensic services are ‘relevant... however, the extent
to which these can be acted upon may be limited’. This limitation appears to be based
on security needs, but it has never been argued that the smoking ban in secure forensic
units has any relation to security, and has largely been couched in terms of health
(Cormac et al, 2010). Where smoking bans have been implemented in UK secure
settings it appears to have been done so expressly against the wishes of patients, for
example in one medium secure unit 89% of patients were smokers, and the majority

objected to a ban (Royal College of Psychiatrists, 2008).



Given these subsequent moves to ‘solve’ the smoking problem by diktat in secure
inpatient psychiatry the two studies presented here, conducted in 2003 and 2004
before there had been any realistic suggestion of a ban, may seem slightly
anachronistic. The rationale behind the studies was that new information about the
attitudes and beliefs of staft and patients about smoking in psychiatric services would
inform the development of educational interventions and policies that, whilst aimed at
ultimately reducing smoking, would do so in a context that respected individual
autonomy to make poor health decisions. It should be borne in mind that when these
studies were conducted 1t was the norm for psychiatric hospital wards to have a
designated smoking area. In the context which has been outlined here, there was
considerable interest in the 1ssue of smoking in psychiatric inpatient settings,
particularly in the views and attitudes of staff to patients smoking, and in the views of

patients themselves.

Surveys are a useful method of collecting information, describing, comparing or
explaining knowledge, attitudes and behaviour and for determining opinion (Fink,
1995). Given the dearth of knowledge at the time about the attitudes and beliefs of
clinical staff, chiefly psychiatric nurses, about their own smoking behaviour, attitudes
and beliefs; and those of psychiatric patients themselves, two exploratory survey
studies were conducted. It was anticipated that findings from both studies would be

used to aid policy development and educational interventions.

2.3.1 Staff views on smoking (Dickens ef al, 2004)

In this study (Paper 3, Dickens er al, 2004) a prospective, cross-sectional
questionnaire survey design was utilised. Question statements were devised and

piloted for the study in order to examine attitudes amongst a variety of clinical staff
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groups working in a large psychiatric hospital (total clinical staft population 1,471).
Question statements were generated from a review of the literature and refined
through a process of consultation with a multidisciplinary reference group (the
organisational Health Promotion Group). The study was anonymous, and there was no
means by which non-respondents could be identified in order to improve response rate
by follow-up of non-responders. Overall response rate of 50.3% was acceptable,
although lower among unqualified nursing staff. Case control was applied by
comparing the responses of three different professional groups: Registered Nurses,
Healthcare Assistants and other protessions. Further analysis of nurses who were
themselves smokers and other nurses was conducted in order to ascertain the degree
to which this variable operated independently of profession. It emerged that mental
health nurses had significantly different - arguably more liberal — attitudes than their
multidisciplinary colleagues. The new knowledge emerging from this study was that
nurses, and particularly nurses who themselves were smokers, were more likely to
endorse that statf should be allowed to smoke with patients, that smoking with
patients 1s of value in the creation of therapeutic relationships and that problems with
patients were more likely when they were unable to access cigarettes. Healthcare
assistants had significant educational needs relative to registered nurses and other
healthcare professionals. A small but significant group of healthcare assistants were
likely to believe that cigarettes should be used to achieve therapeutic goals. The study
does have limitations including its being limited to a single-site; however, it provided
, and continues to provide, a relevant perspective and has been cited on 16 separate

occasions in subsequent research studies.



2.3.2 Patient’s views on smoking (Dickens et al, 2005)

This study (paper 4. Dickens ef a/, 2005) aimed to triangulate the views of statt
explored in the previous study with views of patients. Prospective cross-sectional
survey design was utilised. Question statements were developed from the literature,
which. in some cases, mirrored those in the survey of staff attitudes (paper 3, Dickens
et al. 2004). On this occasion data was collected 1n a structured face-to-face interview
format, for which there 1s good evidence for increased response rate (Sitzia & Wood.
1998) and 1t 1s well known that 1t 1s difficult to recruit psychiatric patients.
particularly those with a diagnosis of schizophrenia, into research studies (Lester &
Wilson, 1999). Results indicated a difficulty in recruiting older, male patients; a
problem that has been addressed 1n subsequent studies by oversampling from among
the male population 1n order to achieve representativeness (Dickens er al, 2010).
Findings illustrated a dilemma faced by mental health nurses in that patients valued
social time with nurses that involved cigarette smoking, but concurrently experienced

this as a disincentive to quit smoking.

2.3.3 Author’s contribution

The candidate made a substantial contribution to the conception and design of the two
studies described above. Specifically, this involved the design and piloting of
questionnaires, the literature review and hypothesis formation. For the patient-focused
study the first author acquired the data through recruitment of participants and face-
to-face interviews and was responsible for the analysis and interpretation of data. The
candidate drafted both articles, revised them in consultation with colleagues and had

overall approval of the final article content.
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2.4 Research related to violence and aggression

Dickens. G.. Rogers, G., Rooney, C. ¢f al (2009) An audit of the use of breakaway

techniques in a large psychiatric hospital: a replication study. Journal of Psychiatric

and Mental Health Nursing, 16, 777-783. [ Paper 5]

Stubbs, B. and Dickens, G. (2009) Physical assault by patients against
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