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Summary of the Major Research Project 
 

 
Section A: A review of qualitative literature exploring people with learning disabilities’ 

experiences of secure forensic services. Critical appraisal of the 12 included studies is 

discussed. Thematic synthesis resulted in three analytical themes with eight sub-themes. 

Analytical themes included ‘it’s not the ideal place to live’, ‘relationships within the unit’ and 

‘change’. Implications for clinical practice are considered, including helpful and unhelpful 

aspects of secure services as experienced by people with learning disabilities. 

Recommendations for future research include further exploration of the experience of 

psychological interventions for people with a learning disability within secure settings.  

 

Section B: A study exploring the process by which psychology is offered within a low secure 

learning disability service, and resulting willingness to attend psychology. Guided by 

constructivist grounded theory methodology, the constructed model identifies four domains: 

‘context of the offer’, ‘drive to engage patients in psychology’, ‘navigating making the offer’, 

‘making sense of the offer’. Interactions between these are highlighted. Findings emphasise the 

challenges of the dual role of staff within a forensic setting and how navigation of this may 

translate into patient’s receiving a mixed message regarding choice, and resulting willingness 

to attend psychology. Implications for further research and clinical practice are discussed.  
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ABSTRACT 
 

Introduction: Where there is considered a need to manage risk, people with a learning 

disability with complex behaviours that challenge, or offending behaviour, are often detained 

under the Mental Health Act and may be placed in a forensic secure service. Whilst there are 

existing reviews looking at clinical outcomes, and staff experiences and views of working in 

secure services for people with learning disabilities, there is limited understanding of how 

people with learning disabilities experience these services. This paper sought to identify, 

appraise and evaluate research looking at the experience of secure services by people with 

learning disabilities.  

Method: Systematic searches of four databases (PsycInfo, Ovid, Web of Science and Applied 

Social Sciences Index) were conducted. Twelve qualitative studies met eligibility criteria.  

Literature review: Thematic synthesis resulted in three analytical themes with eight sub-

themes. Analytical themes included ‘it’s not the ideal place to live’, ‘relationships within the 

unit’ and ‘change’.  

Clinical and research implications: Findings suggest areas of consideration for those 

working in or developing secure services for people with learning disabilities. Further research 

is needed to understand the experience of secure services by people with learning disabilities, 

with areas of interest highlighted.  

 

Key words: People with learning disabilities, Secure care, Experiences, Forensic 
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Introduction 
Learning disabilities 

The terminology concerning learning disabilities (LD) has frequently changed. Whilst 

terms such as intellectual disability (ID) are increasing in frequency LD is predominantly used 

by NHS services and UK Government. This paper uses the terms learning disability (LD) and 

person/people with a learning disability (PWLD). Representing those with a formal diagnosis 

only, it is estimated that there are over 1.2 million PWLD in England (Kennedy et al., 2001). 

Within the UK there are core criteria used to diagnose and classify LD. As described by the 

British Psychological Society (BPS, 2000) diagnosis requires significant impairment of 

intellectual functioning and significant impairment of adaptive or social functioning, with onset 

before 18 years of age. 

PWLD and offending 

PWLD are a heterogenous group, a small proportion of whom may present with 

behaviour that is considered high risk or in breach of the law (Morrissey et al., 2017). The exact 

prevalence of offending behaviour within the population of PWLD is unclear, with studies 

reporting large variations (Lindsay & Taylor, 2018). When there is considered a need to 

manage risk, PWLD with complex behaviours that challenge and/or offending behaviour are 

often detained under the Mental Health Act (MHA, 1983, amended 2007). Research suggests 

that PWLD are disproportionately represented amongst those who are detained under the MHA 

in the UK, with PWLD making up approximately 2% of the general population but representing 

7.7% of those detained under the MHA (Care Quality Commission, 2015; Taylor, 2018). The 

MHA is currently under review, with one of the areas of proposed change relating to how it 

can be applied to PWLD, recommending that detention is a last resort (Trewin, 2021).  

Secure services 

Under the current system, PWLD who are considered to pose risk great enough to 

require the physical and relational security of a locked unit will be placed in a secure forensic 
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service (Royal College of Psychiatrists, RCP, 2013). Secure services for PWLD aim to provide 

a safe environment, whilst providing specialist assessment, treatment and care (Devapriam & 

Alexander, 2012). PWLD detained under the MHA may or may not have been through the 

criminal justice system. Research suggests that only a small minority of PWLD who commit 

offences end up being charged (RCP, 2013). This means that decision-making regarding 

whether someone with a LD is a ‘forensic’ patient is often based on clinical judgement and 

availability of resources.  

There are different levels of secure services in the UK, including beds in low, medium 

and high security (RCP, 2013). In April 2020 the Mental Health Services Data Set indicated 

that in England there were 3,365 PWLD and/or autistic spectrum disorders in hospital. 1,300 

of these were in a secure setting (NHS Digital, 2020). Burns (2010) argues that PWLD often 

remain in secure services longer than they should based on their risk and presentation, 

suggesting that this is due to a lack of appropriate service provision in the community. Data 

reported in November 2021 indicated an average length of detention under the MHA for PWLD 

of 5.4 years (NHS Digital, 2021). 

Reshaping services 

High profile cases such as the Winterbourne View scandal, exposing serious failings in 

care and abuse of PWLD, have triggered review of services for PWLD (British Broadcasting 

Corporation, BBC, 2011). Severe shortcomings within NHS, social care and private sectors 

have been highlighted, with a suggested overreliance on inpatient and secure placements 

(Department of Health, DOH, 2012). Over the past few decades, multiple government policies 

and white papers, such as ‘Valuing People’, ‘Valuing People Now’ and ‘Transforming Care’, 

have been published calling for improved services for PWLD, asserting to prioritise the 

development of appropriate specialist services for PWLD who present with severe behaviours 

that challenge (DOH, 2001; DOH; 2010; DOH, 2012).  
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Unfortunately, there have been repeated failures to implement proposed changes, with 

transformation an ongoing task (Challenging behaviour foundation, 2022).  Gillmer et al. 

(2010) suggested that the attempted move to deinstitutionalisation recommended by 

Transforming Care and other policy papers, although well meaning, has been conducted in the 

context of a lack of understanding of the needs of PWLD, limited resources and lack of 

appropriate alternative services. An absence of appropriate community services for PWLD 

with complex needs means that there continues to be a reliance on inpatient and secure services 

(Haves, 2021). Preventative interventions and community placements are most desirable; 

however, it is also acknowledged that where there are significant risks and treatment under the 

MHA is required, secure services are an essential part of the care pathway (RCP, 2013). These 

services should be of high quality and meet the needs of PWLD.  

Understanding PWLD’s experiences of secure services 

The majority of research regarding secure services for PWLD has centred around 

outcomes, such as recidivism rates and treatment efficacy, as well as financial value (Ratcliffe 

& Stenfert Kroese, 2021; Walker et al, 2019; Morrissey et al., 2017). Within mental health 

services more broadly, including within forensic services, there has been a move away from 

consideration of recovery based on symptoms, to strengths and wellbeing (DOH, 2001b; Mann 

et al., 2014). Recovery approaches recognise recovery as a subjective experience (Esan et al., 

2012). Andresen et al. (2003) highlighted aspects of personal recovery including; finding 

meaning in life, developing hope, re-establishing identity and taking responsibility and control. 

As a developing area of practice, there is limited research regarding how recovery approaches 

can and have been applied within LD secure settings (Mann et al., 2014).  

There are commonalities across PWLD that may contribute to unique experiences of 

services compared to those without an LD. Considering communication difficulties, reduced 

cognitive abilities and permanence of disability, PWLD who come into contact with specialist 
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services often have complex presentations (NICE, 2021; RCP, 2013). PWLD are more likely 

to experience traumatic life events and are at greater risk of abuse, both in the community and 

within care (Brownridge, 2006; Perlin, 2003). The above factors suggest that PWLD have 

specific needs that need to be understood and catered for by secure services. There is emerging 

qualitative research looking at secure services for PWLD, for example exploring staff 

perspectives on elements of these services, and individual case studies (Ashworth et al., 2017; 

MacDonald et al., 2017). Research into the perspectives of PWLD is lacking across many areas, 

with secure services no exception. There is limited knowledge of the environment, care and 

treatment provided by secure services, as experienced by PWLD (Williams et al., 2018). The 

move towards use of recovery principles within forensic services highlights a need to build a 

better understanding of subjective experiences of rehabilitation by PWLD accessing secure 

services (Esan et al., 2012).  

Summary and rationale for literature review 

Good inpatient care can only be achieved through person-centred services that 

understand and meet the needs of service-users (RCP, 2013). Understanding the perspectives 

of PWLD is key to understanding their needs. In the context of increasing scrutiny and service 

development, it is important to gain a perspective on how secure services are experienced by 

PWLD. The current review aims to appraise and synthesise the current qualitative literature 

exploring PWLD’s experiences of secure services in the UK, to understand how PWLD 

experience these services, what might be helpful or valued and what might be unhelpful. It is 

hoped that this review may support the views of PWLD to be considered in relation to service 

development and provision.  
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Method 
Review objective 

As recommended by the Cochrane Training group, the ‘population, interest, context’ 

(PICo) framework for developing qualitative review questions was used (Noyes et al., 2021). 

This review aimed to answer the question ‘What are PWLD’s experiences of secure forensic 

services within the UK?’, including what PWLD value or find helpful about these services, and 

what they find challenging or unhelpful. As such, this review aims to review qualitative studies 

relating to experience of UK secure forensic services by PWLD.  

Review Design 

The review is reported following the ‘Enhancing transparency in reporting the synthesis 

of qualitative research’ (ENTREQ) guidelines (Tong et al., 2012). The review will first 

identify, describe and appraise the current research in this area. Synthesised findings of these 

studies, following Thomas and Harden’s (2008) model of Thematic Synthesis will then be 

presented. Following this, discussion of the results and their implications are considered.  

Literature search method 

An initial scoping search identified key terms relevant to the research area. A systematic 

search of abstracts and titles using four electronic databases; PsycInfo, Ovid, Web of Science 

and Applied Social Sciences Index and Abstracts (ASSIA) was conducted on 17th October 

2021. Databases were searched using pre-planned key terms and Boolean operators to ensure 

that relevant papers were included. Search terms are detailed in Table 1. A Google search and 

hand search of reference lists of papers was completed to locate relevant papers not previously 

identified.  

Table 1.  

Search terms used in systematic search. 

Search topic Terms used 
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Learning Disabilities learning disabilit* OR intellectual disabilit* OR learning difficult* 
OR special needs 
AND 

Secure forensic 
setting 

secure OR forensic OR inpatient OR detained OR offend* 
AND 

Qualitative Qualitative OR Thematic analys* OR Interpretative 
Phenomenological Analys* OR IPA OR Grounded Theory OR 
Discourse Analys* OR Content Analys* 
NOT 

Excluded population Child OR Paediatric 

 

Screening process  

Following removal of duplicate papers, the inclusion and exclusion criteria summarised 

in Table 2 were applied, firstly by title and abstract screen before reviewing the full papers of 

those remaining. No temporal limits were applied to the search or inclusion of papers. The 

screening process was completed independently by the review author and is detailed in a 

PRISMA diagram, see Figure 1.  

Table 2.  

Inclusion and exclusion criteria for literature search. 

 Considerations 

Inclusion criteria  
 
UK secure forensic service 
 
Research reporting service users with 
LD (borderline to severe) experience 
of forensic secure service 
 
Qualitative paper or mixed methods 
with a significant qualitative element 
 
Published in peer-reviewed journal 
 
Published in English 
 

 
 
 
 
 
 
 
 
With the aim to explore experiences, data from 
qualitative research papers was considered most 
appropriate.  
 
 
With an aim to look at experiences of UK services 
it was not felt that this would impact inclusion of 
relevant papers.  
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Exclusion criteria  
 
Exploring PWLD views of staff 
characteristics only 
 
 
 
PWLD views not distinguishable from 
views of another stakeholder group 

 
 
With a large body of research regarding staff 
characteristics and relationships in LD services, 
papers addressing this were felt to be appropriate 
for a separate review. 
 
Concerned with experiences of PWLD, papers 
were excluded if there was a heterogenous sample 
where PWLD views were not distinguishable from 
the views of others. 
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Figure 1. 

PRISMA flow diagram of screening process. 
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database searching 
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Quality Appraisal 

When reviewing qualitative research, appraisal of study quality is indicated prior to 

synthesis of findings (Garside, 2014). Systematic review methods were initially developed to 

serve appraisal and synthesis of quantitative studies assessing efficacy (Long et al., 2020). 

Qualitative studies answer differently framed questions, this needs to be held in mind when 

considering their appraisal. Agreement on what constitutes ‘quality’ when appraising 

qualitative research is limited (Hannes, 2011).  

The Critical Appraisal Skills Programme Qualitative Research Checklist (CASP, 2018, 

Appendix I) is the most commonly used appraisal tool for qualitative reviews within health and 

social care research and is endorsed by the Cochrane Qualitative and Implementation Methods 

Group (Long et al., 2020). The CASP Qualitative Research Checklist (CASP, 2018) was used 

as a tool by which to appraise the quality of the included studies. CASP advise that the checklist 

is used to determine whether or not research meets certain quality checks, using a ‘Yes’, ‘Can’t 

Tell’ or ‘No’ criteria (CASP, 2018). The tool is designed to support assessment and decision-

making and is not a standardised measure, therefore use of a scoring system is advised against 

and was not used in this review (CASP, 2018). The results of the appraisal exercise were used 

to inform discussion of the strengths and limitations of included studies. As recommended by 

Thomas and Harden (2008), studies were not excluded from synthesis based on quality, 

however the appraisal results were held in mind when reviewing resulting analytical themes. 

Synthesis 

Qualitative synthesis aims to bring together research findings across qualitative papers 

in order to provide a richer understanding (Barnett-Page & Thomas, 2009). Thomas and 

Harden’s (2008) method of synthesis was selected as it supports questions related to people’s 

experiences and is appropriate to use when heterogeneous studies are included for review.  
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Using Nvivo qualitative data analysis software, the author followed Thomas and 

Harden’s (2008) three stages of thematic synthesis, with initial line-by-line coding of data, 

followed by the development of ‘descriptive themes’ which were later grouped into ‘analytical 

themes’. Deciding what data to extract can be a challenge of thematic synthesis (Thomas & 

Harden, 2008). With the research question in mind, the results and discussion sections of papers 

were included and text was selected if it related to direct quotations from PWLD regarding 

their experiences of secure services. Appendices II and III demonstrate the development and 

grouping of themes.  

Reflexivity 

The author was a trainee clinical psychologist with experience of working with 

individuals who had been detained involuntarily, some of whom were PWLD. The author was 

motivated to support the understanding and empowerment of PWLD. A reflexive diary was 

kept throughout the research process, with the aim to minimize the impact of potential bias.  

Results 
 

Twelve papers met eligibility and are included in the following review. Study aims and 

key characteristics are detailed in Table 3, with studies presented alphabetically. 

Overview of studies  

As defined by the inclusion criteria, all 12 studies were based in the UK.  Studies were 

published in peer-reviewed journals between 2002 and 2021. Three studies looked at the 

experience of secure services by PWLD (Heppell & Rose, 2021; Williams et al., 2018, Wood 

et al., 2008). Other studies looked at PWLD’s experiences of particular aspects of secure 

services, including; therapeutic interventions/support groups (Browne et al., 2019; Tallentire 

et al., 2020; Thomson & Johnson, 2016), self-harm (Brown & Beail, 2009; Harker-Longton & 

Fish, 2002), readiness for psychology (Breckon et al., 2013), coping and stress (Burns & 

Lampraki, 2016), seclusion (Fish, 2018) and service user’s representations of staff discourses 
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regarding sexuality and sexual relations (Grace et al., 2020).  Although all papers reported the 

research took place within secure services, they presented varying levels of information 

regarding the type of service. Nine of the twelve papers provided specific detail that the secure 

services were specialist services for PWLD. Where level of security was reported, services fell 

within the categories of low and medium security, with one study also recruiting participants 

from an enhanced support service (Burns & Lampraki, 2016). Two studies included staff within 

their samples however PWLD views were clearly identifiable from the findings (Breckon et 

al., 2013; Fish, 2018). 
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Table 3.  

Key study characteristics. 

Paper Year Focus Study type Method Service Participants 
(gender, 
diagnosis, role) 

Key findings & themes identified 

Breckon, 
Smith & 
Daiches 

2013 What makes 
offenders with 
a LD ready to 
engage with 
psychology 

Qualitative; 
Grounded 
theory 

Semi-
structured 
interviews 

Two secure 
inpatient services 

6 offenders; mild 
to borderline LD, 
all male 
6 staff; 2 clinical 
psychologists, 4 
nurses 

Model of readiness was presented. 
Elements included stability/predictability, 
sticking to the rules, feeling safe, 
developing a sense of purpose and 
belonging, finding your place, 
development of trusting relationships with 
staff, reassurance about progress, being in 
a good place emotionally, realising that 
change is needed, willingness to honestly 
discuss offending, availability if therapy 
and stability of mental health and impact 
of LD.  

Brown & 
Beail 

2009 Exploration of 
self-harm 
among people 
with LD living 
in secure 
services 

Qualitative; 
IPA 

Semi-
structured 
interviews 

Secure service for 
people with LD and 
challenging 
behaviour 

9 residents; 5 
men, 4 women,  

Three key themes: 
1. Self-harm in an interpersonal 

context 
2. Self-harm as an emotional 

experience 
3. Managing self-harm 

Browne, 
Brown & 
Smith 

2019 Service user’s 
experience of 
adapted 
dialectical 
behaviour 
therapy in 

Qualitative; 
Grounded 
theory 

Semi-
structured 
interviews 

Two NHS 
low/medium secure 
LD units in North 
and South England 

9 service users; 5 
males, 4 females, 
FSIQ range 59-72 
(M=66.7, 
SD=4.03) 

Model developed which described a core 
category of “uphill and downhill journey 
of skill use”. Core category was 
positioned within the context of broader 
categories which included: extrinsic 
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forensic LD 
service   

compliance, senses of safety and belief in 
self.  

Burns & 
Lampraki 

2016 Service user’s 
with LD in 
forensic 
services, 
experiences of 
coping with 
stress 

Qualitative; 
Thematic 
analysis 

Focus groups Medium secure 
(n=7), low secure 
(n=8) and enhanced 
support services 
(n=5) of forensic 
LD services within 
on NHS Trust 

20 participants; 
13 males, 7 
female 

Three key themes: 
1. Experiencing stress 
2. Sources of stress 
3. Coping with stress 

Fish 2018 Experiences of 
seclusion by 
women in 
secure LD unit 

Qualitative; 
Thematic 
analysis 

Observations 
and semi-
structured 
interviews 

NHS LD secure 
forensic unit for 
women  

16 service users, 
all female 
10 staff; 7 nurses, 
2 support 
workers, 1 
clinical 
psychologist 

Four themes reported: 
1. The seclusion room environment 
2. Reasons for using seclusion 
3. Termination of seclusion 
4. Alternatives to seclusion 

Grace, 
Greenhill & 
Withers 

2020 What service 
users hear 
when staff talk 
about sex and 
relationships 

Qualitative; 
Critical 
discourse 
analysis 

Semi-
structured 
interviews 

Secure service in 
the North of 
England 

8 service users; 5 
male, 1 non-
binary, 2 female 

3 main categories which appeared to be 
linked in representing control over 
participants: 

1. Maintaining the “integrity” of the 
institution 

2. Facilitating staff’s position of 
authority 

3. Acceptance and resistance talk 
Harker-
Longton & 
Fish 

2002 Exploration of 
self-injurious 
behaviour from 
one service 
user  

Qualitative; 
Phenomenolo
gical 
approach  

Semi-
structured 
interviews 

Medium secure unit 
for adults with LD 

1 female service 
user 

Key themes included: 
1. Reason’s for and functions of 

self-injury 
2. Self-help strategies 
3. Service issues 
4. Punishment 
5. Individual service provision 
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Heppell & 
Rose 

2021 Exploration of 
men with LD 
and sexual 
offending 
histories 
experiences of 
secure hospital 

Qualitative; 
Thematic 
analysis 

Semi-
structured 
interviews 

Single secure 
hospital for men 
with LD and 
associated complex 
care needs 

9 participants, all 
male, all mild LD 
(IQ ranging 
between 56-66 
(M=62.2) 

Three superordinate themes: 
1. Hospital environment 
2. Personal journey through secure 

services 
3. Closeness to home 

Tallentire, 
Smith, 
David, 
Roberts, 
Bruce, 
Morrow, 
Withers & 
Smith 

2020 Stories of 
people who 
attended a 
Lesbian, Gay, 
Bisexual and 
Trans support 
group in a 
secure LD 
service 

Qualitative; 
Participatory 
approach 
using 
narrative 
analysis 

Semi-
structured 
interviews and 
written 
information 

LD secure service 18 co-researchers; 
17 male, 1 female 
Majority had mild 
LD 
9 participated in 
interviews, 8 sent 
written 
information 

A group story was produced. The story 
indicated that the group helped people in 
different ways. Going to the group was 
difficult at first for some people and then 
got easier. People wanted to help others 
and this was important in their lives.  

Thomson & 
Johnson 

2017 Experiences of 
women with 
LD undergoing 
dialectical 
behaviour 
therapy in a 
secure service 

Qualitative; 
IPA 

Semi-
structured 
interviews 

Women’s pathway 
of a forensic 
service with 
conditions of 
medium and low 
security in North 
West England 

7 females with 
dual diagnosis of 
LD and borderline 
personality 
disorder who had 
been offered DBT 

Three main themes were reported: 
1. How you do DBT 
2. What we think about DBT 
3. Using DBT 

Williams, 
Thrift & 
Rose 

2018 Experiences of 
women with 
LD and 
offending 
behaviour, 
exploring their 
experiences of 
‘home’ 

Qualitative; 
IPA 

Semi-
structured 
interviews 

One low secure 
women’s unit 
within an LD 
secure service 

7 females with 
mild to moderate 
LD 

Four superordinate themes were reported: 
1. Hospital as helpful 
2. Hospital as undesirable 
3. A sense of belonging 
4. ‘I want to be as independent as I 

can’ 
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Wood, 
Thorpe, 
Read, 
Eastwood 
& Lindley 

2008 Service user 
satisfaction in a 
low secure 
forensic LD 
unit 

Qualitative; 
Content 
analysis 

Semi-
structured 
interviews 

Low secure 
forensic hospital 
unit for adults with 
LD 

7 service users; 5 
male, 2 female 

Themes in two key areas were reported: 
1. Detention 
2. Treatment 

 

 

 



  27 

Appraisal of quality 

Critical appraisal of study quality is provided, using the CASP criteria as a guide. A 

summary table of CASP ratings is included in Table 4, with a detailed table included in 

Appendix IV.  

Research aim and design 

All papers clearly stated their research aims. With the main aim of all papers being 

related to developing a richer understanding of PWLD’s experiences, qualitative designs were 

appropriate (Patton, 2002). A variety of qualitative methods were used including: interpretive 

phenomenological analysis (IPA), grounded theory (GT), thematic analysis (TA), content 

analysis (CA), critical discourse analysis (CDA) and narrative analysis (NA). All papers 

described their choice of design however only one paper (Grace et al., 2020) discussed possible 

alternatives and gave a detailed description regarding their decision-making process. GT 

methodology was used in two of the studies where authors identified value in generating a 

theoretical model from the data that would be useful to practitioners (Breckon et al., 2013; 

Browne et al., 2019). Tallentire et al.’s (2020) research design stood out for its use of a 

participatory approach. PWLD were defined as ‘co-researchers’ and were involved with the 

design, data collection, analysis of data and reporting of findings. Relatively new within the 

field of LD, participatory research designs are thought to have multiple benefits including 

ensuring relevancy of research questions and building relationships between the community 

under investigation and academia, bridging a gap which is often criticised in research involving 

PWLD (Jagosh et al. 2012; Walmsley, 2001).
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Table 4.  

Summary of CASP appraisal.  

Paper Clear 
aims? 

Methodology 
appropriate? 

Appropriate 
research 
design? 

Recruitment 
strategy 
appropriate? 

Data 
collected 
in way to 
address 
issue? 

Relationship 
between 
researcher 
and ppts 
considered? 

Ethical 
issues 
considered
? 

Data 
analysis 
sufficient? 

Clear 
statement 
of 
findings? 

Breckon et al., 
(2013) 

Yes Yes Yes Can't tell Yes Can't tell Can't tell Yes Yes 

Brown & Beail 
(2009) 

Yes Yes Yes Can't tell Yes Can't tell Can't tell Yes Yes 

Browne et al. (2019) Yes Yes Yes Yes Yes Can't tell Can't tell Yes Yes 

Burns & Lampraki 
(2016) 

Yes Yes Yes Can't tell Yes Can't tell Yes Can't tell Yes 

Fish (2018) Yes Yes Yes Yes Yes Yes Yes Can't tell Yes 

Grace et al., (2020) Yes Yes Yes Yes Yes Yes Yes Yes Yes 

Harker-Longton & 
Fish (2002) 

Yes Yes Yes Can't tell Yes No No Can't tell Yes 

Heppell & Rose 
(2021) 

Yes Yes Yes Yes Yes Yes Yes Yes Yes 

Tallentire et al. 
(2020) 

Yes Yes Yes Yes Yes Yes Yes Yes Yes 

Thompson & 
Johnson (2017) 

Yes Yes Yes Yes Yes Yes Yes Yes Yes 

Williams et al. 
(2018) 

Yes Yes Yes Yes Yes Yes Yes Yes Yes 

Wood et al. (2008) Yes Yes Yes Can't tell Yes Yes Can't tell No Yes 
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Recruitment strategy and participants 

Sampling method and recruitment procedure were poorly reported across a number of 

the studies. Only two studies (Heppell & Rose, 2021; Tallentire et al., 2020) explicitly reported 

their sampling method. For the other studies it was possible to infer the strategy used from the 

details provided. Studies employed purposive and opportunistic sampling. Non-probability 

methods of sampling are limited by subjectivity and therefore impact on generalisability of 

findings; however, they are commonly used within qualitative research where research 

resources and access to participants may be limited (Leung, 2015). Theoretical sampling, 

which is a core principle of GT methodology, was reportedly employed by Breckon et al. 

(2013). Browne et al. (2019), who also used GT methodology, planned to use theoretical 

sampling but reported it was not possible due to a small participant pool. They responded to 

this by revisiting previous participants to test and shape theory development.  

Recruitment strategy was another poorly reported area across the studies, rated as “can’t 

tell” for five of the papers (Breckon et al., 2013; Brown & Beail, 2009; Burns & Lampraki, 

2016; Harker-Longton &Fish, 2002; Wood et al., 2008). It was often unclear how participants 

were selected and approached and why people declined participation or withdrew. This is 

important information when considering the representativeness of the sample. It may be that 

those who have the most positive/negative experiences are more likely to want to share these, 

biasing the data (Sheridan et al., 2020).  Access to participants with LD is a particular barrier 

for researchers, including practical and ethical challenges (Crook et al., 2016). Researchers in 

the included studies were often clinical staff at the research site, likely helping to overcome 

barriers to recruitment but posing other issues discussed later (Lewis & Porter 2004). 

Inclusion and exclusion criteria were detailed in eight of the 12 studies and felt 

appropriate to the research. Where inclusion/exclusion criteria weren’t reported it was left for 

the reader to assume that all PWLD at the specific site or who attended the intervention in 
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question were approached (Breckon et al., 2013; Brown and Beail, 2009; Harker-Longton 

&Fish, 2002; Wood et al., 2008). In line with the British Psychological Society (BPS) Code of 

Human Research Ethics, reported inclusion/exclusion criteria necessitated that participants 

were deemed to have capacity to consent to the research and they were assessed as able to 

participate in data collection, considering factors such as possible distress and stability of 

mental health (BPS, 2021).  

Demographics are not covered by the CASP but felt important to consider during 

appraisal. Not reported by all studies, where description of LD was provided, participants were 

described as having borderline to moderate LD (Breckon et al, 2013; Browne et al. 2019; Fish, 

2018; Heppell & Rose, 2021; Tallentire et al. 2020; Williams et al., 2018). A particular issue 

in research involving PWLD is the exclusion of people with more profound LD. This is thought 

to be partly due to concerns regarding those with more profound difficulties being able to 

consent and or communicate at a level which allows participation in interviews. Goldsmith and 

Skirton (2015) highlight the need to balance protecting a vulnerable group of people with 

involving them in research that may contribute to best clinical practice and service provision. 

Fish (2018) described that their use of an ethnographic approach enabled those who are less 

articulate to be included. Gender was well reported but only three studies reported ethnicity, 

with the majority of participants identifying as white British (Browne et al. 2019; Fish, 2018; 

Heppell & Rose, 2021). 

Data Collection  

Data appeared to be collected in a way that supported the research aims in all of the 

studies. Burns and Lampraki (2016) used focus groups with semi-structured interviews, citing 

the benefits of this methodology as allowing service-users to express their views whilst 

supporting feelings of safety. Their focus group sizes were smaller than recommended however 

they commented on having adapted the group sizes considering participant characteristics 
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(Freeman, 2006). All other studies used individual semi-structured interviews. Fish, (2018) 

used observations in addition to individual semi-structured interviews and Tallentire et al., 

(2020) used written information in addition to individual semi-structured interviews. Semi-

structured interviews support collection of rich data and are an important method for eliciting 

people’s views; however, as acknowledged by Browne et al. (2019), they often rely on 

participants recalling facts, thoughts and feelings about a past experience (Lewis & Porter, 

2004). The majority of studies gave clear descriptions of how their interview topic guide was 

produced, with Wood et al. (2008) and Tallentire et al. (2020) consulting PWLD on important 

topics to cover. The inclusion of observation and the opportunity to submit written information 

were strengths of Fish (2018) and Tallentire et al. (2020) respectively, possibly helping to 

overcome limitations of interviews that rely on participants verbal communication abilities.  

 Consideration of participants’ relationship with the researcher varied across the 

studies. There are different schools of thought when conducting research with PWLD. One 

argument is that it is beneficial to build a relationship with participants in order to develop trust 

and enable them to communicate and speak freely (Walmsley, 2004; Whitehurst, 2006). Others 

argue that PWLD are at increased risk of acquiescence and providing answers they believe the 

researcher desires, particularly if they are known to them and when there is a clear power 

imbalance (Gilbert, 2004). Seven studies described the relationship of the researcher to the 

participants, and the impact of this, particularly when the researcher was a member of staff at 

the secure service (Fish, 2018; Grace et al., 2020; Heppell & Rose, 2021; Tallentire et al., 2020; 

Thomson & Johnson, 2017; Williams et al., 2018; Wood et al., 2008). Harker-Longton and 

Fish (2002) reported a phenomenological study in which one service user with a LD was 

interviewed by the same researcher over a three-month period. The research interviews were 

conducted by Harker-Longton who was a staff member at the service and had a patient-carer 

relationship with the service-user. Harker-Longton and Fish (2002) cite benefits of this 
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including a trusting relationship that allowed the service-user to speak freely about her 

experiences but did not acknowledge the potential unintended negative consequences of this 

type of participant-researcher relationship. 

Ethical Issues 

Ethical issues were considered with varying levels of detail. All studies except one 

reported that they had gained appropriate ethical approval. Harker-Longton and Fish (2002) 

considered a number of ethical issues however there was not mention of ethical approval for 

the study being sought or granted, or of the process of obtaining consent to participate. This 

makes it difficult to determine whether their compliance with ethical principles was adequately 

scrutinised (BPS ethical guidance; Wu et al., 2019). In contrast, Browne et al. (2019) confirmed 

ethical approval for the study and described a robust methodology for ensuring participants 

were able to give informed consent, this included use of a protocol to assess participant 

comprehension and voluntariness (Thomas & Stenfert Kroese, 2005). Consideration of consent 

processes are important in all research activities, but arguably of particular importance within 

research with PWLD, where cognitive and communication abilities may impact capacity (Dunn 

et al., 2006).  

Data analysis and findings 

A variety of methods of data analysis were employed, with three studies using thematic 

analysis (TA), three studies using interpretative phenomological analysis (IPA), two studies 

using grounded theory (GT), one study using critical discourse analysis, one study using 

narrative analysis, one study using content analysis and one paper using phenomenological 

analysis. Most studies gave key information about the analysis process. Eight studies 

referenced the data analysis methods used, allowing assessment of rigour of analysis and 

supporting replicability (Breckon et al., 2013; Brown & Beail, 2009; Browne et al., 2019; 

Burns & Lampraki, 2016; Grace et al., 2020; Heppell & Rose, 2021; Tallentire et al., 2020; 
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Williams et al., 2018). Wood et al. (2008) set out to do IPA but found that their method of 

analysis did not align with this and re-classified their analysis as content analysis. No details 

were provided regarding the process of analysis or theme development. This highlights a 

challenge with qualitative research where clear procedural and practical description of the 

analysis process is often lacking.  

The influence of the researcher on analysis was generally well-considered with a 

number of the studies reporting reflexive processes and employing methods such as member 

checking or triangulation to minimise bias (Breckon et al., 2013; Brown & Beail, 2009; Browne 

et al., 2019; Grace et al. 2020; Heppell & Rose, 2021; Tallentire et al., 2020; Thompson & 

Johnson, 2017; Williams et al., 2018). Through seeking to reduce the impact of personal biases 

reflexive practice supports the credibility and validity of studies. Although not included in the 

CASP, a shortcoming of nearly all studies was the absence of a clear statement regarding 

ontological and epistemological position of the researcher(s). Theoretical stance significantly 

impacts a researcher’s approach to research and analysis of data, with lack of information 

regarding this affecting the ability to understand and assess study quality (Long et al., 2020). 

Both studies using GT described employing a constructivist GT approach which was 

appropriately reflected in their method of data collection and analysis (Breckon et al., 2013; 

Browne et al., 2019).  

All papers used quotations to evidence inferences made from the data and linked their 

findings back to the research question, supporting ‘confirmability’ with themes grounded in 

primary data (Given, 2008). Studies were cautious not to make claims which would 

overgeneralise the results. 

Summary 

Assessed against the CASP, quality of research across the papers varied however it was 

felt that overall studies conferred to a moderate to good standard. A key issue noted in the 
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appraisal of studies was missing information which made it difficult to determine whether or 

not CASP criteria had been met. This may reflect strict publication word limits which may not 

do justice to lengthier descriptions often inherent in qualitative studies. Despite the relatively 

small pool of papers included in the review, there were a number of authors who were listed 

on more than one paper, highlighting that research in this area is limited and certain authors 

may be disproportionately represented. Overall, despite shortcomings highlighted through the 

appraisal process, the reviewed studies addressed valuable aims using appropriate 

methodologies.  

Thematic synthesis results 

All studies were included in the following synthesis, with the results discussed below. 

Three meta-themes and eight sub-themes were developed from the data. Meta-themes included 

“it isn’t the ideal place to live”, “relationships within the unit” and “change”. Owing to the 

challenge of categorising individuals’ experiences, overlap can be seen between the themes. 

Table 5 details analytical themes and sub-themes, with the contribution of each paper to these. 

This was used to check relative contributions, demonstrating that no final analytic themes were 

based solely on data from lower quality papers (Thomas & Harden, 2008). Example quotations 

for each theme are provided in Appendix V.  
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Table 5. 

Contribution of papers to theme development.  

 “It isn’t the ideal place 
to live” 

Relationships within 
the unit Change 
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Breckon, et 
al. (2013) x  x x x x x  

Brown & 
Beail 
(2009) 

x  x x x x x  

Browne, et 
al. (2019)  x x x x x x x 

Burns & 
Lampraki 
(2016) 

 
x x x x x x   

Fish (2018) x  x x x  x  

Grace et al. 
(2020) 

 
x x   x   

x  

Harker-
Longton & 
Fish (2002) 

x x  x x x x  

Heppell & 
Rose (2021) x x   x    

Tallentire, 
et al. (2020) x  x x x x x  

Thomson & 
Johnson 
(2016) 

 
x  x x x x x x 

Williams et 
al. (2018) 

 
x 

 
x  x x x x  

Wood et al. 
(2008) x x x x x x x x 
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Analytical theme: “It isn’t the ideal place to live” (Williams et al., 2018, p.136) 
 

A theme identified across all of the studies related to the idea that the secure service 

was not an “ideal place to live” (Williams et al., 2018, p.136). Within this theme PWLD spoke 

about different aspects of secure services. Participants discussed how their lives were impacted 

as a result of being in the service. Experiences of feeling upset, scared or distressed during 

admission were described.  

(Loss of) Autonomy & privacy 

Loss of autonomy was experienced in relation to a number of aspects of being in a 

secure service with participants describing loss of control, choice and freedom during their 

admission. The secure unit was described as a “cage” by one participant (Harker-Longton & 

Fish, 2002, p.146). Participants lacked control over elements of the physical environment such 

as the temperature. Restrictions in the units, such as not being able to have certain personal 

items, added to patients feeling that they lacked choice and control. Participants spoke about 

being restricted in the activities they could engage in. Limited access to leave and feeling “stuck 

on the ward” was described, in some instances this was due to staffing issues (Burns & 

Lampraki, 2016, p.78). Participants also described that staff made decisions about their care or 

future placements and that they were not a part of this decision-making process. The impact of 

reduced autonomy on mood and wellbeing was discussed, with participants describing feeling 

“gutted”, “tormented” and “annoyed” (Brown & Beail, 2009, p.507,509). For a few participants 

restrictions represented containment and safety and were perceived as helpful. 

Lack of privacy was discussed across a number of the papers, with participants 

describing that it was difficult to spend time alone, due to sharing living space with other 

patients and being under the observation of staff. Some participants acknowledged a 

relationship between observations and lack of privacy with level of risk. Across a number of 

the papers PWLD described that, where they did feel that they were afforded freedom, choice 
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or privacy this was helpful in managing living within this environment. In six papers, 

participants described finding the time they had away from the ward or engaging in educational 

or vocational activities helpful. 

Impact on relationships 

The impact of being in the secure unit on relationships was spoken about in seven of 

the papers. This included impact on relationships with friends and family and on intimate or 

romantic relationships. Participants spoke about missing family and wanting to be with them. 

Some spoke about the geographic location of the service impacting the number of visits they 

had. Others spoke about the restrictions on the unit impacting physical relationships. In one of 

the papers, participants described that intimate or romantic relationships were not permitted 

within services, with a proportion of participants expressing disagreement with this and feeling 

that they should be allowed (Grace et al., 2020). Some acknowledged that these restrictions 

were informed by concerns regarding risk. A proportion of participants described the hope of 

seeing family and loved ones as something that helped them to cope during the admission and 

a motivator/reason for wanting to leave the unit.  

Experience of negative thoughts and feelings 

Participants’ experiences of difficult feelings were interwoven across the themes 

described however; it felt important to include this separately, allowing insight into 

participants’ internal experiences during their admission to a secure service. Across eight 

papers participants spoke about experiencing distressing feelings including; feeling stressed, 

angry, vulnerable, nervous, scared and upset. At the extreme end participants spoke about 

experiencing thoughts about wanting to die or take their own lives. Elements described as 

contributing to difficult feelings included; being placed in seclusion, having to speak to staff 

or in ward round meetings, attending therapeutic activities and being around other patients. A 

proportion of participants spoke about their feelings changing during their admission, for 
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example they initially felt scared or upset but that this had improved, highlighting the help that 

they had received as a mechanism for this change.   

Analytical theme: Relationships within the unit 

Experience of relationships within the secure unit came up in some form in all of the 

12 papers. Relationships with staff and with other patients were commented on, with both 

positive and negative experiences discussed.  

Difficulties of living with other patients Vs. value of peer support 

Identified in 10 papers, relationships with and presence of other patients was spoken 

about both as helpful, and as a significant challenge for PWLD in secure services. Challenges 

of sharing a living space with other patients “with all different problems…different ages all 

different personalities” was a factor that came up for multiple participants (Williams et al., 

2018, p.137). Difficult experiences included being the victims of conflict and bullying which 

ranged from feeling that other patients might talk behind their back to physical aggression. The 

impact of sharing a space with people who were unsettled or displaying behaviours that 

challenge was also discussed. PWLD spoke about other patients making them feel unsafe or 

vulnerable and a few participants described this impacted their engagement in therapeutic 

activities.  

On the other hand, being around other patients was also spoken about as offering peer 

support and people to share activities and free-time with. Some participants described that they 

were able to relate to other patients and there was a sense of “we’re all in it together” (Browne 

et al. 2019, p.799).  Relationships with other patients offered closeness and support that may 

be missing either through not having existing supportive relationships, or limited access to 

friends and family. Being able to relate to other patients helped some participants feel better 

about their own struggles.  

Treated as a person, not a patient Vs. a patient, not a person 
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Relationships with staff was something that appeared an important contributor to 

participants’ experiences, discussed in 11 of the 12 studies. There were elements of 

relationships with staff that were described as helpful and supportive, conceptualised within 

the theme as feeling treated like a person. Where these elements were perceived as lacking, 

patients described challenging experiences with staff and feeling treated as a “nobody”, or a 

patient not a person (Brown & Beail, 2009, p.507).  

Participants in a number of studies described staff as being there to help, or indeed 

being helpful, suggesting a positive perception of the role of staff within the secure service. 

Some participants considered that staff were there to maintain their safety and/or to support 

them to progress towards discharge. Talking with staff was described as something of value by 

a number of participants. This related to both informal interactions and interactions within 

talking therapies. Having someone there when they wanted to talk and to help problem solve 

difficulties were both helpful. Some participants described talking to staff as a way to reduce 

risky behaviour, for example helping to manage thoughts of self-harm. Availability and 

consistency of staff was something that influenced how helpful staff were and how well 

participants felt treated by them. A proportion of participants spoke about a lack of staff 

availability, either due to limited staffing numbers, staff being busy, or turnover of staff 

meaning that they were not able to speak with someone they knew. Availability and 

consistency was linked with familiarity which was experienced as helpful. As well as lack of 

access to familiar faces, one participant also spoke about “constant unfamiliar faces” being 

something that was difficult (Burns & Lampraki, 2016, p.79).  

Feeling treated as a ‘person’ appeared to be influenced by being listened to, not being 

judged, being treated with respect and feeling understood by staff. A proportion of patients 

spoke about difficult interactions or experiences with staff. In some instances, this was in 

relation to staff enforcing restrictions on the unit. In other instances, patients felt that staff had 
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been disrespectful, examples included staff “taking the mickey”, “winding” them up, or being 

perceived as holding a prejudiced attitude (Harker-Longton & Fish, 2002, p.146). A few 

participants indicated a lack of trust in staff, feeling that they were not doing what they said, 

that they might break confidentiality, or use information against them.  

Analytical theme: Change  

The experience of change was a meta-theme running through the papers reviewed. This 

related to change in a specific moment, or longer-term change. This included positive changes 

to behaviour, mood, well-being and situation. A proportion of participants spoke about feeling 

happier and calmer. Some participants described positive change regarding their hopes for the 

future. Facilitators, motivators and barriers to change were described.   

Facilitators  

In a number of the papers participants described how their admission resulted in access 

to support. Some participants described not expecting to receive this support and being glad or 

grateful for what it had helped them to achieve. Support included access to professionals and 

therapeutic interventions, such as psychological therapy and occupational activities. In two 

papers participants mentioned that medication was helpful.  

Although not the case for all, a number of participants in the two studies looking at the 

delivery of group dialectical behaviour therapy (DBT) described it as helpful (Browne et al. 

2019; Thompson &Johnson, 2017). These interventions offered participants a space to talk to 

professionals and peers about their difficulties, develop increased understanding of themselves 

and factors contributing to their risk, and develop skills for managing difficult thoughts, 

feelings and behaviours. Participants described that they had learnt to handle situations 

differently, indicating more socially desirable or less risky responses as a result.  

Intrinsic Vs extrinsic motivators 
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Although positive change and the helpfulness of support was spoken about by 

participants, not all participants wanted to, or felt able to engage with this. Participants spoke 

about their motivations to engage, or change during their admission. Both intrinsic and 

extrinsic motivators were discussed.  

Motivators were thought of as extrinsic when participants spoke about external 

motivators based on consequence. There were more examples of participants describing 

extrinsic than intrinsic motivators. Being observed by staff who made decisions about their 

progress led to participants adjusting their behaviour, to “give enough evidence” that they were 

making changes (Browne et al. 2019, p.798). Participants described attending therapeutic 

interventions despite not wanting to, or continuing attendance when they wanted to drop out. 

As well as being aware that demonstrating the ‘right’ behaviours could result in positive 

consequences such as access to leave, participants spoke about negative consequences to 

certain behaviours, such as being placed in seclusion or losing their leave. For some, these 

consequences were motivators to modify behaviour. Motivators were thought of as intrinsic 

where they related to participants describing being self-motivated to engage or make changes. 

Intrinsic motivators included participants wanting to feel better, to reduce their struggles with 

anger, to change for their family and to make a better life for themselves.  

Barriers  

In three papers, participants described barriers to accessing support or making changes. 

Barriers included; comprehension, ability and self-belief. Participants spoke about struggling 

to understand therapeutic material and finding it inaccessible. The use of “big names” for 

therapeutic concepts, the amount of information to hold in mind, and the use of abbreviations 

all contributed to this (Browne et al. 2019, p.797). Participants in these studies spoke about not 

possessing or having mastered the skills needed to affect behavioural or emotional change.  

Possibly linked with this was lack of self-belief which appeared to be a barrier to engaging in 
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or utilising therapeutic interventions. Some participants lacked confidence in speaking to staff 

and asking for help, particularly in front of other people, such as in ward rounds. Participants 

spoke about looking stupid, getting it wrong or looking like they were not trying if things did 

not work. This was also associated with worry that engagement may expose them to judgement 

from other patients or staff.  

Discussion 
 

This review aimed to appraise and synthesise existing qualitative literature, drawing 

out PWLD’s experiences of secure services in the UK and considering aspects of services that 

PWLD value or find helpful about these services, as well as aspects that are challenging or 

unhelpful. As an under researched area, just 12 publications met the inclusion criteria. 

Discussion of the results of the review in relation to the aims and existing literature is provided 

below.  One thing that stood out was that participants described challenges with, and distress 

relating to, admission to a secure service however, there were also reports of admissions being 

supportive and facilitating positive change. This is felt to be reflected in the nature of the 

themes that are reported, with many concepts being discussed as both helpful and challenging.  

The analytical theme of ‘it isn’t the ideal place to live’ highlights the challenges and 

distress that PWLD can face during admission to a secure service. Although, it is understood 

that by the nature of the admission, PWLD entering secure services are likely to be 

experiencing difficult thoughts and feelings, the review indicates that aspects of secure service 

admissions may further contribute to this. Perlin (2003) argued that the environment of secure 

services may add to or exacerbate existing difficulties for PWLD. The review indicated reduced 

autonomy as a factor contributing to the challenges of living within a secure service. Similar 

findings have been reported by research into the experience of secure services for people who 

do not have a LD, highlighting reduced autonomy at individual, relational and systemic levels 

(Ratclife & Stenfert Kroese, 202; Tomlin et al, 2018). Tomlin et al. (2018) describe the need 



  43 

for secure services to balance competing roles of being both “caring and custodial”. This task 

may be particularly challenging in services for PWLD, who due to associated difficulties with 

communication and cognitive abilities, as well as power relations, may be at increased risk of 

feeling disempowered or lacking autonomy (Sines, 1995; Carlson, 2010).  

The analytic theme ‘relationships within the unit’ highlights the importance of 

interactions with others during admission to a secure service and the both positive and negative 

impact these can have on PWLD. In secure or inpatient settings where PWLD have limited 

access to friends and family, staff and patients play a vital role in meeting relationship needs 

(Fish & Morgan, 2021). The helpfulness of peer support within mental health services has been 

reported on previously, being associated with increased well-being, companionship and 

reduced isolation (Basett et al., 2010; Lawton-Smith, 2013). This review highlighted 

experience of feeling victimised or vulnerable to other patients within LD secure services. This 

fits with research indicating PWLD are disproportionately affected by exclusion and more 

likely to experience bullying and abuse (Scior & Werner, 2015). Previous research has 

highlighted the presence of patient-to-patient bullying in secure services and called for further 

exploration of how contextual factors may contribute to this type of bullying (Sasse & Gough, 

2005; Ireland & Clarkson, 2005). 

PWLD’s relationships with staff in inpatient settings have previously been cited as 

being as, if not more, important than specific interventions (Clarkson et al., 2009, Head et al., 

2018). Shaw (2014) discussed that the length of admission experienced by PWLD in secure 

services makes this particularly relevant. In keeping with previous research, helpful elements 

of relationships with staff described in this review included, being listened to, having 

opportunities to talk, being treated with respect and dignity and availability and consistency 

(Clarkson et al., 2009). Conversely, the review indicated that where these qualities were 

lacking patients experienced interactions with staff as unhelpful or distressing. Research 
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indicates that PWLD in inpatient settings are at increased risk of mistreatment by staff. With 

higher rates of abuse reported for PWLD than those without LD in these settings (Beadle-

Brown et al., 2010). Availability of staff was highlighted as a key factor in this review, likely 

associated with difficulties with recruitment and retention of staff in this area (McKenzie, 

2021). 

Finally, the analytic theme of change suggests that secure services may support a 

process of positive change from the perspective of some PWLD. This mirrors the reduction in 

patient-rated clinical measures reported in the outcome data from the National High Secure 

Learning Disability Service (Morrissey et al., 2017). However, outcomes data for LD secure 

services is mixed and Morrissey et al. (2017) described the complexities of measuring the effect 

of secure LD services on patients, with manifold outcomes (emotional wellbeing, risk, length 

of stay, recidivism) and no agreed core outcome measures. 

When considered together, the sub-themes of facilitators, extrinsic Vs intrinsic 

motivators and barriers to change, provide a narrative of PWLD in secure services sometimes 

feeling unsure or unable to access support but being aware that engagement and change is 

necessary to move on or avoid negative consequences. Participants indicated experience of 

perceived pressure, or coercion, to engage with interventions within secure services. Similar 

experiences were reported by Simms-Sawyers et al. (2020) in their research in a low secure 

forensic mental health service. There is limited research regarding this concept within secure 

services for PWLD. 

The review highlighted barriers to engaging with support that may be particularly 

pertinent for PWLD, such as comprehension and self-belief. Evans and Randle-Phillips’ (2020) 

review into PWLD’s experiences of psychological therapy, reported similar findings in relation 

to comprehension as a barrier, commenting on the need for further adaptations to ensure the 

accessibility of talking therapies for PWLD. Self-belief was also a barrier to participants 
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engaging in therapeutic interventions. Given high rates of oppression and stigmatisation of 

PWLD, along with cognitive and communication difficulties, it may be expected that PWLD 

are more likely to lack belief in their ability (Jones et al., 1997). It may be helpful to consider 

this in the context of self-determination theory, which highlights perceived competence as a 

psychological need contributing to motivation to change (Deci & Ryan, 2012). 

As discussed, in some areas, the themes developed mirrored research regarding 

experiences of secure services by people without a learning disability. However, the review 

also indicated aspects of the experience of secure services which may be unique to PWLD.  

Strengths & Limitations 

The review adds to the collection and dissemination of information regarding the 

experience of secure services by PWLD, highlighted as a need by the Government White Paper 

Equity and Excellence: Liberating the NHS (DOH, 2010). A strength of this review is its use 

of a systematic process of data extraction and synthesis, allowing the author to ‘go beyond’ the 

data, whilst maintaining transparency of theme development (Thomas & Harden, 2008).  

The review included papers involving participants in different levels of security and in 

different UK locations. Although not clear from the information available, it is likely that 

PWLD were at different stages of their admissions. This makes it difficult to generalise the 

findings across services and settings. Small sample sizes of the studies also impact this. 

However, it is acknowledged that the review was exploratory in nature and generalisability was 

not a key priority.  

Data coded for the review included only direct quotes from participants. The rationale 

for this was to capture the views of PWLD, rather than an interpretation of these by authors. 

However, quotations included in results sections have been selected as important or 

representative by authors, introducing a level of interpretation at this stage. It is difficult to 

determine how representative these are from the data available. Coding of direct quotations 
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only was considered a limitation of the review, impacting the amount of data available to 

analyse. Expanding the selection of data may have led to richer theme development. The 

richness of themes was also impacted by the review including studies with diverse aims. 

However, this was considered necessary given the pool of research available. 

Studies provided limited information regarding PWLD who chose not to participate, or 

those who dropped out. It is possible that those who did participate may have had particular 

experiences of secure services, potentially introducing bias to the findings. The voices of 

people with more significant LD were missing from the studies.  

Clinical implications 

The review highlighted factors that may contribute to the experience of distress by those 

being cared for in secure LD services. Awareness of these factors may help clinicians to take 

steps to minimise these. This may be more challenging for some factors than for others, for 

example it may not be possible to remove restrictions employed by secure services to maintain 

safety. However, acknowledging the impact of these restrictions on PWLD and exploring how 

they can be applied with the least impact might be beneficial. It is important for clinicians 

working in secure services to be aware of experiences of patient-to-patient conflict or bullying 

and consider ways to safeguard individuals in their care.  

The findings of the review highlight the important role of staff within LD secure 

services. It would be helpful for services to consider how to achieve the desired availability 

and consistency of staff described by participants. Peer support was also identified as 

important. Where this is not already being done, services may want to consider methods of 

facilitating this, for example through facilitated peer support groups or peer mentors.  

The review indicated that although there may be overlap with other patients, PWLD in 

secure services have unique needs and experiences. It is recommended that PWLD are 

consulted with in the design and implementation of services and interventions to ensure that 



  47 

these are acknowledged and addressed. For example, it may be beneficial for service-users to 

be consulted on the development of therapy materials to maximise accessibility.  

Research implications 

This review aimed to be explorative in nature, providing insights into the experiences 

of PWLD in secure services. Given the limited number of studies that met inclusion criteria, 

further qualitative research in this area would be useful. The review captured studies that 

explored various aspects of secure service provision, including environment, relationships and 

support. It would be helpful for future research in this area to consider stage of admission and 

how this may relate to described experiences, what is valued, and the helpfulness of certain 

aspects of care.  

The review highlights that PWLD can be meaningfully involved in research regarding 

experiences of service provision. It would be helpful to consider ways to make research 

participation regarding this topic more accessible to those who struggle with verbal 

communication, for example through arts-based methods as described by Dew et al. (2019).  

Therapeutic interventions were discussed as helpful in facilitating change. However, 

this was only covered by two studies, looking at group DBT interventions only. Further 

research into the experience of talking therapies offered within LD secure services, particularly 

regarding how these can be best adapted for PWLD is indicated. It would also be helpful to 

explore the experiences of being offered therapeutic interventions in this setting, particularly 

in relation to self-determination and perceived pressure to engage.   

Conclusions 

This review provides a critique and synthesis of current literature relating to PWLD’s 

experiences of secure services within the UK, based on 12 papers. The review offers an insight 

into PWLD’s perceptions of elements of secure services. Through synthesis of findings the 

review captured challenges of being admitted to a secure service and also valued or helpful 
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aspects of these services. Themes including relationships, autonomy and access to help were 

noted to be associated with contrasting experiences. Given the reliance on secure services to 

support PWLD who present with challenging or high-risk behaviour, it is important for 

professionals working within these services to understand how they might be experienced by 

PWLD and what contributes to helpful for unhelpful aspects of the environment and care. 

Further research into PWLD’s experiences of secure services and how these can best meet their 

needs is indicated. 
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ABSTRACT 
 
Aims: The aims of the research were to explore the process of offering psychology within a 

low secure learning disability service and how this is perceived, including perceived coercion 

to engage. 

Design: Guided by constructivist grounded theory, this study utilised an exploratory, 

qualitative design. Data was collected via interviews. 

Methods: Six staff and five patients participated in semi-structured interviews. Analysis of 

interviews followed CGT guidelines.  

Results: A grounded theory model of the process of engaging patients in psychology within a 

low secure learning disability service is presented. The constructed model identifies four 

domains: ‘context of the offer’, ‘drive to engage patients in psychology’, ‘navigating making 

the offer’ and ‘making sense of the offer’, including 10 categories and four sub-categories, with 

three further subcategories. Interactions between these are highlighted.  

Conclusions: The study explored the process by which staff in a low secure learning disability 

service negotiate trying to engage patients in psychology. Findings emphasise the challenges 

of the dual role of staff within a forensic setting and how navigation of this may translate into 

patient’s receiving a mixed message regarding choice. Factors influencing willingness to attend 

psychology are outlined. Implications for further research and clinical practice are discussed.  

 

Key words: People with learning disabilities, Grounded Theory, Secure care, Psychology, 

Coercion 
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Introduction 
 

A socially constructed concept, the terminology describing people who meet the criteria 

used to diagnose a learning disability (LD) has changed over time. As the terms currently used 

by most NHS services, this paper chose to use LD and person/people with a learning disability 

(PWLD). A LD is diagnosed based on the presence of significant impairment in intellectual 

and adaptive functioning, onset before a person is 18 years old (BPS, 2015).  Where a PWLD 

presents with behaviours that are considered high risk, in breach of the law, or at risk of 

offending they might be detained under the Mental Health Act (MHA 1983, amended 2007) in 

a secure forensic service (RCP, 2013). There are different levels of secure care, including low, 

medium and high. In June 2020, NHS data indicated there were 995 PWLD in a secure bed in 

the UK (NHS Digital, 2020). Specialist LD secure services manage risk to individuals and the 

public whilst providing assessment and treatment for those in their care (RCP, 2013).  

Psychological assessment and treatment form a key aspect of the multidisciplinary care 

and rehabilitation provided within secure LD services, typically including risk assessment, risk 

management plans and delivery of therapeutic interventions targeting risk behaviours (BPS, 

2011). Offenders with LD are recognised as a distinct group with specific needs in relation to 

care and treatment (Hellenbach et al., 2015). A number of psychological interventions have 

been adapted for use within forensic LD settings, for example adapted Sex Offender Treatment 

Programs (SOTPs, Lindsay et al., 1998) and adapted cognitive behavioural therapy for anger 

and fire-setting (Taylor & Novaco, 2005; Taylor et al. 2004). Empirical studies indicate that 

adapted interventions may be beneficial in: increasing motivation to change, increasing victim 

empathy, reduction of cognitive distortions and reduced self-reported anger (Cohen & Harvey, 

2016; Patterson et al., 2018; Jones & Chaplin, 2007; Taylor & Lindsay, 2010). However, 

research is limited regarding the efficacy of these interventions in reducing recidivism (Cohen 

& Harvey, 2015; Taylor & Lindsay, 2010).  
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Despite being an area of emerging evidence, engagement with psychology is often 

considered a key part of rehabilitation and risk reduction and is frequently discussed during 

care and discharge planning within LD secure services. Existing evidence suggests that in 

forensic settings, patients may not be intrinsically motivated to engage with psychology and 

may resist therapeutic interventions (Kaliski & de Clerc, 2012; Burns & Lampraki, 2016; 

Browne et al., 2019). Professionals working within secure settings face the dual burden of 

balancing safety of the individual and others, with promoting person-centred recovery (Mann 

et al. 2014).  

Detained involuntarily under the MHA (1983, amended 2007), PWLD in secure 

services may be mandated to comply with certain interventions. Under this legislation, where 

considered necessary to manage risk, coercive practices such as forced administration of 

medication and restriction on freedom may be applied (Department of Health, DOH, 2015). 

Unlike medical or restrictive interventions, it is not possible to physically force active 

engagement in psychology (Day et al., 2004). However, research into rehabilitation of offender 

populations indicates that individuals may experience other types of pressure to comply with 

psychological treatment, such as awareness of negative consequences of not engaging (e.g. 

delayed discharge) and social pressure (Day et al., 2004; Wild et al., 2006). This may be 

thought of as informal coercion. Within existing literature, the term ‘perceived coercion’ has 

been used to capture the internal state of feeling compelled to behave in a certain way, 

associated with reduced autonomy and choice, capturing both formal and informal coercion 

(Eriksson & Westrin, 1995; Simms-Sawyers et al., 2020).   

The British Psychological Society’s Code of Ethics and Conduct (British Psychological 

Society, 2021) emphasises consent and self-determination as key values that should inform 

psychologists’ practice, yet these values may be obstructed by the environment and procedures 

within forensic services, suggesting challenges associated with offering psychology within 



  67 

secure settings. Research in this area is sparse and has largely employed quantitative 

methodologies. Using qualitative methodology, Simms-Sawyers et al. (2020) explored forensic 

mental health (FMH) patients’ experiences of perceived coercion to engage in psychology 

within a secure service. They reported coercive power experienced in multiple forms, including 

leverage, use of authority and power, verbal threats and negative consequences associated with 

non-compliance. This was associated with psychological distress, feelings of resistance and 

superficial engagement. However, it was suggested that therapeutic alliance was established in 

spite of this (Simms-Sawyers et al., 2020).  

Within literature exploring coerced treatment more broadly, Ryan and Deci’s (2000) 

Social Determination Theory (SDT) has often been cited (Lamberti et al., 2014; Wild et al., 

2006). SDT highlights the importance of conditions of autonomy, choice and trust for 

individuals’ motivation for change, suggesting that the context and beliefs around the offer of 

psychology may be important in the acceptance and effectiveness of interventions (Ryan & 

Deci, 2008). For example, SDT implies that perceived coercion would likely reduce intrinsic 

motivation to engage, with an impact on treatment outcomes (Wild et al., 2006). It is likely that 

the way in which psychology is offered and the motivation behind attending may impact the 

experience and outcomes of interventions. It is not clear whether this theory offers explanatory 

power when thinking about PWLD, particularly the population of PWLD within the unique 

conditions of a low secure setting.  

Research concerning how engagement in psychological interventions is achieved 

within LD secure settings is sparse. PWLD are thought to experience greater power imbalances 

with staff, be more likely than others to have difficulties with understanding and 

comprehending the legal system and their rights, and be at greater risk of acquiescence when 

engaging with legal or health professionals (Jingree et al., 2006; Hyun et al., 2014; Finlay & 

Lyons, 2002). Therefore, the processes involved in attempting to engage PWLD in psychology 
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may be different to other populations, with the context of secure care likely adding further 

complexity to this.  

In their grounded theory (GT) model of adapting dialectical behaviour therapy (DBT) 

within forensic LD services, Browne et al. (2019) indicated that despite a DBT group not being 

mandated, patients perceived engagement as a “non-choice”, motivated by perceived coercion 

(pp.796). Browne et al. (2019) recommended further exploration of this phenomena. In their 

review of current research and practice with offenders with a LD, considering the context in 

which psychological therapy is offered, Taylor and Lindsay (2018) argued that the extent to 

which offenders with LD can make entirely voluntary treatment decisions is a “matter that 

needs to be aired openly” (pp.464). There are considerable gaps in the understanding of 

delivery of psychological interventions in LD secure settings, with few studies exploring 

factors such as motivation to change and motivation or readiness to engage with psychology 

(Breckon et al., 2013; Taylor & Lindsay, 2018).  

Rationale & aims 

Little is known about the processes of offering psychological interventions within LD 

secure services. Through exploration of the experiences of patients and staff, the current study 

aimed to develop a Grounded Theory (GT) of the processes involved in attempting to engage 

PWLD in psychology within a low secure service. This included exploration regarding 

perceived coercion to engage in psychology within this context, and the impact of this.  

This project was guided by questions including: 

1) What is the process by which psychology is offered to offenders within a LD low 

secure service? 

2) What are the factors contributing to motivation to engage in psychology? 

3) What are the views of professionals and PWLD regarding perceived coercion to 

engage with psychology within this setting? 
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Method 
Design 

Different qualitative methodologies were considered before deciding on the use of 

Grounded Theory (GT) methodology. GT is a systematic approach to data collection and 

analysis enabling production of a theoretical model, developed inductively from participant 

data (Smith, Harre & Langenhove, 1995). With the aim to construct an explanatory theory, GT 

allows exploration of experiences and is appropriate for inquiring about areas in which little is 

known (Foley & Timonen, 2015; Chun Tie et al., 2019).  

A social constructionist epistemological position was taken, guided by Charmaz’s 

(2014) Constructivist Grounded Theory (CGT). This approach assumes a subjective reality 

arrived at through the interrelationship between the researcher and participant, recognising the 

impact of the context of each, and the researcher’s values and interpretations on the results 

(Mills et al., 2006; Charmaz, 2014). Due to challenges with recruitment and the timeframe of 

the study, an abbreviated form of CGT was employed (Willig, 2008). Participants engaged in 

semi-structured interviews about their experiences and perceptions regarding the offer of 

psychology.  

Recruitment  

Patients and staff were recruited from an NHS low secure forensic learning disability 

service in the South of England for male patients. It was considered that staff across all 

disciplines are involved in the process of offering psychology within secure settings. For 

example, psychiatrists may discuss psychology in ward rounds and healthcare assistants may 

remind patients about the time of their appointments. As a result, staff from all disciplines were 

invited to participate. Recognising the multiplicity of perspectives CGT supports exploration 

of what happens amongst heterogeneous participants, thought to be a strength when research 

is likely to consider the effects of uses of power (Charmaz, 2015). A low secure service was 
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primarily chosen based on access. It was also considered that the majority of PWLD in secure 

services are within low secure services (NHS Digital, 2020). 

Sample sizes of 6-13 are reported in GT research in similar settings (Isherwood, 

Burns & Rigby, 2006; Laithwaite & Gumley, 2007; Scanlon, 2006). This was used as a 

guide. Sampling was purposive, using specified inclusion and exclusion criteria detailed in 

Table 1. It was planned to use theoretical sampling to guide recruitment, unfortunately this 

was limited due to the research timeframe and challenges in recruitment (including impact of 

Covid and a small participant pool). As a result, opportunistic sampling was used. 

Recruitment and interviews continued until theoretical sufficiency was reached, 

conceptualised as when categories were well-developed, with further data adding little to the 

theoretical understanding and model (Corbin & Strauss, 2008). 

The researcher informed staff about the research through presentation of the project at 

a clinical governance meeting and discussion during two staff handovers (Appendix VI). An 

email was sent to all staff at the site (Appendix IX). Patients were informed about the research 

by a research supervisor (psychologist in the service) during patient community meetings. 

Information sheets were provided (Appendix VII and VIII).  

Table 1.  

Eligibility criteria for patients and staff 

 Inclusion criteria Exclusion criteria 
Patients Aged 18 years or over 

 
Current patient at XX or XX 
 
Had an opportunity to engage in  
psychology at XX 
 

Being assessed by the clinical team as a 
risk to themselves or the researcher. 
 
The clinical team assessing mental health 
symptoms as not stable enough for the 
person to engage safely. 
 
Unable to give informed consent. 
 
Unable to participate in the interview 
verbally and in English. 
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Being a patient on a prison transfer 
(Section 47/49 of the Mental Health Act). 
It was felt that this would not reflect the 
usual experience of patients in this setting. 
 

Staff Aged 18 years or over 
 
Currently working at XX  

 Involved in the research project (other 
than as a participant). 
 
The only person in the team to hold their 
role/title meaning that confidentiality may 
be compromised. 

Participants  

A total of 11 participants were involved in the research, five patients and six staff. 

Pseudonyms are assigned to maintain confidentiality. Due to difficulties with recruitment from 

the low-secure service, three patient participants who had previously been offered psychology 

during admission to the low secure service were recruited from the step-down unit at the same 

site. This had been granted ethical approval as a contingency measure. Eight interviews were 

conducted face to face, with three staff interviews conducted via videocall. Demographic 

information for patient participants is detailed in Table 2. Secondary diagnoses given to 

patients included: recurrent Depressive Disorder, Autism Spectrum Disorder, Emotionally 

Unstable Personality Disorder, Paranoid Schizophrenia and Mental and behavioural disorders 

due to substance use. 

Table 2. 

Summary of demographic information for patient participants. 

Pseudonym Unit Age 
range 
(years) 

Ethnicity Time 
since 
admission 

Learning 
disability  

Mental 
Health act 
section 

Paul  Low 
secure 

30-40 White 
British 

<1 year Mild LD  37/41 - 
Hospital 
order with 
restrictions 

Joe  Low 
secure 

20-30 White 
British 

1-2 years Mild LD  Section 3 – 
admission 
for 
treatment 
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William  Low 
secure 

20-30 White 
British 

2-3 years Mild LD  Section 3 – 
admission 
for 
treatment 

David  Step 
down 

30-40 White 
British 

2-3 years Mild LD Section 3 – 
admission 
for 
treatment 

Richard  Step 
down 

20-30 White 
British 

2-3 years Mild LD  Section 3 – 
admission 
for 
treatment 

 
Table 3 provides details regarding patients who declined to participate or did not meet 

eligibility criteria. This only includes those who approached a member of the research team 

to discuss participation and not all who were invited to participate. Staff participant 

demographics are in Table 4. All staff who expressed interest went on to participate.  

Table 3. 

Reasons for non-participation of potential patient participants. 

Reason for non-participation Number of 
patients 

Not eligible due to MHA section 3 

Clinical team deemed not eligible due to mental state 1 

Clinical team deemed unable to give informed consent 2 

Declined offer to participate at information giving stage 6 

Declined to participate at consent stage 1 

Unavailable/away from ward during recruitment process 2 

 
Table 4. 

Summary of demographic information for staff participants. 

Pseudonym 
 

Designation Years qualified Time in post  

Psychologist Psychologist <1 <1 

HCA1 HCA N/A 1-3 
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HCA2 HCA N/A 4-10 

HCA3 HCA N/A <1 

RC RC 4-10 1-3 

Psychiatrist Psychiatrist 4-10 <1 

Notes.  
HCA=Healthcare assistant 
RC = Responsible Clinician 

Data collection 

Patient interviews took place in a visiting room on the unit. For the purpose of risk 

management, a member of staff (independent to the research and psychology team) sat outside 

the room. All patient interviews were face-to-face, although video interviews were offered also. 

Staff interviews took place via Microsoft Teams or face-to-face.  Interviews ranged from 10 to 

69 minutes. Interviews were audio recorded and transcribed verbatim. 

Interview guides (Appendix X and XI) based on the interview schedule used by Simms-

Sawyers et al. (2020) were used. Schedules were adapted for the current research through 

consultation with psychologists who worked within the secure setting, a research supervisor 

and guidance on constructivist interviewing in GT provided by Charmaz (2014). The 

accessibility of questions for patient participants was checked by a psychologist at the service 

who was involved with the research. In line with CGT methodology interview guides were 

adapted during the research to allow refinement of concepts developed during data analysis 

(Charmaz, 2014).  

Ethics  

The study was granted ethical approval by an NHS Research Ethics Committee 

(Appendix XII), NHS Health Research Authority (Appendix XIII), and the participating 

Trust’s Research and Development team (Appendix XIV, Appendix XV). The Health and Care 

Professions Council (2008) and British Psychological Society Code of Human Research Ethics 

(BPS, 2021) were adhered to throughout the research.  
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Consent  

The patient information sheet and consent form were prepared using MENCAP’s 

(2002) guidelines for accessible writing and reviewed for accessibility by an Expert by 

Experience as well as a speech and language therapist at the recruitment site. After receiving 

information about the project, patients were given a minimum of seven days to express interest 

in participating via returning an expression of interest form (attached to the information sheet) 

or approaching a member of staff. To minimise possible pressure to participate, patients were 

not approached by the researcher unless they had expressed interest. At least one member of 

the patient’s clinical team was consulted with by the research supervisor at the site to ensure 

that patients met eligibility criteria. For those who were eligible, the researcher then met 

patients individually to go through the information sheet again, with information given both 

verbally and in writing. A framework provided by Thomas and Stenfert Kroese (2005) 

(Appendix XVI) was used to assess comprehension, with principles of the Mental Capacity 

Act (MCA 2005) held in mind. Written consent was then obtained (Appendix XVII). 

Interviews were conducted at least 24 hours later, allowing patients time to change their mind.  

Staff were also given a minimum of seven days to express interest in participating, by 

speaking with a research supervisor at the site or emailing the researcher directly. The 

researcher met with those who expressed interest. Staff were given the opportunity to read and 

discuss the information sheet (Appendix VII). Written consent was obtained for those who 

wished to participate (Appendix XVIII). Both staff and patients were reminded immediately 

prior to the interview that participation was voluntary and that they may change their mind or 

end the interview at any time with no consequences. The researcher checked with participants 

during interviews that they were comfortable to continue and provided opportunities for them 

to ask for a break or to end the interview. A visual prompt sheet was available to patient 

participants to aid this (Appendix XIX).  
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Confidentiality 

All research data was anonymised and stored in a secure location at the research site or 

on an encrypted memory stick. Audio data from interviews was deleted following transcription. 

Pseudonyms were applied to ensure confidentiality of participants. To ensure confidentiality 

of staff, those who were the only person to hold their job title at the site were not eligible to 

participate.  

Acquiescence 

PWLD may tend to answer in line with what they believe is the desired response, to 

choose the last option on a list, or answer with “yes” (Rogers, 1999). Use of a mixture of both 

open and closed questions can support PWLD engage meaningfully in interviews (Booth & 

Booth, 1996). This approach guided interviews with patients, who also had access to a visual 

prompt to support communication where desired (Appendix XIX).  

Risks 

Potential risks of participation were outlined in information sheets for both staff and 

patients. Patient participation was reviewed by at least one member of the patient’s clinical 

team prior to interview, with risks of participation considered, including risk of distress to the 

patient. A distress protocol for both patients and staff was included within the ethics 

application. During interviews, clinical judgement was used to assess participant well-being 

throughout. All participants were debriefed following the interview with signposting to 

available support. One participant chose to end the interview after 10 minutes, reporting that 

they were tired. No participants reported or appeared distressed during the interviews.  

Service-user consultation 

The researcher met with an Expert by Experience who offered consultation on the 

project. The aims of the project and possible value of the results were discussed. Feedback on 
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the information sheet, consent form and interview schedule was provided, informing 

modification of these documents.  

Data Analysis 

NVivo 12 qualitative data analysis software was used to analyse transcribed data. Data 

was transcribed by the researcher and read a number of times to enable familiarity. Charmaz’s 

(2014) stages of analysis were followed, described in Table 5.  Diagram 1 denotes the 

simultaneous process of data collection and analysis, with constant comparison and checking 

of codes against new data and revision of interview guides to explore concepts (Charmaz, 

2014). In line with GT methodology, diagramming and memos were completed throughout 

data collection and analysis. This supported connection with and recording of the development 

of theoretical ideas (Birks et al., 2008). Appendices XX to XXII provide examples of this 

process. 

Table 5. 

Stages of CGT analysis  

Stage of analysis Description 

Initial coding Initial line-by-line coding was completed for six interviews. ‘In 

vivo’ codes and gerunds were used to describe the data.  

Focused coding The following five interviews were coded using focused codes, 

using the most significant codes to categorise larger segments of 

data, assessing which codes best explained the data. Focused 

coding was more conceptual than initial coding.  

Theoretical coding This involved considering how the codes generated during focused 

coding related to each other. Relationships between categories of 

codes were hypothesized and codes became more abstract.  The 



  77 

theoretical model evolved through this process of theoretical 

integration (Charmaz, 2014).  

 

 

 

 

Diagram 1. 

CGT process of data analysis, based on the method described by Charmaz (2014).  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

 

Quality assurance 

Research quality was held in mind throughout the study, with steps taken to ensure 

rigor. Tong et al.’s (2007) consolidated criteria for reporting qualitative research (COREQ) 

was used to consider quality and reporting of the research (Appendix XXIII). CGT 

acknowledges the influence of the researcher on the process of data collection, analysis and 
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results. Charmaz (2014) describes the importance of reflexivity of the researcher in capturing 

bias and allowing the reader to understand the researcher’s position (Groen et al., 2017). A 

bracketing interview was completed prior to starting the research, allowing exploration of 

researcher assumptions and preconceptions (Appendix XXIV). The reflexive process was 

iterative, with the use of a reflective research diary (Appendix XXV), research supervision, 

memoing and diagramming aiding this (Charmaz, 2014; Groen et al. 2017). These processes 

informed a positioning statement, see Appendix XXVI, with an abbreviated version below. 

During analysis, quotes were selected to demonstrate grounding of themes within the data, 

examples are provided within the results section. Peer supervision with other researchers 

supported discussion of the analysis process and refinement of coding and theoretical 

development.  

Positioning statement 

Currently in my 30s, I am a white British female living in the south of England. The 

research study was completed in partial fulfilment of a Doctorate in Clinical Psychology. Prior 

to training I had experiences as an Assistant Psychologist offering psychological input to 

detained individuals, some of whom had a LD. I saw staff trying to engage patients who were 

unwilling to attend psychology in treatment and the challenges this posed. I experienced my 

therapeutic relationship with patients being impacted by experiences of perceived coercion. 

Through this study I hoped to develop an understanding of the processes by which psychology 

is offered to detained patients, particularly PWLD, for whom this process may be even less 

understood and potentially more complex.  

Results 
Overview of the model 

The results present a model of how staff within a low secure LD service navigate the 

task of attempting to engage patients in psychology and how this is experienced by patients, 
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including resulting willingness to attend. Research questions informed interview guides and 

initial exploration; however, theory building was guided by participant data meaning that 

research questions are not specifically addressed. Findings were constructed across four 

domains, including 10 categories and four sub-categories, with three further sub-categories 

(Table 6). A narrative description of the model is provided, including illustrative quotes. This 

is followed by a visual representation of the model (Diagram 2).  

Table 6.  

Processes in the grounded theory model.  

Domain Category Subcategory Further 
subcategory 

Context of the 
offer 

Coercive systems   

 Living with a LD   

Drive to engage 
patients in 
psychology 

Psychology is helpful   

 Reducing risk   

 Psychology is necessary   

Navigating 
making the offer 

Caregiver   

 Agent of security   

 A mixed message   

Making sense of 
the offer 

Choice without a 
choice 

Perceived choice Understanding 
and 
expectation 

  External motivation  

 Willingness to attend Internal motivators Wanting help 
 
Social gain 

  Challenges of 
psychology 
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Context of the offer 

Staff participants highlighted the importance of the broader context in which the 

attempt to engage PWLD within the low secure service takes place.  

Coercive systems 

The low secure service exists within multiple other systems including legal and health 

care systems and broader society. Staff participants described these systems as being built on 

paternalistic ideation, reinforcing ideas of hierarchy and power that likely influence many 

elements of both staff and patient choice and behaviour. Patients are detained involuntarily and 

experience a multitude of restrictions on freedom and choice. 

“…most decision making in mental health services is coercive to some respect just 

because of the nature of the whole system, the health care system and the criminal 

justice system means that, like there are always external factors that influence 

patients’ decisions…” Psychiatrist 

Living with LD 

Perceived by society and health and legal systems as people who require support and 

who may struggle to make independent choices, some staff participants described that PWLD 

have a pervasive experience of stigma, disempowerment and dependence on others. The label 

of LD and the experiences and characteristics associated with this were referred to as having 

an influence across the processes described by the model, these are highlighted throughout.  

“If there isn't enough stigma attached to being a detained patient and/or having a 

label of someone who is learning disabled …on top of that you then add you know 

very stigmatized roles in society.” RC 

Drive to engage patients in psychology 

Within this concept ‘engaging’ patients refers to encouraging attendance at psychology 

sessions or groups. Staff participants described psychological input as highly valued by the 
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systems, service and staff working within it. Staff participants across disciplines were 

motivated to support patients to engage in psychological assessment and intervention.  

Reducing risk 

In working with offenders, understanding, managing and reducing risk were spoken 

about as key tasks of the service. Psychological assessment and intervention were seen as 

important in achieving this.  

“It is good because we see them changing… We see them on admission and we see 

them how they have improved… yeah, it works. It helps it helps. Even the behaviour, 

everything changes, no more confrontation or no more aggressiveness, all that they 

treat it and they treat it and they treat it.” HCA3 

Psychology is helpful  

Psychology is seen as helpful in supporting patients to develop understanding and learn 

skills that can improve quality of life. One participant described that psychology may be 

particularly valued within LD services where medication may be perceived as having less of a 

role.  

“psychology is really pivotal in learning disability services because err because lots 

of the issues that patients are having are sort of relational, around like social 

communication, interpersonal sort of dynamics, long term problems with like 

relationships… understanding like normal social interactions…so I think that's 

another area that psychologists can be really helpful…” Psychiatrist 

Psychology is necessary 

Staff described experiences of MHA tribunal panels and step-down services 

emphasising a need for patients to complete psychological assessment and intervention. 

Associated with its perceived helpfulness and role in risk management, psychology was 
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described as a core intervention, with staff perceiving engagement in psychology as a necessary 

condition for patients to progress.  

“it’s just really crucial for their treatment.” HCA2 

“some places say, well, we will only take this patient if they have done X, Y or Z”. 

Psychiatrist 

Navigating making the offer 

 The ‘offer’ of psychology covers the initial recommendation to patients, inviting them 

to psychology sessions and encouraging attendance. When navigating how to make this offer 

within the context described, staff indicated that their thoughts and actions were influenced by 

different motivations, responsibilities and aims. These were conceptualised in the model under 

two categories, caregiver and agent of security.  

Caregiver 

The caregiver category represents staff valuing individualised patient care, in which 

patient choice and autonomy is highly esteemed and strived for. Staff spoke about wanting to 

improve patients’ quality of life and support them to achieve goals meaningful to them. All 

staff described being influenced by the concepts captured by the caregiver category. Staff 

described feeling strongly that patients should not feel forced or pressured to engage in 

psychology. 

“to provide erm 1:1 care, personal centred erm care, of course all the patients are 

different, so we have to analyse what their needs and tailor made their needs and 

trying to so to help them so that they can be be better and go back to the 

community…to make sure that we we serve them, and protecting them …whilst giving 

them quality top-quality service”. HCA3 

“…so it’s for a long time even before I was an RC, it was something that concerned 

me how to help people make informed non-coerced choices...”RC 
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Agent of security 

The agent of security category represents staff experiencing responsibility to the 

service, legal system and other stakeholders to manage risk and keep people safe. Staff 

described a pressure to engage patients in psychology as a way of evidencing reduced risk, 

with an aim to progress patients though the system. Staff felt a responsibility to relay 

information to patients regarding what is required by the system, although aware that this may 

in turn pressure patients to engage. The extent to which staff members described being 

influenced by the agent of security category appeared to be dependent on their role within the 

service. Staff who held clinical decision-making responsibility and were involved in delivery 

of interventions appeared to be more aligned with this category than others. 

I do believe that they are here to reduce their risk to others and we can't just hold 

them here and then let them out because what's the point then? There would have 

been no change …”. Psychologist 

“I have said to patients that they're very unlikely to consider unescorted leave until 

you’ve completed offence related work.” RC 

Where motivations were aligned with both the caregiver and the agent of security 

categories this was experienced as conflicting.  

“The patient is our client, the public is our client, the court is our client. There are so 

many competing clients…” Psychologist 

“…so there’s a conflict between like patient centred care and yeah but then also 

being very paternalistic about care. There is a conflict that's built into the system …” 

Psychiatrist 

A mixed message 

Staff described negotiating this dissonance by trying to find ways to fulfil both roles, 

often trying to compensate for possible pressure on patients to engage. This included being 
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clear about the importance of psychology and associating engagement with psychology with 

increased likelihood of positive consequences such as Section 17 leave or discharge but also 

emphasising patient choice and power to choose whether or not to engage. The navigation of 

the caregiver and agent of security roles both within and between staff results in contrasting 

messages being delivered to patients regarding their engagement in psychology. Patients are 

given the message that engagement is their choice but that it is also likely to be necessary for, 

or speed up, discharge from the service. Staff participants reported that discharge was not made 

conditional on engagement with psychology but that patients are made aware of how 

psychology can help them progress and how lack of engagement may be viewed by tribunals 

and key professionals within the legal system. 

“I would never say you've got to do this work, or I'm not going to write to the MOJ 

for your leave until you’ve done this work but I will say … one reason why the MOJ 

might say no to your leave is you haven’t finished your offence related work yet. Erm 

I think they have a right to know that that's maybe how it will be seen, and that's why 

it's so complicated…” RC 

“we remind them like it’s not a case of do this and get that, the choice is always 

completely up to them…” HCA2 

“…to me offering is like here's something, do you want it? Whereas I'm not sure if we 

do that really generally speaking, I think we say you need to do it…” Psychiatrist 

Making sense of the offer 

Choice without a choice 

Patients described experiencing choice (constructed as perceived choice) regarding 

whether or not they attended psychology, but at the same time said they had to engage with 

psychology to be able to be discharged (constructed as external motivation). This experience 

was constructed within the model as choice without a choice. The majority of patients did not 



  85 

express explicit awareness of this juxtaposition; however, one patient referred to having a 

choice whether or not to attend psychology whilst at the same time feeling that they did not 

have a choice but to complete psychology treatment in order to leave hospital.  

Perceived choice  

Mirroring the messages given by staff, patients reported experiencing choice 

regarding whether or not they engaged with psychology. They described that they could 

either attend or not attend, say yes or no. Where patients perceived choice regarding 

attending psychology, the recommendation from staff to attend was received positively rather 

than as something to resist, influencing willingness to attend. 

“I chose to go…No never [feel pressured to attend] …no no, no, not a billion years. 

Not here.” Paul 

“It's up to me if I want to do psychology or not...One day if you woke up and you 

didn't want to do the session they wouldn’t force you.” William 

Understanding and expectations 

Staff described experiences of patients not questioning their choice in the process, 

possibly not understanding influence of external factors on their decisions, or being aware of 

coercive pressure but not seeing this as impacting self-determination. Staff suggested that this 

may be impacted by comprehension and communication abilities of patients and past 

experiences of dependency or reduced autonomy.  

“…I almost feel I feel a bit sad for them in that they might not even realize you know 

that they but there is this contention and this kind of yeah, but they're kind of happy to 

go along with it.” Psychologist 

External motivation 

All patients described that attending psychology was necessary for them to progress 

from the service. Patients were aware that attendance at psychology is recorded by staff and 
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fed back to the multidisciplinary team and during meetings. Some perceived negative 

consequences of not attending psychology, such as decision makers viewing this negatively. 

This message came from staff within the service, but also external staff such as solicitors, Care 

Programme Approach (CPA) meetings and tribunals, highlighting the influence of the wider 

systems in the process of engaging patients in psychology within this setting. External 

motivation was a significant factor driving patients’ willingness to attend psychology, 

appearing to carry significant weight in comparison to other influencing factors, emphasised 

by the heavier line on the diagram. Although staff reported that when navigating the offer 

discharge was not presented as conditional on engagement, patient participants expressed that 

this was the message they received.  

“They, the lady [member of psychology team] just said I've gotta do it…” David 

“I've been told if I don't do psychology and do my treatment in hospital I have to stay 

here longer, til I have finished them.” Joe 

“…because if you do psychology sessions and all your sessions it’ll go in your favour 

and like in tribunals, CPA, CTR…”. Paul 

Willingness to attend 

Patients described experiencing different levels of inclination to engage in psychology; 

however, the majority of patients reported that they felt willing to access psychology. Staff 

reported that patients largely respond positively when invited to or offered psychology, 

recalling experiences of patients requesting psychology or eagerly waiting for the psychologist 

to arrive on the ward. Willingness to attend psychology was described as influenced by external 

motivation and perceived choice but also by internal motivators and challenges of psychology.  

Internal motivators 

Wanting help 
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Internal motivators to attend psychology included patients wanting help to understand 

themselves, develop coping strategies and reduce risk of recidivism. Patients described seeing 

psychology sessions as a helpful space to talk about any difficulties. Presence of internal 

motivators that aligned with what was being offered or requested by staff appeared to be 

associated with increased perceived choice regarding attendance. With the contrast being 

described by one patient who reported no internal motivators to attend.  

“… get the thoughts off my mind.” David 
 

“just like someone to talk to…about any issues about problems.” Richard 
 

“I think people who have been in the community as well, might know that it's quite 

difficult to access that support and so feel quite grateful to have it you know in 

hospital…” Psychologist 

Social gain 

Attending psychology was described as a social opportunity and a way to reduce 

boredom. Patients described positive regard for psychology staff. Staff reflected that they 

experience patients as seeking positive social relationships. One staff member proposed that 

this may be influenced by living with a LD and experiencing challenges forming relationships 

in other areas of life. Staff described observing a desire to have a relationship with staff as a 

motivator for patients’ attendance at psychology.  

““…something to do.” David 

“…actually sitting in a room with somebody who's an adult and talking appeals to a 

lot of a lot more to learning disability patient …”. HCA3 

Challenges of psychology 

 Participants described that the idea of psychology could be anxiety-provoking and 

that talking to a psychologist can feel hard. This was associated with presence of offending 

histories with participants describing possible experience of shame regarding discussing 
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offending, or concern that disclosing information to a psychologist may lead to negative 

consequences. Difficulty engaging with the content or structure of the sessions was also 

described. These factors negatively impacted willingness to attend.  

 
“The first time I was here I wasn't so keen because like the psychologist my 

psychologist was [name] and she said, well we will be talking about some tough, 

some tough bits, about what happened why you’re here.” Richard 

“Groups make me feel stressed and upset…” William 

“I think that is is one reason why people don't want to engage 'cause it's too painful” 

Psychologist 

Due to the drive to engage patients in psychology, where patients are ambivalent or 

not willing to attend or engage with psychology staff described returning to the navigating 

making the offer stage. A continual process of staff trying to engage patients in psychology 

was portrayed. This entailed repeatedly offering psychology and reminding patients of the 

benefits and/or need for it. 

“...start to kind of panic about you know what we're gonna do with this person…and 

when people say you know, I don't want to engage, it's never OK…everybody has a as 

a go at persuading them.”  Psychologist 

“You should come…. It’s an easier way of getting out of hospital.” Joe 
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Diagram 2.  

Grounded theory model. 

 

Drive to engage patients in psychology
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individualized care and 
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Agent of security
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Staff process 
Patient process
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 Discussion 
 

This study aimed to develop a GT of the process by which psychology is offered to 

patients within a low secure LD service and resulting motivation to engage. The constructed 

model highlights four overarching domains: context of the offer, drive to engage patients in 

psychology, navigating making the offer and making sense of the offer. The model highlights 

staff experiences of trying to promote patient choice and individualised care within an 

inherently coercive system, that places high value on engagement in psychology in managing 

risk to others. Staff navigate this by reinforcing a message of choice to patients whilst at the 

same time making clear that engagement in psychology is valued by the system in order to be 

perceived as ready for discharge. In receiving this message patients hold a contradictory 

position of feeling they have a choice whilst also experiencing engagement as the only option. 

Engagement as a currency by which to achieve discharge was a key motivator for patient’s 

willingness to attend psychology. Within the constructed model, willingness to attend is also 

mediated by internal motivators and perceived challenges of attending psychology, with the 

former appearing to influence perceived choice regarding engagement.   

Relation to existing literature 

Paternalistic attitudes within forensic care 

The presence of paternalistic attitudes within inpatient and forensic settings are well 

documented (Peltro-Piri et al., 2013; Volm & Nedopil, 2016). Staff within this study described 

that paternalism is amplified within the low secure LD context, by a disposition to hold a 

paternalistic position when working with PWLD. This is supported by evidence of paternalistic 

attitudes towards PWLD in other contexts (Deeley, 2002; Ward, 2011). 

Staff described a top down pressure to engage patients in psychology, rooted in the 

value placed on attendance at psychology by key decision makers within the system, such as 

tribunal panels. “Extra-legislative” conditions such as “compliance”, placed on patients within 
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secure settings by mental health tribunal panels was similarly reported by Freckelton (2003, 

pp.53). Freckelton (2003) highlighted the influence of responsibility to keep others safe on 

decision-making, indicating that paternalism can “lurk” in these decisions (pp.60). 

Responsibility for risk management was also reported as an influencing factor by participants 

within this study.  

Dual role of clinicians 

The conflicting motivations described by staff when trying to engage patients in 

psychology align with existing literature regarding the dual role of clinicians within forensic 

contexts (Jacob 2012; Laskey, 2017). The previously described “opposing forces” of care and 

security, are akin to the concepts of caregiver and agent of security within the constructed 

model (Reeder & Meldman, 1991, pp.41). Congruent with Festinger’s (1957) Theory of 

Cognitive Dissonance staff described feeling discomfort as a result of these conflicting roles, 

motivating attempts to alleviate this by emphasising patient choice. The model highlights 

influence of the wider social context on the process of psychology being offered. Current 

government policy and NHS plans (NHS England, 2015; NHS England, 2019) emphasise 

choice promotion and delivery of individualised care for PWLD. Values raised in public 

awareness as a result of high-profile cases of abuse of power within LD settings, such as those 

at Whorlton Hall (CQC, 2022). This context may be understood to influence the pull towards 

the caregiver role when working with PWLD, increasing the dissonance felt when also working 

with PWLD as an agent of security. The model proposed a mixed message being conveyed to 

patients as a result of staff attempting to deliver messages from both the caregiver and agent 

of security positions. Grace et al. (2020) and Fish (2016) also reported lack of clarity in the 

messages given by staff and in turn received by patients within LD secure services. 

Extrinsic compliance and perceived choice 
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Coerced compliance with medical interventions is richly evidenced within forensic settings 

(Völlm & Nedopil, 2016). Few studies have studied the concept of coerced engagement with 

psychological interventions. In their study within an FMH service Simms-Sawyer et al. (2020) 

reported that patients were acutely aware of coercive pressures to engage with psychology. 

Participants in this study described external motivation driven by an association between 

psychology and discharge. This was a key factor influencing willingness to attend psychology. 

This type of association may be considered informal coercion. In their GT of adapting 

dialectical behaviour therapy within a forensic LD setting Browne et al. (2019) also reported 

patients being motivated to engage in psychology as a result of extrinsic compliance. The 

model presented here is considered to build on that of Browne et al. (2019) by proposing a 

process by which this extrinsic compliance may come about.  

Unique to this study is the consideration of the concept of choice without a choice 

whereby patients maintain a perception of choice despite believing that discharge is 

conditional on attendance at psychology. The description that patients do not necessarily 

label the consequences attached to engagement as coercive, or perceive this as unjust or 

impinging on autonomy, contrasts with previous research (Simms-Sawyers et al., 2020). This 

suggests a possible difference between the way the offer of psychology may be received by 

PWLD and those without a LD within this setting. Staff participants spoke about the 

significance of patients’ experiences of living with a LD on their perception of choice and 

coercive pressures. This included experiences of oppression, stigmatisation, dependence on 

others and limited power over their lives, experiences well documented in existing research 

in relation to PWLD (Scior & Werner, 2015). Wilson (1992) reported that past experiences of 

lacking control over a situation may foster passivity and disempowerment for PWLD, 

suggesting a relationship to the concept of “learned helplessness” described by Seligman 
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(1975, pp. 534). The author considers the use of this term problematic, partly in that it 

unfairly locates the ‘problem’ within the individuals who have been oppressed.  

Participants described a possible influence of cognitive and communication difficulties 

which may make it hard for patients to either understand or express nuanced or conflicting 

messages. This highlights a difficulty in the language used by the systems/professionals and 

how this is understood by patients. This resonates with the concept of ideological power, an 

invisible form of power which through the control of language, meaning and agendas certain 

beliefs may be created (Johnstone & Boyle, 2018). Where those who hold the most power, staff 

and decision-makers, view psychology as valuable and essential for patients, a narrative of 

engagement being assumed and a given may influence how the offer of psychological input is 

perceived by PWLD within the system.   

Methodological quality and limitations 

Although theoretical sufficiency appeared to have been met, a significant limitation of 

the study was that theoretical sampling of participants was not possible and an abbreviated 

version of grounded theory methodology was used (Willig, 2008).  

The model presented is based on the experiences and understanding of a small group 

of participants from one male low secure LD service. Those who chose to participate in the 

study may have held specific views on psychology and how it is offered, indicating a possible 

sample bias. For example, although not a requirement, all patients who participated had 

engaged with psychology. Patient participants, some of whom had since moved to the step-

down unit, were required to recall information about the offer of psychology and how this was 

experienced. Recollection may have been influenced by current thoughts and feelings about 

psychology. Reliance on retrospective memory, which can provide challenges for PWLD, may 

have also influenced answers (Leven et al., 2008).  Being initially approached about the 

research by a psychologist in the service may have influenced willingness to participate or what 
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patients felt able to say about psychology; likely further impacted by my role as a trainee 

clinical psychologist with a clear association with the profession.  

My own preconceptions likely guided interviews and the interpretation of data. The use 

of a bracketing interview, reflective diary, memoing and supervision aimed to hold this in 

mind. The included positioning statement invites the reader to interpret the study with the lens 

of the researcher in mind. Due to time limitations respondent validation was not possible, 

therefore it was not possible to test how the final model resonated with participants. With the 

aim of constructivist GT to provide theoretical insights rather than an objective truth, it is 

suggested that the presented model poses hypotheses to be tested. Common to qualitative 

research, the study did not aim to provide generalisable results but provide questions to be 

explored through further research.  

Clinical implications  

In presenting a model highlighting factors associated with willingness to attend 

psychology, this study adds to emerging literature and understanding regarding factors 

impacting PWLD’s readiness to engage with psychological interventions within secure 

services. The study suggests a primary role of coercive pressure motivating patients’ 

willingness to attend psychology within a low secure LD service. Holding in mind that the 

theory was developed based on people without a LD, Ryan and Deci’s (2000) Self-

Determination Theory (SDT) proposes that engagement or desire for change that is externally 

motivated in this way is unlikely to be maintained once the external motivation desists. It may 

be valuable for clinicians working with PWLD in low secure settings to consider the impact of 

this type of motivation on engagement and maintenance of change. For example, Motivational 

interviewing, aiming to increase intrinsic motivation, has been linked with improved therapy 

outcomes in non-LD forensic settings (Miller & Rollnick, 2002; McMurran, 2009). The 

apparent negative relationship between the perceived challenges of psychology and willingness 
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to attend, highlights the benefits of working to alleviate patients’ concerns regarding the 

consequences of speaking to professionals about offending histories.  

Gaining informed consent without undue influence is an ethical requirement for 

psychologists (BPS, 2017). Potential issues regarding informed consent within forensic 

settings are well documented and considered in professional codes of conduct for staff working 

in these settings (BPS, 2017). The presented model indicates a particularly complex situation 

for patients within a LD low secure service regarding perception of choice and autonomy 

concerning engagement in psychology. Participants described perceived choice regarding 

engagement with psychology which may mask simultaneously held awareness of coercive 

pressure to engage, which patients may not identify as coercive. This has significant clinical 

implications for staff seeking to gain informed consent. When seeking informed consent from 

PWLD in this context, it may be important for clinicians to ask about choice and external 

motivators separately. A number of staff participants spoke about the potential for coercive 

power and how they tried to alleviate this. Fewer staff discussed the possible influence of inter-

relational or ideological power. Staff across all disciplines working with PWLD within forensic 

settings should be supported to consider the different types of power that may be influencing 

patients’ choices. If patients report coercive pressures to engage with psychology but do not 

view these as coercive, clinicians need to think carefully about how this is explored in order to 

empower patients to make fully informed choices regarding engagement.  

Participants described an inherent coercive structure within the low secure LD setting, 

amplified by paternalistic attitudes towards PWLD. Although there is value in staff considering 

ways of navigating the challenges this poses when supporting individuals in their care, this 

study argues there is a need to work at a broader level. Consideration of how to deliver person-

centred approaches to supporting PWLD who have offended should be a priority for legal and 

healthcare systems and forensic services for PWLD. An increased understanding of the needs 
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and wishes of PWLD who access these services, particularly in regard to strategies for 

managing risk and increasing wellbeing, should be used to develop services aiming to engage 

patients through empowerment and intrinsic motivation. NHS England (n.d.) highlights the 

value of working closely with PWLD to consider difficulties and solutions for service design 

and development.  

Research implications 

In proposing a model of the process by which psychology is offered, and resulting 

willingness to engage, this study did not extend to consider the resultant engagement with 

psychology, including the quality of the therapeutic engagement or outcomes. Additional 

research exploring this with patients and practitioner psychologists in LD services across levels 

of security would be valuable.  

Participants indicated that external motivation was often a key factor influencing 

willingness to engage with psychology, with intrinsic motivation being less established. As 

discussed, intrinsic motivation is generally understood to be associated with increased active 

engagement and improved therapeutic outcomes (Hettema et al., 2005). Investigation into the 

applicability of theories of motivation such as Ryan and Deci’s (2000) SDT when working 

with PWLD is indicated. With limited research evidence in LD offender populations, research 

exploring the utility of motivational work prior to offering offender treatment programs or 

interventions may be helpful (Panting et al., 2018).  

Motivation and perception of autonomy and choice are not static experiences. Future 

studies may explore the temporal process regarding how patients’ perceptions of choice and 

factors contributing to willingness to engage with psychology may change over time. In vivo 

data gathering with PWLD at varying stages of admission or engagement with psychology 

could support this whilst circumnavigating issues of retrospective questioning.  
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The constructed model indicates the importance of social context on the perception of 

choice and experience of coercive pressure. As discussed, the sample in this study was small 

with limited diversity amongst patient participants in regards to gender, ethnicity and level of 

learning disability. It is widely acknowledged that certain groups in society are more likely to 

experience stigma, oppression and discrimination. More research should be encouraged to 

explore how these factors may relate to patients’ experience of choice and autonomy in relation 

to engagement with interventions within forensic placements.  

 Co-produced research in this area may enable patient participants to feel more 

empowered to express their views and experiences regarding psychology, supporting 

understanding of PWLD’s experiences. Increased involvement of PWLD in research on this 

topic would reduce reliance on professional’s interpretations of patient’s experiences, 

increasing the validity of findings. 

Conclusions  

This study provides a model of understanding how staff within a low secure LD service 

attempt to engage patients in psychological assessment and intervention, and how this is 

experienced by patients. As the first study to look at this it provides a novel contribution to 

existing research. The study highlights how having a LD may lead to experiences within 

coercive systems that may be different to those without a LD. Clinical implications and 

suggestions for future research are indicated.  
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Appendix II – Example of theme development process 
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Appendix III – Theme development in Nvivo 12 software 
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Appendix IV - Detailed CASP table 
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Appendix V – Example quotes for themes 
 

“It’s not an 
ideal place to 
live” 

Loss of 
autonomy 
and privacy 

“They don’t come to your house do they and sit and watch you? 
I’ve no privacy and that’s difficult. It’s frustrating for me, you 
wouldn’t like it. I’ve had to lock myself in somewhere before 
now, because everywhere I go there’s staff.” (Harker-Longton 
&Fish, 2002, p.145) 
“I’m not a kid or a baby. I’m not an animal either but I’m in this 
cage ” ( Harker-Longton &Fish, 2002, p.146) 
 “I was really annoyed cos they said I can go home and then they 
changed their mind “ (Brown &Beail, 2009, p.507) 
“you don’t get freedom … I wished I could leave here (hospital)” 
(Williams et al., 2018, p.137) 
“you can dress up, be whoever you want to be, where like you 
know in here [where he lives] you can’t, you just have to dress 
normal.. .cos of how other people react” (Tallentire et al., 2020, 
p.22). 

Impact on 
relationships 

If you’re stuck in these places you can’t, you can’t hold down a 
relationship” (Grace et al., 2020, p.8) 
“When you’re in hospital, you’re in hospital for quite a long time 
(1) erm (1) and they expect you to (1) not have sex. (2) 
Conversation would be “ain’t gonna stop us.” Er, because we’ve 
still got needs.” (Grace et al., 2020, p.8) 
“The girls and guys in here are like family because at the end of 
the day half of us haven’t got that connection with family. We 
don’t really see them, so the only people we’ve got are the staff 
and each other” (Burns & Lampraki, 2016, p.79) 

Experiencing 
difficult 
thoughts and 
feelings 

“No. I was really scared I actually peed myself through being 
frightened. I wet myself!” (Fish, 2018, p.143) 
I think that because people get stressed in this kind of place 
there should be more staff trained to help with stress 
management (Burns & Lampraki, 2016, p.79) 
“like being in a thick fog…like being in a dark tunnel and no way 
out, can’t see a light, all me thoughts are negative’, ‘like….I want 
to di” (Brown &Beail, 2009, p.508) 
 

Relationships 
within the 
unit 

Difficulties 
with living 
with other 
patients Vs. 
Peer support 

“Because [name] she’d been whacking me all night, calling my 
family names. I got angry with her, my first time when I came, I 
didn’t do nothing to her. I was nervous, upset, I went to 
seclusion room with [two staff members]” (Fish, 2018, p.144) 
“I stopped going because people ridiculed me and were name-
calling, saying things like ‘Faggot’, ‘Nonce’ and ‘you’re in there 
with all the other Nonces’ ... because it’s in...[place] they can all 
see who goes in which makes it worse” (Tallentire et al., 2020, 
p.21). 
“I saw others struggling too so didn't feel as bad” (Browne et al. 
2019, p.799) 
“we were all in it together” (Browne et al. 2019, p.799) 
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Treated as a 
person, not a 
patient Vs 
Treated as a 
patient, not 
a person 

My case manager will leave the paperwork until everybody’s 
gone to bed if she’s doing nights, or she’ll take a break from 
doing her paperwork and come and sit with us. It’s being able to 
approach them and being able to discuss things without being 
judged” (Burns & Lampraki, 2016, p.79) 
“Cause at my old place the staff just left me to struggle. But 
since I’ve been here, I’ve had help from the staff and [.. .] Cause 
I told one of the staff, cause I went home last week and I said to 
them I wouldn’t mind like one of the support off one of the staff 
just to ask me if I’m alright after from my home visit and there 
was plenty of staff round.” (Heppell & Rose, 2021, p.89) 
“they treat you like a human being. They don’t treat you like a 
patient. They talk to you like a human being [.. .] And other 
placements I been to, it’s we’re staff, you’re patient. Do you 
know what I mean?” (Heppell & Rose, 2021, p.89) 
“I’d just had enough of being treated by the staff like a nobody. 
Like a patient – I’m not a patient, I’m a person” (Brown &Beail, 
2009, p.507) 

Change Facilitators “A psychologist.Talk about past things. [long pause] That helps.” 
(Harker-Longton & Fish, 2002, p.146) 
“It felt good, thought I wouldn't be able to do it but I'm actually 
learning and doing well using it for the first time ever” (Browne 
et al. 2019, p.799) 
“Some staff sit and listen to you, they help to try and solve your 
problems with you, and they try to support you” (Burns & 
Lampraki, 2016, p.79) 
“They’ve helped me a lot, a real lot. I just want to do DBT all 
again when it stops, cos it helps me a lot” (Thompson &Johnson, 
2017, p.4) 

Intrinsic Vs 
extrinsic 
motivators 

“‘I need to get all my bad stuff off my head, open up. . .. I’ve got 
this opportunity to make a better life for myself and that’s what 
I’m here to do’’. (Breckon et al., 2013, p.1414) 
‘‘. . .say like the staff and that says that patient’s doing well, he’s 
listening to staff, he’s doing well, I think we’ll give him ground 
hall leave and it makes him feel good’’. (Breckon et al., 2013, 
p.1411) 
“No, I didn't need to change. Thought I had no choice though to 
get out” (Browne et al., 2019, p.796) 
“they tell you…they'll know demonstrating behavioural change: 
you're using skills because you won't behave as bad…You've got 
not be aggressive at all to make progress” (Browne et al., 2019, 
p.796) 
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Barriers “I think because we've got learning disabilities we find it hard to 
understand things as well as other people” (Browne et al., 2019, 
p.797) 
“our homework it doesn’t give you clear information on what 
you want to do, what to do on the homework, just tells you 
what to do and I just don’t understand it.” (Thomspon & 
Johnson, 2017, p.6) 
“I'd get stressed, mind would go blank so I'd end up going to my 
room…then I'd be worrying or angry about doing it wrong and 
end up self-harming or kicking off so I'd lose my trips out 
anyway. Staff would ask why I didn't use my skills and inside I 
was like I tried but I couldn't!...I just stopped trying them skills 
and stayed in my room” (Browne et al., 2019, p.797) 
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Appendix VI – Clinical governance presentation 
 
 
  
This has been removed from the electronic copy.  
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Appendix VII – Staff information sheet 
 
 
 

Information about the research 
 

A grounded theory of coercion to engage with psychology within a low secure forensic 
learning disability service (IRAS ID 272727). 

 
Hello. My name is Grace Johnstone and I am a Trainee Clinical Psychologist at Canterbury Christ 
Church University. I would like to invite you to take part in a research study. Before you decide 
whether to take part, it is important that you understand why the research is being done and what it 
would involve for you. Please feel free to talk to others about the study if you wish.  
 
Any reference to ‘we’ in this document means Canterbury Christ Church University and not 
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx 
 

• Part 1 tells you the purpose of this study and what will happen to you if you take part.  
• Part 2 gives you more detailed information about the conduct of the study.  

 
Part 1  
 
What is the purpose of the study?  
Within some secure services patients report experiencing pressure to engage in psychology. This may 
be thought of as perceived coercion. Coercion is likely to be on a continuum, including perceived 
friendly persuasion at one end and perceived threat of sanctions at the other (Simms-Sawyers 2018). 
The aim of this study is to further our understanding of perceived coercion to engage in psychology 
within a low secure forensic learning disability service. In particular, to explore staff and patient 
views and experiences regarding this. The project aims add to the development of theory regarding 
this phenomenon.  
 
Why have I been invited?  
All clinical staff working at the xxxxxxx have been invited to participate in the research.  
 
Do I have to take part?  
It is up to you to decide whether to join the study. If you agree to take part, I will then ask you to sign 
a consent form. You are free to withdraw at any time up to 4 weeks following the research interview, 
without giving a reason. After this point, information will have been anonymised and it will not be 
possible to remove it from the data set.  
 
What will happen to me if I take part?  
You will be asked to participate in an interview with the researcher. The interview would take no 
more than 1 hour and would be audio recorded. The interview will ask you about your views and 
experiences of this topic in relation to the low secure forensic learning disabilities setting. The 
interview would happen at your place of work or over video call.  
 
What are the possible disadvantages and risks of taking part?  
It is understood that it may be a difficult topic to talk about and there is a chance that you may feel 
distressed when discussing this. You would be encouraged to take a break or ask for the interview to 
be stopped should this be the case. You may also use your existing supervision arrangements to 
discuss the research. 
 
What are the possible benefits of taking part?   
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We cannot promise the study will help you or others but the information we get from this study may 
help clinical staff working in these settings. It may improve the treatment of patients in low secure 
learning disability services.  It will also add to the evidence base in this field.  
 
What if there is a problem?  
Any complaint about the way you have been dealt with during the study or any possible harm you 
might suffer will be addressed. The detailed information on this is given in Part 2.  
 
Will information from or about me from taking part in the study be kept confidential?  
Yes. We will follow ethical and legal practice and all information about you will be handled in 
confidence. Information will be kept safe and secure by the researcher. There are some rare situations 
in which information would have to be shared with others. The details are included in Part 2.  
 
This completes part 1.  
If the information in Part 1 has interested you and you are considering participation, please read 
the additional information in Part 2 before making any decision.  
 
 
Part 2 of the information sheet  
 
What will happen if I don’t want to carry on with the study?  
You would be free to withdraw your consent to participate in the study up to 4 weeks following the 
research interview. You would not be required to give a reason for withdrawing from the study.  
 
If you requested to withdraw after the 4 weeks following the research interview has passed it may not 
be possible to identify and withdraw the information you had already provided.  
 
What if there is a problem?  
 
Concerns and Complaints  
If you have a concern about any aspect of this study, you should ask to speak to me or xxxx (Senior 
Clinical Psychologist and Research Supervisor) and we will do our best to address your concerns.  
 
You can contact me by leaving a message on the 24-hour voicemail phone number 01227 927070. 
Please leave a contact number and say that the message is for me [Grace Johnstone] and I will get 
back to you as soon as possible.   
 
If you remain dissatisfied and wish to complain formally, you can do this by contacting Dr Fergal 
Jones, Clinical Psychology Programme Research Director, Salomons Institute for Applied Psychology 
fergaljones@canterbury.ac.uk 
  
Will information from or about me from taking part in the study be kept confidential?  
 

• We will need to use information from you for this research project. We will keep all 
information about you safe and secure. 

• Information will be collected via interview and a demographics information form. This would 
include your gender, age, job title and years qualified and in role at the xxx (this will be a 
range, rather than specific years to maintain anonymity).  

• Information will be stored securely on an encrypted memory stick and in a locked cabinet.   
• Information will be anonymised through the use of coding and/or pseudonyms.   
• Information will be used for the purpose of the current study. 
• Data will be kept for 10 years by the researcher and the university after which it will be 

disposed of securely.  
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• The researcher’s supervisors (xxxx) may have access to the information collected post-
anonymisation. 

• The only time when I would be obliged to pass on information from you to a third party or to 
the supervisors prior to anonymisation would be if, as a result of something you told me, I 
were to become concerned about your safety, the safety of someone else, or you told me 
something that warrants a safeguarding concern. In this instance I would discuss the 
information with Dr xxx who would follow this up as appropriate.  

• All information which is collected from or about you during the course of the research will be 
kept strictly confidential, and any information about you which leaves the hospital will be 
stored on an encrypted memory stick.  

• Research and Ethics Committee approval has been gained for the study (IRAS number 
272727). 

 
The ‘How your information will be used’ document tells you more about how your data will be 
used. 
 
What will happen to the results of the research study?  
Participants often want to know results of a study they have been in.  

• You will be able to read the completed project following its completion (expected to take 
around 2 years).  

• You will be offered the opportunity for feedback from the research.  
• The research project will be submitted to Salomons Institute for Applied Psychology as part 

of a doctoral qualification. It is planned that the completed report will also be submitted for 
publication in a relevant journal.  

• Anonymised quotes from your interviews may be used in published reports. You would not 
be identified in any report/publication.  

 
Who is sponsoring and funding the research?  
The study is being completed as part of a doctoral qualification and is funded by Canterbury Christ 
Church University. 
 
Who has reviewed the study?  
All research in the NHS is looked at by an independent group of people, called a Research Ethics 
Committee, to protect your interests. This study has been checked and approved by xxxxxxx 
 
Further information and contact details  
 
If more people than needed express an interest in participating in the research then participants will be 
chosen at random. You will be informed whether you have or have not been selected.  
 
If you would like to speak to me and find out more about the study of have questions about it 
answered, you can email me on g.johnstone108@canterbury.ac.uk or leave a message for me on a 24-
hour voicemail phone line at 01227 927070. Please say that the message is for me [Grace Johnstone] 
and leave a contact number so that I can get back to you. 
If you are dissatisfied with the study or have any concerns during the course of the study please 
contact Dr Fergal Jones, Clinical Psychology Programme Research Director, Salomons Institute for 
Applied Psychology fergaljones@canterbury.ac.uk. 
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Appendix VIII – Patient information sheet 
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Appendix IX – Email to staff 
 
 
Subject: Invitation to participate in research project 
 
 
Hello, 
 
 
My name is Grace Johnstone and I am a Trainee Clinical Psychologist at Canterbury Christ Church 
University.  
 
I would like to invite you to take part in a research study that is being conducted at the XXX. All 
clinical staff working at the XXXX have been invited to participate in the research.  
 
This project was presented at a clinical governance meeting at the XXX and NHS Research and 
Ethics Committee approval has been gained.  
 
I have attached the information sheet and consent form for your information.  
 
Please read the attached information and decide whether you would be interested in participating. If 
you would like to participate please reply to g.johnstone108@canterbury.ac.uk or speak directly 
to myself or XXXX. Please reply by [date 7 days from email sent].  
 
 
Inclusion criteria: 
1) Over 18 years old 
2) Currently working at the XXXX 
 
Exclusion criteria: 
1) Involved in the research project (other than as a participant). 
3) The only person in the team to hold your role/title meaning that confidentiality may be 
compromised. 
 
 
Yours sincerely, 
 
 
Grace Johnstone  
Trainee Clinical Psychologist 
Researcher 
 
 
Attached: 

� Staff Information Sheet 
� Staff Consent Form 
� How your information will be used 
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Appendix X - Interview guide for patients 
 
 

interview guide for patients 
 
 
Thank you for agreeing to talk to me.  
 

• Go through information sheet 
• Consent form 
• Arscott questionnaire 

 
 
I am asking people about their experiences of being offered psychology at the XXX.  
 
I am interested to hear your views about being offered psychology at the XXXX. 
 
Let me know if you would like to stop the interview at any time. You don’t have to 
answer any questions that you don’t want to.  
 
 
*Going to start recording* 
 
Offer of psychology 
 

• Have you been offered psychology whilst at XXX? Did you attend? (If no skip to 
orange Q’s) 

 
• How was psychology offered to you? (Who, when, where, how, what) 

 
• How did you feel when you were offered psychology? (prompt emotions) Why? 

 
- Did you have any worries? Did you discuss them with anyone? 

 
• Did the psychologist help you understand how psychology could help you? How? 

(information, questions) 
 

• Did you understand that you could decide not to go to psychology?  
 
 
Engagement in psychology 
 
• What made you decide to attend psychology sessions?  

- Did you make up your own mind? If so, tell me more about this.  
- Did other people or something else influence your decision, if so how? 

 
• Could you describe the reason(s) why you thought you needed, or did not need 

psychological treatment? 
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• How keen were you to attend psychology? / How much did you want to go to 
psychology? 

• Can you tell me about the type of psychology work you have done? (Groups? 
Individual?) 
 

• Describe what CHOICE you had over the type of psychological treatment you wanted? 

• Describe your choice about what you wanted to speak about during your sessions? 

• Did your feelings about psychology change over time? 
 

• Did your motivation to do psychology go up or down? Why? What changed it? 
 

• Did you benefit from psychology? How? (Symptom improvements, coping strategies, 
reflections on offence, functional improvements, if the participant had no benefits- can 
they suggest the reasons for this?) 

 
• What was the psychologist like? (positive and negative qualities? How did they affect 

engagement?)  
 

• What do you think the psychologist’s role or job was? (in your treatment) 
 
• How did your psychologist involve you in your treatment?  

- Did you agree goals together?  
 

- How did you have control over the time and location of your session? (1:1)  
 

- How much choice did you have over the discussion topic?  
 

- How much control did you have over choosing which psychologist? /in groups, as 
well 
 

• How easy did it feel to talk to your psychologist? How easy to be honest about what you 
thought? 
 

• What type of feelings or thoughts did you have during psychology(psychological 
assessment and treatment)?  
- Can you tell me about anything that made you feel worse or better about your 

situation? 
- Can you tell be about anything that was difficult or upsetting, how was this managed 

during psychology sessions? 

 
• Tell me about a time when you felt you could honestly tell the psychologist about your 

different opinions or problems and how did the psychologist respond to this during your 
psychology session?   
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- If this didn’t happen, suggest why? (e.g. can you describe a time when you felt - 
pressured to agree, why did you feel pressured to agree- what did you fear the 
consequences were if you didn’t agree?  

 
How would you describe your overall satisfaction (how happy?) with your experience of 
psychological assessment or treatment? 

 
If didn’t engage – 
 
Could you describe the reason(s) why you thought did not need OR want psychological 
treatment? (still feel the same?) 

Would anything have made you feel differently? (asked in a different way, different therapy 
available, information given) 

What did you think would happen if you went to psychology? 

What did you think would happen if you said no? What did happen?  

- Restriction on leave or ward privileges? 
- Negative reviews at ward round, CPA or tribunal meetings? 
- Delayed Discharge? 
- Did you experience any pressure from staff?   If so, what type of pressure did you            

experience? 
 

In some hospitals, some patients feel pressure to attend psychology. Other people don’t feel 
pressure to attend psychology.  
 
(Explain pressure/coercion - feeling like you should, or have to. Might include thinking that 
you will be rewarded for doing it or that something would happen if you don’t do it) 
 
 
Did you ever feel pressured to go to psychology? Can you tell me about that?  
 

• Did you think anything good would happen? Why? (Did anyone tell you anything 
good would happen?) 
 

• Describe what types of reward you thought you would receive (e.g. leave, discharge)? 
What made you think that? 
 

• Did you think anything bad would happen if you didn’t go? What? Why? 
 

• How did this make you feel? 
 

• How did these feelings of being pressured change over time? Would you go again?  
 

[If person indicates perceived coercion to engage] 



  135 

- Did this stay the same after starting psychology work? 
- Did it change in any way, if so why? 
- What do you think about patients feeling X [use their words] to engage with 

psychology? 
- Are there any benefits? 
- Are there any costs/problems with it? 

 

Is there anything else about your experience of psychology that you would like to tell me 
about? 

*I have now stopped recording* 

End interview 
 
Debrief process 
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Appendix XI - Interview guide for staff 
 

Interview guide for staff 
 
Thank you for agreeing to speak with me.  
 

• Go through information sheet 
• Go through consent form and complete 
• Demographics form 
• Any questions? 

 
 

 
Within some secure services patients report experiencing pressure to engage in psychology. 
This may be thought of as perceived coercion. Coercion is likely to be on a continuum, 
including perceived friendly persuasion at one end and perceived threat of sanctions at the 
other.  
 
The aim of this study is to further our understanding of perceived coercion to engage in 
psychology within a low secure forensic learning disability service. Keen to hear staff and 
patient views.  
 
I will ask you questions about your experiences and views, I will ask broader questions about 
experiences first but will also be asking about coercion or pressure to engage in psychology. 
 
Let me know if you would like to stop at any time for a break or if you want to end the 
interview.  
 
 
 
*I am now going to start recording* 
 

Can you say anything about why you agreed to be a part of the research? 
 
Role and views about the service  

• Can you tell me about your role at the XXX? 
• Why would a patient come here? 
• What is the aim of the service? 

 
Offering Psychology 

• Can you tell me about the type of psychological assessments and interventions that 
are offered at the [XXX] Centre? 

• Why might someone be offered psychology input? Who decides they should be 
offered? 

• What is your involvement in decision making about who should be offered? Or 
process of offering psychology? 

• How would someone normally be offered psychology? (Who offers it to them? How? 
When? Where?) 
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Decision to attend 

• Can you describe the process of patients consenting to engage with psychology? 
• How do patients respond when offered psychology? 
• What do you think might influence a patients’ decision to attend psychological 

assessment/treatment? 
Do they make up their own mind? 
Do other people influence their decision, if so how? 

• What opportunity do patients have to discuss their decision whether or not to engage 
with staff? 

• Can you describe the reasons patients may feel that they need psychological 
assessment/treatment? 

• Can you describe the reasons patients may feel that they do not need psychological 
assessment/treatment before starting? 

• What happens if patients decide not to engage in psychology? 
 
[Coercion is likely to be on a continuum, including perceived friendly persuasion at one end 
and perceived threat of sanctions at the other. Discuss concept of coercion to engage in 
psychology – define and give clear examples] 
 
 

• Are you ever aware of patients feeling coerced or pressured to engage with 
psychology? 
Can you describe what you are aware of?  
What makes you think that this is the case?  
How do you become aware of this? 

• What are your thoughts about what might make patients feel pressured or coerced to 
engage with psychology? 
What are your thoughts regarding this? 

• Can you describe any benefits of patients feeling coerced to engage with psychology? 
• Can you describe any challenges/negative consequences of patients feeling coerced to 

engage with psychology? 
 
Ask about what the impact having an LD may or may not have on this? 
 
Experience of psychology 

• For those that do attend, how do you think they find it? 
• Challenges? 
• Benefits? 

 
Questions for psychologists:  

• Does [this] affect the therapeutic relationship with them? 
• Any impact on therapeutic process/outcome? 
• Any changes to the way you work if you feel a patient has perceived coercion to 

engage in psychology? 
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Is there anything else about your experience of working as a XXX with patients in this setting 
regarding patient’s engagement with or experience of being offered psychology that you 
would like to tell me about? 
 
Is there anything that you hadn’t thought about before that came up in the interview? 
 
What, if anything, was the most important thing we thought about today? 
 
*I am now going to end recording* 
 
 
The interview is now complete. Thank you for your participation.  
Do you have any questions or comments to make? 
If you have any issues to raise or further questions, you think of later, please contact me. 
 
Just a reminder that you are free to discuss your participation with your line manager should 
you wish, although this is not a requirement. You are also welcome to approach a member of 
the psychology team, as well as senior members of staff (Team Leaders, Ward manager, 
Service Lead) for support should you wish. 
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Appendix XII – REC favourable opinion 
 
 
This has been removed from the electronic copy. 
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Appendix XIII – HRA Approval 
 
 
This has been removed from the electronic copy.  
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Appendix XIV – Trust R&D letter of access 
 
 
This has been removed from the electronic copy.  
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Appendix XV – Trust Green Light to start study 
 
 
This has been removed from the electronic copy.  
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Appendix XVI – Thomas and Stenfert Kroese questionnaire (2005) 
 
 
This has been removed from the electronic copy.  
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Appendix XVII – Patient consent form 
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Appendix XVIII – Staff consent form 
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Appendix XIX – Visual prompt sheet 
 
 
This has been removed from the electronic copy.  
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Appendix XX – Coding example  
 
This has been removed from the electronic copy.  
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Appendix XXI – Development of model through diagrams 
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Appendix XXII – Example memos showing domain/category development 
 
 
Negotiating the offer 
 
2.5.22 
The RC spoke about not wanting to give coercive messages to patient such as if you don't do 
this then you won't get this. They also discussed that this can be complicated in a system 
where patients have a right to know that their engagement in psychology might sway a 
tribunal or the MOJ. It's tricky when this message gets distilled to this most basic X=Y level 
as this may feel like coercion whereas the aim is to allow patients to make an informed 
decision. I noticed that a number of staff have spoken in this way about supporting patients to 
get out, it seems as though staff are the messengers of the coercive system, trying to help 
patients understand what is needed to be discharged. 
 
26.5.22 
I had a category called 'consequences of coercion' which suggested that it would come at the 
end of the process of psychology being offered and patients attending or not. I also had a 
category relating to staff processes that was labelled 'awareness of coercion’. This hasn't felt 
quite right though and did not feel like it was in keeping with what participants were 
describing. Looking back through the interviews, staff talk about the consequences more as a 
hypothetical awareness of what the consequences would be and described these as a 
motivator to try to avoid patients feeling pressured. Awareness of coercion makes it sound as 
though staff are passive in this process however what staff were describing were trying to 
work within an inherently coercive system in a non-coercive way. In order to navigate this 
staff try to offer as much choice as possible, telling patients it is their choice whether they 
attend. But they also feel a need to be transparent and clear with patients about the 
expectations of the system, that psychology can be helpful and that without psychology they 
may find it difficult to progress. 
 
01.6.22 
I have been noticing that staff describe 2 roles, the messenger of the system and the 
professional who wants to care for and support patients in a patient centred, empowering 
way. Some staff feel a pull to one role more than the other but a number of staff have 
described being stuck between both. This seems to be more when they hold more 
responsibility for patient risk and progression and when they are the one recommending or 
delivering the intervention. 
 
Agent of security 
 
11.6.22:  
I am not sure 'messenger' of the system feels right? Staff weren't talking about just relaying 
messages, they were talking about their own clinical recommendations and responsibilities. 
Staff discuss that it is part of their role to reduce offending risk and keep others safe.  
 
16.6.22 
I still don't know what to call this concept that sits alongside the caregiver. I spoke about it in 
supervision today and we thought about the dual role of the care giver and the 'X'. We 
discussed that this other role is almost like the prison warden role but this didn't sit right with 
us or with the data from participants. Participants weren't describing a punitive, enforcing 
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style I feel might be considered if the term prison officer is used. Participants were more 
talking about the duty to protect others and a responsibility to evidence doing this in a way 
perceived as convincing or acceptable by the system (e.g. tribunals seeing psychology as 
important for ensuring reduced risk).After some thought we considered that the ‘agent of 
security’ seems to capture what is being described.  
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Appendix XXIII – Tong et al.’s (2007) consolidated criteria for reporting qualitative 
research (COREQ). 
 
 
This has been removed from the electronic copy.  
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Appendix XXIV – Main themes from bracketing interview 

Bracketing 
interview 

- main themes

I reflected on my previous experiences working in an 
inpatient MH unit. I encountered patients reporting 

feeling coerced  to attend psychology on a very regular 
basis. I am aware that I am expecting patients to feel 

this way within my research setting. I considered that I 
might expect even more explicit coercion within a 

forensic setting.

I thought about my views on coercion. My 
experiences of patients being coerced have 
been that is has been very damaging for the 
therapetuic relationship. The work was often 
undoing the mistrust that seemed to result 

from feeling 'forced' to speak with a 
psychologist. I am aware that others feel that 

patients may benefit from some level of 
coercion if it ultimately helps them to access 

support. 

I reflected on interviewing people about their experience of 
being offered psychology whilst also identifying as a trainee 
psychologist. I considered how this might make me feel and 

interpret what is said but also how it might make 
particpants feel. 

I thought about  conducting research with PWLD. I considered 
my experience of working with PWLD in the past and  how 

some of those people may have found it difficult to make their 
needs and wishes known. I wondered how this is experienced 

within secure settings. I also thougtb about holding this in 
mind during recruitment and interviews. 

I wondered about how controversial the topic of 
coercion is and how this might be perceived by 

professionals. I wondered how easy people might find 
this to think about. I also thought about how it might feel 

uncomfrtable as a researcher to ask about this.
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Appendix XXV – Excerpts from reflective research diary 
 
This has been removed from the electronic copy.  
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Appendix XXVI – Positioning statement 
 
Completing the bracketing interview supported me to consider my beliefs about how 

psychology is offered within services for people who have been involuntarily admitted. This 

helped to develop my awareness of how my beliefs and assumptions may impact the interviews 

and following data analysis. 

In my 30s at the time of completing the research project, I am a white British female 

living in the south of England. Upon completing my undergraduate degree in 2011 I worked in 

a number of different mental health services. I worked as a support worker in an independent 

hospital for people with learning disabilities detained under the Mental Health Act 1983 for 

assessment or treatment. I later worked as an Assistant Psychologist in a male inpatient mental 

health hospital, again working with individual detained under the Mental Health Act 1983. 

Many of the people I worked with in these settings did not want to be there and had very limited 

choice and freedom. As an Assistant Psychologist I had experiences of trying to engage patients 

in psychological assessment and/or interventions. Patients were often unwilling to attend 

psychology, often feeling that it would not be helpful, or having concerns about what it would 

involve. I observed differing responses to this within the staff team, with some staff tying 

engagement with ‘privileges’ such as leave and smoking breaks. It was a frequent occurrence 

that patients attended sessions I offered, citing that they had been told that they had to come by 

other members of the MDT, solicitors, tribunal panels, or family members. I experienced my 

therapeutic relationship with patients being impacted by experiences of perceived coercion. It 

often felt as though I was starting on a therapeutic back-foot with patients who felt angry about 

being in the room with me, or at best disinterested. I was always interested in how as a staff 

team we encouraged attendance and how we could do this in a way to support engagement, 

whilst also ensuring that patients were not being coerced to attend. Where patients 

demonstrated internal motivation to attend psychology, these sessions felt more helpful. I 
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observed the emphasis placed on attending psychology within the service and was always 

interested in how this came about, and what engagement meant to staff members, particularly 

across disciplines other than psychology.  

The research study was completed in partial fulfilment of a Doctorate in Clinical 

Psychology. In developing this study I hoped to develop an understanding of the processes by 

which psychology is offered to detained patients, particularly PWLD, for whom this process 

may be even less understood and potentially more complex.   
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should be deposited as soon as possible, but no later than three months after the acceptance 
date. For further information and guidance, please refer to the REF 2021 website. 
You can find out more about our open access routes, our APCs and waivers and read our 
FAQs on our open research page.  
Find out about open 

Transparency and Openness Promotion (TOP) Guidelines 
We are a signatory of the Transparency and Openness Promotion (TOP) Guidelines, a 
framework that supports the reproducibility of research through the adoption of transparent 
research practices. That means we encourage you to: 
Cite and fully reference all data, program code, and other methods in your article. 
Include persistent identifiers, such as a Digital Object Identifier (DOI), in references for datasets 
and program codes. Persistent identifiers ensure future access to unique published digital 
objects, such as a piece of text or datasets. Persistent identifiers are assigned to datasets by 
digital archives, such as institutional repositories and partners in the Data Preservation Alliance 
for the Social Sciences (Data-PASS). 
Follow appropriate international and national procedures with respect to data protection, rights to 
privacy and other ethical considerations, whenever you cite data. For further guidance please 
refer to our research and publishing ethics guidelines. For an example on how to cite datasets, 
please refer to the references section below. 

Prepare your submission 
Manuscript support services 
We are pleased to partner with Editage, a platform that connects you with relevant experts in 
language support, translation, editing, visuals, consulting, and more. After you’ve agreed a fee, 
they will work with you to enhance your manuscript and get it submission-ready. 
This is an optional service for authors who feel they need a little extra support. It does not 
guarantee your work will be accepted for review or publication. 
Visit Editage 
 

Manuscript requirements 
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Before you submit your manuscript, it’s important you read and follow the guidelines below. You 
will also find some useful tips in our structure your journal submission how-to guide. 

Format Article files should be provided in Microsoft Word format 
While you are welcome to submit a PDF of the document 
alongside the Word file, PDFs alone are not acceptable. LaTeX 
files can also be used but only if an accompanying PDF document 
is provided. Acceptable figure file types are listed further below. 

Article length / 
word count 

Articles should be between 3000  and 6000 words in length. This 
includes all text, for example, the structured abstract, references, 
all text in tables, and figures and appendices.  
Please allow 350 words for each figure or table. 

Article title A concisely worded title should be provided. 

Author details The names of all contributing authors should be added to the 
ScholarOne submission; please list them in the order in which 
you’d like them to be published. Each contributing author will 
need their own ScholarOne author account, from which we will 
extract the following details: 
Author email address (institutional preferred). 
Author name. We will reproduce it exactly, so any middle names 
and/or initials they want featured must be included. 
Author affiliation. This should be where they were based when the 
research for the paper was conducted. 
In multi-authored papers, it’s important that ALL authors that 
have made a significant contribution to the paper are listed. Those 
who have provided support but have not contributed to the 
research should be featured in an acknowledgements section. You 
should never include people who have not contributed to the paper 
or who don’t want to be associated with the research. Read about 
our research ethics for authorship. 

Biographies and 
acknowledgements 

If you want to include these items, save them in a separate 
Microsoft Word document and upload the file with your 
submission. Where they are included, a brief professional 
biography of not more than 100 words should be supplied for each 
named author. 

Research funding Your article must reference all sources of external research 
funding in the acknowledgements section. You should describe 
the role of the funder or financial sponsor in the entire research 
process, from study design to submission. 

Structured abstract All submissions must include a structured abstract, following the 
format outlined below. 
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These four sub-headings and their accompanying explanations 
must always be included: 
Purpose 
Design/methodology/approach 
Findings 
Originality 
The following three sub-headings are optional and can be 
included, if applicable: 
Research limitations/implications 
Practical implications 
Social implications 
 
You can find some useful tips in our write an article abstract how-
to guide. 
The maximum length of your abstract should be 250 words in 
total, including keywords and article classification (see the 
sections below). 

Keywords Your submission should include up to 12 appropriate and short 
keywords that capture the principal topics of the paper. 
Our Creating an SEO-friendly manuscript how to guide contains 
some practical guidance on choosing search-engine friendly 
keywords. 
Please note, while we will always try to use the keywords you’ve 
suggested, the in-house editorial team may replace some of them 
with matching terms to ensure consistency across publications and 
improve your article’s visibility. 

Article 
classification 

During the submission process, you will be asked to select a type 
for your paper; the options are listed below. If you don’t see an 
exact match, please choose the best fit: 
Research Paper 
Practice Paper 
Book Review 
You will also be asked to select a category for your paper. The 
options for this are listed below. If you don’t see an exact match, 
please choose the best fit: 
Research paper. Reports on any type of research undertaken by 
the author(s), including: 
The construction or testing of a model or framework 
Action research 
Testing of data, market research or surveys 
Empirical, scientific or clinical research 
Papers with a practical focus 
Viewpoint. Covers any paper where content is dependent on the 
author's opinion and interpretation. This includes journalistic and 
magazine-style pieces. 
Technical paper. Describes and evaluates technical products, 
processes or services. 
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Conceptual paper. Focuses on developing hypotheses and is 
usually discursive. Covers philosophical discussions and 
comparative studies of other authors’ work and thinking. 
Case study. Describes actual interventions or experiences within 
organizations. It can be subjective and doesn’t generally report on 
research. Also covers a description of a legal case or a 
hypothetical case study used as a teaching exercise. 
Literature review. This category should only be used if the main 
purpose of the paper is to annotate and/or critique the literature in 
a particular field. It could be a selective bibliography providing 
advice on information sources, or the paper may aim to cover the 
main contributors to the development of a topic and explore their 
different views. 
General review. Provides an overview or historical examination of 
some concept, technique or phenomenon. Papers are likely to be 
more descriptive or instructional (‘how to’ papers) than 
discursive. 

Headings Headings must be concise, with a clear indication of the required 
hierarchy.  
 
The preferred format is for first level headings to be in bold, and 
subsequent sub-headings to be in medium italics. 

Notes/endnotes Notes or endnotes should only be used if absolutely necessary. 
They should be identified in the text by consecutive numbers 
enclosed in square brackets. These numbers should then be listed, 
and explained, at the end of the article. 

Figures All figures (charts, diagrams, line drawings, 
webpages/screenshots, and photographic images) should be 
submitted electronically. Both colour and black and white files are 
accepted. 
 
There are a few other important points to note: 
All figures should be supplied at the highest resolution/quality 
possible with numbers and text clearly legible. 
Acceptable formats are .ai, .eps, .jpeg, .bmp, and .tif. 
Electronic figures created in other applications should be supplied 
in their original formats and should also be either copied and 
pasted into a blank MS Word document, or submitted as a PDF 
file. 
All figures should be numbered consecutively with Arabic 
numerals and have clear captions. 
All photographs should be numbered as Plate 1, 2, 3, etc. and have 
clear captions. 

Tables Tables should be typed and submitted in a separate file to the 
main body of the article. The position of each table should be 
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clearly labelled in the main body of the article with corresponding 
labels clearly shown in the table file. Tables should be numbered 
consecutively in Roman numerals (e.g. I, II, etc.). 
 
Give each table a brief title. Ensure that any superscripts or 
asterisks are shown next to the relevant items and have 
explanations displayed as footnotes to the table, figure or plate. 

References All references in your manuscript must be formatted using one of 
the recognised Harvard styles. You are welcome to use the 
Harvard style Emerald has adopted – we’ve provided a detailed 
guide below. Want to use a different Harvard style? That’s fine, 
our typesetters will make any necessary changes to your 
manuscript if it is accepted. Please ensure you check all your 
citations for completeness, accuracy and consistency. 
Emerald’s Harvard referencing style 
References to other publications in your text should be written as 
follows: 
Single author: (Adams, 2006) 
Two authors: (Adams and Brown, 2006) 
Three or more authors: (Adams et al., 2006) Please note, ‘et al' 
should always be written in italics. 
A few other style points. These apply to both the main body of 
text and your final list of references. 
When referring to pages in a publication, use ‘p.(page number)’ 
for a single page or ‘pp.(page numbers)’ to indicate a page range. 
Page numbers should always be written out in full, e.g. 175-179, 
not 175-9. 
Where a colon or dash appears in the title of an article or book 
chapter, the letter that follows that colon or dash should always be 
lower case. 
When citing a work with multiple editors, use the abbreviation 
‘Ed.s’. 
At the end of your paper, please supply a reference list in 
alphabetical order using the style guidelines below. Where a DOI 
is available, this should be included at the end of the reference. 

For books Surname, initials (year), title of book, publisher, place of 
publication. 
e.g. Harrow, R. (2005), No Place to Hide, Simon & Schuster, 
New York, NY. 

For book chapters Surname, initials (year), "chapter title", editor's surname, 
initials (Ed.), title of book, publisher, place of publication, page 
numbers. 
e.g. Calabrese, F.A. (2005), "The early pathways: theory to 
practice – a continuum", Stankosky, M. (Ed.), Creating the 
Discipline of Knowledge Management, Elsevier, New York, NY, 
pp.15-20. 
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For journals Surname, initials (year), "title of article", journal name, volume 
issue, page numbers. 
e.g. Capizzi, M.T. and Ferguson, R. (2005), "Loyalty trends for 
the twenty-first century", Journal of Consumer Marketing, Vol. 22 
No. 2, pp.72-80. 

For published  
conference 
proceedings 

Surname, initials (year of publication), "title of paper", in editor’s 
surname, initials (Ed.), title of published proceeding which may 
include place and date(s) held, publisher, place of publication, 
page numbers. 
e.g. Wilde, S. and Cox, C. (2008), “Principal factors contributing 
to the competitiveness of tourism destinations at varying stages of 
development”, in Richardson, S., Fredline, L., Patiar A., & Ternel, 
M. (Ed.s), CAUTHE 2008: Where the 'bloody hell' are we?, 
Griffith University, Gold Coast, Qld, pp.115-118. 

For unpublished  
conference 
proceedings 

Surname, initials (year), "title of paper", paper presented at [name 
of conference], [date of conference], [place of conference], 
available at: URL if freely available on the internet (accessed 
date). 
e.g. Aumueller, D. (2005), "Semantic authoring and retrieval 
within a wiki", paper presented at the European Semantic Web 
Conference (ESWC), 29 May-1 June, Heraklion, Crete, available 
at: http://dbs.uni-leipzig.de/file/aumueller05wiksar.pdf (accessed 
20 February 2007). 

For working 
papers 

Surname, initials (year), "title of article", working paper [number 
if available], institution or organization, place of organization, 
date. 
e.g. Moizer, P. (2003), "How published academic research can 
inform policy decisions: the case of mandatory rotation of audit 
appointments", working paper, Leeds University Business School, 
University of Leeds, Leeds, 28 March. 

For encyclopaedia 
entries  
(with no author or 
editor) 

Title of encyclopaedia (year), "title of entry", volume, edition, title 
of encyclopaedia, publisher, place of publication, page numbers. 
e.g. Encyclopaedia Britannica (1926), "Psychology of culture 
contact", Vol. 1, 13th ed., Encyclopaedia Britannica, London and 
New York, NY, pp.765-771. 
(for authored entries, please refer to book chapter guidelines 
above) 

For newspaper  
articles (authored) 

Surname, initials (year), "article title", newspaper, date, page 
numbers. 
e.g. Smith, A. (2008), "Money for old rope", Daily News, 21 
January, pp.1, 3-4. 
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For newspaper  
articles (non-
authored) 

Newspaper (year), "article title", date, page numbers. 
e.g. Daily News (2008), "Small change", 2 February, p.7. 

For archival or 
other unpublished 
sources 

Surname, initials (year), "title of document", unpublished 
manuscript, collection name, inventory record, name of archive, 
location of archive. 
e.g. Litman, S. (1902), "Mechanism & Technique of Commerce", 
unpublished manuscript, Simon Litman Papers, Record series 
9/5/29 Box 3, University of Illinois Archives, Urbana-Champaign, 
IL. 

For electronic 
sources 

If available online, the full URL should be supplied at the end of 
the reference, as well as the date that the resource was accessed. 
Surname, initials (year), “title of electronic source”, available at: 
persistent URL (accessed date month year). 
e.g. Weida, S. and Stolley, K. (2013), “Developing strong thesis 
statements”, available at: 
https://owl.english.purdue.edu/owl/resource/588/1/ (accessed 20 
June 2018) 
Standalone URLs, i.e. those without an author or date, should be 
included either inside parentheses within the main text, or 
preferably set as a note (Roman numeral within square brackets 
within text followed by the full URL address at the end of the 
paper). 

For data Surname, initials (year), title of dataset, name of data repository, 
available at: persistent URL, (accessed date month year). 
e.g. Campbell, A. and Kahn, R.L. (2015), American National 
Election Study, 1948, ICPSR07218-v4, Inter-university 
Consortium for Political and Social Research (distributor), Ann 
Arbor, MI, available at: https://doi.org/10.3886/ICPSR07218.v4 
(accessed 20 June 2018) 

Submit your manuscript 
There are a number of key steps you should follow to ensure a smooth and trouble-free 
submission. 

Double check your manuscript 
Before submitting your work, it is your responsibility to check that the manuscript is complete, 
grammatically correct, and without spelling or typographical errors. A few other important points: 
Give the journal aims and scope a final read. Is your manuscript definitely a good fit? If it isn’t, 
the editor may decline it without peer review. 
Does your manuscript comply with our research and publishing ethics guidelines? 
Have you cleared any necessary publishing permissions? 
Have you followed all the formatting requirements laid out in these author guidelines? 
Does the manuscript contain any information that might help the reviewer identify you? This 
could compromise the anonymous peer review process. A few tips: 
If you need to refer to your own work, use wording such as ‘previous research has demonstrated’ 
not ‘our previous research has demonstrated’. 
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If you need to refer to your own, currently unpublished work, don’t include this work in the 
reference list. 
Any acknowledgments or author biographies should be uploaded as separate files. 
Carry out a final check to ensure that no author names appear anywhere in the manuscript. This 
includes in figures or captions. 
You will find a helpful submission checklist on the website Think.Check.Submit. 

The submission process 
All manuscripts should be submitted through our editorial system by the corresponding author. 
A separate author account is required for each journal you submit to. If this is your first time 
submitting to this journal, please choose the Create an account or Register now option in the 
editorial system. If you already have an Emerald login, you are welcome to reuse the existing 
username and password here. 
Please note, the next time you log into the system, you will be asked for your username. This will 
be the email address you entered when you set up your account. 
Don't forget to add your ORCiD ID during the submission process. It will be embedded in your 
published article, along with a link to the ORCiD registry allowing others to easily match you with 
your work. 
Don’t have one yet? It only takes a few moments to register for a free ORCiD identifier. 
During the submission process, you will have the opportunity to indicate whether you would like 
to publish your paper via the gold open access route. 
Visit the ScholarOne support centre for further help and guidance. 

What you can expect next 
You will receive an automated email from the journal editor, confirming your successful 
submission. It will provide you with a manuscript number, which will be used in all future 
correspondence about your submission. If you have any reason to suspect the confirmation 
email you receive might be fraudulent, please contact our Rights team 
on permissions@emeraldinsight.com 

Post submission 
Review and decision process 
Each submission is checked by the editor. At this stage, they may choose to decline or unsubmit 
your manuscript if it doesn’t fit the journal aims and scope, or they feel the language/manuscript 
quality is too low. 
If they think it might be suitable for the publication, they will send it to at least two independent 
referees for double anonymous peer review.  Once these reviewers have provided their 
feedback, the editor may decide to accept your manuscript, request minor or major revisions, or 
decline your work. 
While all journals work to different timescales, the goal is that the editor will inform you of their 
first decision within 60 days. 
During this period, we will send you automated updates on the progress of your manuscript via 
our submission system, or you can log in to check on the current status of your paper.  Each time 
we contact you, we will quote the manuscript number you were given at the point of submission. 
If you receive an email that does not match these criteria, it could be fraudulent and we 
recommend you email permissions@emeraldinsight.com. 

If your submission is accepted 
Open access 
If you’ve chosen to publish gold open access, this is the point you will be asked to pay the APC 
(article processing charge).  This varies per journal and can be found on our APC price list or on 
the editorial system at the point of submission. Your article will be published with a Creative 
Commons CC BY 4.0 user licence, which outlines how readers can reuse your work. 
For UK journal article authors - if you wish to submit your work accepted by Emerald to REF 
2021, you must make a ‘closed deposit’ of your accepted manuscript to your respective 
institutional repository upon acceptance of your article. Articles accepted for publication after 1st 
April 2018 should be deposited as soon as possible, but no later than three months after the 
acceptance date. For further information and guidance, please refer to the REF 2021 website. 
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Copyright 
All accepted authors are sent an email with a link to a licence form.  This should be checked for 
accuracy, for example whether contact and affiliation details are up to date and your name is 
spelled correctly, and then returned to us electronically. If there is a reason why you can’t assign 
copyright to us, you should discuss this with your journal content editor. You will find their contact 
details on the editorial team section above. 

Proofing and typesetting 
Once we have received your completed licence form, the article will pass directly into the 
production process. We will carry out editorial checks, copyediting, and typesetting and then 
return proofs to you (if you are the corresponding author) for your review. This is your opportunity 
to correct any typographical errors, grammatical errors or incorrect author details. We can’t 
accept requests to rewrite texts at this stage. 
When the page proofs are finalised, the fully typeset and proofed version of record is published 
online. This is referred to as the EarlyCite version. While an EarlyCite article has yet to be 
assigned to a volume or issue, it does have a digital object identifier (DOI) and is fully citable. It 
will be compiled into an issue according to the journal’s issue schedule, with papers being added 
by chronological date of publication. 

How to share your paper 
Visit our author rights page to find out how you can reuse and share your work. 
To find tips on increasing the visibility of your published paper, read about how to promote your 
work. 

Correcting inaccuracies in your published paper 
Sometimes errors are made during the research, writing and publishing processes. When these 
issues arise, we have the option of withdrawing the paper or introducing a correction notice. Find 
out more about our article withdrawal and correction policies. 
Need to make a change to the author list? See our frequently asked questions (FAQs) below. 

Frequently asked questions 
Is there a 
submission fee 
for the journal? 

The only time we will ever ask you for money to publish in an 
Emerald journal is if you have chosen to publish via the gold open 
access route. You will be asked to pay an APC (article processing 
charge) once your paper has been accepted (unless it is a 
sponsored open access journal).  
Read about our APCs 
At no other time will you be asked to contribute financially 
towards your article’s publication. If you haven’t chosen gold 
open access and you receive an email which appears to be from 
Emerald, asking you for payment to publish, please contact our 
Rights team on permissions@emeraldinsight.com 

How can I become 
a reviewer for a 
journal? 

Please contact the editor for the journal, with a copy of your CV. 
You will find their contact details on the editorial team tab on this 
page. 

Who do I contact 
if I want to find 
out which volume 
and issue my 
accepted paper 
will appear in? 

Typically, papers are added to an issue according to their date of 
publication. If you would like to know in advance which issue 
your paper will appear in, please contact the content editor of the 
journal. You will find their contact details on the editorial team tab 
on this page. Once your paper has been published in an issue, you 
will be notified by email. 
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Who do I contact 
if I have 
a query about my 
submission? 

Please email the journal editor – you will find their contact details 
on the editorial team tab on this page. If you ever suspect an email 
you’ve received from Emerald might not be genuine, you are 
welcome to verify it with the content editor for the journal, whose 
contact details can be found on the editorial team tab on this page. 
Alternatively, you can email our Rights team. 

Is my paper 
suitable 
for the journal? 

If you’ve read the aims and scope on the journal landing page and 
are still unsure whether your paper is suitable for the journal, 
please email the editor and include your paper's title and structured 
abstract. They will be able to advise on your manuscript’s 
suitability. You will find their contact details on the Editorial team 
tab on this page. 

How do I make a 
change to the list 
of authors once 
the manuscript 
has been 
submitted? 

Authorship and the order in which the authors are listed on the 
paper should be agreed prior to submission. If you need to make 
any changes to the author information once the paper is under 
review or has been accepted, we will look into your request and 
closely follow the Committee on Publication Ethics (COPE) 
authorship guidelines. We will also require a statement from each 
author confirming their agreement. 
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Appendix XXVIII – End of study form  
 
 
This has been removed from the electronic copy.  
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Appendix XXIX – Summary report for ethics panel 
 
 

Dear Ethics Panel, 

RE: Coercion to engage with psychology within a low secure learning disability setting 

 
Final title: The offer of psychology within a low secure learning disability service: Choice 
without a choice. A grounded theory. 
 

I am writing to inform you that the above study has now been completed and submitted to 

Canterbury Christ Church University in partial fulfilment of the requirements of the Doctorate 

in Clinical Psychology. The summary provides an overview of the research project and 

findings.  

 

The study 

Employing grounded theory methodology this study sought to understand the processes 

regarding offering psychology within a low secure learning disability setting, informed by the 

experiences of both patients and professionals. In particular the study sought to provide an 

understanding of coercion to engage with psychology within this setting. Five patients and six 

staff members, recruited from one low secure learning disability service in the south of 

England, participated in the research. A constructivist grounded theory methodology was used 

to develop a theory rooted in the experiences of those interviewed.  

 

The model summary 

Findings were constructed across four domains, including ten categories and four sub-

categories, with three further sub-categories. The four domains were: ‘context of the offer’, 

‘drive to engage patients in psychology’, ‘navigating making the offer’, ‘making sense of the 
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offer’. Interactions between these are highlighted. A narrative description of the model and 

visual representation was provided.  

 

Summary 

This study aimed to develop a GT of the process by which psychology is offered to patients 

within a low secure LD service and resulting motivation to engage. The constructed model 

highlights four overarching domains: context of the offer, drive to engage patients in 

psychology, navigating making the offer and making sense of the offer. The model highlights 

staff experiences of trying to promote patient choice and individualised care within an 

inherently coercive system, that places high value on engagement in psychology in managing 

risk to others. Staff navigate this by reinforcing a message of choice to patients whilst at the 

same time making clear that engagement in psychology is valued by the system in order to be 

perceived as ready for discharge. In receiving this message patients hold a contradictory 

position of feeling that they have a choice whilst also experiencing engagement as the only 

option. Engagement as a currency by which to achieve discharge was a key motivator for 

patient’s willingness to attend psychology. Within the constructed model, willingness to attend 

is also mediated by internal motivators and perceived challenges of attending psychology, with 

the former appearing to influence perceived choice regarding engagement.   

These findings highlight that the experience of being offered psychology may be 

different for people with a learning disability within secure services, than for people without a 

learning disability. Implications for clinical practice and research were discussed. With 

particular consideration of the challenges of gaining informed consent and exploration of ways 

of increasing intrinsic motivation to engage with psychology.  

 

Dissemination 
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A summary of research findings will be sent to all participants, with an accessible summary 

sent to patient participants. It is planned to present the research findings to staff at the 

recruitment site. It is planned to submit the study for publication in Journal of Intellectual 

Disabilities and Offending Behaviour. 

 

If you have any questions please feel free to contact me.  

 

Yours faithfully, 

 

Grace Johnstone 

Trainee Clinical Psychologist 

Salomons Institute for Applied Psychology 

Canterbury Christ Church University 
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Appendix XXX – Summary report for staff participants 
 
 

End of study summary 
 
 

Research title: A grounded theory of coercion to engage with psychology within a low 
secure forensic learning disability service (IRAS ID 272727). 

 
Final title: The offer of psychology within a low secure learning disability service: 

Choice without a choice. A grounded theory. 
 

 
Dear Participant,  
 
Thank you for taking part in this study. The research has now been completed and the 
following is a summary of the process of the study and findings.  
 
The study: 
Six staff and five patients from a low secure learning disability service in the south of 
England were interviewed. A grounded theory methodology was used to construct a theory 
grounded in the accounts of participants, considering themes that occurred across participant 
interviews. The developed theory is just one possible way of making sense of what emerged 
and how this can be used to understand the process of psychology being offered, and the offer 
being received, within the context.  
 
The model summary: 
This study aimed to develop a GT of the process by which psychology is offered to patients 
within a low secure LD service and resulting motivation to engage. The constructed model 
highlights four overarching domains: context of the offer, drive to engage patients in 
psychology, navigating making the offer and making sense of the offer. The model highlights 
staff experiences of trying to promote patient choice and individualised care within an 
inherently coercive system, that places high value on engagement in psychology in managing 
risk to others. Staff navigate this by reinforcing a message of choice to patients whilst at the 
same time making clear that engagement in psychology is valued by the system in order to be 
perceived as ready for discharge. In receiving this message patients hold a contradictory 
position of feeling that they have a choice whilst also experiencing engagement as the only 
option. Engagement as a currency by which to achieve discharge was a key motivator for 
patient’s willingness to attend psychology. Within the constructed model, willingness to 
attend is also mediated by internal motivators and perceived challenges of attending 
psychology, with the former appearing to influence perceived choice regarding engagement.   
 
The model is depicted and described overleaf. 
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Model diagram: 
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Model summary: 
 
Context of the offer 
Staff participants highlighted the importance of the broader context in which the attempt to 
engage PWLD within the low secure service takes place.  
 
Coercive systems 
The low secure service exists within multiple other systems including legal and health care 
systems and broader society. Staff participants described these systems as being built on 
paternalistic ideation, reinforcing ideas of hierarchy and power that likely influence many 
elements of both staff and patient choice and behaviour. Patients are detained involuntarily 
and experience a multitude of restrictions on freedom and choice. 
 
Living with LD 
Perceived by society and health and legal systems as people who require support and who 
may struggle to make independent choices, some staff participants described that PWLD 
have a pervasive experience of stigma, disempowerment and dependence on others. The label 
of LD and the experiences and characteristics associated with this were referred to as having 
an influence across the processes described by the model, these are highlighted throughout.  
 
Drive to engage patients in psychology 
Within this concept ‘engaging’ patients refers to encouraging attendance at psychology 
sessions or groups. Staff participants described psychological input as highly valued by the 
systems, service and staff working within it. Staff participants across disciplines were 
motivated to support patients to engage in psychological assessment and intervention.  
 
Reducing risk 
In working with offenders, understanding, managing and reducing risk were spoken about as 
key tasks of the service. Psychological assessment and intervention were seen as important in 
achieving this.  
 
Psychology is helpful  
Psychology is seen as helpful in supporting patients to develop understanding and learn skills 
that can improve quality of life. One participant described that psychology may be 
particularly valued within LD services where medication may be perceived as having less of 
a role.  
 
Psychology is necessary 
Staff described experiences of MHA tribunal panels and step-down services emphasising a 
need for patients to complete psychological assessment and intervention. Associated with its 
perceived helpfulness and role in risk management, psychology was described as a core 
intervention, with staff perceiving engagement in psychology as a necessary condition for 
patients to progress.  
 
Navigating making the offer 
 The ‘offer’ of psychology covers the initial recommendation to patients, inviting them 
to psychology sessions and encouraging attendance. When navigating how to make this offer 
within the context described, staff indicated that their thoughts and actions were influenced 
by different motivations, responsibilities and aims. These were conceptualised in the model 
under two categories, caregiver and agent of security.  
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Caregiver 
The caregiver category represents staff valuing individualised patient care, in which patient 
choice and autonomy is highly esteemed and strived for. Staff spoke about wanting to 
improve patients’ quality of life and support them to achieve goals meaningful to them. All 
staff described being influenced by the concepts captured by the caregiver category. Staff 
described feeling strongly that patients should not feel forced or pressured to engage in 
psychology. 
 
Agent of security 
The agent of security category represents staff experiencing responsibility to the service, 
legal system and other stakeholders to manage risk and keep people safe. Staff described a 
pressure to engage patients in psychology as a way of evidencing reduced risk, with an aim to 
progress patients though the system. Staff felt a responsibility to relay information to patients 
regarding what is required by the system, although aware that this may in turn pressure 
patients to engage. The extent to which staff members described being influenced by the 
agent of security category appeared to be dependent on their role within the service. Staff 
who held clinical decision-making responsibility and were involved in delivery of 
interventions appeared to be more aligned with this category than others. 
Where motivations were aligned with both the caregiver and the agent of security categories 
this was experienced as conflicting.  
 
A mixed message 
Staff described negotiating this dissonance by trying to find ways to fulfil both roles, often 
trying to compensate for possible pressure on patients to engage. This included being clear 
about the importance of psychology and associating engagement with psychology with 
increased likelihood of positive consequences such as Section 17 leave or discharge but also 
emphasising patient choice and power to choose whether or not to engage. The navigation of 
the caregiver and agent of security roles both within and between staff results in contrasting 
messages being delivered to patients regarding their engagement in psychology. Patients are 
given the message that engagement is their choice but that it is also likely to be necessary for, 
or speed up, discharge from the service. Staff participants reported that discharge was not 
made conditional on engagement with psychology but that patients are made aware of how 
psychology can help them progress and how lack of engagement may be viewed by tribunals 
and key professionals within the legal system. 
 
Making sense of the offer 
Choice without a choice 
Patients described experiencing choice (constructed as perceived choice) regarding whether 
or not they attended psychology, but at the same time said they had to engage with 
psychology to be able to be discharged (constructed as external motivation). This experience 
was constructed within the model as choice without a choice. The majority of patients did not 
express explicit awareness of this juxtaposition. 
 
Perceived choice  
Mirroring the messages given by staff, patients reported experiencing choice regarding 
whether or not they engaged with psychology. Where patients perceived choice regarding 
attending psychology, the recommendation from staff to attend was received more positively 
rather than as something to resist, influencing willingness to attend. 
Understanding and expectations 
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Staff described experiences of patients not questioning their choice in the process, possibly 
not understanding influence of external factors on their decisions, or being aware of coercive 
pressure but not seeing this as impacting self-determination. Staff suggested that this may be 
impacted by comprehension and communication abilities of patients and past experiences of 
reduced autonomy.  
 
External motivation 
All patients described that attending psychology was necessary for them to progress from the 
service. Patients were aware that attendance at psychology is recorded by staff and fed back 
to the multidisciplinary team and during meetings. Some perceived negative consequences of 
not attending psychology, such as decision makers viewing this negatively. This message 
came from staff within the service, but also external staff such as solicitors, Care Programme 
Approach (CPA) meetings and tribunals, highlighting the influence of the wider systems in 
the process of engaging patients in psychology within this setting. External motivation was a 
significant factor driving patients’ willingness to attend psychology, appearing to carry 
significant weight in comparison to other influencing factors, emphasised by the heavier line 
on the diagram. Although staff reported that when navigating the offer discharge was not 
presented as conditional on engagement, patient participants expressed that this was the 
message they received.  
 
Willingness to attend 
Patients described experiencing different levels of inclination to engage in psychology; 
however, the majority of patients reported that they felt willing to access psychology. Staff 
reported that patients largely respond positively when invited to or offered psychology, 
recalling experiences of patients requesting psychology or eagerly waiting for the 
psychologist to arrive on the ward. Willingness to attend psychology was described as 
influenced by external motivation and perceived choice but also by internal motivators and 
challenges of psychology.  
 
Internal motivators 
Wanting help 
Internal motivators to attend psychology included patients wanting help to understand 
themselves, develop coping strategies and reduce risk of recidivism. Patients described seeing 
psychology sessions as a helpful space to talk about any difficulties. Presence of internal 
motivators that aligned with what was being offered or requested by staff appeared to be 
associated with increased perceived choice regarding attendance. With the contrast being 
described by one patient who reported no internal motivators to attend.  
 
Social gain 
Attending psychology was described as a social opportunity and a way to reduce boredom. 
Patients described positive regard for psychology staff. Staff reflected that they experience 
patients as seeking positive social relationships. One staff member proposed that this may be 
influenced by living with a LD and experiencing challenges forming relationships in other 
areas of life. Staff described observing a desire to have a relationship with staff as a motivator 
for patients’ attendance at psychology.  
 
Challenges of psychology 
 Participants described that the idea of psychology could be anxiety-provoking and 
that talking to a psychologist can feel hard. This was associated with presence of offending 
histories. Participants described possible experience of shame regarding discussing offending, 
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or concern that disclosing information to a psychologist may lead to negative consequences. 
Difficulty engaging with the content or structure of the sessions was also described. These 
factors negatively impacted willingness to attend.  
Due to the drive to engage patients in psychology, where patients are ambivalent or not 
willing to attend or engage with psychology staff described returning to the navigating 
making the offer stage. A continual process of staff trying to engage patients in psychology 
was portrayed. This entailed repeatedly offering psychology and reminding patients of the 
benefits and/or need for it. 
 
What next: 
The full research paper will be submitted in partial fulfilment of the requirements for a 
doctoral degree. Once assessed and approved, the paper will be prepared for submission to a 
peer reviewed journal for publication.  
 
I would like to thank you very much for your time and contribution to this research 
project. Thank you for reading the summary. If you would like to send me feedback, please 
feel free to email me (gj108@canterbury.ac.uk).  
 
 
Yours sincerely, 
 
Grace Johnstone  
 
Trainee Clinical Psychologist 
Salomons Institute for Applied Psychology 
Canterbury Christ Church University 
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Appendix XXXI- Summary report for patient participants 
 

Due to the time constraints of project, and the summary needing to be made accessible for 

participants with learning disabilities, the summary report for participants will be completed 

following submission of this Major Research Project. A copy of this can be made available at 

a later date if required. 


