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Introduction

In clinical practice the imbalance of safety and security versus therapeutic engagement and recovery
creates tension and often leads to risk-aversion. Nowhere is the tension more keenly felt than in
forensic services, where the patients are by definition more prone to engage in high risk behaviours
that pose severe challenges to maintaining the safety of all concerned (Drennan and Alred, 2012). The
consequences of managing serious violent or sexual risks may reduce the possibility for collaboration
and empowerment and the possibility of patients remaining in hospital for long periods increases the
likelihood of institutionalisation (Corlett and Miles, 2010). For the reasons highlighted above it is
important to find an assessment process that is suitable and acceptable for both patients and staff
alike, supported by decision making methods that relate to risk assessment and management (Doyle

and Dolan, 2002).

Assessment of behaviour is an ongoing process that nurses undertake on a daily basis, often in order
to aid the development of individual care plans (Olsson and Schon, 2016). It is recognised that
behaviour change is an indicator of the likelihood and severity of risk behaviours occurring, and
observing clinicians tend to use this as a measure to gauge the patients’ ability to function socially. In
former years it has been suggested that improvement in social functioning was the key to recovery in
psychosis (Turkington and Bryant, 2007); this is especially important in forensic services where over
70% suffer from psychotic illnesses (Darjee et al., 2017; Vojt et al., 2011; Thomson et al., 1997). A
major difficulty in the past was a shortage of appropriate instruments with which nurses could carry
out valid and reliable therapeutic assessments, were behaviourally based and therefore appropriate
for use in a variety of contexts (Woods, Reed and Robinson, 1999). Risk assessment scales now exist
in abundance, for example, the Historical, Clinical and Risk Management -20 ([HCR-20] Webster et al,
1997, Douglas et al., 2014) and the Short-Term Assessment of Risk and Treatability ([START] Webster

et al., 2009). Whist nurses do provide information for these instruments and they are certainly useful
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for measuring social risk for violence, the information provided on therapeutic outcomes and core
areas of therapeutic activity over defined periods of time is more limited (Ross et al., 2012). There are
other scales that concentrate on violent behaviour, such as the Staff Observation Aggression Scale -
Revised ([SOAS-R] Nijman et al., 1999) or the antecedents of violent behaviour, for example, the
Broset violence checklist ([BVC] Woods and Almvik, 2002) and the Dynamic Assessment of Situational

Aggression ([DASA] Ogloff and Daffern, 2006), but they do not focus on daily living skills.

Over a decade ago a need for change in the way patients are assessed was identified through a review
of mental health nursing in Scotland (Scottish Executive Health Department, 2006). In keeping with
the national drive to support recovery-oriented care, in 2007 a programme of work began to introduce
a new and comprehensive system for nursing assessment, care planning and report writing within The
State Hospital (TSH) a high secure facility in Scotland. This same system was subsequently adopted by
National Forensic Mental Health Services (NFMHS) Ireland, a high and medium secure service, and
Murray Royal Hospital (MRH), a medium and low secure service in Scotland. As part of this
development an assessment tool was introduced across the three sites, Behavioural Status Index

[BEST-Index] (Reed and Woods, 2000).

The BEST-Index (Reed and Woods, 2000) was designed for people with psychosis in forensic services
which gives it a distinct advantage over other measures. It incorporates several sub-scales and in its
current form assesses six key areas of behaviour, see Box 1, building on the original work of Mahgoub
(1989). The aim is to identify, describe and categorise behaviours associated with or potentially

predictive of risk (Woods, Reed and Collins, 2001b).

Insert Box 1 here

BEST-Index intends to help clinicians establish systematic baselines for important life skills
performance in patients; provide individual patient data for use in treatment planning; allow precise

treatment planning goals to be set, and facilitate systematic documentation of re-measures for

Page 2 of 27
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purposes of monitoring health outcomes (Woods, Reed and Collins, 2003). It was also designed to aid
assessment in a variety of psychiatric contexts and provide data to inform therapeutic interventions
(Woods, Reed and Collins, 2001a). In Scottish services patients tend to move from one level of security
to another (for example high to medium or medium to low secure care) as they progress towards
reintegration in the community. The versatility of a tool was deemed essential as was the necessity to
generate robust data that could be used to plan care with individual patients. The wider multi-
disciplinary assessment tool routinely used is the Historical Clinical Risk assessment (HCR-20 V3;
Douglas et al., 2014) which uses current and historical behaviour to examine the patient against a
range of pathological indexes (Chakhassi et al., 2010); earlier research identified a close correlation
between BEST-Index and the dynamic factors of the HCR-20 (Ross et al., 2008). The HCR-20 V3

(Douglas et al., 2014) is currently in use across all Scottish forensic services.

BEST-Index has been subject to psychometric testing to assess its validity and reliability over the past
few decades (Woods, Reed and Collins, 2003; Ross et al., 2008; Chakhssi, de Ruiter and Bernstein,
2010; Ross et al., 2012). Despite use in the research context, there is limited evidence of BEST-Index
being actively applied and tested in routine clinical practice, and few reports of patients or staff views
of the tool other than Sukkoo et al. (2007). The inclusion of patient perspective was considered
important because their contributions can add a new dimension to risk assessment. Arguably if risk
assessment and management are to be truly effective they should be undertaken in the spirit of
collaboration with the goal of helping patients become better assessors and managers of their own

risk (Cree and Horstead, 2013).

Aims

This project aimed to ascertain the utility of the BEST-Index with patients in high, medium and low

forensic services through:
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e exploring if there is any changing pattern in patients’ social skills as they pass through the
forensic network services as measured by the clinical assessment tool BEST-Index;

e establishing patients impression of the assessment tool, and

o exploring the utility of the instrument as part of routine clinical practice — through discussion
with multi-disciplinary staff.

Methods

A repeated measures cross-sectional survey was carried out over an eighteen month period. A mixed
method approach using complementary quantitative and qualitative data was used to gather data. It
is thought that mixed method studies capitalize on the strengths of each quantitative and qualitative
method, thus researchers can produce stronger and more credible studies that can yield both
complementary and corroborating evidence about the research problem of interest (Plano Clark and
Ivancova, 2016). The assessment tool BEST-Index generated quantitative data. One to one interviews
were used to gather patient opinion due to the lower refusal rate (Parahoo, 2014), potential to gather
rich data (Polit and Hungler, 1993) and ability to provide a platform to promote an understanding of
the complex social, behavioural and educational issues of the patients’ life experiences (Press, 2004).
However careful consideration had to be afforded to the time constraints of the project, costs for
researcher’s time and the potentially high number of respondents. For these reasons questionnaires

were also used to gather qualitative data from clinicians.

A triangulated approach was taken to gain a meaningful impression of the utility in clinical practice,
incorporating three strands of work. The first strand focussed on tracking change, the second on
patient impression and third on staff opinion. These three elements were explored across all three
research sites. A brief summary of qualitative findings are reported as part of this article; the focus is

predominantly on quantitative results.

Page 4 of 27
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Ethical consideration

The study was approved by TSH Research Committee and complied with required ethical and legal
standards, relating to participant confidentiality and anonymity. No patient was contacted until
consent was issued from the relevant Consultant Psychiatrist. Patients and staff were given written
information about the project and given seven days to consider their participation, they were assured
that they could withdraw at any time. Patients were advised that their care and treatment would not
be affected in any way should they decline the invitation to take part. Written informed consent was
obtained from all participants. All data generated from the research was kept in a locked cabinet in a
secure unit within TSH. Data transported from other sites had unique identifiers attached to forms
rather than names and was transferred in a locked briefcase with security code only recognised by the
Chief (HW) and Principal Investigators (LT, GR, JT). All notes and data from interviews with patients
and staff were anonymised, removing all identifiable identification prior to analysis and sharing with

the research team.

Element 1. Tracking change

The following hypothesis was tested:

e There will be a difference in the degree of social competence and social risk that patients
present with as they pass through the forensic network services; as measured by BEST-Index.

The assessment was employed at baseline and at an 18 month follow up interval to measure potential
change in patient behavior. The sample included patients across all three sites who had been assessed
using BEST-Index within three months of the baseline date; all were recruited by the respective

Research Assistants at each site, following consent from Consultant Psychiatrists.
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Assessment scale

1. Behavioural Status Index (BEST-Index) (Reed and Woods, 2000)

BEST-Index is arguably one of the most appropriate and acceptable behavioural assessment tools for
nurses in forensic psychiatry (Woods, Reed and Collins, 2003). The BEST-Index relies on information
gathered from several sources - through observation, discussion with patients, colleagues and review
of case notes. It was first introduced to TSH in 2002 as part of an international research project (Ross

et al., 2008).

All items are rated using the Likert scale, on a scale of 1-5, with higher scores indicating a higher level
of functioning thus a high score on the risk subscale is suggestive of a lower level of risk behaviours. A
nurse (or other practitioner) familiar with the patient - alongside the patient themselves - rates the
items (Woods, Reed and Collins, 2001b). Three sub-scales have 30 items to be rated (empathy,
communication and social skills, self and family care) and three have 20 items (risk, insight, work and
recreation). The range of a 20 item sub-scale is 20-100 and a 30 item sub-scale is 30-150. Each item is
criterion referenced, which adds to the objectivity of the scale. The range of the total score is minimum

150 and maximum is 750.

Data analysis

Quantitative data generated from the scores from BEST-Index was entered into SPSS version 19
(SPSS Inc, 2012) analysed and compared across sites. Each subscale was pro-rated to account for

missing data; scales with more than 20% of the data missing were excluded from each analysis using

the formula: Sp= (S;x N) / (N-n)S, (Sp =prorated score; S; = total score for subscale; N = total number
of items in scale; n= number of missing items) (Chu et al., 2013). Data analysis of demographic
characteristics included measures of central tendency (mean, mode and median) and dispersion
(range, standard deviation). Tests of normality of distribution (Kolmogorov-Smirnof, p=.20 and

Shapiro-Wilk, p=.23) and tests for equality of variance (Levene’s, p=.28) were employed at baseline

Page 6 of 27
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on total scores, all were non significant. Parametric tests (paired sample t tests) were then used to
measure change tracked over two time points. Individual patient scores were compared at time one
(T1) baseline and time two (T2) eighteen month follow up. Clinical change is deemed to occur when
there is movement of one point for 20% of any one sub-scale e.g. improvement of 4 points on a 20
item sub- scale (see Fig 1 for an example of Risk sub-scale). This was agreed through collaboration

with one of the original authors Professor Val Reed.

Insert Fig 1 here

Element 2. Patient impression

Semi-structured interviews were carried out with a 1:4 purposive sample across all sites at baseline.
Purposive sampling has been used extensively in clinical research and is deemed acceptable
methodologically (Parahoo, 2014). It allows for the selection of participants with relevant knowledge
and expertise, enabling researchers to be better informed on the topic under review. An advert was
sent out to all Key Workers (Registered Nurses) asking if they could recommend any of their patients
for participation in the study. Responses were sent to the Research Assistants at the respective sites,

thereafter consent to approach the patient was sought from the Consultant Psychiatrist.

Sample

Patients were included if they were aged between18-65 and had a diagnosis of mental disorder or
learning disability. They were excluded if they were too unwell to consent, as agreed by their

Consultant Psychiatrist.

On agreed dates a sample of patients were selected for interview from TSH (n=30), NFMHS (n=30)
and from MRH (n=16). All participants were selected on the basis of their ability to answer questions
and availability on the agreed dates. The interviews were undertaken by a Research Assistant from

each of the three sites — all of whom were trained in the same interview technique by HW (Chief
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Investigator) and GR (Principal Investigator) in advance of the interviews. Interviews across all sites

were co-ordinated by HW. Total number of interviews (n=76).

Research questions

e Do patients value the opportunity to take an active role in the assessment and care planning
process?

e What do patients think about the assessment tool BEST-Index selected for use across forensic
services?

e Do the individual care plans written by key workers reflect the strengths and needs of the
patient?

The interview required participants to answer a small number of fixed response questions in addition

to open-ended questions. Some questions posed within the interview were presented to both staff

and patients.

Element 3. Staff opinion

Two similar staff questionnaires were developed by the research team, predominantly using fixed
responses on a five point Likert scale, but with optional sections for additional comment. Staff were
asked to complete the questionnaires only once at baseline. Questionnaire (a) was issued to all
Medical, Occupational Therapy, Psychology, Team Leaders/Charge Nurses, Senior Charge Nurses and

Social Work staff working at each site. Questionnaire (b) was issued to Key Workers (KW).

Research questions

e Are members of the multi-disciplinary team (MDT) familiar with BEST-Index assessment tool?

e Do the members of the multi-disciplinary team value BEST-Index

Page 8 of 27
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Data analysis

Qualitative data generated from the patient interviews and staff questionnaires (elements two and
three) were analysed using thematic analysis. This is a method for identifying, and interpreting
central themes emerging from the data (Taylor et al., 2010). The advantages of this type of analysis
are that it is flexible and can provide a rich and detailed account of the data (Braun & Clarke 2006).
The main aim of the analysis was to uncover key themes reflecting participants’ opinions. The
qualitative analysis was initially conducted by two researchers (HW and LT). Responses to each
question from the interview transcripts were studied separately in turn, with responses reread
numerous times to identify key features. Initial categories containing similar responses were then
gathered together and sub divided into emerging themes. Themes were then studied and
interpreted. In keeping with this methodology, themes were based on the prevalence of particular
patterns within the data, but also in terms of relevance and importance of these patterns to the
research aims (Braun and Clarke 2006). Finally, once the themes were generated the validity in
relation to the data set was considered. This ensured that the themes reflected an accurate
representation of the data which was transparent to the reader. The two researchers discussed the
results until a list of themes was mutually agreed upon; very few discrepancies occurred. Rigour was
achieved from the engagement with participants and the breadth and depth of data collection.
Results emerging from these elements of the project will not be reported in full, only a summary will

be offered.

Results

Survey results

The total sample included participants from three sites, TSH (n=134), NFMHS (n=50) and MRH (n=61),
a total sample size of (n=245). Descriptive statistics were only collected for the sample of patients who

were interviewed (n=76), not the entire sample (n=245), due to time and resource constraints. The
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participants were predominantly male (n=75, 98%), with a mean age of 40 years (standard deviation
(SD) = 10.67, range, 20-65). The majority were single (n=57,75%), others were either married/co-
habiting (n=3,4%), divorced / separated (n=11,15%), or widowed (n= 5,6%). The majority of
participants were caucasian and had been unemployed prior to admission (n=55,72%), a few worked
in professional field (n=6,7%), the remainder in a variety of manual trades, shop sales roles, students
or were retired (n=16, 21%). A common range of diagnoses was evident including schizophrenia,

schizoaffective, paranoid schizophrenia, bipolar disorder and depressive disorder.

Tracking change

Changing patterns of behaviour

The hypothesis that BEST-Index can detect clinical improvement or deterioration in social competence
and social risk can be accepted because there were statistically significant differences in scores over
the two time periods in three of the BEST-Index subscales (risk, insight, work and recreation), all of
which indicated improvement, see Table 1. Effect sizes, calculated using Cohen’s d are considered
‘small’ when d=0.2 (Brace, 2008), meaning the difference between the two groups was minimal
despite reaching statistical significance (see Table 1). A further two subscales (Communication and
Self-care) also improved although did not reach statistical significance. Empathy differed from the
others and reduced over the time period, although not to a significant degree.

Table 1 insert here

There is also a statistically significant improvement in total Scottish BEST-Index scores when moving
through the different levels of security - from TSH (high secure) at baseline (n=118, m=490, sd=106)
and 18 month follow up (n=71, m=520, sd=110) to MRH (medium secure) service at baseline (n=50,
m=570, sd=119) and 18 month follow up (n=31, m=571, sd=109) - see Table 2. Effect size was
calculated and a medium effect (0.7) was noted when comparing high and medium secure total scores

at baseline. These findings from the two Scottish units provide new baseline information for future

10
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comparison. Clinical change (using the marker of 20% improvement in scores) was evident in (n=58,
36%) of the total sample in Social Risk; (n=60, 39%) in Communication; (n=75, 50%) in Self Care; (n=77,
48%) in Insight; (n= 73, 48%) in Work and Recreation and (n= 69, 46%) in Empathy. Clinical
deterioration was also evident, but in a smaller proportion of patients: (n=38, 24%) Social Risk; (n=38,
25%) in Communication; (n=35, 23%) in Self Care; (n=29, 18%) in Insight; (n= 35, 25%) in Work and

Recreation and (n=42, 28%) in Empathy. Others patients remained fairly static.

Tests of reliability

Inter — rater reliability was tested on the first (n=100) results, a reasonable degree of reliability was
found between all sub scales. The average measure Intraclass Correlation (ICC) was .62, with a 95%
confidence interval from .38 to .76 (F (99, 495) = 4.66, p<.001. Tests for internal consistency on the

full sample found Cronbach alpha coefficients for the scales ranging from .90 - .97 (.90 risk,
.96 insight, .94 communication, .94 work and recreation, .94 self care and .97 empathy)
demonstrating excellent internal consistency, showing that the items within the tool are
closely related. This is a measure of scale reliability. This is on a par with earlier research by
Woods, Reed and Collins (2003), which found coefficients between .90 and .96. This result
should be viewed with caution because the tool is a 150 item schedule and the number of

test items can inflate the Cronbach’s alpha if there is redundancy or duplication.

Table 2 insert here

Interview results

The views of (n=76) participants are presented on a topic that seemed to generate varied levels of
interest. Patient impression centred around one overarching theme of ‘Acceptance of the process’;
sub themes emerged on the ‘level of awareness’, ‘how involved we felt in the process’ and the
‘importance assessment and care planning holds for us’ . Sub themes generated from the interviews

are highlighted below in italics.

11
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Level of awareness

N=7, 9% had absolutely no idea what nursing assessment was about. One participant (Participant 10)
simply thought it indicated how he was ‘coping with day to day life’, another (Participant 12) said he
had ‘no idea’ and supposed it was just about his Key Worker (KW) taking notes about his presentation
‘and whether | am assaultive or not’. Most of those asked (n=54, 71%) had a fair grasp of the concept
of nursing assessment, understanding it was based on nursing observation of their behaviour and
mental state and that the information would be used to help plan their care. A further (n=15, 20%),
believed it to be an assessment the KW makes which forms the basis for a report that goes to the
clinical team, the report can be used for intermediate and annual reviews and may include both

positive and negative information.

How involved we felt in the process

In relation to the level of involvement the patients have, the majority (n= 55,72%) were actively
involved and had regular (commonly weekly) discussions with their KW and received their annual
reports. A few (Participant 3 and 18) commented on the ‘advantage of having as associate worker
during periods when my KW is on night duty or on holiday’. The Scottish KW system includes the use
of an associate worker as part of the team for each patient, the associate worker assumes the KW role
in their absence. N=20, 26% thought the involvement was ‘not bad’, although one (Participant 16) felt
he was ‘not well enough involved to comment properly’ another (Participant 9) stated that he ‘actually
was not really that interested’ and another (Participant 4) said he would often just ‘listen to what the

KW says’. Only one (Participant 12) did not feel at all involved in the process.

Importance assessment and care planning holds for us

Level of importance afforded to the assessment and subsequent care planning process again provoked
a positive response. N=37, 49% noted it was very important to patients for a variety of reasons, they:

want to know where they need to improve; want to know what is happening; want to be able to

12
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express their opinion and feel involved and want to know what you have to do to move on. Others

(n=38, 50%) thought it was quite important.

‘because you can make judgements on when you think you are likely to get things, such as grounds

access’ (Participant 14).

It seemed less of an issue for patients who were likely to be in hospital for a lengthy period as a

consequence of their tariff.

‘there is no urgency to find out where I’'m going’ (Participant 7).

‘I don’t care, they just write what they want regardless of my view’ (Participant 12).

Staff opinion

Demographic details: Lead Nurses, Senior Charge Nurses and Nursing Team Leaders

There were (n=9, 64%) females and (n=5, 36%) males, the majority (n=13, 93%) aged between 30-54
years and had been working in the services for many years.

Staff Nurses / Key Workers

Feedback was received from a total of (n=188) participants, with an even split between female (n=92,
49%) and male (n=96, 51%). This indicates approximately 40% return rate from all units. Responses

were received from a group of staff with considerable experience in the forensic service, see Figure 2.

Insert Fig 2 here

Multi-disciplinary Team Members (MDT)

A total of (n=70) responses were received across three sites, male (n=28, 40%), female (n=42, 60%),
including a variety of disciplines. This represents a reasonable proportion, approximately 55% of the
MDT population. Age of participants and length of service did not vary significantly across the three

sites, see Figure 3.

13
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Insert Fig 3 here

There was a variable length of service, notably longer service in NFMHS with considerable length of
experience in forensic services, see Figure 4.

Insert Fig 4 here

The one overarching theme emerging from the MDT and Nursing staff questionnaires was
‘Production and delivery of information’. This was broken down into three sub themes including,

‘comprehension’, ‘confidence to apply the tool in practice’ and ‘contribution’.

Comprehension

Some members of the MDT were unfamiliar with the BEST- Index tool (n=11, 16%), and during team

meetings did not know what the scores meant.

‘I was left confused because | didn’t know how to interpret the scores, | was new and it wasn’t

explained’ (Participant 10).

It was noted more than once that nurses do not always explain the tools when presenting their
reports at MDT meetings and that it would be helpful to the wider group if they did. The vast
majority of staff nurses were comfortable with the level of understanding they had on the tool and
felt able to transfer the information onto care plans. A small group still thought they are not familiar

enough with the BEST-Index tool to use it effectively and would like refresher training.

‘1 did receive training in the tool but | am only key worker for one patient, so don’t use it that
often....I just maybe need some reassurance that | am completing it properly and maybe a quick

update would help’ (Participant 3).

14
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Confidence to apply the tool in practice

Although many nurses commented they were happy as long as they had time to prepare, some feel
less comfortable and confident delivering their report to the MDT, due to the infrequence of

undertaking this exercise.

‘Il sometimes feel a bit uncomfortable.... especially when we have to do our report last..... it feels like

everything has already been said, so | just read out what I've written down’ (Participant 14).

The practical application of translating the output from the assessment into a care plan enabled staff

to focus more readily on evidence based practice.

‘| feel more confident writing care plans and am comfortable with a strengths base approach’

(Participant 8).

Contribution

The senior nursing staff definitely valued the nursing contribution and could see the benefit of using

such an assessment tool.

‘I like it because it is broad ranging and robust and can identify the need for therapeutic

interventions which nurses can subsequently participate in’ (Participant 4).

Unfortunately some of the MDT members were unable to see how the BEST-Index nursing
assessment linked to the wider multi-disciplinary assessment; others were very clear about its place

in the process.

‘the BEST- Index is useful because of the correlation between it and many of the HCR-20 items’

(Participant 3).

The majority of nurses were content.

‘| feel as though we have something useful to report at long last’ (Participant 22).

15
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Yet a few felt their contribution was not valued.

"half the time it seems that nobody even listens to our feedback at the MDT’ (Participant 1).

Perhaps this was directly attributable to the lack of understanding about the tool and level of
communication offered to enhance understanding of the application to the wider multi-disciplinary

agenda.

Discussion

The utility of BEST-Index was examined across three forensic services. The hypothesis indicated
there would be a difference in the degree of social competence and social risk patients present with
as they pass through the forensic network services. BEST-Index has formerly demonstrated clinical
utility and can be administered repeatedly during treatment to assess changes in multiple
dimensions of forensic risk (Chakhssi, de Ruiter and Bernstein, 2010). This study further supports the
sensitivity of the tool, demonstrating statistically significant improvement in socially acceptable
behaviour between patients passing from high to medium secure services. Results do have to be
viewed with caution due to the small effect sizes. One of the six sub scales (empathy) highlighted
deterioration rather than improvement, in keeping with findings from the original research study
(Ross et al., 2008). One possible explanation for this may be a result of patients having to spend
prolonged periods of time in the company of others (not through choice) who present with
challenging behaviours periodically. Ross et al. (2012, p386) maintain that ‘profound knowledge of
patient behaviour is a precondition for both risk assessment and treatment planning ‘. Indeed, the
ability to assess, assimilate the information gathered, and subsequently manage risky behaviours is
fundamental to forensic nurses. In order to do this with a degree of consistency it could be argued
that the use of a structured assessment tool is not only desirable but essential. It is accepted that the
use of standardised assessment tools enables clinicians to gauge the likelihood of future violence in

an individual, in that, they can identify the problems and needs a person may have (National
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Institute for Clinical Excellence [NICE], 2007) and subsequently manage future risk of harm (Vojt et

al., 2011).

Patient impression and staff opinion of the BEST-Index assessment tool and subsequent care planning
processes were also explored, revealing both positive and negative issues. It would seem that
awareness of the tool is fairly good across patients and staff alike, but could be improved by further

training and better communication and collaboration with members of the wider MDT.

A more collaborative approach to assessment and care planning with patients is likely to foster
positive therapeutic relationships and develop trust (Bee et al, 2015), it can also potentially enhance
relational security. It is important to consider the barriers and enablers to individual involvement in
care if recovery is to be successful. Where there is poor information exchange, this can create a
major barrier to involvement in patient’s care planning (Bee et al., 2015). Working in partnership
with patients to undertake assessment and aid planning of care may always pose a challenge in
forensic services regardless of the method or tools utilised for this purpose, because attitudes
towards such tasks are not always positive (Drennan and Alred, 2012). The impression from the
majority of patients was that they valued the process of assessment and subsequent planning of
their care — to a point — but it was not something that held great interest for them. Making small
adjustments to practice to address the issues highlighted earlier can lead to a more confident
nursing workforce, which may subsequently improve team cohesion and ultimately patient care. The

impression from the majority is that the assessment tool has good clinical utility.

Limitations

The methodology was selected for pragmatic reasons. There are known limitations with cross-
sectional surveys, namely that they are restricted by gathering data at given time points and may
miss relevant information. The selection process used to identify participants was purposive rather
than random sampling, which does reduce the degree of objectivity and has the potential for a

biased subject group. Although semi structured interview was undertaken by experienced
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researchers, patients seemed somewhat disinterested in this subject area, thus did not always
actively engage. One plausible reason for the disinterest could be the considerable number of
projects participants engage in over the years. The consequence of this limited report by patients is
the absence of potentially pertinent issues. The number of responses in the final sample was
affected by large volumes of missing data, radically reducing the sample size. This impacts on the
generalisability of the findings. Finally, only half of the subscales demonstrated statistically
significant improvement; this coupled with the small effect size perhaps indicates limited sensitivity
to detect change.

Conclusion

In conclusion, this study has served to highlight some of the advantages and disadvantages of the
current nursing assessment tool used across forensic services and its application in practice. Feedback
from patients has highlighted both good and poor practice across all three sites. It would seem that
improved collaboration with patients at the assessment stage can ease the process of care planning.
The views of nurses including more senior staff was generally quite positive, but some multi-
disciplinary members clearly had issues with the assessment and reporting processes. It would seem
there was still a considerable amount of work to be done to raise awareness and subsequently
improve impact. The tool itself proved to be fairly robust and have a degree of clinical utility. We now
have data to suggest that clinical improvement was evident in a proportion of patients (ranging from
36% - 50% across the various sub-scales) over an eighteen month period in this forensic population.
There was also a statistically significant improvement in total Scottish BEST-Index scores when moving
through the different levels of security, demonstrating a degree of sensitivity of the tool. These results

serve to give a baseline for future clinical practice.
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1

2

431 Implications for practice:

5

? » results gave confidence in the utility of the tool, providing evidence to support its ability to
8

9 capture behavior change through different levels of security, continued use is therefore

10

11 recommended;

12

13 ¢ due to concerns linked to limited awareness of the tool (from a small group), a strategy to
14

12 improve information sharing for patients and staff was established;

17

18 e the importance of good communication across disciplines needs to be more effective,

19

20 especially if nursing assessment (BEST-Index) continues to be used to inform the wider MDT
21

22 risk assessment (HCR-20 V3);

23

;g « feedback from patients regarding their assessment and care planning suggests the majority
;? want to be involved and a more collaborative approach could perhaps improve future

28

29 therapeutic engagement;

30

31 * in MRH there was a distinct drop in empathy at 18 month follow up and baseline scores

32

33 seemed artificially high, there was therefore a need to revisit scoring of empathy scale;

34

;2 ¢ in NFMHS communication and empathy reduced, reasons for this led to local exploration.
37
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1

2

431 Box 1: BEST-Index sub-scales

Z ¢ Communication and social skills — items illustrate adaptive social behaviours and
7 processes by which interpersonal relationships are established

8 e Insight — examines the individual's cognitive constructs of reality, drawing on
9 psychodynamic, cognitive-behavioural and phenomenological perspectives;

1? o Work and recreational activities — items cover a range of constructive activities, not
12 necessarily paid work

13 e Self and Family Care — assess daily socially important areas such as personal hygiene,
14 cooking, other aspects of self-care and care for other family or group members

12 e Empathy — assesses ability to conceptualise others’ worlds through identified
17 behaviours

18 ¢ Risk — this scale is an addendum designed for use in forensic populations.

19

20

21

22

23

24

25

26

27

28

29

30

31

32

33

34

35 Table 1: Comparison of baseline and 18 month follow up results for BEST-Index

g? subscales total scores

38 Sub scale T1 baseline T2 post mean, |Level of significance | Effect size
39 mean, standard standard

40 . e

41 deviation deviation

4 Risk n=160, m=85.1, |n=160, 87.4, T=-2.27, df=159, .18
43 sd=14.11 sd=11.86 =.024*

44 Insight n=159, m=60.4, |n=159, m=65.6, (T=-3.42, df=158, .28
45 sd=19.6 sd=19.1 =.001**

46 Communicationn=154, m=110.72,|n=154, m=114.18,|T=-1.87, df=153,

47 sd=22.24 sd=23.22 =.062 NS

48 Work and n=153, m=57.24, |n=153, m=64.45, (T=-3.14, df=152, .29
49 Recreation sd=25.04 sd=25.69 p=.002**

50

51 Self care n=151, m=87.91, n=151, m=94.51, |T=-1.78, df=150,

52 5d=38.94 5d=36.96 =.077 NS

53 Empathy n=149, m=96.18, [n=149, m=93.79, [T=.65, df=148, p=.514

54 5d=44.89 5d=26.48 NS

55 ** statistically significant at .01 level ; * statistically significant at 0.05 level

56

57

58

59

60
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Table 2: Comparison between TSH and MRH BEST-Index scores at baseline and 18 month

follow up
Levene's Test
for Equality of
Variances t-test for Equality of Means
95% Confidence
Sig. Interval of the
(2- Mean  Std. Error Difference
F Sig. t df tailed) Difference Difference Lower Upper
BESTtot Equal 419 518 - 166 .000** -79.75 18.65 -116.59 -42.92
T variances 4.27
assumed
Equal - 83.79 .000 -79.75 19.52 -118.58 -40.93
variances 4.08
not
assumed
BESTtot Equal .068 .795 - 100 .034* -50.97 23.72 -98.05 -3.90
T2 variances 214
assumed
Equal - 57.50 .036 -50.97 23.68 -98.39 -3.56
variances 215
not
assumed

** statistically significant at .01 level ; * statistically significant at 0.05 level

Figure 1

Best —Index scoring. Item 8, risk subscale

Item 8: Verbal Aggression without apparent trigger event

Description | Usually Frequently Occasionally Rarely verbally | No evidence of
verbally verbally verbally aggressive verbal
aggressive aggressive aggressive without aggression
without without without apparent trigger | whilst in
apparent apparent trigger | apparent trigger | event hospital
trigger event event event

Score 1 2 3 4 5
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Figure 3
Age range of MDT particip[ants
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Figure 4
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