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Abstract 

Systems to support individualised care and treatment of forensic mental health patients have 

not been a priority in Australasia when compared to more well-developed systems in the UK 

and Canada. Despite the available legislative provisions in Australia, the mentally ill offender 

population in New South Wales (NSW) is often not supported with accommodation 

appropriate for the levels of restriction they need as they move towards community re-entry. 

A significant number of patients within the NSW forensic mental health system continue to 

be accommodated in unnecessarily high security facilities due to a lack of low-secure 

facilities and supported community placements, even though the National Disability 

Insurance Scheme (NDIS) and programs such as Housing and Accommodation Support 

Initiative (HASI+) have improved provision of this in recent years. 

This study thematically analyses interviews with clinical experts working in forensic mental 

health in NSW to conceptualise a new model of care to appropriately support people with 

mental illness who require low-secure forensic mental health services, and to consider how 

such a model could be implemented. 

Semi-structured interviews were conducted in two phases. The first phase involved 23 

purposively selected experienced forensic mental health clinicians - primarily nurses, 

doctors, psychologists, social workers, occupational therapists and administrators - with 

interest, knowledge, and experience in forensic mental health services to gain insight into 

issues with the current system and relevant components of a new model for low-secure 

forensic care in NSW. 

The results of the first phase of the study provided insight into factors that should be 

considered when developing a new model of low-secure forensic care as part of an overall 

stepped-care approach to forensic care in NSW. Common themes about the components 

that should underpin the proposed new model emerged from the first interviews. These 

themes included 1) person-centred care, 2) the role of families and communities, 3) needs of 

particular groups, 4) safety and risk, 5) location, 6) size and structure, and 7) addressing 

stumbling blocks to success. A draft model was developed in response to this and describes 

a new low-secure system of care based on identified risks and needs and the provision of 

rehabilitation, therapeutic and community activities.  

The second phase of the research involved end user acceptability testing with a focus on 

areas of implementation uncertainty and to assist with answering issues that arose from the 

first interviews. Ten senior managers and experts with extensive experience in forensic 

mental health service administration in Australia participated in the second phase of the 

study and offered their views on how the proposed low secure unit can be operationalised. 
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Participants were forensic mental health administrators and executives of different 

professional backgrounds including nursing, medicine and allied health. Participants 

identified key themes pertinent to the operation of the proposed low secure model. 

Specifically, the following issues must be considered for smooth operations of the proposed 

low secure model: 1) target population 2) principles of care 3) clinical governance 4) 

collaboration and partnerships 5) location and size 6) funding 7) workforce and 8) facility 

design. A final model was developed based on these findings and a synthesis of current 

practice and international literature on best practice in forensic care. 

The research findings will assist the NSW government with their focused review of the 

overall treatment of people with mental illness across the state, providing solutions to care 

for those involved in the criminal justice system. The findings will be an important resource 

for developing strategies that better connect people community support and mental health 

services after leaving high secure forensic mental health systems by facilitating their 

transition through least restrictive care under the continued supervision of mental health 

experts. 
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CHAPTER 1 

1:1. Introduction 

The operation of forensic mental health services often faces serious challenges 

arising from the dilemma of finding the right balance of security for all people 

involved and the therapeutic needs of criminal justice involved patients, those who 

had their crimes proven but found not criminally responsible due to their mental 

illness (forensic patients), (Moore & Adshead, 2022). Other challenges emanate from 

expectations of punishment and retribution by the general community for the crimes 

committed by these patients. This is compounded by stigma and societal rejection 

due to reporting of offending behavior that often brings fear to the general community 

with respect to this patient group.  

These challenges often lead to negative perceptions about prospects of successful 

rehabilitation for community reintegration for these patients. This dilemma means 

that people with mental illness in forensic facilities often do not receive care that is 

appropriate to their level of risk. Forensic mental health services should instead 

provide an environment for their patients that brings hope for recovery and a clear 

pathway for community re-entry as rehabilitated members of society. This thesis 

acknowledges these dilemmas and develops a low secure model of forensic care for 

New South Wales (NSW), Australia, which effectively balances risk and rehabilitation 

and is contextualised within the current system framework. 

Despite growing evidence that this population group needs the least restrictive 

conditions for successful social integration (Nicaise et al., 2021). Some patients 

within the NSW forensic mental health system continue to be accommodated in 

unnecessarily high security facilities due to a lack of low-secure facilities. Available 

legislative provisions in Australia, specifically the Mental Health and Cognitive 

Impairment Forensic Provisions Act 2020 (NSW) that deal with people who have 

mental health or cognitive impairments who are in contact with the criminal justice 

system are not enacted in systems which support the mentally ill offender population 

with accommodation appropriate for the levels of restriction they need as they move 

towards community re-entry.  
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Forensic services operate at three different security levels from low, to medium and 

high secure (Carthy & Hillier, 2023). Medium secure services are designed for those 

patients with a serious mental illness who have the potential to abscond but are not 

posing immediate danger to others. Low-secure services are designed for those 

patients with a less serious physical danger to themselves and others, whilst high 

secure services are designed for those patients presenting with a higher risk of harm 

to others and who are not suitable for placement in lower levels of security to 

prevent escape from containment. 

 

1:2. The Research Context: Forensic Care in NSW, Australia 

This thesis focuses on the forensic mental health system in New South Wales 

Australia. Forensic Mental Health Services (FMHS) in New South Wales (NSW) 

consist of the high secure Forensic Hospital (FH), the Community Forensic Mental 

Health Service (CFMHS), the Court Diversion Service (CDS) and the State-wide 

Court and Community Liaison Service (SCCLS). The Justice Health and Forensic 

Mental Health Network (JH & FMHN) is a policy-driven affiliation of the high secure 

hospitals in New South Wales (NSW), (The Forensic Hospital and The Long Bay 

Prison Hospital) with the three medium secure hospitals (MSU) (the Bunya Unit at 

Cumberland Campus in Western Sydney, the Macquarie Unit at Bloomfield Campus 

in Western New South Wales and the Kestrel Unit at Morisset Campus in Hunter 

New England Local Health District (LHD)). The FMHN has a clinical governance 

leadership role across all the forensic mental health services which includes the 

Custodial Mental Health Service (CMHS) and the Adolescent Mental Health Service 

(AMHS) for the prison and youth justice settings respectively. There is also some 

limited ongoing collaboration around forensic mental health patients and high-risk 

civilian patients with all 15 LHDs in NSW and with stakeholder agencies including the 

Mental Health Review Tribunal (MHRT) and the NSW Ministry of Health. Justice 

Health together with the LHDs have developed processes for joint assessments for 

MSU placements through the forensic patient flow committee. Other agencies and 

actors that routinely deal with care needs of people with mental illness who are 

involved with the criminal justice system include the police, mental health 

practitioners, legal practitioners, the Mental Health Review Tribunal, families and 

other support groups. This complex network of services and facilities (which will be 
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explained further later in the thesis) comprises the forensic mental health system in 

NSW.These groups have been calling on the state government to review and 

increase funding for programs that address issues affecting this vulnerable group in 

society for over a decade (Donohue & Andrews, 2013).  

 

In Australia, each state or territory has its own model of care and there is no 

overarching framework that is followed by all states or territories in the delivery of 

forensic mental health services at the federal level. Individual state or territory 

models of care do not often provide clarity as there is no formal or standardised 

model across the country that is mutually adopted, therefore forensic mental health 

services under such conditions tend to differ in both quality and magnitude between 

the different states and territories, necessitating the call for a formalised, unified 

model of care for forensic mental health services (McKenna & Sweetman, 2021). 

In NSW the forensic mental health policy of NSW Health (PD2012_050) provides 

guidance on how to run forensic mental health services including functions of the 

forensic patient flow committee and the clinical governance committee or clinical 

council for the Forensic Mental Health Network. The policy sets out the position of 

Justice Health as a lead in providing those services including its duties to assist 

LHDs with the care and treatment of forensic patients. Although the current forensic 

mental health system in NSW is developed when compared to many, it still faces 

challenges and deficits, notably around provision of low secure and community care. 

However, there is general acceptance that it should run on best practice and best 

evidence around structured risk assessment to dictate patient flow through the 

system. The most notable achievements in the system include the establishment of 

the Forensic Hospital, a large high secure hospital which is a site of expertise and to 

a degree, excellence because it employs highly skilled forensic mental health 

clinicians and uses best evidence as the basis for practice. This is linked to three 

regionally distributed Medium Secure Units (MSUs) that provide a step-down care 

pathway for forensic patients from high secure hospital and the custodial system, 

and those services tend to be reasonably well resourced in terms of staffing and 

funding for rehabilitation programs. Out of the three MSUs, one is metropolitan 

based and the other two are regionally based. Regional MSUs present difficulties for 

proper rehabilitation in terms of access to education and occupation because of the 

smaller economies of scale operating in regional areas in Australia, where towns are 
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often separated by large distances. There are no dedicated low secure facilities in 

NSW.  

 

The lack of formal low secure units in NSW (not directed through policy or from the 

Ministry of Health (MoH) but decided locally by LHDs) for those patients who may be 

ready to step down from medium secure units often results in bed blockages 

between the high secure and medium secure units and, as identified by (Geheran, 

Kumar & Ma’u, 2022), delayed or premature discharge back into the community from 

medium secure units. Much of the time male, women and adolescent beds at the 

Forensic Hospital and medium secure units are full, with more patients needing to 

come in than those who can leave.  

A recent study that looked at forensic patient services and needs clearly identified, 

as was probably known but unsubstantiated before, that there is a shortage of low 

secure beds in NSW and, connected to this, of community facilities for forensic 

patients (Adams, Thomas, Mackinnon, & Eggleton, 2018b). The authors described 

the forensic system in NSW as resembling a pyramid the wrong way around: an 

inverted pyramid where most forensic beds in NSW are high secured, half the 

number are medium secure and there are no formal forensic low secure beds in the 

state. There have been limited localised efforts to create low secure beds through 

the provision of low-secure ‘cottage’ beds at Morisset hospital, which are used by the 

Hunter New England (HNE) LHD to manage Kestrel unit step-downs, and ‘cottage’ 

beds at Cumberland. (Cottage beds are designed to resemble a home like 

environment providing hospital like care to patients).  

Sydney LHD at Concord Hospital have also allocated seven beds to the Broughton 

Unit to manage step-down forensic patients. However, these are small in number 

and not formally part of the network and cannot be considered to be systematic and 

adequate because patients assessed as suitable for low secure settings are routinely 

managed in unnecessarily high secure environments. 

The State-Wide Mental Health Infrastructure Program (SWMHIP) is a $700 million 

investment that was launched by the NSW Government to demonstrate its 

commitment to mental health infrastructure reform across the state improving 

inpatient services including that of forensic patients. The initiative is aimed at 
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increasing inpatient beds in the NSW mental health system as well as supporting 

transition of long stay patients with complex care needs to community-based 

services working in collaboration with community managed organisations (CMOs).  

The NSW government has recently demonstrated the desire for criminal justice 

system reform particularly around the diversion of mentally ill offenders from the 

criminal justice to the forensic mental health system. This is shown by the NSW 

government recently legislating to reaffirm the scope of operations for the NSW 

Mental Health Review Tribunal (MHRT) in its core function of forensic patient review 

for appropriate placement, and through the recent replacement of the old Mental 

Health (Forensic Provisions) Act 1990 with the current NSW Mental Health and 

Cognitive Impairment Forensic Provisions Act 2020. 

Although service gaps in NSW forensic mental health services are narrowing due to 

these developments, through the introduction of the SWMHIP and improved relations 

with LHDs, there continues to be silos in service provision within Justice Health, 

Corrective Services NSW and various Local Health Districts (LHDs). There is need 

for consistency in forensic mental health services for people accessing these 

services through a deliberate reform agenda of the current models of care. The 

current working relationship between public community social services such as 

education, housing, health, and criminal justice must also be integrated to provide 

equitable access to services for this disadvantaged patient cohort. This is in line with 

international best practice and research has demonstrated that community based 

treatment of criminally involved mental health patients is not only cost effective but 

also provides opportunities for mental health recovery (Gowda & Isaac, 2022). 

 

Furthermore, another significant issue is that Justice Health does not have powers of 

direction between the medium secure units as these are all run collaboratively by the 

governance arrangements above. There are no over-arching powers inherent in any 

one organisation to order patients between units apart from the Mental Health 

Review Tribunal (MHRT) which has some power to order transfers. However, they 

do not always necessarily make those transfers with an eye to the general running of 

the system and how a patient’s needs might compare to another’s, but rather based 

on an assessment of an individual patient at the time of the hearing and considering 
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their needs and risks without the context of the wider system. Although the situation 

shows some coordination, development is slow and un-coordinated due to the MoH’s 

preferred structure for LHD governance. What is clear is that the system lacks the 

right balance of beds, service, location and governance to properly facilitate least 

restrictive care and expertly step-down forensic patients into the community. 

 

There is also a worrying problem of a significant number of forensic patients 

including those with intellectual disabilities in prisons due to lack of forensic beds and 

appropriate community care facilities and programs (Trofimovs, Dowse, Srasuebkul, 

& Trollor, 2021). This situation is also contributing to reoffending by forensic patients 

as they lack access to various therapeutic programs that are only offered in 

specialised forensic institutions (Connell et al., 2019). The lack of low secure beds in 

the current system is compounded as a transition problem for particular patient 

groups such as those with personality disorders, sexual offending behaviours, and 

intellectual disabilities.  It is also more challenging for First Nations and culturally and 

linguistically diverse (CALD) patient groups who may need extra support to transition 

to the community. People from non-English speaking backgrounds (NESB), for 

example, find it challenging to access appropriate mental health care before they 

come into contact with the criminal justice system (Abur & Mphande, 2020). In some 

cases, they are either not diagnosed or are misdiagnosed due to varying cultural 

concepts regarding disability, language problems and to some extent culturally 

inappropriate assessment tools. These barriers may mean that by the time a person 

seeks help, the situation has increased in severity, complexity and impact. Contact 

with the legal system may compound this situation, as some members of these 

communities have a fear of, or lack knowledge of, the Australian legal system and 

legal services. In Australia a cultural understanding also needs to be developed in 

view of over-representation of Indigenous offenders within the criminal justice system 

(Shepherd, Ogloff, & Thomas, 2016). Current research has demonstrated that 

culturally based interventions are highly acceptable and increase the likelihood of 

successful rehabilitation and recovery from mental and alcohol-related disorders as 

well as reducing reoffending rates (Perdacher, Kavanagh, & Sheffield, 2019). 

Effective low-secure transition support therefore needs to be developed in a person-

centred way in order to address the individual risks and rehabilitation needs of 

patients.  
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In summary, the major challenges in NSW Forensic mental Health Service provision 

include: 

1. There is no clearly defined low secure forensic mental health model of care in 

NSW. 

2. A considerable number of patients are detained in unnecessarily high security 

considering the level of risk posed to themselves or others and in view of their 

assessed care needs.  

3. Patients stay in the Forensic Hospital for an extended period following referral 

to medium secure units due to a lack of low secure beds in the community.  

4. Patients assessed as eligible to move out of medium secure units have 

nowhere to go because there is a lack of low secure units in NSW.  

5. Most of those patients that are discharged and or recommended for low 

secure services from medium secure units are not ready for community 

integration and with the unavailability of low secure units; they remain in 

medium secure units, further blocking beds for those ready to step down from 

the high secure forensic hospital.  

6. The effects of detention on Aboriginal and Torres Strait Islander people often 

go beyond the individual, and also have significant repercussions for family, 

kin, and community. There are no low secure, community based culturally 

appropriate support services for these mostly young indigenous patients. 

7. The number of forensic patients currently in custodial settings missing out on 

appropriate care and engaging in re-offending behaviour is increasing due to 

lack of forensic beds. 

8. The current situation requires a general mental health service that have a role 

in ‘least restrictive’ model for forensic patients. Forensic patients should not 

be detained in prison.  

This thesis brings to the fore the challenges and opportunities for the development 

and implementation of a person centred low secure model of care for forensic 

populations in NSW. It examines ways of working that ensure best value and 
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achieve a service that delivers quality forensic mental health services for this 

vulnerable patient cohort. 

 

1:3. A new model is needed 

Despite the aforementioned, low secure services remain a challenge in NSW. The 

New South Wales Agency for Clinical Innovation (ACI) describe models of care as 

outlining the manner with which health services are delivered for a particular patient 

cohort as they progress through the various appropriate treatment stages (Agency 

for Clinical Innovation, 2013). Models are unique to their jurisdictions and no one 

model has been supported by evidence as universally better than the other despite 

some common similarities such as stratification of risk into low, medium and high 

security levels (Sanders, 2021). There are therefore no universally agreed care 

models for the provision of forensic mental health services globally, however the 

most common key elements of a forensic mental health model of care include but 

are not limited to pathways or processes for patient transition across security levels, 

therapeutic programmes, and evaluation processes for establishing the effectiveness 

of care. Models should describe the complex interrelationship with the general 

mental health system, physical health, housing and other welfare services. 

 

This thesis is created in this context of system gaps and desire for reforms by 

offering a new model of low secure care that is patient centred, innovative and yet 

supports safe practice under the least restrictive environment for forensic 

populations in NSW. The proposed model is based on available clinical evidence as 

corroborated by literature, clinical experts within the forensic mental health field, 

forensic mental health administrators, as well as the general community 

organisations in mental health.  

 

1:4. Aims and Objectives of the Study  

The research reported in this thesis aims to address the lack of formal forensic low 

secure beds in NSW and there is a shortage of community-based transition facilities 

for forensic patients. There is no right balance of beds to properly facilitate least 

restrictive care and careful step-down to expertly manage patients in the community 

(Kennedy, 2022).  
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This study draws on existing good practice and interviews with key stakeholders in 

forensic mental health to develop and propose a new model of low secure care for 

forensic populations in NSW that appropriately support people with mental illness 

within the system. The study will be the first in NSW that formally develops a low 

secure model of care for forensic populations so that policymakers and other 

governmental and non-governmental stakeholders can take action to address the 

issues of least restrictive care in forensic mental health.  

Based on existing gaps, the model will aim to: 

1. Outline the requirement for appropriate resources and how to use those 

resources for those patients who are discharged from high and medium 

secure forensic mental health units across NSW.  

2. Assist in identifying service gaps and other processes that are needed to 

address these gaps in the provision of forensic mental health services for 

people currently detained in unnecessarily excessive security settings and 

ease pressure on forensic beds in high and medium forensic units across 

NSW. 

3. Outline the elements of appropriate care of particularly disadvantaged and 

vulnerable groups of people in the community such as Aboriginal people, 

migrants from diverse backgrounds, women, and people with intellectual 

disabilities. 

4. Consider the issues that must be addressed to implement a new model of 

low-secure forensic care in the context of NSW. 

 

1:5. Thesis Outline 

Chapter 1: Introduction 

This current chapter has introduced the research topic and provides an overview of 

the issues under study and briefly introduced the study context including the general 

overview of the NSW forensic mental health system. It briefly outlines the envisioned 

low secure services for those patients who are discharged from high and medium 

secure forensic mental health units across NSW and how the proposed new model 

will be expected to identify service gaps in the provision of forensic mental health 
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care for people currently detained in unnecessarily high secure settings. It discusses 

the research aims and questions in relation to this context. 

 

Chapter 2: Background  

Chapter 2 takes a closer look at forensic mental health services in NSW from 

community to custody, looking at services within the criminal justice system and how 

forensic patients move through the system. A brief background is presented that 

provides a comprehensive review of the process of developing a person centred low 

secure model of care for forensic populations in NSW. I present a snapshot of the 

current model shaping NSW forensic mental health services, review past studies, 

and highlight the challenges and success stories in NSW forensic mental health 

services.  

Chapter 3: Forensic Patient Case Studies  

Chapter 3 presents a series of case studies to highlight how ‘typical’ forensic patients 

are managed within the high secure hospital settings in NSW. The case studies 

presented demonstrate the typical forensic patient experience upon admission to the 

Forensic Hospital including the scope of Multidisciplinary Team (MDT) assessment 

and treatment planning. The case studies highlight the need for patient transition 

from higher secure environments to lower levels of security based on risk 

assessment outcomes, the challenges for enabling that transition to take place and 

the possible actions for reform. 

 

Chapter 4: Literature Review 

Chapter 4 provides an academic background to the study based on the existing 

literature. This is important to the thesis because it creates a foundation for the new 

low secure model based on existing knowledge on the research topic. The section 

looks at historical literature and prior work and identifies existing gaps in the 

literature. 

 

Chapter 5: Methodology 

The methodology chapter outlines the overall research strategy, the rationale for the 

research project and why the methods have been chosen, as an approach that 

relates to the research aims and objectives. This section includes an explanation of 
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data sources, study timeline, and processes for ethics approval, participant 

recruitment and analysis of data. 

 

Chapter 6: Study Results 1  

This chapter presents the main themes raised by participants in the first interviews. 

Phase 1 interviews explore the essential elements that would be needed to expand 

forensic services in NSW through provision of low secure community-based care. It 

discusses the views of participants as they envision the proposed model linking with 

existing literature on low secure models of care. This data is used as background to 

the draft model, which is described in the next section of the thesis.  

 

Chapter 7: Discussion and Model Development  

Chapter 7 introduces the draft new model. It provides a summary of the key aspects 

of the findings from the phase one interviews useful for creating the new model, 

synthesised with the contemporary context in NSW and elsewhere, and previous 

research. The chapter then maps out the draft model and identifies any operational 

areas that were not resolved in the initial interviews.  

 

Chapter 8: Study Results 2 

This chapter reviews the findings of the second round of interviews. These interviews 

focused on providing solutions to the issues that arose from the first interviews. 

Participants looked at the proposed model and suggested changes and provided 

clarity and details on all of the points and results that were presented including why 

these are important for the model implementation.  

 

Chapter 9: Discussion and Final Model  

The final chapter discusses the findings of the second-round results and introduces 

the final model of a low secure model of care for forensic populations in NSW. This 

final part of the thesis also restates the key points and significance of the study and 

summarises the evidence gathered from the study. The conclusion section also 

states the Implications and recommendations for future research. 

 



 
 

26 

 

Chapter 10: Appendices and bibliography 

This section provides a list of supplementary materials that were not part of the 

essential text from the thesis but were important to illustrate concepts such as 

graphs, tables, and documents utilised in the research including questionnaires, 

letters of approvals from ethics committees, participant information sheets etc. This 

last section of the thesis acknowledges and provide a complete list of all papers, 

documents books or articles that were cited throughout the research project. 

 

1.6. Self-reflexivity: My position in relation to this research 

I work in the forensic mental health system in NSW and my role has shaped the way 

this thesis looks and the concerns that brought me to undertake this research. As a 

credentialed mental health nurse, the idea of developing a person centred low 

secure model of care for forensic populations in NSW came about because of my 

initial clinical recognition of this problem. My several years at the high secure 

forensic hospital as an operations nurse manager have seen multiple patients 

admitted under unnecessarily high security conditions for prolonged periods due to a 

lack of low secure beds across the state. It is this background that shapes the thesis 

focus. It also shapes the thesis structure which is oriented towards practical policy 

and service outcomes rather than theoretical development. 

Self-reflexivity is an important aspect of research design and ethics because it is not 

possible for researchers to fully separate themselves from the social environment 

within which they are conducting their research. A researcher’s background and 

position will affect what they choose to investigate, the angle of investigation, the 

methods judged most adequate for this purpose, the findings considered most 

appropriate, and the framing and communication of conclusions (Olmos-Vega, 

Stalmeijer, Varpio & Kahlke 2023). Therefore, the main purpose of practicing 

reflexivity is to improve the researcher’s professional practices and place the 

research in context (de Verlaine, 2022). When put to good use, reflexivity does not 

just end at the stage of thinking about an issue at hand but goes a step further to the 

stage of taking action about the issues to improve professional practice (de Verlaine, 

2022). 

Reflexivity does not necessarily have to involve personal disclosures, although I may 

have chosen to do this during interviews for example to build rapport. All disclosures 
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that I made during my research to clinicians and policy makers who participated in 

this study had only to do with the political and policy context of my research area 

rather than how the model should look. My background and experience in mental 

health will have however inevitably shaped the arguments that I used for the new 

model together with the research evidence that I drew on to make my arguments. 
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CHAPTER 2 

2:1. Background 

In the previous chapter I introduced the study including an introduction to the context 

which makes the introduction of a new model of low secure care important and 

urgent. In this chapter I extend this initial introduction and present a broader 

description of the current model of NSW forensic mental health services and 

challenges and success stories in NSW forensic mental health services. I also 

introduce the models operating in other states, relevant past studies, and those 

strategies proposed to address identified challenges. I highlight and identify current 

gaps based on the perceptions, views and opinions of research participants in 

previous studies and present a summary of my own interpretation of previous studies 

to highlight expected research outcomes and the context shaping my study. This 

description of previous studies is underpinned by a systematic review of the current 

literature as outlined in the forthcoming methodology chapter.  

 

2.1.1 Health of Australia’s prisoners  

In Australia, around 1 in 5 people aged 16–85 will experience a mental health 

disorder (Australian Bureau of Statistics, 2008). The estimated annual cost for 

people with mental health-related issues is relatively high in Australia with $11billion, 

or $431 per person, having been spent during 2019–20 (Australian Institute of Health 

& Welfare, 2020). This was a significant increase from $409 per person in 2015–16 

representing a 1.3% annual average increase in the real per capita spending from 

2015–16 to 2019–20. $6.7 billion was spent on state/territory mental health services 

in 2019–20; $2.9billion on public hospital services and $2.6 billion on community 

services (Australian Institute of Health & Welfare, 2020). Mental and substance use 

disorders accounted for 13% of Australia’s total burden of disease in 2018, There 

has also been a notable rise in psychological ailments during the COVID-19 

pandemic leading to a rise in mental health budget expenditure (Aknin et al., 2022).  

Some groups experience mental ill health at a higher rate. For example, when 

compared to those without intellectual disabilities, people with intellectual disabilities 

in NSW have a higher incidence of mental health disorders and, although they 

constitute only 1% of the NSW population, they constitute 6% of those who use 
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public mental health services with an estimated annual cost of $30,418 per person 

when compared with $11,727 for people without intellectual disability (Srasuebkul, 

Cvejic, Heintze, Reppermund, & Trollor, 2021). 

 

The prevalence of mental illness among prisoner populations in Australia and around 

the world has been well documented (Stewart et al., 2021). There is a 

disproportionate prevalence of serious mental health issues amongst the 

incarcerated population when compared to the general population (Hancock, Smith-

Merry, & Mckenzie, 2018). A total of 63% of the general NSW prison population have 

been diagnosed with a mental illness at some stage in their life (Slade, Teesson, & 

Burgess, 2009). This percentage has steadily increased over the past decade. 

Successive Justice Health and Forensic Mental Health Network Patient Health 

Survey Reports shows that a significant number of the NSW adult prison population 

suffers some form of mental illness with those reporting any mental health diagnosis 

steadily increasing from 39.1% in 2001 to 63.1% in 2015. Self-reported diagnoses of 

serious mental illness included schizophrenia, depression, bipolar disorder and 

anxiety disorders (Justice Health & Forensic Mental Health Network, 2017). High 

incidence of mental illness has also been widely reported among people within the 

criminal justice system elsewhere (Fazel & Seewald, 2012; Korobanova, Spencer, & 

Dean, 2022).  

 

In a situation that can be compared to Australia, Brinded, Simpson, Laidlaw, Fairley, 

and Malcolm (2001) looked at the prevalence rates for major mental disorder in the 

New Zealand prison population and compared it with community samples. The 

results of that study show levels of disorder comparable to the Australian situation 

above, including the high level of comorbidity with substance misuse disorders. Also 

comparable from the above was the situation with Maori inmates in New Zealand 

who are grossly overrepresented in the prison population compared with the general 

population as is the case with the First Nations people of Australia. High prevalence 

of incarceration of people with mental illness was also reported in England and 

Wales including Scotland at a record high of 88,179 prisoners on 2 December 2011. 

In Scotland the prison population reached a record high of 8,420 on 8 March 2012. 

(Berman & Dar, 2013; Brinded, Simpson, Laidlaw, Fairley, & Malcolm, 2001)  
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2.1.2. The general prisoner population 

The Australian Bureau of Statistics (2022) reported that, as at the June quarter 2022, 

the Australian prisoner population stood at 40,627, up 1% (297) from the March 

quarter 2022 but down 6% (2,446) from June quarter 2021. This represents an 

imprisonment rate of 202 persons per 100,000 adult population, up from 201 persons 

in the March quarter 2022 and down from 215 persons in the June quarter 2021. The 

downward trend in criminal activity and imprisonment rates may be attributed to 

COVID-19 restrictions across the states and territories since March 2020 (Regalado, 

2022). The downward trend in crime was directly attributed to Covid-19 restrictions 

which prohibited people to gather in lager numbers especially in places like shopping 

malls and pubs which greatly reduced social contact thereby reducing the likelihood 

of commission of crime. 93% (37,619) of all prisoners were male while only 7% 

(3,008) were female.  

2.1.3 Aboriginal and Torres Strait Islander prisoners  

There were 12,820 Aboriginal and Torres Strait Islander prisoners for the June 

quarter 2022, up from 12,566 in the March quarter 2022 but down from 13,062 

Aboriginal and Torres Strait Islander prisoners in the June quarter 2021. The 

Aboriginal and Torres Strait Islander imprisonment rate was 2,315 persons per 

100,000. This represented an upward trend from 2,269 in the March quarter 2022 

and down from 2,406 in the June quarter 2021 while the Aboriginal and Torres Strait 

Islander imprisonment rate for male prisoners increased from 4,180 persons during 

the previous quarter to 4,261 persons per 100,000 and the Aboriginal and Torres 

Strait Islander imprisonment rate for female prisoners stood at 423 persons per 

100,000 representing an upward trend from 411 persons during the previous quarter. 

NSW had 12,453 prisoners of the total 40,627 in Australia during the June quarter 

2022, an increase of 1% from the previous quarter. The imprisonment rate per 

100,000 adult population in NSW was 197 representing an upward increase of 2%. 

NSW had 31% (11,615) of all male prisoners in Australia while 28% (847) of all 

female prisoners in Australia were in New South Wales. 28% (3,541) of all Aboriginal 

and Torres Strait Islander prisoners in Australia were in New South Wales, The 

Aboriginal and Torres Strait Islander imprisonment rate per 100,000 adult Aboriginal 
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and Torres Strait Islander population was 1,955 for New South Wales representing 

an upward increase of 4%.  

As a group, Aboriginal people are in generally poor health stemming from the over-

all health system neglect compounded by substance abuse and mental illness 

(Denton, Foster, & Bland, 2017). Historical ABS data shows that the Aboriginal and 

Torres Strait Islander incarceration rate is 15 times more than the non-indigenous 

population and they have higher rates of mental ill-health, substance abuse, and 

cognitive functioning needs (New South Wales Law Reform Commission & Wood, 

2012; Ogloff, Pfeifer, Shepherd, & Ciorciari, 2017). The current situation 

demonstrates an overrepresentation of Aboriginal people in custodial settings and 

unnecessarily high security conditions for those Aboriginal people in the forensic 

mental health system. The burden of disease including mental health issues among 

Aboriginal and Torres Strait Islander people is 2.4 times higher when compared to 

non-Indigenous Australians (AIHW, 2016; 2022). Aboriginal over-representation in 

the criminal justice system is mainly due to systematic and racial bias when dealing 

with this particular group (Weatherburn & Fitzgerald, 2006). 

2.1.4 The forensic system in NSW 

The NSW Mental Health Review Tribunal (MHRT) Forensic Patient Database and 

Record-linkage Study demonstrates that there are approximately 500 forensic 

patients in NSW. Most are housed in dedicated forensic health facilities, but a 

minority of this population are in prison, with around 30 forensic patients awaiting a 

bed in the Forensic Hospital due to a lack of forensic beds in the forensic mental 

health system and another group with cognitive impairment are being cared for by 

Corrective Services NSW.   

In Australia, as in most Western democracies, the forensic mental health systems 

are separated from the criminal justice system and are firmly a part of health that 

provide specialist care for people with mental health problems who must serve 

custodial sentences due to criminal activities. Part of the forensic mental health 

system does provide care to prisoners outside of the forensic facilities, including 

people who are sentenced but also those on remand. NSW forensic mental health 

services are responsible for detention, supervision, treatment and support of those 

patients who fall under the Mental Health and cognitive Impairment Forensic 
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Provisions Act 2020 due to a finding in court that the criminal act was proven but 

they were not criminally responsible (Act Proven, Not Criminally Responsible - 

APNCR), unfitness to stand trial and correctional patients (CP) status. CJS remains 

responsible for detention for most correctional patients and the majority of people 

with mental health issues in the CJS. Forensic Mental Health Services (FMHS) 

constitute the high secure Forensic Hospital, the Community Forensic Mental Health 

Service (CFMHS), the adolescent CLS and the Court Diversion Service (CDS) which 

incorporates the State-wide Court and Community Liaison Service (SCCLS). The 

services are operated by the Justice Health and Forensic Mental Health Network 

(JH&FMHN) to provide specialist forensic assessments and advice, primarily to 

clinicians in Local Health Districts (LHDs) in relation to persons within the forensic 

system, civil patients with complex needs, and specific cases of persons involved in 

the criminal justice system. All of these services, systems and facilities are explained 

in detail later in this chapter.  

The operation of forensic mental health services in NSW is provided through the 

high-secure facilities and the 59 beds available in medium secure units as well as 

some informal other beds, as described in the introduction. This causes a number of 

operational and patient care problems. Limited low secure forensic mental health 

care in NSW means that services cannot always meet the needs of people who 

either need low secure support (because of the nature of their crime) or are 

transitioning to the community by ‘stepping down’ from higher levels of security. The 

cottage beds at Morisset Medium Secure Unit (MSU), which are used by Hunter New 

England to manage step-downs from Kestrel and the cottage beds at Bunya MSU 

have been useful but as discussed earlier, this is only a small number and not 

formally part of the network. Most recently, Sydney LHD’ within their Concord 

Hospital grounds’ have allocated eight beds at the Broughton Unit to the 

management of step-down forensic patients. This small allocation of beds identifies 

one of the clear problems with the operation of forensic care in NSW: that NSW does 

not have the right balance of beds to properly facilitate least restrictive care and 

careful step-down expertly managed care for forensic patients in the community. A 

small number of low-secure beds indicates a small number of individuals who are 

able to experience an effective best practice step-down process as they return to the 

community. 
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A significant proportion of forensic patients in NSW are therefore detained in 

unnecessarily high security considering the level of risk posed to themselves or 

others and in view of their assessed care needs. In order to successfully provide 

recovery-oriented mental health care, forensic patients should be treated within the 

least restrictive environment or where possible within a community setting for 

effective rehabilitation to prepare the patients for independent living (Nicaise et al., 

2021).The current detention of some forensic patients in the NSW criminal justice 

system and the accommodation of some in the forensic mental health system under 

severe and unnecessarily high secure conditions calls for improvements in the 

manner health care services are delivered to this population (Browne et al., 2022; 

Butler et al., 2005). 

 

2.1.5 The legislative environment 

The principle of least restrictive practice in mental health care is embedded in the 

Mental Health and Cognitive Impairment Forensic Provisions Act 2020 (NSW). This 

principle applies to administration of the Mental Health and Cognitive Impairment 

Forensic Provisions Act 2020 (NSW) with respect to forensic patients and 

correctional patients as it is set out in section 68 of the Mental Health Act 2007. 

Under this Act, mentally ill and cognitively disordered people who become involved 

with the criminal justice system should safely receive care in a least restrictive 

environment consistent with the risk posed by them to other people including 

themselves, staff and the community at large.  

 

People in custody who have committed an offence but are found as “act proven but 

not criminally responsible” under The Mental Health and Cognitive Impairment 

Forensic Provisions Act 2020 can wait for a considerable time to be transferred to a 

forensic mental health facility for treatment (Justice Health & Forensic Mental Health 

Network, 2017). This is due to bed-blockages with people who require transition to 

lower security or community treatment not being able to transition, and because 

those services are lacking.  

 

Forensic mental health systems should be shaped by specific principles, legislation 

and processes that are applicable to forensic and correctional patients that include 
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secure accommodation and a strong collaborative approach between service 

providers. Assessment of patients’ needs has also been recognised as an important 

aspect of planning and delivering effective forensic mental health services involving 

biological, social, spiritual, psychological as well as cultural needs to achieve 

individual recovery goals, independence and generally an improved quality of life 

within a safe environment (Shaw, Davies, & Morey, 2001). A key challenge for 

forensic care, as I will explain further in chapter 4, has always been the maintenance 

of balance between therapy and security (Seppänen, Iida, Shaw, & Kennedy, 2018). 

These two concepts should therefore be applied in tandem when developing a 

framework for safe care and treatment for the mentally ill particularly those involved 

in the criminal justice system. Security specifically should be considered across the 

three main domains of therapeutic security, relational security (the relationship 

between staff and patients including levels of care and patient-staff ratios), 

procedural security (policies and procedures including local practices used to 

minimise and control risk) and environmental security (design of the physical 

environment within which care is provided including fittings and gadgets) (Adams, 

Thomas, Mackinnon, & Eggleton, 2018a). However people living with mental health 

issues continue to be incarcerated and further deprived of the required mental health 

care in less restrictive environments that do not meet their needs and adequately 

balance these elements (Markham, 2022). 

 

Forensic mental health services in NSW have naturally been subject to efforts to 

improve over time, though inevitably they have been shaped and limited by a critical 

shortage of beds. In NSW, patients stay in the high security Forensic Hospital for an 

average of two years following referral to medium secure units due to lack of beds at 

the designated three medium secure units, and because not all of those assessed as 

eligible to move out of medium secure units are suitable for community settings, they 

have nowhere to go due to a lack of low secure units in NSW. The lack of low secure 

units in NSW results in those recommended for moving out of medium secure units, 

while not yet ready for community services, either remaining in those medium secure 

units and further blocking beds for those ready to step down from the high secure 

forensic hospital, or being prematurely discharged into the community. Premature, 

unsupported discharge from the forensic system leads to high recidivism rates back 

into the criminal justice system (O’Donnell, 2020). One effect of poor flow in the 
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forensic mental health system is due to a strict process and rules for lawyers to 

advocate appropriately for their clients to take up mental health defences. The courts 

at times may also choose to conditionally, or unconditionally, release forensic 

patients directly into the community. The NSW experience, including my own 

understanding of patient outcomes, reflects that this group fares poorly, but no data 

has been published to date. 

 

In their submission to the NSW Law Reform Commission (NSWLRC) inquiry into 

“People with cognitive and mental health impairments in the criminal justice system” 

the NSW Consumer Advisory Group, highlighted a number of issues resulting from 

forensic bed shortages in NSW (New South Wales Law Reform Commission & 

Wood, 2012). This included prolonged stay in prison, detention in unnecessarily high 

security environments and delayed transition into community settings. Their 

recommendations included ensuring availability for strong step up/down facilities 

within the forensic mental health system, addressing bed blockages to reduce and 

possibly eliminate housing forensic patients in custodial settings, community housing 

for forensic patients as a priority for capital works and scoping HASI packages for 

forensic patients. The NSW Government through SWMHIP are currently addressing 

the challenges identified in this inquiry and this current research project is 

addressing these challenges in a proactive way through developing a model of low-

secure care. 

  

2.1.6 Community-based forensic care 

Although less relevant to forensic patients who are generally quite better supported 

in transition to the community due to their risk histories, poor transition experiences 

are compounded by community based mental health services and supports which 

remain complex to navigate for people with lived experience of mental health issues 

due to fragmentation of services (Mental Health Commission of NSW, 2020). 

National Disability Insurance Scheme (NDIS) recovery packages for forensic patients 

to have a home of their own and address other complex needs are also inadequate 

(Nguyen, Honey, Arblaster, & Heard, 2022). A larger and more structured person 

centred low secure model of care for forensic populations in NSW that is anchored 

on key elements of an effective model of care, goals, pathways, treatments and 
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evaluation processes would assist with gradual individualised treatment programs 

delivered within a rehabilitation and recovery framework (Kennedy, 2022). A skilled 

workforce which is able to deal with offending behaviours, risk assessment and 

management as well as patient monitoring in low-secure care is needed to achieve 

the goals and best patient outcomes within the criminal justice system (Perry, 

Bennett, & Lapworth, 2010).  

 

Most state governments in Australia have consistently reported systematic failures in 

the provision of appropriate mental health care particularly in community settings and 

yet current evidence demonstrates that reoffending risks following discharge into the 

community are greatly reduced if service providers continue to work with patients 

around their criminogenic and therapeutic needs (Burton, Chiarella, & Waters, 2022; 

McKenna & Sweetman, 2020).  

 

Stigma and social perception of the mentally ill by society interferes with personal 

recovery processes requiring not only treatment of the mental illness but also reform 

of the mental health systems (Carabellese, 2022). Staff training programs through 

contact visits to MSUs prior to transfer of patients to the proposed new service aimed 

at increasing the awareness of patients’ circumstances and needs often reduce staff 

negative attitudes and stereotypes towards these patients and promote motivational 

synergies to support the patients’ recovery in the community (Griffiths, 2022).  

 

2.1.7 Reducing recidivism 

A further challenge is to shift the focus of the government away from preventative 

risk management to a more therapeutic and therapeutic risk-taking approach to 

rehabilitation. A recent study published evidence on re-offending rates of people 

leaving the forensic mental health step-down secure care system demonstrating that 

the re-offending rates are very low in the order of 6% for any offending, but only 2% 

in the first year for violent offending (Dean, Singh, Kemp, Johnson, & Nielssen, 

2020). That is 1/20th of the rate of violent offending for others. A recent NSW study 

that examined recidivism rates among discharged forensic patients found out that 

only a few patients who had other issues post release such as unemployment or co-

occurring substance use disorders were likely to reoffend (Lyons, 2022).  The study 

also highlighted the importance of social support post release, including 
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development and provision of requisite skills for self-reliance among released 

forensic patients. These data show that the forensic mental health system is highly 

effective but begs the question of whether the system should be taking more 

therapeutic risks and stepping people down. A large proportion of the people in 

medium secure care could be in low or community care and a significant proportion 

of the forensic hospital patient group should be in medium or low secure care, should 

those resources be available and offered in a way that continues to ensure effective 

rehabilitation and risk awareness (Adams et al., 2018b).   

 

Accurate prediction of those people with mental illness who may go on to commit 

violence is a difficult task and more often such cases are detected after an act of 

violence has already been committed. The most viable way of reducing such risks is 

through provision of individualised effective treatment utilising a well-resourced, 

professionally staffed and well-coordinated collaboration of health service providers 

and the criminal justice system (Ruiter & Hildebrand, 2022). There is generally a 

managerial and to some extent political pressure on clinicians to discharge patients 

early against local health networks’ bed management systems (Nugus et al., 2011). 

This push often results in re-admission of those patients as there are not enough 

adequate public community mental health services. This consequently creates a 

chronic shortage of mental health beds as well as increasing pressure on emergency 

departments. It is important to note that escalating sentences and placing patients in 

preventive detention does not lead to community safety but that providing high 

quality forensic services within the criminal justice system, including low secure and 

community settings, does (Morse, 2013; Sullivan & Mullen, 2006). There is therefore 

need for any new models to develop effective and clear processes of stepped down 

support for those transitioning from high security to lower levels of security including 

community care systems. 

 

2:2. Justice Health NSW and the forensic mental health system 

The Forensic Mental Health Network (FMHN) was formed in 2011 through policy 

directive PD2012_050 as a speciality network whose purpose is to improve the 

state-wide co-ordination of services for forensic mental health patients and high-risk 

civil patients across NSW. The goal of the Forensic Mental Health Network (FMHN) 
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is to improve patient flow and patient care by providing high quality, appropriate and 

responsive mental health care to forensic, correctional and high-risk civil patients. 

FMHN is a policy driven affiliation of the high secure hospital with the three medium 

secure hospitals in NSW.  

As stated earlier in chapter one, Justice Health takes the lead in the provision of 

forensic mental health services in NSW, which is also directed through the operation 

of the NSW Health Forensic Mental Health policy (PD2012_050). Although Justice 

Health is a state-wide specialist service that coordinates forensic mental health 

services, it lacks the authority to direct patient movement to the medium secure units 

as these are run independently by different LHDs. This is an existing limitation 

because without overarching authority to direct bed management, patient flow 

between the Justice Health and LHDs will remain a challenge. The Mental Health 

Review Tribunal does have some power to order transfers but does not always 

necessarily make those transfers with an eye to the general running of the system 

and how a patient’s needs might compare to another’s in the system. This means 

that a patient assessed as ready for transition may remain in high secure setting 

longer than another patient with better legal representation.  

 

2:3. The political environment and pressure for reform 

Major mental health care reforms in New South Wales started in the 1960s by 

adopting the policy of deinstitutionalisation. However, this took place without a 

system of adequate alternative care in the community having taken place, and with 

poor consistency of care across systems and across patient groups. Systemic 

mental health reforms since then have therefore aimed at achieving national 

consistency in the manner forensic mental health care is delivered. However, this 

remains challenging due to differences across the states regarding funding 

frameworks for mental health programs leading to service gaps and, in the case of 

forensic care, poor collaboration between health services and the criminal justice 

system (Hanley & Ross, 2013). There is also a need for social services such as 

education, housing, health and criminal justice to work together for the best patient 

outcomes and safe facilitation of community re-entry. However, integrated care 

across these systems remains elusive.  
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The Productivity Commission is a Federal Government-funded body whose main 

function is to assist governments to generate research and evidence to help develop 

policies that address issues of public interests. During the period November 2018 

and June 2020, the Productivity Commission held a Mental Health Inquiry to 

consider recommendations for the improvement of population mental health. In its 

submission to the Productivity Commission’s Mental Health Inquiry, the NSW Mental 

Health Review Tribunal (MHRT) which is responsible for overseeing the treatment of 

mentally ill offenders (introduced further below), noted that the high level of care 

available in specialized institutions reduces offending and prepares these persons 

for positive contribution to society upon release but those in general custody often 

miss out on this support (Campbell, 2019). They also raised a number of issues 

affecting mentally ill persons involved with the criminal justice system which must be 

addressed: 

1. Lack of psychological support: The MHRT argued that those forensic 

patients who remain in the general prison system have no access to 

psychological services, or therapeutic group activities including any other 

recovery orientated programs. The tribunal noted that these patients’ 

management is often solely based on prescription medication despite the 

increasing body of evidence highlighting the importance of treatment 

strategies beyond medication. 

2. Scarcity of forensic beds: The MHRT found that there was a two-year 

waiting period for forensic beds for those found to be unfit to be tried or for 

those found not to be guilty due to their mental illness. These individuals 

remain in prison settings while they await a forensic bed. 

3. Over representation of people with mental illness in prison: The MHRT 

noted the lack of community care programs as significantly contributing to the 

over-representation of people with mental illness in general prisons. 

4. Lack of affordable housing: the MHRT found that waiting time for an 

affordable apartment through Housing NSW in Western Sydney is around 13 

years which means that there is a very clear lack of appropriate or affordable 

housing for people to go into upon release. 

 

Following the MHRT submission to the productivity commission, the NSW 

Government made a commitment to improve services to a world class standard by 
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ensuring provision of care through specialist multidisciplinary teams comprising 

psychiatrists, mental health nurses and allied health professionals which would 

improve the system by ensuring a world class evidence-based care. Through the 

Mental Health Minister, Bronnie Taylor, NSW Health insisted improved services will 

be provided across community settings, custody and various inpatient settings. The 

minister further highlighted that the government already has spent $9.7 million 

through its HASI Plus to support those leaving mental health institutions including 

forensic patients and prisoners suffering mental health issues. Apart from promising 

additional forensic beds, the government has highlighted that people leaving prison 

with a mental illness will be prioritised under the government’s $21.35 million a year 

Community Living Supports Program (CLS) which is expected to support an extra 

500 people with clinical and psychosocial care needs. The CLS is a state-wide 

support program for people with severe mental illness to live well in the community 

though assistance from HASI including other services such as a link with 

professionals of their choice from the local mental health service as well as their 

nominated family members. 

 

Following the recommendations of the Productivity Commission, the NSW 

government also introduced reforms which aim at strengthening community safety 

and recognising the views of victims of crimes perpetrated by people with cognitive 

and mental health impairments. To implement the reforms NSW Health committed 

itself to working collaboratively with both government and non-government agencies 

for well-integrated programs and to maximise expert collaboration to improve care 

for people with mental illness. The NSW government will focus on key priorities that 

focus on strengthening prevention of mental illness and early intervention on those at 

risk or have developed early signs of mental illness with a greater focus on 

community-based care and development of appropriate services through the 

SWMHIP. 

As part of its program to facilitate these changes the government reviewed and 

passed the new Mental Health and Cognitive Impairment Forensic Provisions Act 

2020 (NSW) replacing the Mental Health (Forensic Provisions) Act 1990 (MHFPA). 

Some of the main changes within this legislative reform included changing the 

reference made to forensic patients from 'not guilty by reason of mental illness' to 

'act proven but not criminally responsible because of mental health impairment or 
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cognitive impairment’. This change meant that a patient must not only show 

remorsefulness but take responsibility for their act even though they did not know or 

understand that their actions were wrong at the time of committing the offence. 

Patients who demonstrate remorsefulness are likely to accept and succeed in their 

treatment and this consequently reduces the likelihood of reoffending (O'Donahoo & 

Simmonds, 2021). Other changes within the new Act include changes to the 

functions of the MHRT, changed definitions of mental health and cognitive 

impairment, as well as improving transparency and clarity on the diversionary 

sections of the act. 

2:4. Overview of NSW Forensic Mental Health Legislation 

In this section I take a further look at the evolution of forensic mental health services 

in NSW by explaining the development of forensic mental health services in Australia 

evolved since colonial times into a modern forensic mental health system that 

interfaces with the criminal justice system. I examine current legislation, current 

secure mental health settings, custodial mental health services, community mental 

health and the role of court systems.  

In colonial Australia mentally ill persons who posed a risk to themselves or others or 

were likely to commit a crime, were admitted to public psychiatric hospitals or lunatic 

asylums as they were then known. Early legislation provided for an ‘insanity defence’ 

and the diversion of mentally ill defendants from custody to mental health institutions 

(James, 2010). Release from prison of mentally ill persons was at the discretion of 

the State Governor. Contemporary practices gradually emerged from release of 

these individuals as a political decision to release being dedicated by legal 

frameworks, with the new 'act proven but not criminally responsible because of 

mental health impairment or cognitive impairment’ framework a recent example of 

the continuing evolution of these practices (Ellis, 2020).  

An investigation by the Nagel Royal Commission in 1978 into the NSW prison 

system found that the system was abusing its power through the extent of abuse of 

prisoners by the correctional officers. The Royal Commission reiterated that the 

punishment of a prisoner should just be their loss of liberty not unjust and inhumane 

treatment of them by staff. It also found that, where possible, incarceration should be 

a last resort and those detained should be kept at the least possible level of security 
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(Burton et al., 2022). This was important because the prisoners subjected to such 

treatment included those who were most vulnerable within the system, such as those 

with mental illness. 

In the 1990s another major reform was the evolution of the prison medical service 

into a statutory health corporation, the Custodial Health Service (CHS). This resulted 

in a major transformation of professional nursing and allied healthcare services 

within the prison system, which continued into the new millennium until the formation 

of the Justice Health and Forensic Mental Health Network in 2011. This new system 

reflected the inclusion in the health system of people with mental illness who get 

involved with the criminal justice system and the recognition of professional 

workforces, such as mental health nurses expertise and contribution to the 

management of forensic mental health patients (Burton et al., 2022).  

In NSW, a person becomes a forensic patient in three ways as determined by the 

court based on psychiatric or psychological assessment reports during court 

proceedings:  

● a person may be found unfit to be tried for an offence they are being 

charged with and are ordered to be detained in a correctional centre, mental 

health facility or other place as determined by the court. 

● a person may be given a limiting term and ordered to be detained in a 

prison, hospital or other place as determined by the court. 

● an act may be proven against a person, but the person found not criminally 

responsible by reason of mental health impairment or cognitive impairment. 

Once the above determination has been made by the court, the person becomes a 

forensic patient, and the Mental Health Review Tribunal will be responsible for 

making decisions about where such a forensic patient should be detained. This 

includes whether they can be allowed any leave from their place of detention as well 

as decisions about their readiness to be released into the community with or without 

conditions. The MHRT also assumes the responsibility of reviewing forensic patients’ 

placement, treatment and care including people who need mental health treatment 

whilst in prison, also known as correctional patients. 
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Forensic mental health legislation in Australia varies from one state to the other due 

to the federal system which means that health care is a responsibility of states and 

territories. This is important to understand given that systems need to address 

challenges of patient movement across the country. In NSW current legislation 

provides for court diversion for mentally ill offenders of minor crimes to mental health 

treatment services as an alternative to incarceration including diversion. This 

includes community forensic mental health services where necessary and possible 

according to assessment outcomes. Around 23 of the 146 local courts in NSW 

currently have full time clinical mental health nurse consultants employed by the 

Justice Health and Forensic Mental Health Network working in collaboration with 

psychologists and psychiatrists to conduct, at the request of the magistrates, 

comprehensive mental health assessments of people who are charged with minor 

offences. Assessments are aimed at determining the risk posed by the individual and 

making recommendations for alternative mental health care in the place of 

incarceration. Court diversion programs have shown better outcomes for diverted 

offending groups including reduced costs to the state and lower re-offending rates 

(Dean et al., 2020). Although there has been a general improvement in resource 

mobilisation for forensic services in NSW, forensic patients continue to be housed in 

prison environments and high secure forensic hospitals contrary to the dictates of the 

current legislation for the least restrictive care.  

Restrictive practices in in-patient mental health care settings have historically 

involved any act by the health service that restricts a person’s right to freedom of 

movement (Butterworth, 2022). It also includes other restrictions and conditions 

imposed including involuntary assessment, involuntary admission and involuntary 

treatment of people with mental illness. Restrictive practices may include the use of 

seclusion to confine a person alone in a secured room that prevents free exit from 

that environment and sometimes restraint of a person through chemical, physical or 

mechanical means to limit their freedom to movement. The current Mental Health 

and Cognitive Impairment Forensic Provisions Act 2020 (NSW) requires that mental 

health care service providers not prioritise but minimise the use of restrictive 

practices. 

 



 
 

44 

 

2:5. Mental Health Review Tribunal 

The Mental Health Review Tribunal is a specialist quasi-judicial body constituted 

under the current Mental Health and Cognitive Impairment Forensic Provisions Act 

2020 and operational under the recently replaced Mental Health (Forensic 

Provisions) Act 1990. The MHRT is headed by a President who in most cases is a 

former judge. Generally, members of the tribunal have extensive experience in 

mental health, and some are appointed because they have personal experience with 

a mental illness or caring for a person with mental illness. Major duties of the MHRT 

include conducting both civil and forensic hearings, making mental health inquiries, 

making and reviewing orders, and to hear appeals about the treatment and care of 

people with a mental illness. The scope of the new Mental Health and Cognitive 

Impairment Forensic Provisions Act 2020 extends the operation of the MHRT and its 

impact on diversionary procedures in summary proceedings with an eye to balance 

liberty and safety. The MHRT continues to make decisions on whether or not a 

forensic patient will be subject to involuntary psychiatric treatment or whether they 

may be released with or without conditions. As mentioned earlier, the movement of 

forensic patients in NSW can be controlled by the MHRT in ways not available to 

other actors who have no sole mandate to do so. However, while the MHRT has the 

power of ordering transfers it is not fully aware of the system’s operations regarding 

patient’s needs. As a legal or quasi-judicial decision-making body, they make 

decisions about patients based on information that is made available to them from 

stakeholders including courts and health services and as such their decisions are not 

based on the fair equitable operation of the system. 

2:6. General patient flow in the NSW custodial system 

Every patient’s experience of moving through the system is different and the 

JH&FMHN utilises a person-centred approach to responding to individual care needs 

to ensure effective care, continuity of care and preparation for community 

reintegration which is individualised. Individualised approaches are much more likely 

to result in successful treatment, care and community transition (Hoge, 2022). The 

typical journey of forensic patient starts at the court from where they are transferred 

to the high secure Forensic Hospital (introduced below) from which a movement to a 

less secure setting is arranged with the approval of the MHRT.  
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In a truncated telling of the high-level operation of the system, NSW forensic patients 

normally progress from the high secure Forensic Hospital to one of the three medium 

secure forensic units from where they may, if space is available, step down into, as 

already described, a very limited number of ‘cottages’ which are secure 

accommodation buildings within hospital grounds that provide a low level of security. 

They then progress from any of these care levels, to possible conditional release 

back into the general community or unconditional release where they cease to be 

forensic patients. Ideally the journey would smoothly transition patients from high 

security, to MSUs and the community due to a lack of low secure units in NSW 

through which individuals systematically, or patients would only ever be held at a 

level of security needed. In that case they may enter and remain at a low-secure 

level, depending on their assessed risks and needs. Other pathways to community 

adolescent mental health care can be facilitated from the Forensic Hospital. The 

typical patient journey through the custodial and forensic mental health systems is 

presented diagrammatically in figure 1 and Figure 2 respectively. Each step is then 

described in further detail.
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2:7. Figure 1: General Patient Flow in NSW Custodial System 
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2:9. Pre-Custody 

Before involvement with the criminal justice system, patients live within the general 

population but are often in highly vulnerable situations due to the variation and 

complexity of their care needs including fluctuations in mental state that may 

ultimately result in offending behaviour. Due to these variations, they can also offend 

whilst in specific settings including prison. The most vulnerable populations with 

mental illness include those with lower literacy levels, women and Indigenous 

people, as well as those with co-occurring substance use disorders (Compton et al., 

2022). Vulnerable groups such as refugees, Indigenous people and young people 

often lack the necessary support and access to appropriate and affordable legal 

representation and are therefore overrepresented in the criminal justice system 

(Gallop, 2021). JHFMHN’s CMH does not presently have a case management MoC. 

There is no throughcare to the community. On release LHDs are immediately 

responsible for mental health care of these patients. The limited case management 

and throughcare provided by CSNSW is aimed at diverting these vulnerable groups 

from the criminal justice system into identified community services and the general 

mental health system through the services of the State-wide Community and Court 

Liaison Service (Brown et al., 2022). 

2:10. Court & Police Cells 

The first contact between patients and JH&FMHN staff occurs at specified Court and 

Police Cells Complexes (C&PCC) across regional and metropolitan NSW: Port 

Macquarie, Surry Hills, Batemans Bay, Moree, Wollongong, Lismore and Newcastle. 

All prisoner receptions are screened by Justice Health (or equivalent Private 

Providers in the new NSW model) for physical and mental health issues on arrival. 

Contact with mental health services occurs within the first 24hrs of being 

incarcerated. Services include mental health assessments, continuation of treatment 

commenced prior to custody, identification of patients requiring treatment, and 

referral to the nearest hospital for appropriate services including but not limited to 

primary, alcohol and other drugs (AOD) and mental health services. Registered 

nurses stationed at police cells work collaboratively with colleagues at remand and 

intake centres to ensure a smooth patient centred flow between police cells, remand 

and intake centres by prioritising those with compromised medical health needs 

including mental health and AOD needs.  
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2:11. State-wide Community & Court Liaison Service (SCCLS) 

Established in 1999 by JH&FMHN and now covering 20 local courts across urban 

and regional areas, the major role of the State-wide Community and Court Liaison 

Service is to utilise the diversionary provisions of the NSW Mental Health and 

Cognitive Forensic Provisions Act 2020. The service will screen and identify mental 

disorders, conduct mental health assessments, and divert identified individuals who 

are charged with non-indictable offences in consultation with Magistrates and LHDs 

and various other relevant independent health and social services.  

Diversionary programs are NSW government initiatives to support both Aboriginal 

and non-Aboriginal people appearing before the courts for non-indictable offences to 

reduce Aboriginal incarceration (Schelper, 2022). The diversion programs also focus 

on offenders with drug and alcohol issues through the Adult Drug Court and the 

Magistrates Early Referral into Treatment (MERIT) Program to break the drug-crime 

cycle by providing access to substance abuse treatment for both Aboriginal and non-

Aboriginal participants (Reilly, 2002). 

There is a Clinical Nurse Consultant stationed at each local court responsible for 

coordinating this service between health services and the criminal justice system 

supported by a team of other professionals including consultant forensic psychiatrists 

and psychologists. Diversional services are also available at various police cells and 

Adolescent Court and Community Teams including the Aboriginal Court Diversion 

and Bail Support Program as well as the Cognitive Impairment Diversion Program. 

2:12. Aboriginal Court Diversion and Bail Support Program 

As discussed earlier, Aboriginal people are much more likely to be incarcerated than 

non-Aboriginal people Seventy-four percent of incarcerated Aboriginal people in 

NSW also have a history or prior imprisonment, compared with 49% of non-

Aboriginal people, demonstrating ongoing interactions with the criminal justice 

system. Young people of Aboriginal background are detained at 16 times the rate of 

non-Aboriginal young people in NSW AIHW (2022). According to the NSW Council of 

Social Service, about 2621 Aboriginal people were convicted of a minor offence such 

as a driver licence offence in NSW. Of these, 4.5% were Aboriginal people living in 

the Western Sydney area and 6% received a custodial sentence. This information 
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shows how young Aboriginal people are placed in restrictive environments 

unnecessarily due to minor offences. 

Access to appropriate community services alone does not adequately address 

overrepresentation of vulnerable groups within the criminal justice system. There is 

also a need to link these people with affordable legal assistance, complement this 

with bail support services and implement programs that provide a suitable alternative 

to custodial sentences and address the problems that contribute to offending 

behaviour such as homelessness, poverty, mental health and alcohol and other 

drugs use. 

Piloted in Campbelltown and Macquarie Fields in NSW in 2016, the Aboriginal Court 

Diversion and Bail Support program aimed to provide diversionary treatment, bail 

and culturally appropriate support options for Aboriginal people to address this 

overrepresentation of Aboriginal people in the criminal justice system. The program 

was meant to link those identified through a process of assessment at the local court 

by the Justice Health team that includes Aboriginal workers to participate with 

relevant agencies and locally available service providers including local Aboriginal 

communities. The program is now ended but need remains strong. It is hoped that 

future efforts will try to expand provision through the SCCLS including the recent 

significant funding enhancement to the SCCLS driving more First Nations staff.  

2:13. Adolescent Mental Health 

The adolescent mental health service aims to identify young persons with mental 

health issues upon reception into custody across all juvenile detention centres. 

JH&FMHN clinical staff will liaise with adolescent mental health clinicians during 

triage and assessment to determine if referral to hospital or custodial psychological 

and mental health service is required. A comprehensive mental health assessment 

and care plan is developed in partnership with the patient, parents or carers where 

appropriate for the duration of stay in custody and, in consultation with the local GP, 

delivered by a Community Integration Team (CIT) (see below) for those released 

back into the general community to ensure continuity of care. Some adolescents with 

complex needs from across the state are referred to the Forensic Hospital for further 

assessment and initiation of specialised treatment regimens. 
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2:14. Community Integration Team (CIT) 

The CIT aims to support young people with mental health and or drug and alcohol 

issues to reintegrate back into the community after release from Juvenile Justice 

Detention. The program ensures a coordinated transition between Juvenile Justice 

Centres, court and the community for the first three months after release but can be 

extended to six months where necessary with a coordinated link to specialist and 

general community services particularly a link with the Aboriginal Community 

Controlled Services (ACCS) including Aboriginal Medical Services (AMS).  

Should the above services fail to prevent custodial involvement, the person enters 

into custody and a triage assessment is conducted during reception at the 

Metropolitan Remand and Reception Centre (MRRC) for males, Silverwater 

Women’s Correctional Centre (SWWCC), or various Juvenile Detention Centres 

across NSW. Following assessment and triage at reception, the person is referred to 

various key custodial services and programs according to identified needs 

comprising educational services, mental health, drug and alcohol, Aboriginal Health, 

population health, adolescent health and primary health.  

Those found as 'act proven but not criminally responsible because of mental health 

impairment or cognitive impairment’, unfit to plead and those placed on a limiting 

term including those mentally ill offenders (Correctional Patients) referred for 

involuntary treatment from corrective services NSW or Juvenile Justice NSW as well 

as high risk (Involuntary) civil patients who cannot be managed in conditions of lower 

security, are referred for Mental Health Services. These are provided within the 

custodial setting or inpatient services at the Forensic Hospital or Long Bay Hospital. 

Specialist forensic mental health care is then provided to them in these settings.  

2:15. Custodial Mental Health service 

JH&FMHN collaborates with Corrective Services NSW (CSNSW) to deliver a wide 

range of mental health services to adults in custody across 22 of the 34 correctional 

centres in NSW. The Mental Health Screening Unit at the Metropolitan Remand and 

Reception Centre (MRRC) at Silverwater has a 43-bed Unit for adult males while 

Silverwater Women’s Correctional Centre (SWWCC) has 13-Bed Unit for women. 

These mental health units work closely with both (CSNSW) and the mental health 

unit at Long Bay Hospital to ensure appropriate placement according to mental 
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health needs and consequently diversion out of custody through early identification 

of mental illness, liaison with the State-wide Community and Court Liaison Service 

and linkages with general community mental health services.  

In the Sydney metropolitan region, the typical patient journey/experience in custody 

is laid out below:  

1. Arrested/charged with an offence:  When a person gets arrested, they are 

taken into police custody. If mental health issues are suspected the person is 

taken to Surrey-Hills police cells or other police cells depending on where they 

have been apprehended where an assessment is conducted by JH&FMHN 

Nursing staff and if mental health issues are confirmed the person is 

transferred to MRRC for further assessment. 

2. Reception at MRRC: At the MRRC, or other reception centres such as the 

Parklea prison, the person is triaged at reception by primary health nurses 

who will refer the person to mental health services if indicated. 

3. Mental Health Placement: When a person has been assessed as in need of 

mental health services within the custodial setting at MRRC, they are 

transferred to the mental health place of detention (PODs), there are four 

such units within the MRRC comprising acute (POD 21), sub-acute (POD 

19&20) and long stay unit called Hamden mental health PODs. 

4. Mental Health Care: Upon admission to the mental Health PODs, the patient 

is assessed by a mental health team comprising mental health nurses and 

psychiatrists. Those at risk of self-harm or harm to others are placed in safe 

cells which are monitored continuously to keep the patient safe. 

Other Assessments: Other assessments are carried out during this stay in 

mental health sections of the prison such as court reports and Forensic 

Community Treatment Orders (FCTOs). FCTOs are considered in prison, but 

generally initiated in the Long Bay Hospital mental health unit (LBH MHU – 

see below). Community Treatment Orders are legal orders made by either the 

MHRT or Magistrate outlining certain conditions that a person must adhere to 

regarding treatment in the community including medication, counselling and 

engagement with other services under supervision of a mental health facility 

or professionals. Non-compliance with the terms of the FCTO may result in 

readmission. Referrals: Some patients requiring intense mental health 
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services are referred to Long Bay Hospital and the Forensic Hospital 

depending on clinical need and legal orders, and they may be scheduled as 

correctional patients to go to LBH MHU, s86 orders. They may also be 

referred to court liaison service for those eligible for diversion from the 

criminal justice system at this point. 

 

2:16. Long Bay Hospital 

The NSW mental health system has approximately 500 people who are subject to 

the provisions of the Mental Health and cognitive impairment forensic provisions act 

2020, most of whom have been found” act proven but not criminally responsible”. 

There are more males when compared to females and the majority may be in low 

secure, general or community settings. The forensic hospital has 135 beds and of 

these only 17 are for females.  

Located within the larger Long Bay Correctional Complex the Long Bay Hospital was 

built and maintained under a public private partnership. It is jointly operated by 

CSNSW and JHFMHN. It provides a range of non-acute services including mental 

health, medical and surgical, rehabilitation, palliative and aged care services across 

three speciality units to people in custody. The Mental Health Unit is the largest with 

40 beds for those prisoners requiring involuntary mental health treatment under the 

NSW Mental Health and Cognitive Impairment Forensic Provisions Act 2020. 

Presently LBH is not just for involuntary treatment but also prisoners requiring and 

consenting to intensive mental health treatment. The other two units are the medical 

and surgical unit, and the aged care and rehabilitation unit and these have 40 and 30 

beds respectively for the treatment of physical ailments and ageing. There is also 

provision of services to a small group of people with intellectual and other cognitive 

disabilities. The Long Bay facility also provides assessment and pre-release care 

planning for patients with disability including comorbid issues such as acquired brain 

injury. Long Bay Hospital provides specialised therapeutic programs for sex 

offenders, and general programs that include: 

1. Life skills  

2. Literacy/numeracy 

3. Horticulture 
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4. Harm minimisation 

5. Vocational training, problem solving, communication and relationships 

6. Sexuality and consent 

7. Recreation, Fitness, Sport and leisure 

 

2:17. The Forensic Hospital 

The Forensic Hospital opened in February 2009 and is located at Malabar, adjacent 

to the Long Bay prison. The Forensic Hospital is modelled largely on Thomas 

Embling Hospital in Victoria, with 135 beds providing high secure mental health care 

for forensic and high-risk civil patients across six units delivering a spectrum of care 

from acute through to long stay rehabilitation including specialist women’s and 

adolescent services and services for high-risk civilian patients (patients needing high 

security but are not forensic patients). Thomas Embling is the largest high secure 

forensic hospital responsible for providing adult forensic mental health services in 

Victoria. The hospital opened in April 2000 and NSW modelled its high secure 

hospital on it to tap into the experiences of Victoria particularly relating to the model 

of care which provides a range of therapeutic programs within a recovery framework. 

Thomas Embling hospital has partnered with external providers of education and has 

a variety of therapeutic programs designed in collaboration with patients, staff, carers 

and external partners including the community. This makes it exceptional in the 

provision of clinical programs that meets the demands of the population. 

 

The forensic hospital is the only high secure forensic hospital in NSW. Units in the 

Hospital include Austinmer Women (17 beds for female patients), Austinmer 

Adolescent (6 beds for young people), Bronte Male (33 beds for acute males), 

Clovelly (27 beds for sub-acute males), Dee Why (32 beds for long stay males), and 

Elouera (20 beds for males suitable for rehabilitation). The Forensic Hospital utilises 

a recovery focused, patient centred multidisciplinary team (MDT) model of care to 

assess, diagnose, treat and rehabilitate patients and prepare them for community 

reintegration. Preparation for reintegration into the community happens through 

various therapeutic interventions appropriate for the security requirements of 

patients. They are then referred to medium secure units when ready and in 
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conjunction with the recommendations of the Mental Health Review Tribunal. Family 

involvement through welfare officers, social workers and family and carer 

coordinators at the Forensic Hospital is at the centre of the care given to all patients 

to ensure smooth transition upon discharge.  

 

Upon receipt of a referral from the Forensic Hospital MDT, staff from the medium 

secure units will organise and conduct assessment of the referred patients before 

accepting them for transfer to their service. As discussed earlier, however, due to the 

critical shortage of forensic beds patients may remain in the Forensic Hospital after 

referral to medium secure units for a considerable time. Those patients due to be 

discharged from the medium secure units may also remain detained due to 

unavailability of low secure beds in NSW, especially when they are not yet suitable 

for discharge into community settings. Those who are released from the CJS when 

admitted to the Forensic Hospital or another forensic mental health institution are 

connected with the Community Forensic Mental Health Service, Connections 

Program or the Community Integration Team, and the general mental health services 

available within LHDs. The JH&FMHN Community Forensic Team are responsible 

for specialist support and training to local health districts which discharged patients 

will be transitioned to.  

 

A variety of therapeutic activities are offered to patients admitted at the Forensic 

Hospital. These are discussed here because they are important to understand in 

relation to understanding the interview respondent experiences of the system and 

the low-secure model development later in the thesis including: 

Community meeting: This meeting is run collaboratively between patients 

and MDT staff across all units at the start of every week. The group allows 

participants to plan their daily routine, discuss community issues and 

requests, and receive information about ward-based and hospital-wide 

events.  

Art therapy group: This is a weekly group held in the art and craft room, 

providing patients with the opportunity to express themselves in a safe and 

therapeutic environment which allows for psychodynamic and psychoanalytic 

exploration of the work produced to take place. This group acts as a 

transitional point for patients that are transferring from acute to long stay units. 
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Patients are introduced to a centralised free range art therapy group where 

their art therapy engagement can continue with their progressive rehabilitation 

and recovery. 

Cooking group: Here participants have the opportunity to prepare food of 

their choice in pairs. This group provides an opportunity for patients 

scheduled to cook that week to use online shopping websites to plan and 

budget through a shopping list. The group aims to develop skills in planning, 

budgeting, problem solving and compromising. Support is provided to adapt 

the recipes and the environment to minimise risk and maximise active 

participation. Support is also given to the participants to promote their self-

efficacy, confidence and chance of success. The group also targets team 

work and tolerance of others.  

Computer skills program: This program aims at improving participant 

confidence and skills with operating a computer. It includes participation in 

typing skills programs as well as letter and story writing, development of 

resumes, and access to study resources.  

Sensory chill out room: This group provides a dedicated time to listen to 

relaxation music in a low stimulus environment utilising sensory equipment 

under supervision on use of music equipment.  

Folk tales: Facilitated by Clinical Nursing Consultants (CNC); the group 

encourages story telling with meaning, building abstract thinking, 

concentration and attention.   

Board games and cards: This provides an opportunity for patients to interact 

and use cognitive skills through board games of their choice, e.g. Chess. 

Social skills group: The group aims to increase and improve the 

participant’s skills in communication and social interaction and enable them to 

contribute to a positive social environment both within the Forensic Hospital 

and beyond. It focuses specifically on problem solving skills to enable 

participants to cope with and respond to challenging social situations.  

Recovery group: The recovery group is a 12-week psycho-education 

program delivered in a group environment. It is based on the ‘recovery star’ 

(Dickens, 2012) which looks at 10 areas of life which contribute to overall 

wellbeing. These areas include managing mental illness, relationships, 

managing drug and alcohol use and employment. The recovery star aims to 
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provide participants with a holistic approach to maintaining good mental 

health. In each session the participants review one area of life from the 

recovery star and identify goals they would like to achieve within that area.  

Skills for recovery: This is a closed group focusing on social skills. The 

content is presented through experiential learning. Patients participate in 

activities related to a social skill or situation and are asked to reflect on what 

they had learnt from the activity. 

Healthy lifestyles program (Module 1) this 12-week closed group aims to 

provide participants with skills and information to promote a healthier routine. 

The group involves a structured session with education and goal setting to 

increase knowledge and motivation. 

Healthy lifestyles program (Module 2) this is a 10-week open group 

exploring wider aspects of a healthy lifestyle, including dental, social and 

sexual health. 

Coping skills: During this program participants explore a stressful 

hypothetical scenario (often common to the Forensic Hospital experience) and 

discuss strategies they would utilise to manage the situation.  

Chaplaincy: Chapel services for different religions give patients a safe place 

in which to explore their own spirituality in a community environment. 

Cultural connections: This is an interest-based group where a different 

country or culture is selected by participants each week and the facilitators 

present some information for learning, sharing and discussion. 

Ward-based circuit: An exercise circuit is set up for patients to engage in 

30mins of graded exercise to improve strength and cardiovascular fitness. 

The exercise physiologist will provide guidance around selected exercises 

though the group is mostly patient led.  

Make healthy normal: This is a 12-week program run together by allied 

health and nursing staff. It is a closed ward group with 5 participants. The 

group aims to modify poor eating habits, normalise healthy choices and 

provide further individual support on the ward for the participants. The group 

also involves a weekly cooking group facilitated by the occupational therapist. 

In this session the patients learn to new healthy recipes and practice how they 

can include more vegetables into their meals.  
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Only two groups, Yarning and Native Gardening groups are specifically provided 

for Aboriginal patients, but these are often not running due to challenges of staffing 

resources, the forensic hospital does not currently have an Aboriginal worker 

These programs are explored further in the discussion section of the thesis in 

relation to the new model proposed. 

  

The referral process out of the secure services starts from detention in the high 

secure facility, transition to the medium security facility, and stepwise progression of 

leave that includes:  

1. Escorted day leave which involves authorised leave for psychiatric inpatients 

in the company of clinical and or therapy staff.  

2. Supervised day leave, involving authorised leave for inpatients that is safely 

provided and supervised by staff after adequate planning and support by the 

MDT to minimise incidence of adverse events during and after the leave.  

3. Unsupervised day leave, which is authorised leave for inpatients leaving the 

inpatient unit by themselves. 

4. Supervised overnight leave, comprising authorised leave for inpatients 

supervised either by staff of family, friend or carer to minimise incidence of 

adverse events during and after the leave).  

5. Unsupervised overnight leave, which is authorised leave for inpatients that is 

not supervised for the duration of the night away from the unit. 

6. Movement to cottages program, which involves a transitional housing program 

from a higher-level security accommodation to trial independent living. 

7. Conditional release, which is a transitional program for discharging a forensic 

patient from inpatient services into the community on certain conditions (such 

as abstinence to drugs, attending certain treatment programs etc.) 

8. Unconditional Release, ending the forensic status. 

 

2:18. Current low secure approaches 

Forensic psychiatric practice generally defines security levels as high, medium and 

low, making reference to environmental (physical barriers) such as size of perimeter 

walls and locked doors, procedural issues and relational (risk assessment) (Crichton, 

2009). As discussed, even though there are no formal low secure units in NSW, 
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there are a few facilities including supported accommodation and cottages usually on 

general hospital grounds that are currently providing least restrictive care to patients 

who do not require high or medium secure services. There are also other services 

that are operating in other states and territories in Australia that are relevant for 

developing a NSW model. I include here a review of these services to highlight them 

as a base that could be built on or modified to suit a broader approach to low secure 

services in NSW.  

 

2.18.1 Ashton House  

Ashton house is a 10-bed low secure unit for forensic patients with a court order and 

is located in Adelaide, in the state of South Australia. Ashton House consists of five 

cottages with staff in one of the cottages. The security is largely invisible, via the use 

of electronic Infrared perimeter beam and CCTV cameras for security. The unit 

provides the last ‘step down’ towards community integration for patients who have 

already undertaken rehabilitation and learnt considerable life skills including but not 

limited to cooking, finance management, self-care and socialising. Prior to the 

introduction of Ashton House, forensic patients were being admitted to James Nash 

House and Glenside Hospital, which are custodial based with limited therapeutic 

programs for the patients. Ashton House is therefore an important development in 

South Australia.  

 

2.18.2 Housing and Accommodation Support Initiative Plus (HASI +)  

The Housing and Accommodation Support Initiative (HASI) Plus is a state-wide 

program that supports patient movement back into the community with access to 

various supports for their recovery. An example in western Sydney is a 

Commonwealth and NSW government funded model run by Parramatta Mission 

(NGO) in Pennant Hills. This is an interesting model that is not really low secure 

because there is no security at all, but it could be adapted into a low secure unit or 

as part of a low secure model. The model operates and provides supported 

accommodation for those clients who have been discharged from custody or mental 

health settings including forensic units and provides supports to transition back into 

the mainstream community. The service consists of 15 flats of 1 bedroom, sitting 

room and kitchen. There is also a 5-bed house that offers the opportunity for staff 

and patients to meet under one roof, thereby providing an opportunity for patients to 
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share experiences and learn from each other. There is no security, but staff are on 

duty at all times. The model focuses on socialisation skills through a number of 

psychosocial rehabilitation programs and activities. Other services for physical health 

and other specialist services including psychiatrists are outsourced through referrals.  

2:19. Cottages  

Forensic patients who require low secure services in NSW are currently managed in 

cottages located at various medium secure units and mental health hospitals. They 

are managed in an ad hoc manner at each of the sites. They currently operate in the 

Hunter New England, Western Sydney and Sydney LHDs.  

An example of the current use of these cottages is those offered at Morisset Hospital 

operated by Hunter New England LHD to manage Kestrel Unit step-downs. Kestrel 

Unit is a 30 bedded medium secure unit for forensic patients who are ready for 

rehabilitation. Patients from this unit who require more extended care than is 

provided in the community are transitioned down to the cottage rehabilitation 

programs as a step down towards community reintegration. 

Macquarie Hospital in Sydney did have low secure beds for forensic patients, but 

they currently have no forensic patients in them. This is because they did not have a 

full suite of programs available and trained staff to support the patients. For example, 

they had patients who had problems with substance use, but they would have no 

program in place to deal with substance use or experience in assessing for 

substance use.  They therefore had many patients ending up going back into higher 

levels of security than were able to be transitioned into the community. A system of 

individualised therapeutic supports, and high level staff skills are therefore key in 

successful management of forensic patients in low secure settings.  

2:20. Conclusion 

This background information has provided a snapshot of the current forensic mental 

health system in NSW including a typical journey of patients from custody to 

community. The next section will closely examine these patients’ experiences 

through presentation of forensic patient case studies at the forensic hospital.  

Forensic patients within the NSW forensic mental health system continue to 

experience serious challenges with regards to appropriate care due to a lack of less 
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restrictive placements that support rehabilitation. Although not all patients will require 

all of these security settings, a clear transition pathway is needed in NSW that allows 

patients to move down the forensic mental health system in stages from high 

security, medium security, and low security to community reintegration. This current 

study contributes to filling this gap in the literature by proposing a model of stepped-

down forensic care based on consultation with expert stakeholders across the 

sector.  The next section presents and discusses some case studies within the 

forensic mental health service at the high secure forensic hospital in NSW to 

highlight typical forensic patients’ journey and the services offered as part of the 

MDT approach. 
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CHAPTER 3  

3:1. Forensic Patients Case Studies 

In this chapter I describe four case studies highlighting patient characteristics and 

treatment programs used in the NSW forensic mental health system at the high 

secure hospital. The case studies demonstrate a typical forensic patient experience 

upon admission to the hospital including the scope of Multidisciplinary Team (MDT) 

assessment framework and treatment planning. The case studies are presented 

here to understand the diversity of forensic patients, the type and level of needs they 

experience, and how the system operates around them as they move through it, 

including the level of security and the average time they stay in a high secure facility. 

These case studies are then used later in the thesis to reflect on the successes and 

challenges an intervention to create a low-secure model of care might have on 

rehabilitation and containment of patients. These case studies examine the diverse 

interventions of allied health staff beyond the clinical work of medical and nursing 

staff as they work with patients, families and carers to contribute positively to the 

experience of both staff and patients. The role of peer workers, Aboriginal workforce 

and people with lived experience of mental illness in assisting patients within the 

system is explored. These case studies are not real patients but can be seen typical 

in the level of their needs, complexity and treatment. 
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This case study tells the story of Mr Thomas who is currently detained under section 

61 of the NSW mental health and cognitive impairment provisions Act 2020 “act 

proven but not criminally responsible because of mental health impairment or 

cognitive impairment” in relation to an unlawful act of murder.  

He has a significant history of absconding, physical and sexual violence that requires 

intervention under high secure settings up to a period when he completes the 

required treatment programs. The treatment programs needed for Mr Thomas takes 

at least six months but due to lack of low secure beds he will unnecessarily remain in 

high secure environment for a longer period. 

One of the issues found in mental health practice is the continual challenge to 

engage creatively with patients who pose often unique problems. In the view of his 

MDT, Mr Thomas engages well with his treatment regimen. The need to achieve a 

good result for him without compromising ethical principles such as least restrictive 

care is often difficult. This case is included because it offers a practical overview of 

unique combination of complex issues often prevalent in forensic patients such as Mr 

Thomas. 
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This case study presents Mr Chew who is also currently detained under section 61 of 

the NSW mental health and cognitive impairment forensic provisions Act 2020. He 

has received a special verdict of “act proven but not criminally responsible because 

of mental health impairment or cognitive impairment” for sexual offences and 

aggravated break, enter and steal (in company). According to the MDT’s 

assessment, Mr Chew will benefit from engagement in treatment programs such as 

Living skills, Art group and other group programs that include structured routine and 

multidisciplinary model of care and most importantly in cultural groups as he was 

observed to be working well with the Aboriginal workers and peer workers. The 

current high secure environment however does not provide adequate services with 

regards to cultural activities. Mr Chew would benefit more should he get placement 

in a low secure service where these services are readily available. 
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secure environments for longer periods than necessary due to a lack of low secure 

beds, or they could be working towards lower levels of care once needs are met.  

 

The case studies also highlight the need for a highly specialised workforce of 

multidisciplinary teams to appropriately manage the various complex presentations 

of patients admitted within the forensic mental health system.  Multidisciplinary 

teams (MDTs) can engage creatively with forensic patients who often present with 

unique challenges that require more than the conventional clinical interventions 

based on therapy and medications. Peer workers with lived experience of mental 

illness and Aboriginal workers should all form part of MDTs to ensure appropriate 

care for the diverse patient population in forensic settings. Therapeutic activities 

should take a multidisciplinary, person centred, coherent approach started within the 

high secure forensic hospital and continued as the patient makes a transition to 

lower security and eventually back into the community. In order to facilitate the 

needs of these patients along this progressive continuum, the NSW government will 

need to expand forensic mental health services by providing options for care and 

rehabilitation within least restrictive environments for patients to step down to from 

high and medium secure. Care settings should be commensurate with the risks 

posed by and to them. 

 

The case studies present a picture of people with complex issues that may affect 

their needs, goals and aspirations due to their offending history and other co-

occurring situations such as drug use, cognitive impairment and risk of 

homelessness. The case studies emphasise the necessity of a person-centred 

approach. For some additional support to assist with activities of daily living is 

required and for others, multiple services may be required, to deal with the complex 

needs presented by the person without placing unnecessary restrictions upon them. 
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3:7. Conclusion 

The varied experiences of forensic patients at the high secure hospital have been 

highlighted in the case studies in this chapter to demonstrate a typical journey 

through the system. The case studies clearly demonstrate how the development of a 

person centred low secure model of care for forensic populations in NSW will assist 

with the overall patient movement across the system for those patients currently 

staying for prolonged periods in unnecessarily high secure environments. The next 

chapter review, analyse and synthesise the relevant literature to build an evidence-

based model. 
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CHAPTER 4 

4:1. Literature Review: introduction 

Systematic literature reviews help researchers find existing studies already 

conducted in their research areas, enabling clear evaluations of prior contributions 

by other researchers before they can analyse and synthesise the data. Reviewing 

literature systematically make it easier to report the evidence in a manner reasonably 

clear to reach conclusions about what is already known and what is not (Simsek, 

Fox, & Heavey 2023). In this chapter I systematically review and synthesise current 

literature on low secure models of care for forensic populations. I draw on academic 

literature on stepped care in forensic mental health, mental health systems outside 

the forensic mental health systems as well as policies and other reports with a 

particular focus on those other international jurisdictions with established low secure 

models of care for forensic populations. This is based on a systematic literature 

search that I conducted to gain an in-depth understanding of the historic and current 

trends in forensic mental health care.  

 

I present this research to create a foundation for the new knowledge and model 

development I undertake in this project and present in the later chapters of the 

thesis, where I integrate the existing literature with my findings from participant 

interviews. This current chapter provides an academic background and foundation of 

knowledge on the topic, looking specifically at prior work that has already been done 

in the field and identifying gaps in the literature. This is then built on in the rest of the 

thesis, as I fill the gaps through generation of new knowledge and make 

recommendations for future research.   

 

Forensic Mental Health Services are complex and differ from one jurisdiction to the 

other including in how they are organised into formal models of care. As highlighted 

in the previous chapter, I am interested in models of care that enable patients to 

transition through different stages of recovery and provide person-centred options for 

treatment (Kennedy 2022). In this chapter, I review key literature on models of care 

in forensic mental health, specifically the limited existing academic literature on low 

secure models of care.  
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The literature included in this chapter are peer reviewed journal articles, from any 

jurisdiction that focused on development of new models of person-centred care in 

forensic mental health, low secure model of care in forensic mental health and those 

that focus on transition from high, medium and low secure units to community mental 

health systems. I conducted a literature search on low secure models of care in 

forensic mental health from the databases: Medline, PsycINFO and EMBASE, for 

eligible peer reviewed journals without date restrictions up to 04 January 2021. The 

search string combined terms related to models of care and forensic patients, 

stepped care, forensic mental health, therapeutic security and transition from prison. 

This was supplemented by incidental searching for additional studies including grey 

literature and government publications on forensic mental health services. Additional 

relevant literature was identified from the bibliographies of relevant articles identified 

through the database searches. A search of grey literature relevant to the research 

topic such as government documents, policies and procedures, conference papers 

and unpublished papers was also reviewed. The supplementation of published data 

with grey literature prevents bias in favour of positive results that are published in 

journal articles. The results of the search strategies are presented in the Prisma 

diagram below (Kahale et al., 2021) and listed as appendices at the end of the 

thesis. A PRISMA flow diagram is widely used for reporting standard systematic 

reviews on a step-by-step basis to help researchers report their reviews clearly, 

transparently, and with sufficient detail to enable reproducibility (Rethlefsen & Page, 

2022). 
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4:2. Restrictive practices 

As discussed in chapter two, in NSW mental health legislation outlines that the 

operation of the mental health system should be based on the principle of ‘least 

restrictive alternative’. Restrictive practice refers to any practice that restricts a 

person’s right to freedom of movement including the use of mechanical, physical, 

chemical or environmental restraints (such as the use of seclusion rooms) (Maguire, 

Ryan et al. 2021). Restrictive practices have a negative impact on the recovery of 

patients and affect the relationship between patients and care givers. Patients who 

have restrictive practices used on them may develop resentment and a lack of trust 

towards their treating team leading to poor patient outcomes (Lawrence, Bagshaw et 

al. 2022). Interventions such as the use of relational security or the building of 

therapeutic alliances between staff and patients often leads to safer environment for 

both staff and patients because these interventions often mitigate the rigid and 

controlling nature of secure settings (Markham, 2022). Relational security employs a 

range of approaches, including safe patient to staff ratios, comprehensive risk 

assessment processes and multidisciplinary team (MDT) approaches to care 

planning that involves patients and their families and/or carers (Markham 2022). 

These different approaches to security are each discussed further later in the 

chapter. 

 

4:3. Historical Perspective 

Security in forensic mental health services has always been central to psychiatric 

care as the wider community expects forensic mental health clinicians to take 

responsibility for public safety and protect the public from harm from mentally 

disordered persons. This happens not only through physical security but also 

procedural and relational security focusing on the quality of professional 

relationships between patient and carer to promote safety (Crichton 2009). In this 

section I take a closer look at the historical practices in this literature review as this 

will demonstrate how the literature has emerged.  

 

Mental health clinicians from as early as the nineteenth century relied widely on the 

use of mechanical restraints to ensure security in psychiatric settings (Porter 1987). 

This is despite earlier approaches such as relational security, promoting safety 
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between staff and their patients through professional relationships, being identified 

as equally effective (Coffman 2022).  

 

Psychiatric care reforms in the United Kingdom (UK) date back to the early 

nineteenth century following reports of abuses in psychiatric settings that resulted in 

the adoption of the County Asylums Act of 1845 (Wright 1998) which sought to 

regulate and control psychiatric care through inspections. Seclusion was then 

adopted as an alternative to restraint through the work of John Connolly in 1856 who 

advocated for treatment of violent mentally ill persons without restraining them but 

rather placing them in seclusion rooms with padded walls to prevent injury (Sturmey 

2015). Following the Glancy report of 1973 that recommended establishment of 

secure beds in the NHS (Department of Health London and Social Security 1974) 

the Butler Report of 1974 noted no progress in the establishment of those secure 

beds due to funding issues (O'Grady 2008, Turner and Salter 2008). The Butler 

report then provided guidance for the provision of forensic mental health services 

including a multi-agency approach to care (Latham and Williams 2021). From then 

there was a move towards the development of medium secure units in England and 

Wales in the late 1980s (Coid, 2001) followed by Scotland opening its first medium 

secure unit, the Orchard Clinic in 2000 (Gow, Choo et al. 2010).  

 

The Reed Report of 1994 looked into the issues around high security in special 

hospitals (McGauley 2002) and interpreted the work of Faulk and Taylor (1986) who 

first wrote about different aspects of security in a psychiatric hospital setting by 

dividing security into three aspects; physical environment, procedural and relational 

security. The Reed Report divided security into these three generally accepted 

aspects which were then adapted by Tilt in 2000, during the review of high security 

hospitals in England, as: physical or environmental aspects, procedural aspects and 

relational aspects (Exworthy and Gunn 2003). There is a general view that creation 

of a safe environment within a psychiatric setting allows for other therapeutic 

activities to take place. The Tilt report was produced in response to the 

recommendation of the Fallon Enquiry (Fallon, Bluglass et al. 1999) into the 

Personality Disorder Unit at Ashworth Special Hospital which highlighted the need 

for a balance between security and therapeutic activities. In response it was argued 

that security in psychiatric care should aim to provide a safe and secure environment 
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for patients, staff and visitors which facilitates appropriate treatment and 

appropriately protects the wider community.  

 

In Australia, early treatment of mentally ill persons was carried out within prison 

settings where patients were deprived of freedom and imprisoned to protect the 

public because there was no differentiation between mentally ill persons and 

criminals (Barnes and Bowl 2001). The establishment of asylums in Australia started 

as early as 1811 in Castle Hill NSW which marked the first movement away from 

utilising prisons to accommodate the mentally ill and criminals together (Coleborne 

and MacKinnon 2006). Tarban Creek Asylum, now Gladesville Hospital, was the first 

purpose built psychiatric facility in Australia in 1838, implemented to maintain 

discipline and restraint among the mentally ill who were drawn from Melbourne and 

Sydney (Bostock 1968). A major shift was seen in 1843 with the first mental health 

legislation, the Lunacy Act (Bostock 1968), enacted in Victoria. This raised 

awareness about the need of medical treatment and increased government 

responsibility for the care of the mentally ill (Silove 2002). Following the first ever 

federal government inquiry to investigate cases of mismanaging and abuse of 

patients in mental health asylums in 1852, staff in Australian asylums were replaced 

with trained mental health clinicians by 1890 and a more humane treatment of 

patients (Lewis and Garton 2017). An emphasis on treatment and rehabilitation was 

therefore introduced to replace the custodial framework (Silove 2002).  

 

In 1981 Australia started moving away from institution-based care to community care 

on the recommendation of the Richmond Inquiry that examined health services for 

the mentally ill and developmentally disabled. The Richmond Report focused on the 

disparities of inpatient and community care for people living with mental illness. It 

proposed a more decentralised mental health care system to support these patient 

groups (Wales, 1983). It was during the 1990s that Australian states started the 

process of deinstitutionalisation by closing down psychiatric asylums moving patients 

into the community accommodating mostly those who needed long-term 

rehabilitation in noncustodial but secure settings (McKenna, Furness et al. 2014). 

The move was necessitated by widely reported cases of patient abuse in those 

institutions. However, deinstitutionalisation in Australia was poorly resourced leading 

to an increase in criminal behaviour by people with mental illness in the community 
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who were not being effectively cared for in this environment (Bircanin and Short 

1995).  

 

In response an enquiry ordered by the Australian Health Ministers Advisory Council 

(AHMAC) Task Force into the Human Rights of People with Mental Illness was 

launched to address issues of injustice and social wellbeing of the mentally ill. The 

end point of this enquiry was the Burdekin Report (Burdekin, Guilfoyle et al. 1993) 

which brought to the fore the challenges faced by individuals due to the general 

neglect by government and or society in addressing the mental health and other 

social needs of people living with mental illness. Following these inquiries a move 

towards community care utilising a multidisciplinary team approach with staff from 

various professional backgrounds such as psychology, nursing, social work and 

occupational therapy was gradually realised (Corney 1999). In Australia legislative 

reforms in forensic mental health services have also gradually been realised since 

the 1990s by increasing forensic beds and shifting the management of patients 

involved with the criminal justice system from the custodial settings to mental health 

systems (O'Donahoo and Simmonds 2016).  

 

4:4. Secure Forensic Care 

Although there is a considerable body of literature on secure services, the majority of 

this literature focuses on high and medium secure services and very little has been 

written on low secure services. In this section I will highlight some of the key 

literature on low secure models of care for forensic populations. In the absence of a 

universally agreed model of care for forensic mental health services, this review 

provides a snapshot of the key literature relevant to the development and operation 

of low secure models of care for forensic populations and contextualises this within 

NSW forensic mental health services.  

 

This thesis is focused on the need to address the situation in NSW, where forensic 

patients continue to be housed in prisons and the high secure forensic hospital as 

well as the three medium secure units despite risk profiles that often do not require 

such level of security (Adams et al, 2018). A core challenge of designing forensic 

psychiatric services that provide care in a least restrictive environment is the quest of 

balancing risks posed by patients and the need to create a therapeutic environment. 
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Reviews of how security levels relate to treatment of forensic patients have 

demonstrated that whilst security is necessary for safe provision of mental health 

care, forensic patients are often kept in excessive security that is not proportional to 

the risk that they pose to themselves and/or others (Crichton 2009). However current 

research has consistently demonstrated that these patients require the least 

restrictive environments to benefit from the rehabilitation efforts provided by staff 

(Nicaise, Bourmorck et al. 2021).  

The principle of least restrictive care demands that policy makers and clinicians limit 

the use of restrictive or coercive means as this has proven to result in detrimental 

outcomes for staff, patients and their caregivers (Lawrence, Bagshaw et al. 2022). 

Common challenges experienced by use of restrictive or coercive means in secure 

settings includes limited therapeutic options and patients’ loss of hope and freedom 

which may lead to acting out in aggressive behaviour (Markham 2022).  

 

In the UK a body of research has examined excessive security in special hospitals 

and investigated the appropriate security levels for psychiatric inpatients. This 

research has look examined the relationship between patient characteristics and 

particular levels of security and what security is appropriate for particular patient 

groups. A large proportion of patients detained in high security do not require that 

level of security and a considerable number of patients may be eligible for discharge 

from medium secure units directly into the community services or to generic services 

(Taylor, Butwell et al. 1991, Maden, Curle et al. 1993, Murray, Rudge et al. 1994, 

Shaw, McKenna et al. 1994, Bartlett, Cohen et al. 1996, Thomson, Bogue et al. 

1997, Pierzchniak, Farnham et al. 1999). Much of this literature illustrates the 

inappropriate placement of patients, usually in unnecessarily excessive security 

(Thomson, Bogue et al. 1997, Pierzchniak, Farnham et al. 1999).  

 

For those remaining in forensic services, seamless continuity of care within services 

through access to low secure care should be made available. Systemic change 

along these lines is possible as demonstrated in the example of Scotland. In 

Scotland, the State Hospital undertook a security needs assessment in 2003 and 

2005 with the results consistent with an earlier State Hospital Survey indicating that 

almost a third of the patients at the State Hospital did not require high secure care 

(Crichton 2009). The Mental Health (Care and Treatment) (Scotland) Act 2003 
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allows patients to appeal against detention in excessive security and this provision 

has necessitated the need for an increased number of high quality low secure units 

to complement the medium secure units across Scotland (Thomson 2006).  

 

Benchmarking exercises of forensic services between Scotland and England 

demonstrated that development of low secure units across Scotland would not only 

reduce the number of patients who do not need excess security at the State Hospital 

but also reduce the average length of stay from 6.5 to 2-3 years (Crichton 2009).  

Much work had already been done to operationalise available therapeutic security 

frameworks, for example (Kennedy 2002) mapped these frameworks across the 

entire mental health services including guidelines from high, medium, low and 

community based mental health services. To complement Kennedy’s work Crichton 

(2009) defined security levels within the Scottish context that helped set the 

standards particularly for forensic mental health services in Scotland.  

 

Problems with inappropriate placement of forensic patients within the forensic mental 

health system ultimately both reflects and leads to delays in transfers of patients 

across different security levels. As highlighted in chapter two, in NSW this may be 

attributable to a wide variation between levels of security due to lack of low secure 

units (Snowden 2002). There is general consensus among forensic mental health 

clinicians that a large proportion of patients detained in high security do not require 

that level of security in consideration to the level of risk posed to themselves or 

others and in view of their assessed care needs (Livanou and Furtado 2022).  

An important goal and desired outcome in service provision and treatment of forensic 

populations in least restrictive environments is to balance security with ensuring high 

quality of life (O’Flynn, O’Regan et al. 2018). There is a gap in understanding which 

factors help improve quality of life for mental health patients within the criminal 

justice system, however research has demonstrated that engagement in meaningful 

activity contributes the largest score of the total quality of life factors (O’Flynn, 

O’Regan et al. 2018). Other relevant factors include levels of ward security, length of 

stay and community leave (O’Flynn, O’Regan et al. 2018).  

 

The determination of security levels and characteristics of patients that fit into 

different security levels is important for quality of life, safety, safe care planning and 
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determining what least restrictive care looks like  (Kennedy 2002). Professional skills 

in assessing risk are therefore important in determining patient placement that 

ensures safety for staff, patients and visitors and in balancing relational, procedural 

and environmental security. However, across different jurisdictions different 

professional groups including law enforcement, health and social services will 

approach and deal with security issues in forensic mental health systems in different 

ways. Law enforcement officers, for example, are frequently faced with the challenge 

and dilemma of how to respond effectively to mentally ill persons who may pose 

immediate threats to public safety (e.g. armed with weapons during a psychotic 

episode), but lack experience and training in handling such cases (Chappell 2008). 

Law enforcement is not alone in having difficulty in assessing risk and security. 

Forensic mental health service providers are also faced with the challenge of 

providing the least restrictive care whilst maintaining safety at the same time 

(Seppänen, Törmänen et al. 2018).To provide appropriate service levels for forensic 

patients, significant work is also required in the form of partnerships and 

collaboration with clinicians, policy-makers and other stakeholders including service 

users and their families to improve the standard of services offered in the least 

restrictive environments (Seppänen, Törmänen et al. 2018). Partnerships are 

important because service providers will be able to draw from the collective 

knowledge within the partnerships thereby increasing the benefits for the patients. 

 

4.4.1 Security in Forensic Mental Health 

Although it is often difficult to strike a balance between restrictions and the level of 

risks posed by individual patients, security in forensic mental health and indeed 

general mental health settings has remained a key component that provides a 

framework within which safety for both patients and staff can be established (Adams, 

Thomas et al. 2019). Security in psychiatric care should not be viewed as an end in 

itself but rather as something that facilitates safe treatment and in particular 

rehabilitation of mentally ill offenders with a balance between security and the 

therapeutic environment (Conlon, Gage et al. 1995).  

 

While there are legislative requirements for forensic patients to be managed in a 

least restrictive environment, a number of factors have been found to lead to 

inappropriate placement in unnecessarily high security. Recent studies have found a 
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gap between high and lower security levels and a lack of criteria and formal 

guidelines for classifying forensic patients to an appropriate care level 

(Nicaise, Bourmorck et al. 2021). This is often because such classifications 

are often based on clinical characteristics rather than custodial characteristics 

(Nicaise, Bourmorck et al. 2021).  In the UK, The Butler and Reed Reports 

evaluated the provision of secure forensic psychiatric services including the 

development of clearly defined levels of security that sought to appropriately match 

the risk posed by an individual patient to self, other patients, visitors, staff and the 

general public (Butler 1975, Flood 1993). Kennedy (2002) identified a process of 

classifying patients according to risks they pose, which gave rise to the development 

of stepped care in forensic mental health services, where individuals would be 

treated in appropriately safe and least restrictive environments. The stratification of 

these care levels is critical to drafting person-centred care plans and general 

management of services. This is because not all patients require the same level of 

restrictions or security at any given time, and care and security regimes should 

therefore be individualised.  

 

Determination of appropriate security levels in secure settings is determined by a 

number of issues including but not limited to legislative changes, patient mix, and 

availability of appropriate therapeutic services, public confidence and continuity of 

care. However none of these should be considered in isolation to satisfactorily justify 

containment of the risk posed by patients (Kennedy, Simpson et al. 2019). Criteria 

have been developed to help with decision making processes for reducing security 

levels in psychiatric care. This criteria focuses on specific patient characteristics 

such as stability, predictability and the ability of the patient to tolerate some level of 

control and intrusion by clinicians during the time after discharge into low security or 

community settings (Kennedy 2002).  

 

A structured framework that can assist clinicians to make better decisions regarding 

appropriate security levels for patients was developed by Collins and Davies (2005). 

Their Security Needs Assessment Profile (SNAP) lists 22 security items divided into 

three main categories: physical, procedural and relational skills. It is intended to help 

clinicians in care team discussions about difficult decision-making around individual 

patient security. Environmental or physical security involves the physical buildings 
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and fittings that help with maintaining security and includes doors, furniture and 

walls. Procedural security involves the policies and procedures followed to ensure 

safety and to control possible risks within the unit such as the work health and safety 

policy, patient observation policy and the search procedures. Relational security 

involves the relationship between staff and patients and is generally built through 

structured risk assessments, effective communication and appropriate staff to patient 

ratios (Collins and Davies, 2005). 

 

4.4.2 Best practice in transition  

A clear transition pathway that allows patients to move down the forensic mental 

health system in stages from high security, medium security, and low security to 

community reintegration is clearly necessary. A number of studies have shown that 

some patients, particularly those with serious offences, are admitted directly into high 

security and that almost half of them do not seamlessly transition down the levels of 

security but rather are discharged directly into community services (Murray, Rudge 

et al. 1994). This failure to appropriately transition can be due to either missing 

services (i.e. no low secure facilities available) as discussed earlier, or a number of 

interlinked factors related to the patient, their circumstances and the system context 

(Nicaise, Giacco et al. 2020). There are many individual challenges faced by patients 

as they make a transition from custody to community. Common challenges include 

housing, employment, enduring mental illness and stigma due to the criminal 

behaviour (Aloisio and Lafleur 2014). Patients leaving custody or secure 

environments are often neglected by social services due to stigma and stereotypes 

leading to recidivism and reoffending (Lyons, 2022).  

 

Patients transitioning from inpatient mental health systems to community based care 

have reported serious problems of service fragmentation and inconsistencies that 

affect continuity of care (Wyngaerden, Nicaise et al. 2019). In NSW specifically the 

devolved structure of the mental health system where different LHDs operate 

independently of each other makes seamless transition of forensic patients from 

Justice Health to local LHDs challenging. These challenges coupled with financial 

constraints and local policy differences further constraints the transition processes 

for forensic populations in NSW.  
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Research conducted in NSW by Hancock et al (2018) found that factors involved in 

poor community transition were 1) poor communication systems between various 

agencies involved in the management of mentally ill persons who are involved in the 

criminal justice system 2) inappropriate and to some extent unavailable 

accommodation post incarceration and 3) no clear department willing to take 

responsibility for transition. That study found that in NSW there is a need to 

effectively communicate the care needs of this vulnerable group across service 

areas including police custody, corrective services, courts, community services and 

mental health systems to ensure continuity of care and prevention of relapse and re-

offending.  

A US-based study examined challenges faced by people with serious mental illness 

leaving prison to re-enter the community on a transition plan and found that there are 

inadequate mental health services available for this group whilst incarcerated and 

the transition process from custody to the community is poor including non-

acceptance by providers of community outpatient services as well as a burden of 

stigma associated with mental illness and offending behaviour (Baillargeon, Hoge et 

al. 2010). The latter finding was also reported in a study by Coffey (2012) which 

argued that transitioning from a high security forensic facility to lower levels of 

security or community care settings can be most challenging for those patients faced 

with stigma due to specific circumstances such as the circumstances of their criminal 

behaviour, enduring chronic mental illness and other forms of disability. However, 

inappropriate supervision at transition can also be a problem. In another US-based 

study Austin (2021) examined prisoner community re-entry in eight states and found 

that whilst most patients released on transition back into the community pose 

minimal risk, parole supervision resulted in re-incarceration for non-criminal 

behaviour such as not reporting for treatment. Low secure facilities managed by 

health, not corrections, may be the answer to addressing this problem for patients 

transitioning from prisons into the community. This is because healthcare workers 

have a deeper understanding of patient behaviour and strategies available to 

manage these without taking the patient back into a custodial environment. 

 

Strategies to address the common challenges identified in this literature review 

include: skills training during stay in secure settings including crafting partnerships 

with industry for employment; information sharing between relevant agencies 



 
 

89 

 

including criminal justice, health and social services; discharge planning involving 

family and carers for community based treatment; housing; and financial support 

(Aloisio and Lafleur 2014). A NSW-based study by Borzycki and Baldry (2003) 

examined services offered to prisoners post release that promote community 

integration and found that activities promoting integration include: identifying 

patient’s risks and needs and then involving them in formulating solutions; partnering 

by agencies managing the identified challenges; adequate funding; and continued 

support and follow-up care.  

 

Successful transition of forensic patients also strongly depends on the 

comprehensiveness of the assessment processes to determine the needs of 

patients. In a study to gather information about needs of forensic patients in NSW 

using tools such as the Dundrum Quartet, Camberwell Assessment of Need 

Forensic Short Version (CANFOR-S) and the HCR-20, it was determined that patient 

placement should be closely related to the level of risk, patients’ needs and their 

stage of recovery (Adams, Thomas et al. 2019). These structured assessment tools 

were important for this needs assessment. 

 

4:5. Community Care 

Community based forensic psychiatric services have not been well developed when 

compared with community-based services within the general mental health sector. 

This is because of the requirement for often complex risk assessment and 

management planning for criminally involved patients to be managed in community 

settings (Skipworth and Humberstone 2002). A collaborative community-based 

approach that combines the general mental health and the forensic mental health 

systems is needed to successfully rehabilitate patients within a community setting.  

Common challenges faced by patients with a forensic history include reluctance by 

the general mental health services to care for those patients and reluctance by the 

general population to have these patients discharged into their communities 

(Skipworth and Humberstone 2002).  

The result of this rejection is often seen in prolonged and unnecessary inpatient 

admissions in institutions of high security causing bed blockages and hindering 

rehabilitation prospects for these vulnerable patient groups, as seen in NSW. 
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Negative labelling of people with mental illness who are criminally involved, as well 

as the perception by the general population that this client group is dangerous, often 

makes it difficult to establish a smooth community reintegration following 

incarceration or admission to high secure forensic mental health facilities (Pager 

2003, Uggen, Manza et al. 2004, Breen 2011, Workman 2016).  

 

Major challenges experienced by this patient group in the community includes 

housing, employment and maintaining meaningful relationships. This means that a 

planned, integrated and collaborative effort by the community service sector is 

necessary to ensure these patients are linked with appropriate services without 

prejudice. For example, recent research focusing on housing and employment for 

mentally ill offenders re-entering the community following a period of incarceration 

found that they faced difficulties in accessing general health care, housing and other 

social support due to their criminal record (Walsh, 2007;Onyeali, 2023). To address 

housing difficulties programs that support housing availability to this group should 

start whilst they are still in custody (Haas, Clark et al. 2022) because housing 

instability on transition can lead to disconnection from supports (Hancock et al, 

2018). Transition should also include the use of community facilities and transition 

steps including relocating patients to step-down detention centres closer to their 

intended post-release communities, as well as the implementation of legal 

frameworks that prohibit discrimination against mentally ill offenders in securing 

accommodation (Roman, Kane et al. 2006, Geller and Curtis 2011, Gojkovic, Mills et 

al. 2012).  

 

Peer support programs are important therapeutic activities. Forensic peer support 

specialists may assist patients transitioning to community settings by sourcing 

appropriate housing, connecting with suitable employment and supporting reuniting 

with families and significant others (Bellamy, Kimmel et al. 2019). The Housing and 

Accommodation Support Initiative (HASI) Plus is a high intensity transitional program 

as discussed in the previous chapter. This program provides participants access 

flexible supports, including peer-support, which are especially designed to help them 

recover and then transition to a more independent life in the community.  
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Successful transition also involves working closely and collaboratively with 

communities where patients will settle through providing education and support to 

communities so that they understand the complex needs of the patients as new 

members of society (Vogel, Noether et al. 2007). Communities that partner with 

correctional services and support educational and employment strategies for 

mentally ill offenders whilst still incarcerated and maintain this relationship post 

release have realised a reduction in re-offending and develop better citizens with 

less dependency syndrome on community social services (Metcalf, Anderson et al. 

2001, Uggen and Staff 2001, Samuels and Mukamal 2004, Small 2005, Nally, 

Lockwood et al. 2014). 

 

4:6. Political concerns 

There is generally a managerial and to some extent political pressure on clinicians in 

relation to the discharge of patients (Nugus, Holdgate et al. 2011). In NSW, there 

have been increasing calls for urgent funding into mental health services following a 

growing number of crimes by people with mental illness. The head of NSW Police 

Association has implored the state government to review funding into mental health 

services following a stabbing of a woman in Sydney CBD by a mentally disturbed 

person (Thompson, 2019). In his call for mental health funding, Tony King, the 

president of the NSW Police Association, suggested the government must put in 

place strategies that stop the problem before it becomes a crime and laments the 

ever-increasing task for police in dealing with mentally ill persons instead of 

adequately funded health services. A barrister from the Australian Lawyers Alliance 

added to these comments by suggesting that specialised mental health courts 

should pool resources and services to properly direct vulnerable people through the 

system and criticized the government for placing too much stress on increasing 

penalties without recognising mental health issues in the criminal justice system 

(Thompson, 2019). 

 

The general community expects that mental health professionals use their skills and 

protect the public from criminal and sometimes dangerous behaviors posed by 

mentally ill offenders especially if substance use is present (Pickard, 2013). Mental 

health professionals often find their practice stuck between families of the victim of 

violent crimes by psychiatric patients and those who have an interest in the 
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rehabilitation of the ‘perpetrator’ patient. The general public is often concerned about 

community placement of forensic patients transitioning from secure settings to 

community accommodation because of the perception that forensic patients are 

dangerous and therefore should remain in detention (Mezey, Kavuma et al. 2010). 

This is despite evidence that reoffending by forensic patients is very low (Dean, 

Singh et al. 2020).  This discussion shows the politicized nature of the issue and the 

populist discourses in which public safety is enacted. 

 

4:7. Person-centred care and shared needs 

Just as risk assessment and security should be focused on an individual’s own risks 

and needs, person-centred approaches to care are essential so that individual 

programs can be created that address individual needs for rehabilitation. There are 

also shared common needs held by individuals in the forensic system.  

 

The most common shared needs for forensic patients have been identified as the 

need for information about their illness, physiological needs including food and the 

need for meaningful relationships (Oberndorfer, 2022). Forensic patients also have 

common problems prevalent among their groups such as risks for arson and risks for 

sexual offending as well as risk for violence for which clinicians must consider during 

formulation of individual rehabilitation strategies to manage these challenges 

(Oberndorfer, 2022). Co-occurring mental illness and substance abuse are strongly 

overrepresented within the criminal justice system (McKenna and Sweetman 2020). 

Recent studies have highlighted that those patients transitioning from custody to 

community are most vulnerable if they have issues of co-occurring mental illness and 

substance use disorders. To successfully address these shared needs, transition 

support should involve networking with community agencies to train and provide 

appropriate employment opportunities, treatment options for substance abuse and 

provide support for addressing trauma in addition to long-term treatment for serious 

mental illness (Posada Rodríguez, Shaffer et al. 2022).  

 

Combining principles of recovery-oriented, evidence-based, trauma informed and 

culturally responsive care to address mental health and offending needs and placing 

the patient at the centre of all activities remains the ultimate goal of forensic mental 

health service providers (McKenna and Sweetman 2021). Low secure models should 
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therefore focus on the provision of trauma-informed mental health services to 

explicitly address those traumatic life events that are related to mental illness of the 

patient. Identified benefits for trauma informed care include hope and empowerment 

for the patient (Sweeney, Clement et al. 2016). In the long-term, trauma informed 

care minimises the likelihood of re-traumatisation and therefore improving the quality 

of care (O’Malley, 2022). The most common identified barriers to a successful 

trauma informed service includes lack of clinical supervision for staff and inadequate 

training opportunities in trauma informed care (Sweeney, Clement et al. 2016). 

The proposed new model of care will demonstrate a commitment to person centred 

care through processes that ensures assessment of these needs in a standardised 

way for effective patient management through a personal tailored service and social 

interventions to ensure early discharge from secure services to the community 

settings with lowered rates of recidivism.  

 

4:8. Needs of specific groups 

As discussed, it is important to consider the different needs of individuals within the 

forensic population, rather than seeing them as a homogenous group. There are 

some groups though, where more support specialised is needed and where 

particular needs must be brought to the fore when considering system design. Here I 

will focus on Aboriginal people, women and ethnic minority populations as groups 

within the forensic system with shared needs that must be met.  

 

The overrepresentation of Aboriginal and Torres Strait Islander people in prison is 

well documented (Cunneen 2006, Kirby 2021, Tubex 2021, Perdacher, Kavanagh et 

al. 2022) as discussed in chapter 2. However, there is limited information on the 

mental health issues affecting Aboriginal people in the criminal justice system even 

though this population experiences significant mental health issues including drug 

and alcohol abuse and suicide (Cleworth, Smith et al. 2006).  

Aboriginal and Torres Strait Islander Australians also have mental illness as one of 

their largest burdens of disease (Tomlin and Völlm 2022). The situation is mainly due 

to the effects of past injustices such as colonisation and current problems including 

racial discrimination and lack of provision of culturally appropriate services (Durey, 

Wynaden et al. 2014). Australia wide, approximately 20% of the Aboriginal 

population lives in remote areas making it a challenge to access various services 
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such as education and culturally appropriate health services (Gilroy, Dew et al. 

2017). 

 

Discrimination and failed social policies including inadequate community based 

mental health care for Aboriginal people contributes to increased prevalence of 

mental health issues among this group (Doessel, Scheurer et al. 2005, Lamb and 

Weinberger 2005). A recent urban study of Aboriginal people in South Australia by 

(Ziersch, Gallaher et al. 2011) found that 93% of those studied reported experiences 

of racial discrimination that had a strong link to mental illness.  

The issue of racial discrimination of indigenous people leading to mental health 

issues has not only been reported in Australia but also in Canada, the USA and New 

Zealand where the problem is similarly reflected in the overrepresentation of those 

groups in prisons (Feldstein, Venner et al. 2006). Current research has also shown 

that Aboriginal people are often wrongfully convicted compounded by inadequate 

legal representation (Harrison and Trounson 2021). These combined factors lead to 

this well documented overrepresentation in all levels of the criminal justice system. 

Several inquiries and reviews have highlighted the ever increasing problem of over-

representation of Indigenous young people in the criminal justice system leading to 

calls for Australian governments to close the gap and reduce the rate of these young 

Aboriginal and Torres Strait Islander people in detention by 30% by 2031 (Clancey 

and Metcalfe 2022). There is need for the system to urgently deal with these 

injustices and at the same time increase cultural competency in service delivery for 

the mostly non-Aboriginal law enforcement and healthcare providers to understand 

how to deliver care in a more sensitive and culturally appropriate manner (Durey, 

Wynaden et al. 2014).   

 

The NSW Mental Health Commission (2012) highlighted a lack of access to mental 

health care by Aboriginal people in the criminal justice system in New South Wales 

despite their over-representation in the system (Howlett 2013). Most Aboriginal 

patients in need of mental health care remain in prison centres without appropriate 

mental health services. In NSW, Aboriginal people with mental illness in custody 

across the state actually have a low rate of admission to Long Bay Prison Hospital 

as correctional patients, which leads to poor mental health care and services 

because they do not get specialised support within the general prison population.  
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There is need for more culturally safe community mental health services for 

Aboriginal people that matches services for non-Aboriginal people and to link such 

services with social programs including accommodation out of prison system.  

 

A systematic review to evaluate the mental health interventions that benefit 

Indigenous people in custody found out that culturally sensitive interventions are 

generally acceptable by Aboriginal patients and also result in increased recovery 

from trauma, reduced alcohol-related problems and lower reoffending (Perdacher, 

Kavanagh et al. 2019). An example of appropriate service design is the Gathering 

Place Health Service (GPHS) in Melbourne designed for Indigenous Australians 

focusing on spiritual, cultural, social and emotional needs and support throughout the 

transition process from custody and involving family members (Lau, Marion et al. 

2012). The Gathering Place is a community centre where individuals and families 

gather for the purposes of learning from each other through culture. The programs 

are run by peer volunteers from the local Aboriginal community who makes it a 

comfortable and culturally safe environment for people. A pilot project to improve 

Aboriginal mental health was also tested in Kempsey in NSW where a community-

controlled Aboriginal medical service, Durri Aboriginal Corporation Medical Service 

worked closely with the local psychiatry registrar and Aboriginal mental health 

workers (Cleworth, Smith et al. 2006). The program enhanced the skills of Aboriginal 

mental health workers and helped other staff to appreciate Aboriginal culture while 

working with Aboriginal patients to improve their mental health status through 

culturally appropriate clinical practice (Cleworth, Smith et al. 2006). The forensic 

hospital has incorporated this approach into its therapeutic activity programs and has 

engaged with and works collaboratively with external Aboriginal groups to assist with 

culturally appropriate care. Aboriginal patients with emotional regulation issues at the 

Forensic Hospital are often taken on therapeutic leave to attend culturally 

appropriate programs outside the hospital such as the Gamarada Community 

Healing and Cultural Leadership program in Redfern that focuses on managing 

emotions and self-control issues to facilitate recovery and prepare patients for 

community re-entry. This is important because Aboriginal people believe and seek 

their own traditional treatment of an illness before entering the Western mental 

health system (Vicary and Bishop 2005). 
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It is not adequate to only train healthcare staff on cultural issues for indigenous 

patients. They must also collaboratively develop processes, policies and procedures 

including clinical governance processes that recognise the cultural needs of 

Aboriginal service users (Cavney 2022). The substantial differences between various 

Australian states’ Mental Health Acts (MHAs) pertaining to the treatment 

requirements for Aboriginal and Torres Strait Islanders often pose significant 

challenges particularly when patients or staff move interstate for various personal 

reasons (Tosson, Lam et al. 2022). The resultant challenges of interstate movement 

include inconsistencies in the requirements for patient care as determined by the 

mental health legislation in individual states and territories. Patient information can 

also be lost during that transition especially where there is no mutually agreed 

information sharing protocols between states, which can lead to vulnerable patients 

falling between the cracks at the time of discharge back into the community. Only the 

mental health acts of the Northern Territory and Western Australia currently provide 

direction that Indigenous Australian patients should be referred to Aboriginal health 

workers as well as encouraging collaboration between Aboriginal health workers and 

traditional healers, while only Queensland legislation include the duty to provide 

Indigenous Australian language interpreters. Only the NSW, NT, QLD, SA and WA 

has a legislated definition of primary carers of Indigenous Australians that recognises 

extended family members or kin. These inconsistencies have necessitated the call 

for national Mental Health Legislation that is consistent to address the above issues 

and are significant issues which must be considered in the development of low-

secure care that aims to transition people back to the community (Tosson, Lam et al. 

2022). 

 

4:9. Forensic mental health services for women 

The importance of focusing on the mental health needs of women in forensic care in 

NSW continues to increase with more incarcerated women reporting issues with their 

mental health (Browne, Korobanova et al. 2022). Mental health services within the 

criminal justice system in NSW have not adequately been tailored to meet the needs 

of women because the majority of people in custody are men. The imbalance of this 

resource allocation is reflected in the lack of dedicated beds for women at the mental 

health unit at Long Bay Hospital, which results in the placement of those women in 

need of specialised and complex care in unnecessarily high security or confinement 
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in seclusion. In NSW, the high secure forensic hospital has 17 beds for women with 

more than half of the women who use these beds not necessarily in need of high 

secure accommodation. In a recent NSW survey of male and female adult prisoners, 

more women (77.7%) than men (61.8%) were reported as having experienced at 

least one mental health disorder prior to incarceration and to have been in contact 

with mental health services either as an inpatient or in community settings 

(Korobanova, Spencer et al. 2022).  

 

A study of Broadmoor High Secure Hospital also found that 35-50% of admissions in 

high security hospitals were unwarranted (Bland, Mezey et al. 1999). Despite higher 

incidence of mental illness (or recognition of mental illness) among women within the 

criminal justice system, women do not necessarily need high security forensic mental 

health care. Thomson et al (2001) found that women in high secure hospitals were 

kept in a more restrictive and controlled environment than males even though they 

presented with lower levels of criminal behaviour than their male counterparts due to 

a lack of appropriate placement in lower levels of security. Forensic mental health 

services for women have been reviewed in many jurisdictions. In Scotland for 

instance, there has been increasing evidence suggesting that there is no need for 

high secure female beds at the State Hospital. High secure beds have therefore 

been reduced in that setting since 2006, from 21 beds for women to only 5 by 2009 

with a target of zero as women services will be needed only from medium to low 

secure levels.  Placing women in high secure settings raises concerns about both 

the quality of care and quality of life of patients. Most women are incarcerated not on 

the basis of the seriousness of their offences, but rather on the challenges of their 

behaviours (Berber and Boer 2004). If not comprehensively assessed for need of 

treatment, this group of patients will unnecessarily remain in custodial care and 

appropriate placement will remain a challenge for both custodial and mental health 

service providers. The Victorian study on mental disorders in female prisoners found 

that pre-existing mental health disorders in women are exacerbated by the prison 

environment itself and that systems lack resources to adequately assess and treat 

their conditions (Tye and Mullen 2006). This research finding suggests that female 

offenders with mental health issues may benefit more from court diversion programs 

for least restrictive settings and community-based services to improve their mental 

health.  



 
 

98 

 

 

Current studies have consistently identified increased levels of deliberate self-harm, 

personality disorders and past history of sexual abuse as the major diagnoses for 

women involved in the criminal justice system and admitted to high secure forensic 

units (Yee, Chemjong et al. 2022). There are also higher rates of learning disorders 

among incarcerated female patients (Parsons, Walker et al. 2001). A review of 

female admissions to Broadmoor High Secure Hospital in the UK highlighted that 

26% of admitted women were diagnosed with a borderline learning disability (Bland, 

Mezey et al. 1999). Such patients do not need a high secure environment but rather 

a specially designed unit with therapeutic programs that deal with the consequences 

of such behaviours such as non-compliance, staff splitting behaviours and disturbed 

emotions (Walker 2022). The most common challenges encountered by women in 

forensic mental health services therefore relates to the comorbidity of mental illness, 

intellectual disability, personality disorders and substance misuse as well as general 

non-compliance with treatment requiring an approach that is specifically tailored for 

women with emphasis on gender sensitivity (Long, Dolley et al. 2012). Research 

evidence also shows that most female patients involved with the criminal justice 

system have experienced some form of sexual abuse in their lives and therefore the 

mixed gender services with males who may have a history of sexual offences will be 

inappropriate (Edwards, Wheeler et al. 2022). The medium secure units in NSW 

remain operating as mixed gender, which places women in potential danger of 

sexual exploitation by male residents.  

 

4:10. Forensic mental health services for minority ethnic groups 

There is a disparity in mental health service provision for minority ethnic groups with 

regards not only to clinical needs but also in accessibility and transition processes 

available for continued care within local communities (Bhui and Sashidharan 2003, 

Unit 2013). Cultural differences and a lack of knowledge and appreciation of values 

and traditions of minority ethnic groups have been long cited as the major cause for 

disparity in quality of mental health service delivery to this potentially vulnerable 

group when compared to care provided to others (Ryninks, Smith et al. 2012). 

Educational programs aimed at understanding cultural differences have been 

identified as the major remedy for culturally sensitive service delivery in global multi-

ethnic communities. A UK study on the factors commonly linked with ethnic 
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inequalities within mental health services found multiple causes ranging from gaps in 

policy, access to services and lack of cultural understanding resulting in poor design 

of services (Grey, Sewell et al. 2013). In other similar studies, higher rates of mental 

illness have been reported among minority groups as a result of a distorted 

interpretation of symptoms related to poor expression due to language difficulties 

(Keating 2007, Cooper, Morgan et al. 2008, Fountain and Hicks 2010, Vernon 2011). 

Failure to understand cultural issues in minority groups may result in poor or late 

detection of certain disorders leading to poor treatment outcomes. Social exclusion 

and discrimination in basic services such as education and employment have been 

identified to increase chances of criminal activity leading to racial abuse and 

stereotyping for minority ethnic groups with mental illness (Keating 2007). People 

from culturally and linguistically diverse groups often comprise asylum seekers, 

refugees or foreign nationals who may not have the similar level of access to funding 

for rehabilitation when compared to the general population and may need specific 

attention for cultural awareness, cultural linking and identification of additional 

resources (Asgary and Segar 2011). This means that this group may end up more 

often in forensic facilities and need particular supports in rehabilitation and transition 

back into the community.  

The overrepresentation of persons with severe mental illness from racial and ethnic 

minority groups within the criminal justice system together with structural racism 

negatively often leads to inequitable mental health outcomes for this group (Vinson 

and Dennis 2021). This disparity is evident in their poor transition within the system. 

There is a gap in the literature for the prevalence of mental illness among people 

from racial and ethnic minority groups within the criminal justice and broader forensic 

system in Australia and specifically NSW. This is a significant gap in the literature 

requiring further research. 

4:11. Conclusion 

This chapter has explored the current literature relevant to this development of low 

secure care in NSW. This discussion has demonstrated that forensic mental health 

issues and challenges experienced from across other jurisdictions may be applicable 

to Australia, however little has been written about low secure units for forensic 

populations in the Australian context. There is need for further study to fill the gaps in 
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the Australian context and in particular NSW. The proposed model will be built on 

experiences of those jurisdictions currently providing effective low secure forensic 

mental health services as highlighted from the current literature. A clear transition 

pathway is therefore necessary that allows patients to move down the forensic 

mental health system in stages from high security, medium security, and low security 

to community reintegration.  

The next chapter will highlight the philosophical foundations of my research outlining 

and detailing the research methodology used to collect data, research design and 

choices that I have made for data analysis and the justifications for those choices. 
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CHAPTER 5  

5:1. Introduction 

This chapter presents a reflective account of the project methods and how my 

understanding of qualitative research methodology and method has developed over 

the duration of this research project to develop a methodology to guide this project. 

Carter and Little (2007) have clarified the difference between methodology and 

method. Methodology includes both “theory of how research should proceed” 

including an understanding “of the assumptions, principles, and procedures in a 

particular approach to inquiry” and “the study, the description, the explanation and 

the justification of methods, and not the methods themselves” (Carter & Little 2007).  

Method on the other hand pertains only to the “techniques for gathering evidence” 

and the “procedures, tools and techniques” of research (Carter & Little 2007). 

Methodology is the way/how you do something (method) and the scientific 

explanation of it (ology). Methods can therefore be thought of as research actions 

and they are actions resulting directly from the research questions.   

 

In this chapter, I present in practical terms how I have systematically designed this 

study to ensure valid and reliable results that address my research questions. This 

includes the specific processes used to identify and analyse collected data about the 

research topic. I introduce my choice to use qualitative methods and in particular 

interpretive phenomenological analysis (IPA) as an overarching methodological 

approach. The IPA section of the chapter provides a detailed account of why I chose 

IPA in comparison to other approaches, and I compare it in particular to grounded 

theory. I then practically demonstrate how the research was conducted step by step.  

 

I also introduce the ethical processes underpinning the research. I proposed this 

study at a NSW Government hospital as part of an Investigator Sponsored Trial 

(IST). ISTs are embedded as part of the theoretical and practical framework for the 

research in order to address the additional needs of research that includes or, in this 

case discusses, the needs of vulnerable people. There is a long history of abuse of 

people with disability and mental illness and, relevant to this research, Aboriginal and 

Torres Strait Islander people, and there has been a denial of rights in relation to 

research (Ganie, 2022). Research should address this by being underpinned with a 
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focus on protection and respect of people with additional vulnerabilities, as outlined 

in the National Statement on Ethical Conduct of Human Research. This chapter 

articulates the care, consideration and the respect of people with disability, mental 

illness and Aboriginal and Torres Strait Islander people that have been brought into 

the conduct of this research.  

 

I introduce the project’s two-stage methodology involving interviews with experts and 

practitioners working in forensic mental health. I describe how the collected 

qualitative data from these experts was transcribed and analysed in order to 

understand participants’ perceptions, views and opinions about developing a person 

centred low secure model of care for forensic populations in NSW. I describe the 

development of a model of care and how the model could best be operationalised 

over these two phases of interviews. Information is presented on the sampling 

model, the research sites and how the research took place. Lastly I discuss my 

analytical approach including my approach to coding the data from the interviews.  

 

5:2. Research Question 

Good research questions provide a clear articulation of what the researcher wants to 

understand in carrying out the research project and are usually the primary 

determinant of the research design (Saliya, 2023). A good research question usually 

is not formulated too early into the study as this may lead to overlooking areas of 

theory or prior experience. It should also not be a question for which the answer is 

already known because it will not advance the researcher’s goals, and in this case, 

provide evidence for system reform. Rather good research questions evolve over 

time and are developed after substantial data collection and analysis to prevent 

“Type III errors” i.e. answering the wrong questions (Maxwell, 2005). 

 

Miles and Huberman (1994) further explain that there should be a demonstrable 

relationship between the research question and the research goals, conceptual 

framework, methods and validity. A good research question should not be too 

general or too diffuse because this may cause problems in conducting the study. 

However, the research question should neither be too focused to create “Tunnel 

Vision” i.e. leaving out important issues about the study. A sound understanding of 
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what makes a good research question enabled me to link the literature and the 

method that would best suit my research to answer the research question. I 

developed the research question after conducting a narrative review of the literature 

to find out what was already known about low secure models of care for forensic 

populations. I focused on my own jurisdiction of NSW as well as those jurisdictions 

that have already established models of low secure forensic care so that I did not 

‘reinvent the wheel’ by repeating research that has already been done on a similar 

population or using a similar model/policy.  

 

Iterative processes of research, most commonly used in the qualitative research 

approach undertaken in this study, can feed back to broader epistemological, 

theoretical and methodological concepts (Kip, 2018). This means that research 

questions can be changed or modified as the research process progresses, which is 

part of the flexibility and ‘iterative’ (circular or cyclical) process of qualitative 

research. This is different to most quantitative research where the hypothesis is set 

at the beginning of the research process from where data collection and analysis 

proceeds. 

 

5.2.1 Research question 

In consideration of the above, I adopted the following hypothesis and research 

question. 

This research tested a hypothesis and then used this in order to consider the shape 

of a low secure model of care in NSW. It was hypothesised that the development of 

a person centred low secure model of care for forensic populations in NSW would 

ease pressure and demand for forensic beds in high and medium secure units 

across NSW. This was expanded on with the research question:  

 

What would a least restrictive person-centred care model for forensic populations 

look like in NSW? How should it be operationalised?  

 

This question is neither too wide nor too narrow to help me explore if indeed there is 

need for the development of a low secure model of care for forensic populations in 

NSW. The research question shaped all methodological decisions made in the 
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research, including the steps I took to conduct the research as well as the population 

involved and the way I translated the possible research outcomes. This question, 

and my interest in developing a practical model for implementation, led me to settle 

on a two-phased data collection of interviews with key stakeholders and model 

development. This will be described in detail further below.  

 

5:3. Methodology 

Qualitative methods were used to develop the research data for this project. 

Qualitative research has been defined as a form of scientific enquiry that covers 

different fields and subject matter using different approaches to investigate complex 

phenomena that are difficult to measure quantitatively (Curry et al 2009).  

Qualitative research aims to engender an understanding of social phenomena in 

natural rather than experimental settings, with an emphasis on the meanings, 

experiences and views of all participants (Pyo, Lee, Choi, Jang, & Ock, 2023). 

 (Pope and Mays 1996). The main difference between qualitative and quantitative 

research is that qualitative research is concerned with words rather than numbers 

(Sardana, Shekoohi, Cornett, & Kaye, 2023). However, Bryman (2004, p.266) notes 

three other features which differentiate qualitative from quantitative research:  

1. An inductive relationship between theory and research, i.e., the former is 

generated from the latter.  

2. An ‘interpretivist’ epistemological position, i.e., the focus is on understanding the 

social world through an examination of the interpretation of that world by its 

participants. 

3. A ‘constructivist’ ontological position, i.e., there is no external ‘reality’ only shared 

meanings which come about through the interactions between individuals. 

 

Creswell (2003, p.181) and Ruslin, Mashuri, Rasak, Alhabsyi, and Syam, (2022) also 

discuss the following characteristics of qualitative research:  

 

• It takes place in the natural setting – the researcher often goes to the site (home, 

office) of the participant, enabling the researcher to develop a higher level of detail 

about the place and to be highly involved in the experiences of the participant.  
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• It uses multiple methods which are interactive and humanistic. Methods can include 

observations, interviews, documents, and data from e‐mails, sounds, involve text 

and images.  

• It is emergent rather than tightly prefigured – research questions may change and 

be redefined as the research evolves, data collection may change as avenues of 

inquiry close or new avenues open and understanding emerges during the research 

process.  

• Data analysis is a personal interpretation where the researcher filters the data 

through a personal lens that it is situated in a specific socio‐political and historical 

moment. 

• Social phenomena are viewed holistically – the more complex, interactive and 

interpretive, the better the study.  

• Qualitative researchers systematically reflect on and acknowledge their biases 

values and interests, and how this shapes their study (reflexivity). 

• Qualitative researchers use reasoning that is multifaceted, iterative and 

simultaneous – with a cycling back and forth from data collection and analysis to 

problem formulation and back.  

• Qualitative researchers adopt and use one or more strategies of inquiry as a guide 

for the procedures in the study.   

 

The table below includes some key terms used in relation to qualitative research. 

 
Rigour As for all research, ‘rigour’ in qualitative 

research means ensuring the scientific 

integrity of the research process through 

systematic, transparent and self‐

conscious research design, data 

collection, analysis and interpretation 

(Verma, Gulati, Dhiman, & Pandian, 

2023). However, while quantitative 

researchers speak of reliability and 
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validity, qualitative researchers tend to 

speak of ‘trustworthiness’ which involves 

concepts of credibility, dependability, 

and transferability.  

Triangulation  

 

The point at which a researcher has 

obtained sufficient information from field 

work, i.e., the information does not gain 

any additional new insights, or the 

researcher can guess what a 

respondent is going to do or say in a 

particular situation (Natow, 2020; DePoy 

& Gitlin, 2005)  

Member checking  

 

‘Where the researchers reflect on how 

their biases, values and personal 

background, such as gender, history, 

culture and socio‐economic background, 

shape their interpretation formed during 

a study’ (Motulsky, 2021; Creswell, 

2009, p.233)  

Immersion  

 

Where the reviewer’s peers review 

analysis or decision‐making, or the 

researcher may ask a peer to 

independently code a randomly selected 

set of data. (Borkan, 2022) 

‘Thick description’  

 

An articulation of the path of thinking 

and coding decisions so that others can 

review the logic and decision‐making 

that was followed. (Sankofa, 2022;  

DePoy & Gitlin, 2005) 

Transferability  

 

An articulation of the consistency of 

research which is achieved through 

methods that are ‘systematic, well‐

documented, and designed to account 
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for research subjectivities’(Munthe-

Kaas, Nøkleby, & Nguyen, 2019; 

 O’Leary, 2004, p. 58)  

Credibility  

 

Credible research demonstrates findings 

and conclusions that are believed to be 

truthful reflecting the reality of the 

phenomenon investigated through 

ensuring an accurate understanding of 

the research participants’ contexts 

including inclusive interpretations. 

(Nassaji, 2020). 

 

Where relevant these key elements have been integrated into this study. While 

qualitative research designs share the commonalities above, specific qualitative 

designs can be differentiated on their purpose for doing the research; their 

sequencing of research processes, and the level and nature of investigator 

involvement (Richards, Templin, Graber, & Woods, 2023; Depoy & Gitlin, 1998). 

Some commonly used designs found in the health literature are ethnography, 

grounded theory, phenomenology, and participatory action.  

 

The main uses of qualitative research include but are not limited to generating data 

necessary for a comprehensive understanding of perspectives and context (Barbour, 

2008). The nature of a research question should guide the choice of research 

methodology, which will then, to a large extent, determine the research methods 

used to collect data. It is essential that an in‐depth knowledge of the assumptions, 

concepts and processes involved with specific qualitative research designs should 

be acquired before using one as a basis for research. Specifically, I chose qualitative 

research for its advantage in taking an interpretive approach to the issue being 

studied.  

Qualitative research allows divergent ways of making sense of the world to emerge 

in the data as it is concerned with bringing to the fore the meanings as they are 

understood by those participating. Qualitative research methodology therefore gave 

me the opportunity to make sense of, or interpret phenomena, in terms of the 
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meanings held by participants given their own lived experiences of work in the 

forensic mental health system.  

 

5.3.1 Literature review 

As suggested by Jahan et al, (2016), ‘a systematic narrative literature review 

provides a complete summary of the current literature relevant to a research 

question and can be of immense use to medical professionals. Narrative literature 

reviews have advantages that include thoroughness and objectivity when analysing 

data that is already known on a particular research topic that is helpful in the 

development of a theoretical framework for a piece of research. A systematic 

narrative review of literature on models of care in forensic mental health was 

conducted in the first instance to gain understanding of the existing knowledge 

relevant to the research question as well as to explore what is already known so as 

to build on that knowledge foundation and fill identified gaps through the new 

empirical research undertaken in this study. A systematic narrative review of 

literature, policies and other relevant reports on stepped care in forensic mental 

health, as well as in mental health systems outside the forensic mental health 

systems was therefore carried out. This had a particular focus on how forensic 

mental health services are structured in those international jurisdictions with 

established low secure models of care for forensic populations. 

 

5.3.2 The choice to use interpretive phenomenological analysis 

Phenomenology aims to identify the ‘essence’ of human experiences concerning a 

phenomenon, as described by participants in a study. Phenomenologists do not 

impose an interpretive framework on the data but look to it to emerge from the 

information they gain from participants. The primary data collection strategy is the 

telling of a biographical story with an emphasis on eliciting the experience as it 

relates to time, body, and space, as well as other persons. 

Through my initial reading I determined that IPA may be an appropriate 

methodological approach for my research. I compared this to other approaches to 

gauge its appropriateness. Two of the most widely used qualitative research 

methodologies are grounded theory and phenomenology. Both are described here 

and compared to provide context to my choice to use IPA. 
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5.3.3 Interpretative Phenomenological analysis (IPA) 

IPA is a form of phenomenology. The main approaches to phenomenology include 

descriptive phenomenology developed by Edmund Husserl and interpretive 

phenomenology developed by Martin Heidegger (Connelly 2010). IPA was 

introduced in the mid-1990s by Jonathan Smith mainly to examine the individual 

experiences of research participants in experiencing particular ‘phenomena’ 

(Biggerstaff, 2008). IPA is centred on the concept of interpretation and postulates 

that meanings derived by research participants from their stories or experiences are 

key to research understandings. These experiences are interpreted through a 

process of engagement with the researcher who, through their own epistemological 

standpoint seeks to understand the participant’s mental processes as they impute 

meaning to their lived experiences or interactions with the situation or phenomenon 

being studied (Biggerstaff, 2008). Research findings are useful for influencing not 

only theory development, but practice improvement in health care and service 

provision because practice changed based in lived experiences of the phenomena 

are more likely to be contextually relevant (Peat et al., 2019).  

There are three elements embedded in the IPA methodology: phenomenology (a 

focus on people’s lived experience), hermeneutic (making sense of that lived 

experience), and idiographic (detailed analysis of that lived experience) (Khoshfetrat, 

2022). An IPA approach calls for interpretation of data collected and seeks to 

understand the meaning of the data as opposed to just know what the data is.   

 

5.3.4 Grounded Theory (GT) 

The utility and characteristics of IPA can also be understood when compared to 

another major methodological paradigm used in qualitative research: grounded 

theory. Grounded theory is one of the oldest and most widely used methodologies in 

social science and health research, having been introduced in the late 1960s by the 

sociologists Barney Glaser and Anselm Strauss. This research uses a very 

structured method but does not follow a particular pattern or a predetermined 

trajectory but develops theory as the analysis progresses, with the researcher 

changing the questions as the research process progresses in order to test the 

developing theory (White, 2022). As the name suggests, the theory that comes out of 

the study is grounded in the data that is generated by the research process. It is 
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therefore best for situations when little is known about a phenomenon leading to 

development of an explanatory theory that uncovers a process inherent to the 

substantive area of inquiry (Heath, 2006). This is a clear distinction from qualitative 

research methodologies that utilise a theoretical framework underpinning the 

research questions to build data that tests or extends this theory.  

Table 5.3.5 below presents a comparison of the two methodologies, Grounded 

Theory (GT) and IPA, to demonstrate the main features of IPA which made it 

relevant to this current study. 
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Interviews generally involve open ended 

questions that enable the researcher to 

understand participants’ experiences 

(Beven, 2014).  

Highly structured methodology involving 

multiple data collection phases 

(Ghezeljeh et al., 2009). 

 

My study took a Heideggerian phenomenological research approach which echoed 

the interpretative aim of this research study.  

 

In this study, IPA was chosen mainly because it is an approach used to gain a deep 

understanding of a group of people's lived experience of a phenomenon 

(Khoshfetrat, 2022). IPA is therefore the best approach to investigate the 

complexities and process involved with forensic mental health security issues. Even 

though NSW lacks low secure services, participants in this study spoke from the 

perspective of their views of the current system as well as their views of the low-

secure system where they had this prior experience. While views of those with lived 

experience as service users are important, these were not included in this study 

because the scope of the research question was limited to the views of clinical 

experts and administrators in the forensic mental health field. It was not possible, 

given this being a student study, to add to the research design the level of 

complexity which would come with adding a non-tokenistic number of forensic client 

participants to the study.    

Forensic mental health is a complex system involving therapy and security at the 

same time, for example restrictive environments may hinder therapeutic effects and 

at time security is needed for a safe environment. These are difficult concepts to 

weigh up without drawing on the lived experience of those who work in the system. I 

therefore explored participant understandings of the operation of the forensic mental 

health system in relation to the experiences built up through their working life as 

forensic mental health clinical experts and executives. IPA afforded me as the 

researcher an opportunity to understand the ‘lived experiences’ of those experts 

working with forensic patients over a long time.  

 

Through working and running forensic services in NSW they have developed expert 

knowledge from interpreting their professional daily encounters with forensic 
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services. Adopting this approach, I did not simply aim to describe the forensic mental 

health clinical experts’ understanding of working within the system but aimed to 

explore the personal meaning of forensic care for each of these research participants 

(Reid et al., 2009). Therefore, adopting the IPA approach in this qualitative research 

study brought to the fore the main objective and the core principles of this 

methodology which is to explore the lived experiences of the research participants as 

experts working within the forensic mental health field and draw on this expert 

knowledge with the aim of improving the services (Alase, 2017; Coleman, 2022). 

 

Lastly this approach was chosen because of its advantages ingrained in the 

inductive nature of the method that which is based in a deliberative dialogue with 

participants and reflections of their insights or opinions and experiences of the 

phenomenon under study. This approach ensures that the researcher does not bring 

their pre-existing hypothesis to the research but rather captures and extensively 

explores the insights and meanings assigned to the experiences of participants in 

their various occupational disciplines within the forensic mental health field.  

 

5.3.6 Interviews 

The research utilised interviews with forensic mental health clinical experts and 

executives to gather information on what a low secure model of care for forensic 

populations in NSW would look like and how it would be operationalised. Interviews 

are the most common form of qualitative research methods. Interviews are a 

systematic way of asking questions to collect research data.  

 

An interview schedule consisting a list containing a set of structured questions was 

prepared to serve as a guide to collect information about the research topic. This 

included open-ended questions that require participants to come up with their views 

in response.  

 

During interviews, I used open-ended questioning techniques to obtain detailed 

responses from research participants which were recorded through use of audio 

recording. Interviews as research methods have various advantages that include 

flexibility and providing a platform for in-depth analysis of the data based on the 
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views, opinions and interpretations of the research participants. There are four types 

of interviews as described below: unstructured, semi-structured, structured and focus 

groups. 

 

5.3.7 Unstructured interviews  

Unstructured interviews are a common method of collecting research data through 

asking participants questions on a general topic without a formal pattern. The 

questions are not predetermined and can change from one participant to the next. 

The researcher must be very experienced to use unstructured interviews and must 

have a sound professional background in the area of research under study which 

allows them to be capable of asking questions that are exploratory in nature. 

Susceptibility to bias is very high with unstructured interviews because of their free-

form nature and lack of a specific notching rules providing research participants 

more freedom to choose a response (McLeod, 2014). 

 

5.3.8 Semi structured interviews  

Semi-structured interviews are a qualitative research method that utilises open 

ended questions to prompt a discussion with research participants allowing the 

researcher to explore specific themes (Ruslin, 2022). Although some questions are 

predetermined in semi structured interviews, others are not and are based on the 

participant’s previous responses. Researchers have an opportunity to obtain 

answers that provide detailed rationale to those answers as participants engage in a 

two-way communication with the interviewer. This type of interviewing also allows 

research participants to warm up in discussions involving sensitive issues. Semi-

structured interviews have the advantage of yielding reliable data as the researcher 

has the flexibility to ask follow-up questions and clarify issues. The use of 

predetermined questions during semi structured interviewing makes it possible for 

the researcher to remain focused on the subject under investigation, thereby 

avoiding distractions (Ruslin et al., 2022). 

 

5.3.9 Structured interviews  

Structured interviews are conducted following a standardised and pre-arranged set 

of questions to obtain information from research participants. During a structured 
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interview session, the researcher systematically asks the same pre-arranged set of 

questions to all research participants in a similar order and fashion. Structured 

interviews are often adopted for quantitative research designs where the researcher 

undertakes the study with a clear understanding of their research topic and as such 

this method was not considered for this thesis (McLeod, 2014). The drawback is that 

the researcher cannot follow up or probe further on comments that are limited or 

where the response is ambiguous. 

 

5.3.10 Focus groups  

A focus group interview is a form of qualitative research method where interviews 

are conducted with a group of participants at the same time (McLeod, 2014). A focus 

group is generally made up of a small group selected purposively for the purpose on 

getting a general understanding of shared perspectives on the issues under study. 

However, chances of bias are high as participants may find it hard to discuss 

honestly in a group if the subject matter is sensitive or group views may be swayed 

by those with more experience of the phenomena.  

 

In this research, I used semi-structured interviews with an interview guide which 

have an advantage of having a structured guide that serves as a framework for the 

interview to make sure that all participants are asked the same questions. The 

interview guide makes it easier for the researcher to follow a sequential pattern of 

questioning that is consistent across all participants, and to remain focused on the 

proposed research process. Participants are asked a range of specific questions and 

then are asked, where necessary, to elaborate on their responses so the researcher 

can extract a clear understanding of the research topic. Interviews were chosen as 

the primary methodology because they provide a platform for the research 

participant to explain and explore their understanding of the research phenomena 

while the researcher examines the participants’ views, and experiences. 

 

5:4. Study design 

This study used a multi-phase design which iteratively developed a draft and final 

model in relation to sequential interview rounds. The interviews were conducted in 

two phases, firstly with clinical staff working in forensic mental health to gather 
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insights into the design of a new low-secure model for NSW. The aim of the first 

phase interviews was to find out how the clinical experts in the forensic mental health 

field view and understand the issues related to the possibility of implementing least 

restrictive practices and explain, using their knowledge and personal experiences, 

what should be included in a low-secure model of care. The data obtained from 

these first-round interviews was used to draft a least restrictive model of care for 

forensic populations in NSW. This was then further put to the test in round two 

interviews. The second phase interviews were conducted following the same 

process but with a sample that also included administrators and executives working 

in forensic mental health, to ‘sense test’ the model and consider how the proposed 

model would be operationalised. The initial model was reviewed and issues which 

were not resolved or dealt with decisively during the first phase interviews were 

revisited and tested for model operationalisation. A final model was developed 

following the second round of interviews. This updated model incorporated the first 

draft and the recommendations from the second-round interviews on how the model 

would be operationalised. Further specific details about the interviews are described 

below. The overall study design of this research project showing the sequential steps 

and the decisions made to make the process flow is depicted in figure 2 below: 
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5:6. Research Strategy and ethical considerations 

This patient cohort experiences significant stigma and I had to address the issue of 

stigma along the way during my research. It was therefore important for me to 

consider both the ethical practices of my research along with practical and logistical 

aspects while planning this research. 

 

Qualitative researchers often face specific ethical issues when undertaking research 

that are centred on three main areas:  

• Conducting research using the most appropriate research method that 

minimises the level of personal life intrusion to participants and others (Daly & 

McDonald, 1996).  

• Ethical reflexivity acknowledging the researcher’s own influence in shaping 

the research outcome (Bishop & Shepherd, 2011), and  

• The issue of power relations in the research process, for example between 

participant and researcher or between these people and a third party (i.e. 

people under forensic care who are being discussed in the research but are 

not participants themselves) (Karnieli et al, 2009).  

These issues were particularly important in the context of my research as I dealt with 

two groups with heightened vulnerability: those who have been in contact with the 

criminal justice system due to their mental status as well as Indigenous people, given 

the high level of incarceration of this group.  As Nichols (2009) suggested, I utilised a 

process of positive critique from peers in my workplace about conducting my 

research in the context of these population groups. This included putting in place an 

Indigenous reference group with experience in disability and forensic mental health 

care. This process helped me to examine my research methodology to address 

power relations as well as social injustices when conducting research and analysing 

and interpreting results.  

 

The process of conducting research requires that the researcher consider the 

guiding principles that are acceptable as morally and ethically sound by the 

community where the research is being conducted (Rohmah, 2023). This is both 

procedural, complying with guidelines, and contextual, conducted with consideration 

of participants and their communities. In this study it was procedurally important that 
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I abide by the ethical principles of NSW Health and in particular Justice Health NSW 

for the protection of dignity, rights and welfare of those eligible staff selected as 

research participants. The research project was reviewed by the JH&FMHN Health 

Research Ethics Committee (HREC) and the Aboriginal Health Research Ethics 

Committee (AH&MRC) for appropriateness and conformity to the required standards. 

Ethics approval was obtained from both committees: JH&FMHN Health Research 

Ethics Committee (HREC) (Ref No: 2019/ETH11792), and the Aboriginal Health 

Research Ethics Committee (AH&MRC) (Ref No: 1542/19). The research also 

followed the professional research conduct, regulations and guidelines set by the 

University of Sydney for research students. 

 

To be ethical, research should: be conducted on significant issues, use the most 

appropriate research methods that minimise the level of personal life intrusion, use a 

rigorous approach to data analysis and ensure that the research results are well 

disseminated (Daly & McDonald, 1996). Major ethical concerns which need to be 

considered by researchers beyond procedural compliance are related to the four 

ethical values of merit, justice, beneficence and respect (Ollis, 2022). Each is 

discussed here in relation to this project.  

 

5.6.1 Merit and integrity 

The use of a verifiable method in this research, including the analysis of the results 

(discussed below), was done to ensure integrity of the research (Condon, 2022). 

Integrity was also achieved through the guidance of a skilled and experienced 

supervisory team that includes both academic and clinical experts.  

 

The insights obtained from research participants contributed to the development of 

the new model of care that is aimed at improving the welfare of vulnerable 

populations within the criminal justice and mental health systems. The combination 

of inputs from experts and existing practice and research strengthened the research 

integrity as outcomes would have been less sound by drawing on one of these 

sources alone. The project topic also has significant merit because the research will 

contribute to system reform and better outcomes for this very marginalised cohort. 
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5.6.2 Justice  

The principle of justice in qualitative health research requires that all participants -

including people affected by the research project - be treated equally and with 

respect (Niveau, 2018). The selected research participants were purposefully and 

carefully selected to provide expert views and opinions regarding the participant 

group, which was individuals currently detained in high security environments who 

had other intersectional vulnerabilities such as Indigeneity. Because both of these 

groups involve people who are marginalised and stigmatised it was important to 

have expert respondents who would view the topic through their expert lived 

experience, rather than just provide an uninformed, possibly stigmatised opinion. 

Hence the selection process of participants involved those with the requisite 

expertise and experience in forensic mental health to appropriately represent and 

address the needs and burdens of those mentally ill people who are involved in the 

criminal justice system. While this project did not bring in the voices of the 

marginalised people themselves, which was beyond the scope of this project, justice 

was enhanced by the inclusion of expert participants, who understand the realities of 

care for this group, along with an Aboriginal reference group (explained below). This 

helped to ensure that justice would be served for those impacted by the research 

outcomes. 

 

As the lead researcher for this study, I had the obligation to ensure the fair 

distribution of any possible research benefits and risks. In the discussion chapter I 

discuss how the research findings will be disseminated to ensure benefit and justice 

resulting from my study. 

 

5.6.3 Beneficence   

The principle of beneficence places on researchers the obligation to maximise 

research benefits and minimise harm (Niveau, 2018). Minimisation of any possible 

risks associated from this study to individuals directly involved was achieved through 

provision of a detailed information brochure that was distributed to the research 

participants prior to the interviews so that they understood the study and what was 

involved for them. As the lead researcher for this study I had an obligation to ensure 

the research process posed minimum harm to all participants through protection of 
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their personal information and maintenance of anonymity. The research was 

designed to be beneficial to the design of the forensic mental health system and 

therefore had broader benefits for patients and the community.  

 

5.6.4. Respect for persons and community 

Respect for personal data meant that it was important that research participants 

were reassured of their autonomy and protection from exploitation through 

maintenance of their personal dignity. This included being recruited into the study on 

a voluntary basis, keeping their personal details anonymous and protection of the 

project records according to the university’s data management standards. I put in 

place processes to ensure strict confidentiality and maintenance of participants’ 

anonymity as we accessed and retained participants’ personal information. I also 

ensured that I did not collect or report any third party data that may mean that 

individuals who were not the subject of research (i.e. patients in the forensic system) 

to respect their privacy.  

 

5.6.5 Power relations in Indigenous research 

Nichols (2009) specifically highlighted the need to examine power relations as well 

as social injustices related to conducting research. This was particularly important for 

this study given the sensitive nature of conducting research with Indigenous 

populations and their current over-representation in the criminal justice system, 

including forensic mental health. The research methodology has embedded within it 

an Indigenous standpoint theory to ensure the voices of Indigenous participants, and 

issues pertaining to Indigenous people who utilise support facilities in the mental 

health system, are given a strong voice in the research. Indigenous standpoint 

theory is an approach to research that captures, deconstructs, and reconstructs the 

voices and issues pertaining to Indigenous people in partnership with Indigenous 

people (Foley, 2006; Gilroy & Donelly, 2016). This approach is reflective of Martin’s 

model of Indigenous research as it brings Indigenous peoples social and cultural 

lenses into the research process (McGloin, 2009).  

 

In order to include Indigenous perspectives in the project development, the project 

includes an Aboriginal supervisor, Professor John Gilroy. An Aboriginal reference 

group was also formed as per the AH&MRC ethics approval to guide and advise on 
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the project implementation and knowledge translation, and to build collaborative 

approaches between the non-Aboriginal researchers and the Aboriginal participants. 

The reference group consisted of Aboriginal people who have experience in either 

mental health services or Aboriginal-driven research. The members comprised a 

Psychiatry Registrar (Chairperson), a Koori who is Professor in Indigenous health 

sociology (JG), two Aboriginal Healthcare workers and the study lead. The study 

lead continually engaged these Aboriginal people throughout the study process 

discussing issues that concern Aboriginal people within the system, incorporating 

views and insights from both the research participants and the literature. 

 

5.6.6 Reflexivity 

As discussed earlier, the idea to embark on this research was necessitated by my 

experience as a mental health nurse witnessing frustrations in the system when 

patients are kept in unnecessarily high security due to a lack of low secure beds in 

the NSW forensic mental health system. Walter (2010) poses specific questions that 

need to be answered to better understand a researcher’s own experience and 

axiological position, and how it impacts their choice of research topic and particular 

research questions as opposed to others. I chose the research topic as a result of 

my experience as a credentialed mental health nurse who has observed some 

challenges in NSW forensic patient flow due to lack of low secure beds and thought 

the development of a new model of care would address the problem. I therefore 

considered in a more practical way how my research project could be enhanced by 

my own experience through the concept of reflexivity.  

 

Fook (1999) argued that reflexivity is important because researchers cannot 

separate themselves from the social environment within which they are conducting 

their research. In this research project, my experience, knowledge and advocacy 

work with mental health clients would inevitably impact the research process. My 

assumption was that my position and background would interfere with my 

interpretation of the results and consequently I would need to manage issues of bias 

as I juggled between being the researcher while at the same time wearing my 

clinician and advocacy hats. Malterud (2001) illustrated the various points in the 

research process that the researcher must reflexively consider their influence on the 
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research, “A researcher’s background and position will affect what they choose to 

investigate, the angle of investigation, the methods judged most adequate for this 

purpose, the findings considered most appropriate, and the framing and 

communication of conclusions”. My background and experience in mental health will 

inevitably have shaped the arguments that I used for the new model together with 

the research evidence that I drew on to present my arguments. In order to deal with 

my biases (balancing out my own views) I stopped my own views from shaping my 

analysis by being careful not to dominate the analysis with my own views. I 

discussed the results with my supervisors and also developed a methodology which 

included the process of the two stage checking of the model with the second 

interviews as a way of ensuring that the model reflects the participant views and not 

just my views.  

 

5:7. Recruitment and consent 

Qualitative data were collected through semi-structured interviews with experienced 

forensic mental health clinicians and administrators from the NSW high secure 

forensic hospital. Information about the research project was disseminated through 

participant information sheets, invitation letters and emails, through a poster on the 

JH&FMHN intranet and by word of mouth through nurse managers who were briefed 

on the study during monthly staff meetings. None of the participants worked directly 

with the researcher. This ensured no conflict of interest existed nor coercion in terms 

of decision to engage with the study. Prospective participants were provided with a 

participant information sheet detailing the study processes and then were able to 

freely decide on whether they agreed to participate and expressed their interest to 

the researchers before signing the consent form. 

 

The study was carried out at the following participating sites: 

1. The University of Sydney, Camperdown NSW 2006. 

2. Metropolitan Remand and Reception Centre (MRRC), Holker Street, 

Silverwater NSW 2128.  

3. Silverwater Women’s Correctional Centre (SWWCC) Holker Street, 

Silverwater NSW 2128.  

4. The Forensic Hospital, 1300 Anzac Parade, Malabar NSW 2036. 

5. Long Bay Hospital, 1300 Anzac Parade, Malabar NSW 2036. 
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Apart from the university, these sites were chosen because they are the major sites 

where forensic patients are admitted in NSW. Interviews were conducted at the 

Forensic Hospital, Bunya MSU at Cumberland Hospital and via the Zoom 

videoconferencing software for other centres. 

 

The way in which potential individuals were selected to be research participants was 

critical for this study because the way that researchers select participants will 

determine how it represents the views of the population to which the study results 

will be generalised. Poor sampling will therefore produce results that are not 

reflective of the population and affect the integrity and validity of the research project. 

The research population in this study comprised the forensic mental health clinicians 

and administrators in NSW currently working in high, medium and correctional 

environments.  

 

Participants were selected through a purposive sampling method based on their 

knowledge and relevant work experience in the field of forensic mental health. This 

technique was chosen to ensure only participants with thorough knowledge related 

to the research question were included. The aim for the qualitative interviews was to 

gather in-depth insights into the current problems within the NSW forensic mental 

health system and to generate new ideas for a new model of care (Patton, 2002). 

Participants were selected not only on the basis of their knowledge and experience, 

but also voluntariness, availability and willingness to reflectively share their 

knowledge, opinions and  experience (Bernard, 2002; Spradley, 1979).   

 

A total of 23 staff (eight females and 15 males) were interviewed in the first round of 

interviews. Participants were expert clinicians from different professional 

backgrounds including nursing, medicine and allied health from the high secure 

forensic hospital, the prison hospital and those working in state-wide roles across 

Justice Health including those in clinical leadership and senior management roles. 

Two of the participants in the first round of interviews identified as Aboriginal. The 

second round of interviews involved interviews with key stakeholders including policy 

makers working in forensic mental health. They also included a ‘peer review’ panel of 

experts working in forensic facilities that included credentialed mental health nurses, 

allied health professionals in mental health (psychologists, social workers and 
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occupational therapists) and psychiatrists. A total of 10 senior executives and 

administrators in the field of forensic mental health participated in the second phase 

of the interviews including one participant who identified as Aboriginal. 

 

5:8. Semi-structured interviews 

For both phases of data collection, a flexible interview guide was used, with broad 

questions focusing on the research topic, with probing questions. Questioning aimed 

to encourage comprehensive explanations and elaborate views and afford an 

opportunity to discuss experiences deemed pertinent by participants. Interview 

questions focused on participants’ insights, views and opinions about the 

development of a low secure model of care for forensic populations in NSW, what a 

model of care would look like and how it would be implemented and operationalised.  

In phase one participants were asked a range of questions aimed at eliciting 

responses that helped to get a full picture of what the model would look like, where 

the proposed model would fit in the current system, and details such as the size and 

location of individual facilities, how they would be staffed and how the model would 

be connected to other organisations and the community. I was also interested in 

finding out what skills and other transitional supports should be given to patients for 

their movement back into the community. 

For phase two, participants were asked about possible barriers to implementation of 

the new model and what support will be needed to implement the identified changes 

including how to develop a communication plan and identifying risks associated with 

the implementation, how to achieve cost effectiveness without compromising safety 

and quality. Participants were also asked about their views on local accountability 

and governance around operations of the service, how the service capacity can be 

increased including how best the model can be funded, monitored against results 

and how the service can be evaluated against economic and clinical outcomes. 

Eligible participants were interviewed until no new opinions and substantial 

information was being obtained from the discussion within and across interviews 

(data saturation). This process of determining saturation was used to ensure 

adequate quality data collection to validate the study findings (Hennink & Kaiser, 

2021). 
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The interviews were conducted at the participant’s place of work (either in person or 

via Zoom) and lasted an average of one hour. Prospective participants were 

scheduled to attend the interview at a quiet and convenient room at their workplace, 

or were conducted online. Participants were provided with an information sheet to 

read with prompts for clarifying issues and obtaining consent. Participants were also 

provided with a verbal overview of the project and aims, and interviews were then 

audio recorded. 

 

Where they took place in person, interviews were conducted in secluded private 

interview rooms. Interviews were audio recorded, transcribed and coded. The audio 

version of the interview records was sent for professional transcription by an 

Australian-based transcription service that complied with Australian privacy 

legislation (Pacific Transcription) and these transcripts were then uploaded into the 

NVivo software for analysis as soon as they were available. In accordance with the 

ethics approval audio and transcript records of interviews were kept in a password 

protected computer which was only accessible by the researcher. The audio 

interviews were destroyed once transcribed and the transcribed documents were 

uploaded into the NVivo qualitative data analysis and management software (version 

12) for analysis.   

Personal information was initially collected on a data collection sheet that identified 

individuals including their roles, then this was coded for analysis and correlation to 

other collected data and finally, once all the data or information was collected, the 

code key was destroyed to ensure the data or information remained anonymous. 

Participant personal and demographic data such as job titles and roles were 

collected to determine any link between expertise or professional background and 

views expressed during the interview. 

 

5:9. Confidentiality, Data storage and Record retention 

As per the project data management plan data were only accessible by researchers. 

Audio recordings were destroyed once transcribed, paper copies were made, and 

these were stored in a locked filing cabinet in the researcher’s office. De-identified 

data was stored in a locked filing cabinet and/or in a password protected file (as 
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relevant). All data will be destroyed 5 years after the completion of the research 

(National Health and Medical Research Council, 2019).  

 

5:10. Data Management and Analysis 

Since the study set out to gather ideas and identify common patterns of thinking from 

the participants, a thematic analysis approach was adopted to analysing data from 

the interview transcripts. As Kiger and Varpio (2020) show, thematic analysis is an 

appropriate methods applicable to various paradigmatic or epistemological 

standpoints for analysing qualitative data in order to understand experiences, 

thoughts, or behaviours across a data set. The process of thematic analysis 

inductively or deductively construct themes or meanings from a data set aims at 

answering a research question and rather not just to summarise the codes.  

Thematic analysis of data was conducted using NVivo 12 Plus software through the 

identification and interpretation of key themes that were emerging from the collected 

data. Tang (2023) described how NVivo software is best suited for building 

conceptual frameworks and theories from the analysis and coding of text-based 

data. A six-step process was followed during thematic analysis (Familiarisation, 

Coding, Generating themes, Reviewing themes, Defining and naming themes and 

Writing up the results- see description of each below), to enable an in-depth scrutiny 

of participants’ views, opinions, knowledge, experiences and values embedded in 

the qualitative data obtained from interviews (Caulfield, 2020). This method of 

analysis was adopted because of its advantages which include its flexibility as well 

as the ability to provide an in-depth description of the data (Braun & Clarke, 2006b). 

An inductive approach to thematic analysis was used to ensure the data I obtained 

from the interviews determined the themes as opposed to a deductive approach 

where the analysis would be conducted with some preconceived themes (Clarke & 

Braun, 2014). The individual steps involved are described here.  

 

5.10.1 Familiarisation  

Following the audio recording of the interviews, I engaged the services of 

professional transcribers and printed paper-based transcripts. I began the 

familiarisation phase by repeatedly reading through the text and scribing important 
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themes to familiarise myself with the data before I could analyse individual interview 

transcripts.  

 

5.10.2 Coding  

The coding process involves a variety of activities throughout the research project 

that allow the researcher to create associations between data subdivisions to enable 

the scrutiny and consolidation of collected data and connecting them to 

hypothetically applicable theoretical frameworks and/or research questions (Locke, 

2022). Once I was familiar with the data, I uploaded the PDF transcripts into the 

NVivo software and started to highlight important sections of the text including 

phrases and sentences and grouping these in common “codes”. Codes were short 

descriptors applied to an individual idea that a participant expressed the interview, 

with many codes therefore emerging across the interviews.  

5.10.3 Generating themes  

The highlighted codes across all interviews were then reviewed and studied for 

common patterns to generate emerging themes. Themes were formed from 

combining a group of similar codes together.  

5.10.4 Reviewing themes 

The process of reviewing themes was completed by reviewing the raw data in 

transcripts and comparing this with the themes to make ensure the themes 

accurately represented the content of the raw data. At this stage I made necessary 

adjustments including further combining themes, separating other themes or 

discarding some to ensure accuracy and usefulness.  

5.10.5 Defining and naming themes  

A careful review of the themes was conducted to define and name individual themes 

and clarify what each theme means and how the theme assists with better 

understanding the data and answering the project research questions, and in this 

case, developing and refining the project model.  

5.10.6 Writing up the results 

The last stage of this six-step process was to write up the thematic analysis under 

different subheadings including an introduction linked to the research question and 
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aims of the study. I also described the approach taken to conduct the research 

including a description of how data was collected and how the data analysis was 

conducted. The results are contained in this thesis and have been formatted for a 

peer-reviewed journal article and conference paper. They will be translated to policy 

makers in order to ensure that the model developed in the research impacts the 

development of practice in NSW. 

The different themes were described in the results section of the thesis including a 

description of the frequency of each theme, which is one signifier of the importance 

of that theme. Direct quotes were utilised to demonstrate the way that the theme 

linked to the participant’s overall discussion, and as evidence that the view came 

from the participant and not the researcher’s own opinion. The main concepts and 

final themes from the data analysis addressing the research question are highlighted 

in the discussion and conclusion.  

5:11. Study Timeline 

Table 1 below provides a snapshot of the study timeline showing the chronological 

order of events that were planned in the order that they occurred. The timeline was 

developed to give a general overview of the project at a glance listing the important 

milestones and tasks including and highlighting key elements for each stage of the 

project. The timeline provided a structure for managing sections of the project within 

a realistic time frame. 









 

 

5:12. Conclusion 

The qualitative research approach chosen for this study provided me with an 

opportunity for in-depth data collection based on a valuable conversation with the 

clinicians, industry experts and executives who participated in the interviews. The 

process systematic data collection allowed me to understand from the participants’ 

own perspectives their values, opinions and the context of the forensic mental health 

system in NSW. The next section will explore the results of the first stage of the 

interviews and model development. 
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current challenges within the NSW forensic mental health system and described the 

proposed new model and future directions for the system. The main themes were 

safety and risk, barriers to the development of a new model, patient transition, 

patient support, governance, quality and evidence. Participant views were generally 

derived from the participant’s own professional background, roles and experience. 

6.1.4 General Participant Perspectives 

Participants expressed concern about the current situation in the NSW forensic 

mental health system that relies on high secure hospitals and only three medium 

secure facilities for a population of approximately 8 million. Common sentiments from 

participants suggested the need for a more patient centred and least restrictive 

environment. Least restrictive environments have been proven to promote 

rehabilitation and prepare patients for community reintegration (Jacobson, Schwartz, 

& Janicki, 2021; Sustere & Tarpey, 2019). 

 

“I believe at this point that it's not a complete model because we really only 

have high-secure and medium-secure. There is a need for further services 

beyond medium-secure”. (P14). 

 

“Our capacity as an overall forensic mental health service is too small 

currently. To the population, to the needs that’s well established.  So simply 

by increasing the capacity, if you said oh another 20 beds, that’s great, that 

would be good in itself. (P18). 

 

“So I think the ideal system would see a shift in focus from our high and 

medium secure care to a focus on low secure care as almost the default 

provision and only medium or high where it’s absolutely necessary, based on 

risk assessments”. (P19). 

 

All of the discussion in the interviews affirmed the aspirations for a new model that 

supports patients’ transition from unnecessarily high security to lower level of 

security according to risk assessment outcomes. Participants were excited about the 

idea of developing a person centred low secure model of care for forensic 
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populations in NSW and expressed desire for proper planning and appropriate 

staffing of the proposed model.  

 

“I'm glad to see that there is some research going into doing it thoughtfully 

and I guess just to reiterate the importance of engaging culturally appropriate 

staff in the emerging and the initial staffing profile is really important rather 

than as an afterthought. Because I think that's really important in planning the 

service” (P20).  

 

“There's a lot of admissions [unclear] that are coming back from the 

community due to various different issues, and mainly a lack of support too. 

So I think it's good to know that we're starting to make steps towards more 

lower secure [unclear]”. (P21). 

 

Participants highlighted the importance of revisiting the design of the current service 

provision. General sentiments raised by the majority of participants highlighted the 

anomaly in NSW forensic mental health services currently with more resources 

allocated for the high security side of the system and very little to no resources for 

the low secure side including community services.  

 

“I think particularly in regard to the areas in which we have beds there is a big 

problem in the inverse triangle with the majority of beds in high secure, then a 

smaller amount of beds in medium secure and basically no beds in what is 

called low secure but doesn't operate as low secure”. (P20). 

 

“There is a certain shortage of low secure beds and probably of community 

facilities for forensic patients and in some ways, an over-supply of high 

secured beds.” (P19). 

 

With the current number of New South Wales forensic beds estimated at 

approximately 200, the majority of participants felt that this number is inadequate 

and NSW probably needs about 500 forensic beds with around a fifth of total beds 

provided as dedicated low secure beds.  Most participants therefore proposed 
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approximately 100 beds for low secure services. They stated that they wouldn't want 

them all in one spot, but rather scattered across the state close to medium secure 

units basically at an average 20 beds per unit.  

 

“I don’t necessarily see it as being a 100-bed unit in the middle of woop woop.  

What probably would be better would be to co-locate possibly on another 

facility and have a say 15-to-20-bed unit, a number of them around the state.  

I think that's also important from the point of view of not being so Sydney-

centric.  You could have them co-located in other areas, even one at Orange, 

one at Morisset, where you could step them down from the units that are 

there, the really secure units possibly”. (P16). 

 

“My thoughts are that there's not enough resources, particularly at the lower 

end…, So, what you would want to see is that there be some free flow from 

high to low with many resources based around their human rights and their 

dignity that people can be rehabilitated and moved through quicker and at the 

end have the resources that they need to support them in the community”. 

(P23). 

 

Participants reinforced the idea of the current system being a funnel or an inverted 

pyramid where most forensic beds in New South Wales are high secured. Half the 

number are medium secure and there is no formal forensic low secure beds in the 

state although there have been efforts to create some. 

 

“Looking at the forensic services in New South Wales, I'm convinced that we 

have got a funnelled system, which is wider on the high secure side of things, 

and the funnel gets thinner as we go heading towards the medium to low 

secure unit.  Which, in my opinion, I think, on its own, is a great hindrance to 

our probation and timeously movement and transitioning of patients…” (P4). 

 

Another participant who had experience working in the United Kingdom (UK) looked 

at how forensic mental health services in NSW compare to the established services 

in the UK and raised concerns about increased resource allocation at the higher end 

of security at the expense of the lower end: 
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“Well, currently, we have a bottleneck system, which is actually back to front, 

because if you look at the high secure services that we are providing, we have 

a 135-bed unit, and I think there's only about - is it 60 beds?  Medium secure 

services? It doesn't work.  It should be the other way around, when you look 

at other countries, who have been running forensic services for some time.  I'll 

give you an example.  I worked in forensic services for 20 years in the UK.  

You have three high secure services, with a total of roughly 800 beds…,  So I 

think to start with, you have to have more outlet than what we currently have, 

so that's one huge problem, considering this probably more than 100 still 

waiting to come into the high secure services.  So the system is clogged up, 

so it doesn't work very well”. (P10). 

 

Some participants felt that it is challenging for staff to deliver patient care that 

addresses unique individual needs if resources are not appropriately allocated where 

they are needed most.  

 

“I think it’s hard to be very patient centred when we don’t have the adequate 

resources…we’re quite limited in terms of low secure placements, it’s hard to 

be truly patient centred. I think that’s one of the reasons we’ve wanted to 

expand for the number of beds, or invert the pyramid, is to provide a much 

bigger base of low secure and community care so that we can meet patient 

needs…” (P19). 

 

“As I just said, we're having a prolonged stay of patients here who probably do 

not require to be here and they're staying here simply because the service 

cannot move them on because there's lack of beds down the road”.(P9). 

 

This also results in patients experiencing prolonged stays in unnecessarily high 

secure or inappropriate environments.  

 

“There are not many options in the community.  You've got the medium-

secure units, and then from the medium-secure units, where to next?  There's 
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no stepping down. I think that results in people being held too long, and it's a 

very cost-ineffective way of dealing with these sorts of patients”. (P16). 

 

“I believe at this point that it's not a complete model because we really only 

have high-secure and medium-secure. There is a need for further services 

beyond medium-secure… the patient journey is incredibly slow for a relative 

amount of our consumers. So they're often waiting for a bed. If they are 

deemed well enough to leave the forensic hospital to go next to a medium-

secure, people can wait months, potentially years”.(P14). 

 

6.1.5 Goals and features of a new system 

These general sentiments by the participants set the context in which the proposed 

person centred low secure model of care for forensic populations in NSW can be 

developed and eventually operationalised. Participant emphasised that at its core 

forensic psychiatry and mental health should be about being person centred. 

Patients should be treated as individuals within their families, their social groups, 

their cultural groups and care, support, assessments and treatments should be 

conducted along those lines.  

 

“Again, really orientated to someone’s recovery journey, I suppose. Their level 

of insight, awareness. Their level of therapeutic relationship. The amount of 

hope that they have for the future. The amount of engagement they have with 

family, friends. Meaningful activities. So I think that’s quite - the core of how 

we assess people to move them through the system. That’s quite a patient or 

person-centred approach”. (P19). 

 

“The client-centred is exactly what it should mean is it's around the needs of 

the client rather than around the needs of the service, which I think override a 

lot of the placements. So, we really need to get back to what the person 

needs”. (P23). 

 

“It would focus more on the goals of the individual. With person-centred care, 

just by definition, the patient is in the middle of it all.  I think at the moment, 
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the patient doesn’t feel like they're in the middle of it all.  I don’t think the 

patients feel empowered in any sense.  We need to empower patients.  We 

need more advocacy for patients... Person-centred care for me is focusing on, 

within the bounds of reality, what the patient wants out of their life and looking 

at the quality of the patient's life and improving the quality of the patient's 

lives”. (P16). 

 

Participants stated that a person centred low secure model should be able to offer 

services that ensure a continuation of programs that were commenced at the high 

and medium secure settings, but provided in a less restricted environment because 

by the time the patient reaches the low secure unit their security needs will have 

reduced.  

“I would see low security really being a mirror of what’s happening here in 

high security, just with the emphasis has changed. So that you’ve got people 

who their needs around physical containment are less, they still have some 

physical containment, like they’ll still be sleeping in the same place, there’ll 

still be some-they’re not in like parlous accommodation or anything, they’d be 

stable accommodation. But their needs will have changed by that time too” 

(P18). 

 

Patients’ needs in low secure environment would be more focused on strengths with 

more focus on occupational, vocational, diversional activities, social engagements, 

engagement with community groups, their families and assistance with independent 

living skills. Each patient will have an individual program that they are working 

through and working towards to be discharged.  

Participants also raised sentiments about the arrangement of bed availability in the 

system as not particularly helpful to patient flow in particular with regards to the legal 

requirement of patients being held in the least secure setting compatible with their 

needs and public safety. 

 

“…but we've still got people in essence that are not guilty of something and 

being kept in high-secure facilities for prolonged periods of time waiting for 

beds in here. Part of the reason for that is we just don’t have the flow-through.  
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We hang on to patients for too long, and we don’t have the flow-through”.  

(P16). 

 

“It means that we have patients that get stuck and can’t be discharged 

because there’s no - like they might have met all their rehabilitation and risk 

management needs and yet there’s nowhere for them to go.  There’s probably 

a lot of patients - there’s not huge numbers from here, but there would be a lot 

of patients in our medium secure units that could be in a low secure unit.  

There’s a few here that could be in a low secure unit as well.  Simply because 

there's nowhere to go they're stuck and then we fail to meet the needs…” 

(P18). 

 

Because of these ‘bed blockages’ the development of a person centred low secure 

model of care will not only benefit patients currently in medium and high forensic 

units but the benefits will be largely felt in correctional mental health services as well. 

This is because a considerable number of patients currently reside in correctional 

facilities due to a serious shortage of forensic beds.   

Participants suggested an average size of proposed units to be approximately 20 

beds and located across the state, not just in urban centres. 

 

“Well, I would actually estimate that - so currently New South Wales has 

approximately 200 forensic beds.  But that’s woefully small, really we probably 

need about 500.  You’d probably want about a fifth of your beds to be low 

secure.  You’d probably want 100 beds, but you wouldn't want them all in one 

spot in that, you’d have a number in Newcastle, you’d have a number in 

Wollongong, and you’d have the bulk of them in Sydney,” (P18). 

 

“I think ideally, it’s big enough that you’ve got economies of scale to be able to 

run programs… So I think you’d probably need a core group of at least 

something like 20 to be able to run those sort of programs. In some ways, the 

larger the number, the better your ability to run more specialist programs”. 

(P19). 
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Participants suggested that the proposed unit would be better located where there 

are reasonably big populations and more central hubs around the state: somewhere 

where it's a step away from institutions, and more of a community setup, more like a 

halfway house.  The majority of participants felt that the model should ideally be 

metropolitan based or if regional, in an area that has good access to rehabilitation 

resources like employment, education, housing and necessary services. 

  

“But if you're going to go down the current model of geographic [distribution in 

the system], I'd be pairing it with one of the other medium secure services, I 

would pair with a Western Sydney LHD one, because it’s the biggest 

population in the state.  But in some ways, you would like to see it where you 

like to see a more rational distribution.  That’s as close as you can get, I 

guess”. (P18). 

 

“I think an ideal system is going to be located near to opportunities to engage 

with education, occupation. There’s going to be somewhere that’s 

normalising. It’s not going to look like an institutional unit but will begin to 

prepare people for community life by reflecting a sort of normal 

accommodation-type arrangement”. 

 

The proposed model should foster excellent links with whatever community it is in. 

This includes with non-governmental organisations (NGO), rehabilitation orientated 

organisations, the National Disability Insurance Scheme (NDIS) and local planners, 

Local Health Districts (LHD) and Alcohol and Other Drugs Services (AOD) in order to 

really get people as prepared as possible to step down safely into the community. An 

ideal service would offer quite a lot of support at the time of step-down and the 

release into the community so would need to have existing well resolved community 

and service organisations which would work as a network to support this. 

 

6.1.6 Safety and Risk 

Most participants identified safety and risk issues as central to the manner in which 

care is delivered to forensic patients. All participants had experience working in a 

high security forensic setting and were satisfied with the current processes for risk 
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assessment at both the forensic hospital and the prison hospital to ensure safety for 

patients, staff and visitors.  

 

There was general acceptance from the participants that forensic mental health 

services should run on best practice and best evidence around processes like 

structured risk assessment to dictate flow through the system. The current NSW 

forensic mental health system has in the past developed models to look at joint 

assessments for medium secure unit (MSU) placements and to look at placements 

through the system via the Forensic Patient Flow Committee. Participants felt that 

this worked well. 

 

“I think our model of care in terms of our risk assessments, and all the things 

that we use are exemplary. I think they do actually provide us with a lot of 

information that helps us understand where a person is at in their journey and 

I think that's very important as well”. (P14). 

 

 “Things that are working well… that includes all of the clinical risk 

assessment and management (CRAM), the treatment, placement, restrictions, 

Implementation and Monitoring (TPRIM), the way we develop the plans 

throughout the hospital…, that seems to be quite uniform... So I think that's 

been good. That's a definite positive point”. (P12). 

 

These sentiments clearly demonstrates that risk assessments are developed 

throughout the high secure hospitals for all patients and accompanying process of 

care planning that make explicit every patient’s past, present and future risks for 

ensuring both victim and community safety. These should be replicated within a low 

score model. 

 

Whilst risk assessment and clear safety management practices were raised by the 

majority of participants as a good thing, some participants however expressed fears 

that the system is too focused on risk to the detriment of patient progress through the 

system.  

 

“My thoughts are that it’s centred around risk management and that’s 

reflected in the facility that we have here at the forensic hospital, and that 
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patient care is focused around risk management and I feel is weighted on the 

side of being risk averse, which makes it difficult for patients to move through 

the system”.(P15). 

 

“We're so focused on risk and risk-averse - we're worried and frightened of 

the media, we're worried that things are going to stuff up, and who's going to 

take the blame for it, and all this sort of stuff - that in essence we almost kill 

the patients with kindness in that we're keeping them locked up for their own 

good of course and the community's good, unnecessarily in some instances”. 

(P16). 

 

Other participants however emphasised the issues around risk as the most important 

reasons why patient movement through the system would be challenging, for 

example: 

“I think you would probably prioritise them in terms of risk I think is probably 

our best way, and say look.  How much does this contribute to the person’s 

risk pattern?  You’d want to overall target that because risk is one of the 

things that sticks people in the system.  The tribunal and the society won't 

tolerate that risk”. (P18). 

 

Participants in the interviews felt that patients should become partners in their own 

risk management rather than someone whose risk is managed for them. To ensure 

patients’ involvement in risk management participants suggested that patients must 

be involved  in crafting local policies that incorporate risk assessment tools like 

Historical Clinical and Risk Management (HCR-20) and Dangerousness, 

Understanding, Recovery and Urgency Manual (DUNDRUM). Collaboratively staff 

and patients will then look and see whether the person’s individual risk profile has 

changed and whether there are gaps that are not being addressed in that risk 

assessment and management process.  

 

“We need to get regular feedback from patients.  We need patients more 

involved in things like policies and procedures, more patient input and carers' 

input on policies and procedures”. (P16). 
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Participants identified specific programs such as Sex Offender Programs and 

Alcohol and Other Drugs management as central in managing risk and safety for 

patients, victims and the community at large: 

 

“I think again the combination of individual and group program, so things 

teaching patients how to safely access the community, how to manage their 

mental illness, how to manage triggers that they come up against in the 

community, offending-based work needs to continue to be done, there's a 

whole range of stuff around substance use that needs to be taught. That's 

going to be really important”. (P20). 

 

“While they might have generally, unless they’ve gone straight into a low 

secure setting, they might have already done work on issues like physical 

violence or sexual violence or fire setting or stalking or whatever it is that they 

got them into the system…there would be booster interventions essentially to 

help with those behavioural consequences of their mental disorders”. (P18). 

 

Some participants talked about how alcohol and other drugs issues are important in 

safety matters and therefore should be included as maintenance programs right 

through from high and medium secure into the low secure settings:  

 

“Drug and alcohol would be a massive one. Not necessarily intensive 

treatment, but maintenance programs…., I think further work on refusal skills 

around the drug and alcohol, and emotion regulation…, so I think that's a big 

one.” (P21). 

 

“A good understanding of also other issues like personality disorders and 

substance use and things like that, yeah...I would say recovery based groups 

for substance use. For example, in Smart Recovery, AA, NA. So really 

focusing on substance use is an important factor”. (P22). 

 

“So doing the best comprehensive, not only mental health focussed 

rehabilitation but also drug and alcohol programs”. (P19). 

 

These concerns have been addressed in the current forensic system by merging 

drug and alcohol and mental health treatment for patients with mental illness and 
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substance use disorders, thereby seeing those two facets of the person as part and 

parcel of the individual. This approach should be essential in assessing who is 

suitable to move forward into lower security care and the ongoing supportive 

environment created for the individual.   

 

Clinical assessments, focusing not just on risk, but including assessment of clinical 

and social needs and strengths, should be considered alongside safety and risk 

issues in the operation of the entire forensic mental health system.  Low security 

should be a continuation of what happens in high security but with the emphasis on 

physical security changed with respect to less containment and individual needs and 

strengths reassessed for the changed environment. The current model of care for 

forensic patients in NSW at the high security and the medium secure units provides 

specific forensic mental health care that is person centred when compared to the 

correctional model. Participants described how the unique circumstances of this 

patient group demand a closer look at individual trauma, risk profile, specific needs 

and individual strengths when working with criminally involved individuals and 

suggested a “trauma informed therapeutic model of care,” to meet the expectations 

of both patients and the general community.  

 

“I think overall we’ve got a generally good model of care for forensic patients, 

and I think - so I'll be biased and say places like the Forensic Hospital, our 

medium secure units, do provide specific forensic mental health care and it’s, 

like you say person centred, it’s in opposition to a correctional model which is 

everybody does groups or there’s a standard rehabilitation that you would go 

through, forensic models look at the individual and their individual risk profile, 

their individual needs, individual strengths to work with that”.   (P18). 

 

Forensic models provide better outcomes for forensic patients than correctional 

models because they focus on the individual risk profile, individual needs and 

individual strengths and addresses these rather than correctional models that 

operates from a framework centred on punishment (Robertson, Barnao, & Ward, 

2011). The forensic model approach often results in reduced reoffending rates for 

forensic patients as specific issues that contributed in their involvement with the 

criminal justice system are addressed (Dean, 2020; Goulet et al, 2022). The Good 
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Lives Model (GLM) which is used in forensic settings to focus on the factors that 

motivate individual offending behaviour may be utilised to provide a framework of 

forensic treatment programs that are strengths-based to facilitate patient 

rehabilitation and reintegration (Dickson & Willis, 2022). 

 

The forensic system also does well in assessing who is suitable to move forward 

towards community reintegration when compared to correctional models because 

historically care delivered in correctional settings is both authoritarian and coercive 

and is often not person-centred (Maguire, 2022). In NSW most patients are still 

bunked in correctional settings making it difficult to implement such forensic 

treatment frameworks due to the institutional strict rules enforced by correctional 

officers (Johansson & Holmes, 2022). Participants especially highlighted those with 

sex offending behaviours and those who committed serious crimes such as murder 

as key challenges for patient recovery and community re-engagement which 

requires specific support.  

 

“So you would find that much more with people with a history of sexual 

violence, people with high profile murder cases, who would be a very 

sensitive project for the community.  I think you need intensive programs to 

support them...” (P2). 

 

The types of support programs needed are described further later in the results. 
 

6.1.7 Patient transition 

Patient transition within the NSW forensic mental health system has been described 

by most participants as lengthy, frustrating for patients, staff and families and to 

some extent shrouded in bureaucratic difficulties including legal and political 

challenges. Participants highlighted a lack of exit strategy for certain patients as a 

challenge for transition, with some held fit years being what was appropriate: 

 

“For the average patient I would say the system is too long.  There are not 

many options in the community.  You've got the medium-secure units, and 

then from the medium-secure units, where to next?  There's no stepping 
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down.  I think that results in people being held too long, and it's a very cost-

ineffective way of dealing with these sorts of patients”. (P16) 

 

“There isn't many pathways for the high secure patients, they get stuck in the 

high secure because there are no medium secure beds to accommodate all 

the patients who [are able] to move on from the high secure hospital… nothing 

really works well in terms of patients progressing from the high secure 

because the patients, they get stuck here for over years after they've been 

referred and accepted by medium secure units”. (P11). 

 

Some common sub themes regarding patient transition that emerged as expressed 

by most participants  included collaboration with local health districts (LHDs) in 

discharge planning as discussed earlier, poor mapping of transition pathways and 

barriers to community integration, among others.  

Most participants also felt that without adequate and well-resourced community 

services, patient transition will remain a challenge.  

 

“My thoughts are that there's not enough resources, particularly at the lower 

end… So, what you would want to see is …the resources that they need to 

support them in the community”. (P23). 

 

Some participants expressed views on current community forensic mental health 

services in NSW. Currently the community forensic mental health team operated by 

Justice Health only plays an advisory role and support to LHDs and is not directly 

involved in the actual management of patients in the community.  

 

“We don't have a community forensic team that actually case manages. 

They're an advisory...”  (P14). 

 

This poses a challenge to the general mental health service from the LHDs as they 

have very little to no experience and capacity to manage complex forensic cases. It 

also stops the knowledge from managing the patients in the forensic facility from 

betting embedded in the super practices for individuals in the community. 
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“…they come under the care of an LHD who may not necessarily have the 

same degree of forensic mental health expertise as the people who have 

been managing in a low secure unit”. (P19). 

 

Participants particularly noted with concern how forensic patient care is transferred 

from Justice Health to other Local Health Districts (LHDs) at the time of discharge 

where the area mental health authorities often face the challenges of placing these 

mentally disordered offenders in the community.  

“I think what actually a barrier is as well, is that when a patient goes from 

forensic hospital to a medium secure unit and then low, they go from Justice 

Health to an LHD. That can really impact on all of that handover transition 

stuff. So it would be good if it was just overseen by one agency”. (P22). 

 

In most cases this will result in authorities mainstreaming the forensic patients 

according to clinical needs, ignoring the criminal aspects and the forensic patients 

will be looked after by staff who may not have as much forensic awareness as is 

required thereby increasing chances of placement failure. Respondents did not 

provide a solution to this, but this concern will be discussed further during the second 

interviews to really find out the best way of addressing this when the model is being 

operationalised. However it is important to note that Justice Health has regular 

forensic liaison meetings with all LHDs to discuss forensic patient care, LHD needs 

and prepare a quarterly governance report regarding forensic patients’ care 

coordination and risk assessments. 

Challenges often arise when the general population knows about placement of 

forensic patients in their neighbourhoods. They are usually reluctant to house former 

offenders and often react with anxiety especially when sex offending and other 

serious crimes are involved. 

 

“But I think that’s going to take quite a bit of negotiation. Given that some of 

the types of patients you’re going to get are going to be seen as threats to the 

community-patients with sexual assault charges and those sorts of things are 

going to be-there may be issues around placement and stuff like that which 
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the community will not accept. That’s how I see Cephas, it’s a bigger picture 

thing” (P16). 

Participant 14 suggested that in the current system a patient needs strong advocacy 

and political connectedness to progress through the system: 

 

“I also think that the model of care that we currently run under here, in the 

forensic system, is highly biased towards consumers who have relatives who 

are highly engaged in the system. Because I've seen people move through 

the system very, very quickly if they have good advocacy and good legal 

cover”. (P14). 

 

This participant further highlighted how transition is more challenging for female 

patients than it is for male patients.  

 

“The other problem that I see here is that I think the women are relatively 

discriminated against, because the design of the forensic hospital doesn't 

allow them to progress through the hospital like it does for men”. (P14). 

“If we look at the pressures that we have in say women's - I'll give women's, 

for example, there's only probably one place that takes patients and move 

from high secure to medium secure and it's not always that they move quite 

rapidly as they should because both the bed is locked up in medium secure”. 

(P9). 

 

This view was reiterated by other participants who spoke about this patient group 

having high levels of expressed emotion and high levels of self-harm as a coping 

mechanism that requires staff who understand the needs that are specific to females 

receiving forensic care, and who are trained in and willing to work with women. 

 

“So having a staff group who well understands the needs that are specific to 

females in forensics is important”. (P20). 

 

Women form an increasing part of the forensic population and they need to have 

programs adapted to their specific needs in the community. Most women may find it 
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challenging to move on due to specific behaviours and vulnerabilities such as self-

harm and domestic violence issues: 

 

“Women… it is going to be really important to target violence, so domestic 

violence. It is going to be really important to have staff who are trained in and 

willing to work with women who are going to continue to present with 

challenging behaviours, probably reasonably high levels of self-harm as 

coping”. (P20). 

 

“I think women would need special supports with around might be around 

parenting. It might be also around relationship skills, integration into family 

and relationships and things like that”. (P22). 

 

Participants further explained how foreign nationals and those from other groups 

such as those from culturally and linguistically diverse backgrounds without access 

to funding for rehabilitation will find it difficult to transition as well as the difficulties 

they face in adjusting to different cultures and environment. 

 

“Then also foreign nationals who may not have the similar level of access to 

funding for rehabilitation…” (P19).  

 

“My preference is … refugees or early migrants into this country where there 

is so much expectation and adjustment that I think leadership needs to take 

place in this area where people can stand up and say, this is not fitting this 

model of care for these particular populations”. (P23). 

 

“Our non-English speaking population in the forensic system, I think it's a very 

difficult journey for them a lot of the time. These are the amount of people who 

are occupying high-secure or medium-secure beds who don't actually need 

those services. I suppose looking at where our population currently are and 

what is keeping them there. Who can't move because there isn't a service to 

move to and why is that”. (P14). 
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“We have got people coming from various parts of the world… There's also a 

lot of - other than the Indigenous people, we've got a lot of migrants, or people 

who may have migrated to Australia through a number of systems, be they 

through asylum or a refugee status, they have other issues that sometimes we 

cannot address, or fully understand, from our normal DSM classification”. 

(P4). 

 

“Patients from a cultural diverse background. They might need interpreters to 

maybe help with English and help them. They could be asylum seekers, help 

them to assimilate to western ways of working, to live in Australia as well, 

yep”. (P1). 

 

Most participants highlighted that patients with special needs are likely to face 

challenges with transitioning from high or medium secure units to lower levels of 

security especially those diagnosed with personality disorders and Intellectual 

disabilities.  

 

“From my experience, the patients who are lower - have lower cognitive 

functioning struggle a lot in the system because they - it is difficult for them to 

engage in a lot of our programs, which are usually aimed at a higher level of 

cognitive functioning. So they might have literacy difficulties. They might have 

communication difficulties”. (P22). 

 

“Some people have got diagnosis of learning disabilities, developmental 

disabilities.  They would just need special skills and special care for them to 

be able to live independently in the community”. (P11). 

 

“Another group that might be quite challenging for us might be groups that 

have quite significant personality disorder accompanying their mental health 

needs and we know that that presents significant additional risks for 

rehabilitation in the community”.(P19). 
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These particular groups of patients will need specific attention for cultural 

awareness, cultural linking and identification of additional resources for effective 

transition back into the community. Skills and awareness to manage people from 

culturally diverse backgrounds would be useful because these particular groups form 

an increasing part of the forensic population and they need to have programs 

adapted to their specific needs in the community as well. 

Overall, as discussed earlier, participants attributed the lengthy stay of all patients in 

unnecessarily high secure settings to a lack of community resources including a lack 

of low secure forensic beds within the NSW forensic mental health system. Most 

forensic patients spend prolonged periods in secure settings often because their risk 

of recidivism remains high to be discharged back into the community safely (Eckert, 

Schel, Kennedy, & Bulten, 2017). It is worth noting that a small cohort of forensic 

patients will have very prolonged pathways back to the community, or possibly even 

have such high and challenging to address risks that community placement is 

virtually impossible.  

Participants specifically made an observation that patients get stuck in the MSU 

once they leave the high secure hospital with nowhere to go due to lack of low 

secure settings and community services. 

“There are not many options in the community. You’ve got the medium-secure 

units, and then from the medium-secure units, where to next?  There's no 

stepping down. You're then thrust back into the community. I think that results 

in people being held too long, and it's a very cost-ineffective way of dealing 

with these sorts of patients We hang on to patients for too long, and we don’t 

have the flow-through. You know as well as I do, Cephas, there's a core of 

patients in this hospital - I couldn’t off the top of my head, but I would say 

probably out of 125, 126 patients at the moment, there's about 60 of them that 

have been here since it first opened still…that's from around 2008”.(P16). 

 

“Apparently, from my observation, I've also observed that there's a lack of low 

secure units within the state. We've got patients in medium secure units who 

are being kept there and treated there, who actually meet the criteria to be in 

a low secure environment… they are overstaying in medium secure units”. 

(P5). 
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“There isn't many pathways for the high secure patients, they get stuck in the 

high secure because there are no medium secure beds to accommodate all 

the patients who [are able] to move on from the high secure hospital... from 

my point of view, nothing really works well in terms of patients progressing 

from the high secure because the patients, they get stuck here for over years 

after they've been referred and accepted by medium secure units”. (P11). 

 

“I think there's not enough. Not enough availability. There's always bed 

blocking for high to medium and then medium into the community. So, 

perhaps open up more medium secure beds, the provision of some low 

secure beds, buildings, would be of benefit to the patients, but also a bit of a 

clearer pathway as well”. (P1). 

 

6.1.8 Patient support 

Most participants described how patient support within a low sector setting should 

not only focus on treating mental ill-health but take a bio-psycho-social approach that 

includes physical health, psychological support, human rights and social support, 

addresses criminogenic issues and other problem behaviours such as drug and 

alcohol use and building social skills, for example DUNDRUM 3 ensures a wide view 

of patient needs are taken into consideration in the patient pathway. 

 

“I’d be looking at diagnosing and treating mental illness with the prescription 

of medication but also taking a holistic view of the patient’s physical and 

mental health needs”. (P19). 

 

“…but I think human rights and humanity should be attached to the model in 

that the people that have entered our system have been failed by the general 

mental health services”. (P23). 

 

Participants focused on the importance of education and occupation but with an 

understanding of psychological vulnerabilities and skill gap. Engagement with 

occupation and rehabilitation programs and family and community were identified as 

supports that needed to be proactively built to enhance re-engagement with the 

community. Participants envision the model offering a suite of rehabilitation, 
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therapeutic, vocational and life-skills options which could be adapted to meet 

individual needs.  

 

“So things like TAFE [technical and further education], education, work 

opportunities to allow people in low secure environments to rebuild 

meaningful lives within the parameters, I suppose, of their - the challenges 

that they have”. (P22). 

 

“I think employment providers, education providers like TAFEs, would be part 

of this.” (P18). 

Having peer workers as part of the workforce and getting access to legal rights and 

advocacy as well as having family or community involved in their care was identified 

as some of the important aspects of patient support by most participants.  Peer 

workers or workers with lived experience of mental illness understand the needs of 

patients experiencing mental illness. Incorporating these roles into the forensic 

mental health workforce will further the interests of patients. 

 

“So, having peer workers as part of the workforce, having adequate - forensic 

patients I guess get access to legal rights more than other people so that they 

have - there’s advocacy that most people want their family or their community 

involved in their care.  So, having family and carer involvement”. (P18). 

 

  

 

Participants also highlighted the need to develop resources to support specific 

groups, including Indigenous patients and culturally and linguistically diverse groups. 

Foreign nationals who may not have the similar level of access to funding for 

rehabilitation in the community because of visa limitations on health and welfare 

supports which MSUs rely on for providing community supports will also need 

specific attention for cultural awareness and cultural linking. 

 

 “So some of the specific groups might be Indigenous groups and culturally 

and linguistically diverse groups”. (P19). 
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Aboriginal patient groups were cited by participants as a group with particular needs 

due to historical disparities in healthcare and access to social services. These goals 

needed to be specifically addressed by the new system including the need for 

structured support for country and family connectedness: 

 

“Sure, so yes there are, I would think that they’re the groups that might be 

particularly disadvantaged, such as the Indigenous Aboriginal group”. (P15).  

“I think that there is very much a big population of Indigenous people that their 

needs have been - they continue to be assimilated in the system where the 

focus on their healing and their journey has not been addressed”. (P23). 

 

“But I think it's also important for Indigenous people to be in contact with 

family and not be taken out of their area where their mob, or whatever you 

want to call it, lives, and they can have more - in touch with family”. (P16). 

 

Participants highlighted the need for staff with superior understanding of the needs of 

Aboriginal patients so that this patient group will fully benefit from the proposed 

model. It was therefore seen as essential to have a strong Aboriginal workforce: 

 

“I think we can make up as many interventions as we like but we need to have 

Aboriginal workforce, we need to have people who can actually say, no, this is 

culturally appropriate, so we can provide a culturally attuned service”. (P20). 

 

“Indigenous populations. Again having access to culturally appropriate 

supports which it is really a barrier to engagement”. (P22). 

 

“With the Aboriginal - we need to have an Aboriginal workforce. I think we can 

make up as many interventions as we like but we need to have Aboriginal 

workforce, we need to have people who can actually say, no, this is culturally 

appropriate, so we can provide a culturally attuned service. Also to help to 

recognise exactly what the impacts are of holding these individuals off their 

land and off their country for years and years at a time. So I think that's going 

to be - that's really important”. (P20).  

 

Participant sentiments suggested that there is a significant cultural blindness when it 

comes to individual care. Forensic mental health care should not be provided as a 
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one size fit all. Participants reported that there is some denial within the current 

system that people need cultural, spiritual and individualised care. Unless these 

issues are addressed for refugees, Indigenous and other migrants, the system will 

continue to be fail to address the specific needs of these patient groups and 

perpetuate the problems in the wider system. The forensic mental health system 

should support these needs by ensuring that human rights are embedded within 

models of care. Recognising that people come from different backgrounds, different 

views, and different religious groups and that these being with them specific needs 

for community transition is important for rehabilitation and individual care and 

therefore key to the new model. 

 

Another group that was identified by participants as needing special support in 

transitioning to low secure facilities is those with personality disorder accompanying 

their mental health needs. This group presents significant additional risks for 

rehabilitation in the community and takes time to respond to treatment. Hence 

access to skills and awareness in managing people with personality disorders will be 

important. 

 

“Those with personality problems and those who have got paraphilia as a 

comorbid condition.  I think they're the ones that would stand out.  Because 

the majority with schizophrenia and substance use and the schizophrenia’s 

response to treatment will be able to move through faster”.  (P18). 

 

Patient groups that have physical and intellectual disability who might require some 

adaptation of programs and linking with different parts of the community were also 

highlighted as groups for special support. Support will allow people with intellectual 

disability to transition into and through low secure care into the community instead of 

getting stuck as perpetual patients long after they need to be receiving forensic care. 

 

“They are often very hard to place back in the community, so I think 

intellectual disability certainly is another one… What happens is, they get put 

in here, and we don’t have an exit strategy for them, that's what it seems”. 

(P16). 

 

“I think patients with intellectual disability, also I would prioritise”.  (P15) 
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Gay, lesbian and transgender populations within the forensic system are sometimes 

exposed to exploitation, abuse, victimisation and discrimination by the larger forensic 

population and therefore require specialised support so that they have equal 

opportunity within the system and to transition into the community. 

 

“Now, I'm not really clear on whether we have a very large gay, lesbian, 

transgender population within the system, but we probably do. They might be 

a small number, but they may need much more support than someone who is 

not part of that particular group”. (P14).  

 

“I think one of the other groups is probably gay, lesbian, and bisexual and 

transgender groups”. (P21). 

 

Participants also felt that more support would be required for those with substance 

use problems, who may be lacking family support and other social support systems 

because of past behaviours that have alienated those close to them.  

 

“I do think there is quite a few incidents in patients in medium-secure units 

who have access to leave, who do abuse substances and things like that…So 

I think that's a big one. So it's social and drug issues… So they might not have 

a lot of family involvement or any other sort of social supports. I think they 

could benefit or should be prioritised in that respect”.  (P21). 

 

“Patients struggling with drug and alcohol issues, I mean drug and alcohol 

issues are so widespread and almost applies to everyone.  The majority of 

patients would have some drug and alcohol issues, but that might be another 

factor that I would prioritise”. (P15). 

 

One participant noted that this group may have better prospects for community 

transition through low secure facilities if offered the right support: 

 

“Patients with predominantly drug and alcohol issues would be also a good 

target group in that if you can control the drug and alcohol issues then often 

you can control the mental health issues and patients generally have a good 

prognosis”. (P16). 
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Upon transition to low secure settings, most patients should have the skills acquired 

in high or medium settings and their support needs will be more about monitoring 

their progress to be able to live independently. More support will then be required for 

basic activities of daily living. 

 

“Yeah, I mean some of them will probably have the skills and it’s more 

monitoring their progress.  But yeah probably they need to be able to live 

independently.  Shopping, cooking, cleaning, washing clothes, at a basic 

level, using public transport, using information technology, using - getting 

them to work.  That’ll vary, some of them might need supported employment, 

and some of them might be able to work independently.  Some of them might 

not be able to work and it’s really about providing structured leisure activities 

that are meaningful for them”.  (P18). 

 

“Independent living skills as much as possible or providing access to 

adequate support workers to enable that individual to participate as fully as 

they can. Providing practical skills, like using transport, using internet, using 

all of those things. Skills in accessing support, being - and when they should 

be doing that. So again, working on insight into their mental illness and being 

really aware of their early warning signs”. (P22). 

 

Some patients will need support to be able to socialise and relate to others because 

they have been out of general society for a long time. They will therefore need to be 

re-orientated to community socialisation norms after a lengthy stay in the forensic 

mental health system. Anger and stress management were highlighted by one 

participant: 

 

“Things like emotion regulation, stress management, how to manage stressful 

situations, communication styles, basic living skills. Anger management is 

going to be massive, people fronting the community for the first time, those 

sorts of things I think are your really key ones”. (P20). 

 

As essential element of re-introduction to community life would be gradual and 

supervised therapeutic leave guided by the treating team. The patients in low secure 
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settings should progressed to be able to do most activities of daily living for 

themselves in terms of self-care and taking responsibility for their behaviours. They 

should be well prepared to access work which should ideally be started while they 

are still within the inpatient forensic services so that they can receive support as they 

transition into paid work. 

 

Most participants highlighted the importance of diversifying therapeutic activities as 

part of the broader treatment and engagement with patients in low secure facilities to 

foster rehabilitation and recovery towards community reintegration. Programs 

suggested by participants were emphasised as a continuation of those programs 

started whilst still in high secure settings and should prepare patients for 

independent living as well as addressing the identified risks during assessment 

phases of their admission. 

 

“…there may be specific group programs as well to continue work that had 

been done at higher levels of security. These might be around sex offending 

programs. It might be about specific problem behaviour programs, whether 

that’s gambling or financial management or whatever is linked to their risk. 

Links to NGOs. Links to rehabilitation orientated programs in the community 

and obviously housing links”. (P19). 

 

“…services that address the risk of reoffending... if somebody's got a sexual 

offending history, so it can just get continued from high secure, medium 

secure and then until they get into the community via the low secure...” (P9). 

 

“I think unlike high secure and medium secure settings, the low secure should 

be designed in the way… the patients are being taught skills that they would 

use once they get into the community, be it cooking skills, on a regular basis, 

or activities [of living] that they would need when they move into the 

community”. (P5). 

 

These sentiments by participants clearly demonstrate that activities and programs 

designed for patients in low secure settings should be aimed at rehabilitation for 

community entry and continue existing treatment regimes.  
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6.1.9 Governance  

Clinical governance comprises of the rules which structure how healthcare is 

provided. Participants felt that low secure facilities should be integrated with the 

current forensic system and be incorporated into care pathway planning. This 

planning works consider whether the patient is suitable for a low secure placement 

or whether they would need to step-down through high or medium secure units. 

Participants felt this would allow low secure care to form a well-integrated part of the 

forensic mental health system in NSW. Participants wholly agreed on this integration, 

adding varying perspectives on the integration within and without out the forensic 

system:  

 

“I think that low secure services ought to attach themselves to existing 

services, so they can be either collocated with or under the same team 

structure as say the medium secure or even the high secure services”. (P18).  

 

“I think it should - as I said before, be well integrated with the rest of the 

forensic medical system but also well integrated to the community, into LHDs 

that people are heading into”. (P19). 

 

“I see it fitting as a step down from medium secure…I mean it fits within a 

model of step-down care, is that right?  We go from ICQ onto medium to low, 

and then to the community.  So, it acts as another step between medium 

secure and the community”. (P15). 

 

The integration of the low secure model with the current system in high and medium 

secure setting will deal with situations where someone is not prospering in low 

secure settings. There might be a need in such a situation for more intensive care in 

a medium secure location and if the services are integrated the patient should be 

able to move back to the medium secure unit without problems. Participants also felt 

there should be supportive processes for the staff at the low secure units to link in 

with staff at other forensic mental health settings.  

 

“Okay. I wonder if there needs to be two things. If there needs to be 

residential services that support these people. That allow people to move 

between living - what's the word - independently, as well, as independently as 
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they can, but that also allows them to move back when things are not going 

so well”. (P14). 

 

“Yeah, where someone is failing or not prospering, perhaps, in low secure, 

then there might be a need for more intensive care in a medium secure 

location. Yeah. I think if the services could offer that and that’s what we offer 

between medium and high secure. As you probably know, we’ve got someone 

coming back from medium secure today”. (P19).  

 

Participants suggested that co-locating low secure services with medium secure 

services will tap into the existing experienced staff in forensic mental health services 

for stability and supporting the proposed model workforce (discussed below): 

 

“Rather than co-locating with general mental health. You could col-locate with 

the existing medium secure units would be your most obvious thing. Because 

then you get a critical mass of staff who have got forensic experience”. (P18).  

 

The model of the current system is based on collaboration and agreement which 

works to a degree but it is also helpful at times for JH&FMHS to be able to direct 

admissions. 

 

“At the moment we have a system which is a bit disjointed in that we have the 

medium-secure units which are run by LHDs, and then we have us running 

our community forensic team and the inpatient services including Long Bay 

Hospital, the Forensic Hospital, et cetera.  We have big priority meetings and 

movement priority meetings, and then the medium-secure units come in.  

They interview the patients; they cherry-pick the patients that they want to 

take, which means that certain patients get stuck in the system more”. (P16). 

 

Medium secure units under the current New South Wales forensic mental health 

services model fall under the care of an LHD who may not necessarily have the 

same degree of forensic mental health expertise as those who have been managing 

the same patient during their stay in a high secure environment.   

Most participants therefore suggested that the Justice Health and Forensic Mental 

Health Network should oversee the functions of the proposed model and be 
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empowered to direct people to move around the system because of their experience 

in forensic mental health services when compared to the general mental health 

services in LHDs. However, under the current system the JH&FMHN does not have 

powers of direction between units. They are all run collaboratively by governance 

arrangements between JH&FMHN and LHDs. There are no over-arching powers 

held by any one organisation to order patients between units apart from, to a degree, 

the Mental Health Review Tribunal (MHRT). The MHRT has power to order transfers 

but does not always necessarily make those transfers with an eye to the general 

running of the system and how a patient’s needs might compare to another’s. As a 

legal or quasi-judicial decision-making body, the MHRT make decisions about 

patients based on the individual patient they see in front of them, not about the fair 

equitable running of the system. Multiple participants suggested that oversight 

should be with the JH&FMHN: 

 

“I would think it will fall into Justice Health... In a sense, having that oversight 

from one side… it would be more of Justice Health having it and then carrying 

it through...” (P6).  

 

“I think it's really important to have people from the forensic hospital and 

Justice Health involved as specialists in forensic mental health care in the 

state. We have an understanding of the forensic mental health but we also 

have an understanding of the gaps and barriers in our current state and the 

things that are not working and the pitfalls. So I think that's kind of a specialist 

cluster of expertise that's needed to design those services”. (P20). 

 

“So I think the Justice Health & Forensic Mental Health Network should 

oversee it and, in an ideal world, would be a little bit empowered to direct 

people to move around the system as well”. (P19). 

 

However other participants suggested instead that the model should be managed 

centrally by the Ministry of Health since it will be a state-wide model of care and 

therefore should not be controlled by an individual entity such as Justice Health or 

individual LHDs, for example: 
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“Currently the high secure area and the medium secure area, I believe is 

being controlled by the Mental Health Review Tribunal, as well as the Minister 

of Health. I still believe that the current system could expand to cover the low 

secure, because, by the way these people will still be forensic patients, so 

they need to be under the auspices of the Mental Health Review Tribunal and 

the Minister of Health. Because we are talking of a state-wide forensic 

system, so if people are going to be moving from one system to the other - 

what I'm saying they are overseeing, I'm not necessarily saying that they 

should be the ones running it”. (P4). 

 

Having an overarching governance model would allow for more consistency across 

the model of care and treatment programs and the use of standardised assessment 

tools between all the different levels. It would also allow for the development of more 

shared language and shared understanding of patients, patient needs and their 

journeys through the system. 

 

“I think it should be integrated with the rest of the forensic mental health 

system... that is to say… use the same referral processes and the same 

reporting lines in terms of forensic mental health reporting to the Ministry of 

Health”. (P19). 

 

These varying opinions on who should control the proposed model will be explored 

further in the second round of interviews when the focus will be the 

operationalisation of the proposed model. 

 

Alongside engagement with the rest of the forensic mental health system, 

participants also felt that the proposed model should work closely with other 

organisations such as LHDs because people are going to be stepping down to units 

under the jurisdictions of those area health services. Other services identified 

included government and NGO-run drug and alcohol services, educational and 

occupational services. The use and inclusion of NDIS providers would be essential 

to provision of low secure support and step down to community processes. 

Participants also noted as essential step down housing accommodation providers 

ranging from Housing and Accommodation Support Initiative type approaches right 

through to specific accommodation providers could as appropriate to context. 
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Currently in NSW forensic patients requiring low secure services are managed in 

cottage-type accommodation on hospital grounds. Participants stated that this is 

inadequate and there is a clear need for very good links with housing, whether that is 

from the Housing and Accommodation Support Initiative (HASI) - a state wide 

program which supports people with a severe mental illness to live and participate in 

the community in the way that they want to - or HASI Plus - a 24/7 high support 

residential program assisting people living with a severe mental illness - or similar 

schemes, independent housing or even NDIS-Supported Disability Accommodation 

(SDA) housing. 

 

6.1.10 Workforce 

Participants argued that the workforce should be skilled and experienced in 

managing forensic patients and should consist of various professional backgrounds. 

Participants particularly highlighted the following: 

 

“…there should be at least some expertise within the team dealing with 

offending behaviours.  The team needs to be good at monitoring especially, 

because the low secure is where the person’s going to - if they're going to go 

backwards, that’s where you're going to pick it up”. (P18). 

 

Staff need to be skilled at monitoring patients’ behaviours and progress with 

emphasis on their social and occupational development. Members of the team 

should be able to deal with unusual personalities including people with people with 

challenging personality traits and personality disorders, and have experience in 

engaging in difficult interactions. All staff should be supported by clinicians who have 

skills in supporting a person’s personality functioning. This is important for both 

community safety and the patients’ own recovery journey. Participants described a 

number of characteristics and skill sets that the workforce for the proposed model 

should possess: 

 

“Having appropriately trained mental health, forensic mental health staff with a 

good understanding of forensic mental health and recovery. A good 

understanding of also other issues like personality disorders and substance 

use and things like that”. (P22).  
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“I think the staffing needs to be focused on the recovery model, recovery and 

rehabilitation.  But the roles would be similar in there as they are here, as they 

are in the civil mental health facility”.  (P15). 

 

“Well…they obviously need to be run, or managed by people who obviously 

have got knowledge and experience of the forensic system…there may also 

be a need of a multidisciplinary team...” (P4).  

 

“So heavy on staff with high levels of clinical expertise across psychology, 

social work, OT, nursing, people who have a real interest in providing 

rehabilitation services. But also have the associated skills and understanding 

the importance of monitoring and supervision in the community so that we can 

pick up early warning signs of relapse”. (P20). 

  

Most participants agreed that having peer workers with their own lived experience of 

mental illness as part of the workforce should be considered for low secure model of 

care. 

 

“I think multidisciplinary for sure. You need to have the different aspects sitting 

there. Yeah. Peer groups as well, peer support workers”. (P23). 

 

Current trends in mental health services best practice recognise the contribution of 

peer workers to the success of treatment programs in mental health. This was clearly 

identified by participants as a key facilitator to individual patient recovery and support 

whereby the patient learns how to cope from those who have their own lived 

experience of illness and incarceration: 

 

“To me, I think involvement of consumers who have been through the system 

already. We have a number of really excellent organisations at the moment 

that are almost completely run by consumers. I think to be person-centred we 

really need to be able to hear the voice of the people that we are going to 

provide the services for. That's the conundrum, isn't it? Because we're hoping 

that people with experience of this system will also be part of providing the 

care or providing the support”. (P14). 
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As discussed earlier, key is also the employment of Aboriginal staff who can deliver 

culturally sensitive care and effective community engagement for transiting from low 

secure into the community:  

 

“So having a staff group who well understands the needs that are specific to 

the Aboriginal patients is important - we need to have an Aboriginal workforce. 

I think we can make up as many interventions as we like but we need to have 

Aboriginal workforce, we need to have people who can actually say, no, this is 

culturally appropriate, so we can provide a culturally attuned service. Also to 

help to recognise exactly what the impacts are of holding these individuals off 

their land and off their country for years and years at a time. So I think that's 

going to be - that's really important”. (P20). 

 

The sentiments of these participants clearly demonstrate that exclusion of patients 

themselves as well as their personal support systems and significant others would 

hinder the development of a person centred low secure model of care. 

 

6.1.11 Quality risk assessment  

As discussed earlier, participants considered that safety and risk are essential to 

forensic mental health care and structured safety and risk assessments should be 

essential in the proposed low-secure model. There was general acceptance among 

participants that the proposed low secure model should run on best practice and 

best evidence around structured risk assessment to dictate flow through the system. 

There is a need to develop processes that look at joint assessments for the 

proposed low secure placements from the MSU and high secure hospital through the 

Forensic Patient Flow Committee. This process will involve collaboration between 

the staff from high secure and MSU to jointly assess the readiness of patients to 

move and agree on the best way of moving on. 

 

Participants agreed that the service should demonstrate person centrednes through 

all of its structured processes. For participants this meant that the proposed model 

needs to be orientated around the patient’s risk and rehabilitation needs. The current 

model in NSW balances people’s rehabilitation and social needs, while being 

cognisant of their security needs through the use of structured, fair and transparent 
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decision-making processes. Structured processes include the HCR-20 for risk 

assessment purposes and the DUNDRUM Quartet, in particular three and four, 

which are a program completion assessment tools. The DUNDRUM-3 focuses on 

the rehabilitation programs someone needs and the degree to which they complete 

them. The process is individually focussed and directed towards patient 

rehabilitation. The DUNDRUM-4 is a recovery assessment tool that is orientated to 

someone’s individual recovery journey and focusing on their level of insight, 

awareness, therapeutic relationships, the amount of hope that they have for the 

future and the amount of engagement they have with family and friends and in 

meaningful activities.  

6.1.12 Community and family involvement 

Outside of structured assessments participants raised the issue of offering patients 

choices about where they might go when it comes to stepping down to a low secure 

placement. This would entail provision of a much broader base of low secure and 

community care services so as to meet patient needs to live where their family and 

supports are, where housing is and where educational and occupational 

opportunities are available. Participants lamented that limited resources can affect 

the ability to offer choices for patients and consequently affect the ability to meet 

basic patient needs. 

  

“The more you are able to officer choice, then the better you’re going to be 

able to meet needs and wishes. So at the moment, given that we’ve got so 

many limits on what we can offer, it’s pretty hard to meet patient wishes or 

choices. We even struggle to meet needs”. (P19). 

 

As some participants stated, there are benefits to be realised if patients are more 

involved in their own care planning. Forensic mental health care services can 

improve if they incorporate patients’ views in care planning because these people 

have personal experiences about their mental illness and they know what they need 

which care givers can utilise to develop and improve on their practices (Dell et al., 

2022). 

 

“The wider community will benefit if patients are more involved, more 

responsible in their care, have hopefully a higher success in their 
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rehabilitation and become more involved - as involved in the community as 

they can. Obviously the patient's families, the whole system, if it prevents the 

patient coming back through the system. It would benefit all the stages of the 

system”. (P22). 

 

Participants felt that patients should have their own room, their own bathroom and 

these sorts of own areas that they would have that would be allocated to them alone, 

and become a partner in their own risk management rather than someone whose 

risk is managed for them. This is so important because forensic rehabilitation is a 

process of gradual restoration of responsibility and self-determination to people, as 

their capacity for this increases, with the aim of full responsibility and self-

determination as a responsible member of the community. 

 

Participant 22 went further and suggested other needs to include outdoor spaces for 

activities and said: 

 

“Having access to grounds and nature. Also other things to focus on physical 

health, like sporting facilities, exercise facilities, things like that. Access on the 

grounds as well to healthy food options and having groups’ onsite, but also 

offsite”. (P22). 

 

In view of the identified challenges to offering patients choices, considerable work 

will need to be put into providing a range of options to determine the kind of 

rehabilitation and education opportunities to offer and foster individualised close links 

with the community, family, peers and other supports.  

 

To be person centred there is a need to work with the tools that are in place in the 

system around recovery, adapt these to the low secure context and give patients the 

maximum degree of choice that they can get within the structure of a forensic mental 

health system whilst still prioritising risk assessment and management. 

 

6.1.13 Barriers to the Development of a New Model 

Although many ideas, views and ideas for the proposed model were discussed with 

enthusiasm in the interviews, participants identified problems or issues that may 
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hinder the development of the proposed model. Participants cited financial resources 

among as the most common reason why development of low secure model is a 

challenge: 

 

“Obviously it takes a lot of funding, it needs a lot of funding.  It needs a lot of 

planning because once you develop the lower secure unit, there are other 

agencies that you have to create around to support that agency, the lower 

secure unit.  So we have to work very closely with also the justice system, the 

police.  All those services have to perform together to be able to support that.  

So the resources in terms of staffing, in terms of the funding”. (P2). 

 

“I'm not quite sure of the reason why we don't have a low secure at the 

moment, but I think in terms of issues like finance, and obviously there will be 

some people who are resistant to having that change implemented… I think 

the government needs to inject more funding into mental health”. (P5).  

 

“I think cost would be a big thing. There are some people who, even in a low 

secure setting, like the one I've talked about, they might still need quite a lot of 

care, and I think that might be labour intensive. They may require more than 

one person, and that's something that I guess would have to be factored in”. 

(P12). 

 

“The main barrier is financial, I suppose, in terms of actually getting the 

wherewithal to build and to staff these units and to shift the focus of the 

government away from preventative risk management onto a more 

therapeutic and - therapeutic risk-taking approach to rehabilitation”. (P19). 

 

“Funding could be another obstacle. Does the government realise the need 

for such services, because we've been here, what, 10 years, more than 10 

years, probably, and nothing has really shifted since 2009”. (P10). 

 

Participants further cited political priorities and bureaucratic frameworks to be the 

other major barriers to the development of a person centred low secure model of 

care for forensic populations in NSW.  
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“I think that one of the main barriers to a low secure model of care is getting 

the political will to accept that people should not be held for a long period in 

inappropriately secure places merely to manage risk when the evidence 

suggests that it is not required”. (P19). 

 

“We're so focused on risk and risk-averse - we're worried and frightened of 

the media, we're worried that things are going to stuff up, and who's going to 

take the blame for it, and all this sort of stuff - that in essence we almost kill 

the patients with kindness in that we're keeping them locked up for their own 

good of course and the community's good, unnecessarily in some instances”. 

(P16). 

 

As mentioned earlier, community anxieties around establishing a service for mentally 

ill offenders in their backyards or neighbourhood was cited as a barrier by some 

participants: 

 

“Well, I think one of the challenges is…, there's always anxieties when it 

comes to forensic patients moving into the community or anywhere lower…, if 

they know there's going to be a hospital built next to your house and stuff like 

that...” (P10).  

 

“Given that some of the types of patients you're going to get are going to be 

seen as threats to the community - patients with sexual assault charges and 

those sorts of things are going to be - there may be issues around placement 

and stuff like that which the community will not accept.  That's how I see it, 

Cephas.  It's a bigger picture thing”. (P16). 

 

Other sub-themes that emerged from the interviews with participants were poor 

availability of specialised staff. Historically, low secure services have not fared well in 

NSW due to a lack of specialisation in forensic care. The first formal training for 

forensic mental health clinicians was introduced at the University of New South 

Wales in 2008 to address the need for skilled workforce in the field but the workforce 

is still limited. MSUs in NSW are attached to general mental health hospitals which 

are staffed by general mental health staff from various disciplines who do not have 

specialist forensic mental health training. These units are small and staff lack the 
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volume of experience necessary to learn, as they lack exposure to enough volume of 

practice to get skilled and experienced in engaging that population group and 

assessing for the latent risk often associated with forensic populations.  

Although the acute risks are dealt with in high and medium secure settings, forensic 

patients often have serious, but latent, risks that are not immediately obvious and 

there is a need for specialist staff who are used to dealing with people with mental 

illness who have been in contact with the justice system. Staff must also have the 

requisite skill sets and confidence in managing the often complex nature of forensic 

patients.  

 

“You need the right staff, for a start.  You need training.  You need staff that 

are confident in what they're doing”. (P16).   

 

“I think there’s a lack of specialisation... I think it requires specialist staff…, 

staff who are used to dealing with people who’ve been in contact with the 

justice system...” (P18).  

 

Attaching low secure services to existing medium and high secure services team 

structures would ensure staff who work in them will learn from staff who have 

forensic experience. 

 

“I think that low secure services ought to attach themselves to existing 

services... So that staff who work in them can get expertise in other areas”. 

(P18). 

 

The majority of forensic patients present with other coexisting problems such as 

substance use and therefore the system must have staff competent to address these 

complexity sometimes complex needs.  

 

“So then we see people come back, so we see them relapse into substance 

use and get recalled by the tribunal or we see people offend again or we see 

people just not cope in the community and it's not picked up because they're 

not managed by forensic services anymore”. (P20). 
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An example of this scenario in NSW is Macquarie Hospital. They have a cottage in 

the hospital with a few low secure beds for forensic patients. However, they have 

had very few forensic patients because most of the patients had problems with 

substance use and the service lacked trained staff and programs to deal with 

substance use. They therefore had more patients ending up back in higher levels of 

security from that unit than were able to be transitioned into the community because 

issues of substance use had not been addressed.  

 

6:2. Conclusion 

The views and opinions expressed in this first round of interviews with stakeholders 

together with relevant literature will be utilised to draft person centred low secure 

model of care for forensic populations in NSW. A demographically diverse participant 

group came up with common themes that were then used as background to the 

development of the draft model. The themes are reflective of these participants’ 

expertise and experience working within the sector putting emphasis on safety and 

patient support during transition period at the same time mapping out strategies to 

address hindrances for the development of the model. This draft model will provide a 

framework that address the frustrations experienced by patients who got stuck in the 

system and in some cases under unnecessarily high security because there is 

nowhere to go due to lack of low secure services and limited community resources.  

The model is anticipated to “invert the pyramid’ where currently there are more high 

and medium secured beds than low secure beds within the forensic mental health 

service. The draft model will focus on the central theme of patient centredness 

especially around family involvement and programs that reconnects the patients with 

society and culture through individualised approaches to risk assessment and 

treatment planning. The draft model will also provide a seamless process of 

transition through different levels of security to community reintegration ensuring a 

continuation of care through liaison with various LHDs and community organisations 

involved with patients’ rehabilitation including NDIS, housing, vocational services and 

other NGOs. The forensic mental health system in NSW lacks the breath of 

specialised workforce as the service is still emerging and not many tertiary 

institutions currently offer advanced training in the field of forensic mental health. 
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These results from this first round interview were critical in the development of the 

draft model presented in the next chapter. The draft model will be user tested during 

round two interviews to determine how that model can be operationalised as a final 

model. 
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CHAPTER 7 

7:1. Discussion and Model Development: Introduction 

The model is premised on ideas expressed by the participants during phase one 

interviews of the study as well as existing research and other models in the field.  

 

In this chapter the key findings from the phase one interviews are synthesised with 

the contemporary context in NSW and elsewhere and previous research is 

presented as the framework underpinning the draft model, before mapping out the 

draft model.  

 

Phase 1 interviews explored the essential elements that would be needed to improve 

and expand forensic services in NSW through provision of low secure community-

based care. Participants agreed that there was a strong need to address the chronic 

bed shortages in the NSW forensic mental health system and afford patients with 

more appropriate accommodation especially for those currently held in an 

unnecessarily high secure environment and those transitioning back to the 

community. Participants described their ideal model for low secure services as being 

one that balanced the sometimes-competing needs of patients, communities and 

providers in order to move patients forward towards the community while carefully 

monitoring safety and risk.  

 

In this chapter I analyse the key themes arising from the interviews with participants 

and discuss these in relation to best practice as identified in academic literature and 

established services elsewhere in order to develop a draft model of low-secure 

forensic care in NSW. 

  

7:2. Model foundations  

Participant sentiments during phase one interviews demonstrate the aspirations for a 

new model that supports the need for patients to transition from high security to 

lower level of security according to risk assessment outcomes. The proposed low 

secure model will complement the broader forensic mental health services in NSW 

and as identified by the participants also serve as a step up service for those 

patients in the community whose risk would have increased but are not requiring a 
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high secure placement. There needs to be room for these patients to be admitted 

back into inpatient low secure services.  

 

Participants agreed that there was strong need for low secure step-down services in 

NSW forensic care. They emphasised that a lack of low secure services leads to a 

number of problems including:  

• bed block,  

• people being accommodated in inappropriately restrictive settings for long 

periods of time,  

• extensive delays for people to enter into the forensic mental health system 

and inappropriately languishing in prison while awaiting entry,  

• frustrations in patients who are waiting to progress through the system,  

• legal challenges to the system because of those delays and waits,  

• people avoiding the forensic mental health system because they know that 

long waits exist and  

• Patients not getting what they need in terms of being out in the community as 

functional members of society and having long waits and delays because of 

insufficient service provision. 

 

Participant views on the need for least restrictive care and low secure forensic 

facilities as part of a high-quality forensic system is supported by the limited existing 

published reports and literature on this topic much of which has been discussed 

earlier in the thesis (Lawrence, 2022).  

 

In NSW concerns about limitations of the current system dates back over two 

decades. A 2001 report by the NSW Law Reform Commission (Mullen, 2001) and 

the 2007 review of the NSW Forensic Mental Health Legislation (James, 2007) 

critiqued the system for keeping forensic patients in custody due to a lack of forensic 

beds as detrimental to their mental health because treatment programs are 

inadequate in the correctional system. These findings were similar to 2006 coronial 

inquest findings into the death of a forensic patient in custody due to poor detection 

of a deteriorating patient in prison (Mackay, 2020). Mental health services in 

correctional environments are often not adequate to address the needs of people 

with serious mental illness (Jordan, 2011). A recent study by Adams and colleagues 
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(Adams et al., 2018b) that looked at forensic patient services and needs in NSW and 

clearly identified that there is a shortage of low secure beds and of community 

facilities for forensic patients and in some ways, an over-supply of high secured 

beds. As identified by some participants in this study the researchers described this 

as an inverted pyramid where most forensic beds in New South Wales are high 

secured, half the number are medium secure and there are no formal forensic low 

secure beds in the state. This led to poor rehabilitation and transition experiences for 

patients who are not fully prepared for community transition. Forensic patients 

discharged following intensive step down processes through the system have 

reported better outcomes in the community including lower recidivism rates (Goulet 

et al., 2022).  

 

Despite the limitations raised, most participants agreed that currently there are also 

good attributes of the existing models of support in New South Wales. This included 

the existence of a large high secure hospital linked to three regionally distributed 

medium secure units. This current set-up also provides a partial step-down care 

pathway for forensic patients and those services tend to be reasonably well 

resourced. However, there was consensus among the participants that there was a 

need to redesign current service provision to make it more focused on low-secure 

transitional support. Specifically, the analysis of the interview data identified the 

following themes that must be considered in any redesign along these lines: 1. 

Person-centred care, 2.The role of families and communities, 3. Needs of particular 

groups, 4. Safety and risk, 5. Geographical Location, 6. Size and structure, 7. 

Workforce, 8. Challenges for the proposed model, 9. Patient recovery and support, 

10. Patient Placement, 11. Patient Transition, 12. Community Reintegration, 13. 

Governance and 14. Rehabilitation programs  

 

The unique circumstances of working with criminally involved individuals with mental 

illness requires a closer look at individual trauma, risk profile, specific needs and 

individual strengths to design a truly person centred low secure model of care that is 

both trauma informed, and needs based therapeutic model of care to meet the 

expectations of both patients and the general community. The proposed low secure 

model outlined in this thesis will be expected to afford patients the ability to have 

increased levels of community access for increased periods of time in a safe and 
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monitored way before they are fully reintegrated into the community. This is in 

contrast to the current situation in NSW where patients are kept in excessive security 

conditions not commensurate with their risk profiles due to lack of less secure 

settings. 

 

Stepped care approaches for this population group provide the opportunity for 

patients to test out their skills that they would have learnt over the years potentially in 

high and medium secure forensic settings to be able to successfully transition to the 

community using their own identified strengths (Nicholls et al., 2022). During their 

stay in high and medium secure settings, patients do a lot of work around their needs 

such as substance use but often do not have an opportunity to test and make 

mistakes, lapses and then be taught how to manage those issues very well in most 

cases resulting in recalls to more secure facilities. In response to this, participants in 

this study suggested that the low secure model should offer an increasingly graded 

approach to being exposed to more realistic environment in the community, more 

triggers, and then developing strategies to manage those issues.  

 

The proposed model is depicted in Figure 3 below:
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7.3.1 Model Description. 

The model outlines interlinked stages and essential processes of the new model as it 

relates to the forensic patient resident and moving through the system. It focuses on 

the individual patient’s rehabilitation and recovery journey and context, risks and 

needs assessments, placement processes, rehabilitation and discharge. In this 

section I provide a description of the various sections of the proposed model, what 

each section means and why these sections are included. I then discuss key 

considerations for model operationalisation as envisioned by the participants.  

 

7.3.2. Forensic Patient at the Centre (Person centredness and strengths-based) 

The draft model highlights the individualised patient recovery journey, for example by 

focusing on the patient’s trauma, needs, risks, strengths and goals for improved 

quality of life and independence as they prepare for community re-entry. Person-

centred care is anchored on the belief that the person to whom care pertains is 

empowered to decide and take ownership of decisions affecting their care. The 

highly individualised care pathway of patient centred care places the patient at the 

centre of all activities pertaining to their care with staff assistance depending on 

patients’ mental state and level of engagement (Selvin, Almqvist, Kjellin, & Schröder, 

2021).  

 

A person centred low secure model of care for forensic populations in NSW should 

assist with gradual individualised treatment programs delivered within a rehabilitation 

and recovery framework. Historically service users have been excluded from raising 

concerns that they may have about the physical environment, therapeutic programs 

and how information about the quality of care they will receive as inpatients is 

provided and yet evidence from the literature has demonstrated that these service 

users can provide valid opinions about their own treatment (Wood, Thorpe, Read, 

Eastwood, & Lindley, 2008a). It is therefore key that patients are active partners in 

their own care and rehabilitation because as patients progress through rehabilitation 

and recovery and develop insight, they are possibly more effectively able to take 

increasing responsibility for their own care and treatment, and care pathway. 
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Strengths based models are premised on actions of staff emphasis on what the 

patient want to achieve and identify the patients’ own strengths that will help them 

achieve those personal goals whilst staff providing support and valuing individual 

patient choices. Strengths based models such as the Good Lives Model presents 

more advantages over the other models due to its reliance on practical reasoning to 

evaluate worthiness of one’s ideas and judgements to attain personal goals (Ward, 

2010). 

The good lives model is a strengths-based model that is used for offender 

rehabilitation by encouraging personal goals and in the process reducing the risk of 

re-offending.  The model utilises the goals and needs of the offender to deal with the 

risks they present with and embed these in the offender rehabilitation process 

(Barnao, 2022). 

 

Ethical dilemmas of patient centred care are brought to the fore in restricted 

environments such as the forensic mental health system where care is often 

mandated under certain legal frameworks. Person centredness in forensic settings 

where care is given under court enforced treatment orders or when the person is 

unwilling to engage with treating teams can therefore be a challenge (McKay, Ariss, 

& Rudnick, 2021). However forensic mental health professionals still have means of 

providing person centred care within restricted mental healthcare environments. This 

includes continuous processes of information provision, consent and negotiation. 

Patient consent is important not only for getting permission to act but to ensure that 

the patient themselves is involved with decision making and planning to create 

ownership and enable maximum participation (Waxell & Wiklund Gustin, 2022). By 

involving patients in care planning patients can utilise their experiences of mental 

illness to decide on the best strategies for improving their own health, which means 

that those strategies are more able to be implemented by the individual in the 

context of their lives (Dell et al., 2022). 

 

The application of certain processes such as the Relationship, Agency, Information, 

Safe environment (RAISe) conceptual framework (McKay et al., 2021) figure 3 

below, can assist with person centred care in this environment. 
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Figure 6: RAISe framework for person-centred care in coercive mental health 

environments  

(McKay, Ariss, Rudnick, 2021) 

 

The RAISe framework focuses on maintaining a safe environment, relational 

security, effective communication, and addressing the patient’s sense of loss of 

control through placing the patient at the centre of decision-making processes. The 

proposed model will highlight patient centred care through the application of the key 

principles highlighted in the RAISe framework: 

 

(i). Relationships 
This element of the framework focuses on improving the relationship between 

staff and patients by involving and engaging patients. Relational security 

focuses on the relationship between staff and patients through a process of 

therapeutic risk assessment that involves communication processes that 

demonstrate respect for the patient (Kennedy, 2022). Safewards Secure is a 

framework recently developed to improve safety in forensic mental health 

settings by improving the relationship between staff and patients in open and 

transparent conversations about personal and individualised identified risks 

rather than the traditional staff led engagements focusing on strict rules 
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(Maguire, Ryan, Fullam, & McKenna, 2022). This approach supports the 

provision of a recovery-oriented and person-centred framework.  

 

(ii). Agency 
Often patients with serious mental illness report a sense of loss regarding 

autonomy for activities of daily living and require assistance to regain control. 

Patients often feels they no longer have control over their actions including 

the consequences of those actions. The loss of agency may include the ability 

to choose and participating in treatment planning. The proposed model will 

prepare patients for independence through engagement with therapeutic 

activities that address vocational and skill development for community re-entry 

including support with other social needs such as housing. The model seeks 

to engage and involve patients in their own rehabilitation. Research has 

demonstrated that patients can fully recover if they are supported by skilled 

staff including peer support (Barnes et al., 2022).  

 

(iii). Information 
Information sharing will be highly encouraged between those staffing and 

administering proposed model. A structured process that ensures a two-way 

communication that allows feedback for personal development will assist 

patients with developing a sense of ownership which is vital for program 

success, other health services and stakeholders, patients and their families. 

As discussed earlier, families play a major role including advocacy and patient 

support. Information sharing has been found to enhance access to treatment 

(Pope et al., 2022).  

 

(iv). Safe environment 
Reducing risks within the proposed model will be achieved through provision 

of a range of services and interventions aimed at creating a safe environment. 

Multidisciplinary teams will be working with individual patient to address their 

needs including appropriate placement in an adapted environment. The 

environment will also ensure families and friends as well as skilled staff 

contribute to chart a clear and safe patient pathway for community re-entry 

(Walker et al., 2022).  
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The safe environment is facilitated by: use of duress systems, CCTV, security 

doors and unbreakable walls and special glass. 

These individual elements of the safe environment are discussed elsewhere 
in this section. 

 

Patient Recovery and support 

Some patients in the low secure facility will be starting their recovery and 

rehabilitation journey in this facility because they enter the system with low secure 

needs. Other patients that will be transitioned to the proposed low secure model 

would have reached the stage where they are ready to transition into the community-

based setting but require further support to achieve their rehabilitation and recovery 

goals. The rate of progress to community reintegration will depend not only on 

individual clinical needs, but also risk factors and depend on MHRT orders and 

recommendations.  

 

International studies have recognised the importance of secure recovery in forensic 

settings incorporating perspectives from both service providers and users (Simpson 

& Penney, 2018). Forensic mental health staff within the proposed model will work 

collaboratively with patients towards recovery through the core principles of 

installation of hope, patient empowerment to develop individual coping strategies 

and building relationships. Rehabilitation and recovery is often a complex process for 

forensic patients due to their challenges of criminal behaviour that lead to 

stigmatisation (Shepherd, 2022). The proposed model of care will develop specific 

education for staff and focus on community education programs to address the 

negative outcomes due to the stigma (Morrissey & Hollin, 2011).  

 

Forensic patients have been found to have higher levels of social disadvantage as 

well as other issues accompanying their mental illness such as substance use 

disorders (Yee et al., 2022). Most participants commented that patient support 

should not only focus on mental illness but a bio psychosocial approach that includes 

physical health, psychological support, human rights and social support including 

addressing the criminogenic issues and other problem behaviours such as drug and 

alcohol use. Necessary patient support described by participants was significant and 

ranged from transitional housing programs providing assistance with independent 
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living and daily living skills, to employment and financial assistance. In NSW these 

services can be currently accessed through Housing and Accommodation Support 

Initiative Plus (HASI Plus) Community Justice Program Housing (CJP Housing) and 

the National Disability Insurance Scheme (NDIS) (Huang, Vrklevski, McGregor, & 

Yu, 2022). The proposed model should therefore support patients to access these 

services as part of patient-centred strategies to support individualised needs. This 

would include specific programs and assessments of psychological vulnerabilities 

and other skills. Engagement with vocational education, occupation and 

rehabilitation programs and family and community were identified by participants as 

some of the supports needed to enhance re-engagement with the community. 

Participants envision the model offering a suite of rehabilitation, therapeutic, 

vocational and life-skills options which could be adapted to meet individual needs.  

 

Research has demonstrated that forensic patients experience hopelessness due to 

lack of decency at the time of the commission of crimes during an episode of 

psychosis. These patient will benefit from activities that instil hope and address 

moral injury (Roth et al., 2022). Mental health workers must provide adequate 

support and care utilising recovery principles to empower the patients and instil lost 

hope due to offense-related moral injury and its impact on their coping strategies. 

Engaging patients in various occupational activities has been identified as an enabler 

to successful patient reintegration and instillation of hope (Soeker, Hare, Mall, & van 

der Berg, 2021).  

 

Participants spoke about needing to tailor programs for specific groups, for example 

people who have co-occurring substance-misuse challenges. Substance misuse 

remains a challenge in forensic populations (McFadden, Prior, Miles, Hemraj, & 

Barrett, 2022). Participants highlighted that more support would be required around 

those with substance use problems especially where they also lack family support 

and other social support systems. Relevant programs common to this group are 

discussed further below. 

 

7.3.3. Community, Family and Carer Involvement 

Participants spoke about patients needing access to formal legal support and 

advocacy as well as having family or community supporters involved in care. Before 
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the patient gets involved with the criminal justice or forensic mental health systems, 

many may be living in the family unit within their own communities including culturally 

constituted communities. Family members have a deeper knowledge and 

understanding of the patient than service providers and forensic care givers must 

therefore engage with the family where possible to assess the dynamics, strengths 

and values of the family unit. This is key to be able to effectively develop a bio 

psychosocial rehabilitation and recovery plan with the patient (Saroca & Sargent, 

2022). Participants acknowledged the role played by families as another element 

that is important beyond the consultation with the person being treated, (and 

reiterated that, where appropriate, a wider engagement with family and carers should 

be part of the development of individualised support planning.  

 

The Mental Health and Cognitive Impairment Forensic Provisions Act 2020 as well 

as the NSW Carers Recognition Act 2010 recognises the valuable contributions of 

family and carers when they are involved and effectively engaged in the planning 

and designing of services and supports for mental health service recipients (Bisogni, 

2015). Family and carers can assist the service user and work collaboratively with 

professionals through information sharing, patient monitoring, patient support, and 

advocacy including discharge planning for community re-entry (Maybery et al., 

2021). Through collaboratively working with families and carers, healthcare 

professionals can safely conduct various assessments for safety and risk, various 

needs in domains such as cultural, behavioural, intellectual and vocational to 

address trauma and criminogenic issues. 

 

Whilst professional help and expertise from healthcare workers is important, 

emotional and social support from families can be critical in the recovery journey of 

patients with mental health needs (Robinson, Rodgers, & Butterworth, 2008). 

Embracing family and carer involvement in supporting patients in distress is 

beneficial for both the patient and the family and may reduce relapses (French, 

Shiers, Smith, Reed, & Rayne, 2010). Families’ capabilities and satisfaction in caring 

for a mentally ill relatives are enhanced in situations where support from mental 

health professionals is readily available (Shankar & Muthuswamy, 2007). In 

Australia, some studies have shown that supporting families and carers is critical 
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because many carers have higher rates of mental health issues themselves with little 

to no support (Cummins et al., 2007; Waxell & Wiklund Gustin, 2022).  

 

Families provide a vital link between the patient and forensic mental health services 

through sharing of information which is important for discharge planning as they may 

often be involved in the supervision and monitoring of the patient within the family 

and or community setting. Families may also be closely involved with advocacy 

issues for the patient because they know the patient better and as a family member 

whom they share some similar values and cultural issues. Using Maslow’s Hierarchy 

of Needs to develop a conceptual framework of family care Mottaghipour & Bickerton 

(2005) also found out that working with families in mental health services is effective 

in relapse reduction as well as alleviating stress levels for the family. A collaborative 

conceptual review on involving families in acute mental healthcare showed that 

improvements are needed in communication and decision making processes (Dirik 

et al., 2017). For this reason healthcare providers should always strive to improve on 

these processes to maximise on information sharing with families.  

 

Culturally respectful support and information sharing is essential when working with 

Aboriginal and Torres Strait Islander families and carers. For this group it is 

absolutely necessary to acknowledge the critical role played by kinship and family 

systems held by these communities including the strong networks and links available 

to support their social and emotional wellbeing as well as recovery from mental 

health issues. In NSW, the 2017 Justice Health and Forensic Mental Health Network 

patient health survey demonstrated that a significantly greater number of Aboriginal 

patients were experiencing mental health issues in custody compared to their non-

Aboriginal counterparts (Justice Health & Forensic Mental Health Network, 2017). 

The situation brings to the fore the significance of the number of Aboriginal families 

within the supporting kinship networks. Aboriginal family support kinship is a 

framework that connects the correctional system with the Aboriginal livelihoods 

systems and is used to promote systemic understanding of the needs of incarcerated 

Indigenous people (Davies, White, Wright, Maru, & LaFlamme, 2008).   

 

Service providers should therefore be mindful of these cultural and family ties when 

providing care to this patient cohort. The Justice Health and Forensic Mental Health 
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Network, as the peak government agency that deals with incarcerated people in 

NSW, is guided by the policy PD2012 16 NSW Aboriginal Health Plan 2013-2023. 

This document recognises the importance of strengthening partnerships with 

Aboriginal communities and also working closely with other organisations with 

advocacy interests for Aboriginal and Torres Strait Islander communities like the 

Mental Health Carers Australia and Mental Health Carers NSW. 

 

7.3.4. Patient Placement (Low secure setting) 

The determination of patient placement in a specific and appropriate level of secure 

environment is best done following a comprehensive assessment of needs balanced 

with individual risks, goals and strengths (Das, Murray, Driscoll, & Nimmagadda, 

2012). Patient assessment outcomes will determine appropriate decisions on 

placement including location, facility size and structure, workforce needed in the 

facility, technology and security processes including funding and governance of the 

service. Placement of a patient to a particular location needs to be carefully planned 

to benefit not only the patient with available rehabilitation programs, including access 

to work or education, but also consideration of other stakeholders with interest in the 

patients’ circumstances including family, victims and the community in which a crime 

was committed by the patient.  

 

Current research has recommended the use of assessment tools to determine 

patient readiness for transition. Relevant tools include the Model of Human and 

Occupational Screening Tool (MOHOST) which is used to determine appropriate 

patient placement (Wisniewski & Akintomide, 2022).  The model affords a wide-

ranging set of theoretical ideas, processes, and consistent valuations to facilitate a 

comprehensive observation of patient functioning (Taylor, 2022).The common model 

utilised to assess patient needs and treatment in forensic mental health is the Risk 

/Needs /Responsivity, model aimed at personal mental illness and the strengths 

(Robertson et al., 2011). Risk-Need-Responsivity models are aimed at targeting the 

criminogenic risk factors of the individual patient to prevent them from re-offending. 

Treatment programs should address those needs that keep the patient away from 

the urge to offend such as employment skills, housing and recreational activities. 

The model is used to predict the risk of offending and consequently the information 
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gathered is used to design treatment programs, based on the clinicians’ observations 

(Ward, 2007). 

 

The majority of participants suggested that candidates for low secure services are 

best identified through the process of structured risk assessment for rehabilitation 

programs aimed at improving independence and quality of life. This process will 

assist health workers to make professional judgements for patient placement and 

ensure only patients ready for step down from a higher secure setting are considered 

for safe transition into the least restrictive setting and achieve maximum benefit from 

rehabilitation programs (Habets, Jeandarme, & Kennedy, 2019).  

 

Decisions for patient transition and placements from high secure settings to less 

secure settings are also influenced by the patients’ willingness and demonstration to 

engage with and show a desire to complete prescribed therapeutic programs rather 

than a mere reduction in their risk for violence (McCullough et al., 2020). A history of 

engagement with rehabilitation programs for specific co-occurring disorders such as 

substance use disorders has been identified as an enabler for placement. Patients 

who engage with rehabilitation programs aimed at addressing their misuse of 

substances have higher chances of successfully transition back into the community 

without significant challenges (Eagle, Ma, & Sinclair, 2019). Participants also 

highlighted the need for patients to have had a significant incident free period before 

being considered for transition to lower security settings including physical and 

verbal threats of violence. Recent acts of aggression or involvement in violent 

behaviours does not demonstrate patient readiness for safe transition to a lower 

secure setting due to safety needs of other patients and staff in lower secure 

settings. 

 

Participants felt that for transitioning to the proposed person centred low secure unit 

the patient will have met the following basic criteria: 

1. Patient must be a forensic patient under the mental health and 

cognitive impairment forensic provisions act 2020 and currently 

admitted to an inpatient forensic mental health service in NSW. 
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2. Patient must have risk assessments completed (including HCR-20v3 

and DUNDRUM Quartet) to inform the clinical judgment that they are 

suitable for a low secure environment. 

3. Patient must have no incidents of verbal or physical aggression 

reported for a reasonable period of time including incitement of others. 

4. Patient must have demonstrated a willingness and ability to follow ward 

routines and accept staff directions. 

5. Patient must have a stable mental state, insight into their mental illness 

and demonstrable capacity to report symptoms and seek help. 

6. Participants acknowledge the legal requirement that a recommendation 

and/or order from the MHRT is required for patient movement to occur 

and usually this is accompanied by an assessment and acceptance 

report from the receiving treatment team. 

7. Patient must have a demonstrable record of participation in individual 

or group activities aimed at addressing their needs. 

 

7.3.5. Patient Transition 

Participants commented on the slow and lengthy process of patient transition within 

the NSW forensic mental health system as frustrating not only for patients and their 

families, but for staff as well. Forensic patients awaiting discharge from medium and 

high secure units remain an obstacle to the efficient management of high secure 

beds which are expensive and at the same time do not promote recovery (Rapisarda 

et al., 2020). The majority of patients in medium and high security hospital in NSW 

could be discharged to low secure facilities should such beds become available.  

 

Participants spoke about the importance of low secure facilities having well-

developed connections to community-based supports to enable a smooth transition 

into the community when patients progress to this step. In Australia poor transition 

experiences are compounded by community based mental health services and 

supports which remain complex to navigate for people with lived experience of 

mental health issues due to fragmentation of services (Mental Health Commission of 

NSW, 2020). Discharge of patients is often delayed due to lack of appropriate 

accommodation in the community upon discharge (Nguyen, Honey, Arblaster, & 
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Heard, 2022). However, National Disability Insurance Scheme (NDIS) recovery 

packages for forensic patients to have a home of their own and address other 

complex needs are also inadequate.  

Participants highlighted that some Indigenous patients in particular are 

disadvantaged by the current transitional process as many of these patients live far 

away from the available inpatient forensic settings. This situation, coupled with 

minimal to no local mental health supports, often leads to challenges with transition 

back into the community (Amos et al., 2022). There is need for the proposed model 

to provide services linked to regional community mental health services for these 

patients following discharge.  

Although re-offending among forensic patients discharged into lower security 

placements or the community is low (Dean et al., 2020), some patients may need re-

admission to medium secure settings for varying crises, psychotic relapses due to 

drug use or non-adherence with treatment (De Page & Titeca, 2021). Participants 

highlighted the lack of an exit strategy for these patients as a challenge for transition 

and suggested flexibility between low secure and medium secure to allow patient 

movement back should there be clinical need.  

Inconsistent documentation between two different health services may cause 

challenges in record keeping when a patient is discharged from low secure setting to 

a community setting in a different LHD since the services will be operated 

independently of each other (Huang et al., 2022).  Participants particularly noted with 

concern how forensic patients’ care is transferred from Justice Health to other Local 

Health Districts (LHDs) where the area mental health authorities often face the 

challenges of placing these mentally disordered offenders in the community. This 

concern will be discussed further during the second interviews to determine the best 

way of addressing this when the model is being operationalised.  

The issue of who should follow up forensic patients discharged from in-patient 

secure settings remains a challenge (Coffey, 2012b). The preferred option would be 

community supervision by staff with skills and experience of risk management and 

the criminal justice system. In NSW, this issue poses a challenge during transition as 

the patient is discharged from Justice Health who have the requisite skills and 

experience with forensic patients to LHDs who do not have these skills. Staff from 
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general mental health services generally do not understand the needs of forensic 

patients and perceive them as dangerous (Coffey, 2012b). This may result in 

authorities mainstreaming forensic patients according to clinical needs, ignoring the 

criminal aspects. Forensic patients will also be looked after by staff who may not 

have as much forensic awareness thereby increasing chances of placement failure.  

Currently the community forensic mental health team operated by Justice Health 

only plays an advisory role and support to LHDs following the discharge of a patient 

from justice health secure care and are not directly involved in the actual 

management of patients in the community. These questions of responsibility for 

community transition will be discussed in the second interviews.   

Forensic patients are often not well received by the community due to fears of 

violence and criminal behaviour (Coffey, 2012b). The challenges generally arise 

when the general population know about these placements in their neighbourhoods, 

they are usually reluctant and often react with anxiety especially when sex offending 

and other serious crimes are involved. Depending on how it is framed for the 

community, the new model will be more attractive to community members as it will 

result in lower offending rates. Community educational programs on the low risk of 

discharged forensic patient reoffending is therefore necessary and the community 

forensic mental health teams should take the lead in developing structured programs 

for community education.  

The shortage of low secure beds in NSW is in itself a barrier for timely patient 

transition. A patient assessed for step down and accepted by the low secure setting 

must ideally be transferred without delay (Huang et al., 2022). 

 

7.3.6. Community Re-integration  

Mental Health professionals need to recognise individual patient differences in 

culture, goals and needs as these may complicate the implementation of programs 

aimed at promoting independence (Hanna et al., 2020). The proposed low secure 

model will be expected to be truly least restrictive and allow itself to interact with 

various stakeholders including social, vocational, work and housing to gradually and 

safely prepare the patient for community reintegration (Padmakar et al., 2020). 

Preparation of the patient for community re-entry is critical as the patient will be 
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expected to be living independently with support from family and carers if these are 

available as well as support from the community mental health teams. 

 

Community reintegration will focus on empowering the patient for self-care, 

resilience and should be able to take some calculated risks otherwise referred to as 

the right to learn by failure or the right to fail in order to learn from their own mistakes 

(Craig, 2008). This will be started in the proposed model’s programming right 

through to the community with minimum supervision from professionals or family and 

friends. Peer support has been proven to be vital during transition from secure 

settings into the community especially where the patient has other issues besides 

the mental illness including substance use disorders, and the proposed model 

should provide peer support to alleviate these challenges (McCrary, Burden, Pierre, 

& Berkebile).  

 

The proposed low secure setting should ensure a comprehensive therapeutic activity 

program to prepare patients and set them for a successful community reintegration 

with option for readmission should there be need in cases of relapse requiring in-

patient care. Specific programs and assessments of psychological vulnerabilities and 

skills should be prioritised as well as engagement with family and community to try to 

enhance the capacity to re-engage with the community (Day & Halsey, 2022). 

Providing effective therapeutic activity programs ensures that the patient is equipped 

with adequate skills to deal with social issues in the community necessary for the 

reduction of recidivism including managing employment, substance use disorder, 

and avoiding reoffending (Lyons, Singh, Johnson, Nielssen, & Dean, 2022).  

 

The facility will coordinate, develop and communicate a discharge care plan that 

supports patients with their transition into the community including transfer of care to 

other service providers through development of partnerships with the LHDs and 

other stake holders such as the NDIS, housing, education and employment 

agencies. Links to Non-Governmental Organisations (NGOs), rehabilitation 

orientated programs in the community and housing should be established prior to 

discharge so that the patient so that the patient is already engaging with community-

based supports that will continue after discharge. The proposed low secure model 

will operate in partnership with other organisations with expertise and interests in 
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patients’ recovery journey (Huang et al., 2022). Partnerships can either be private 

(NGO) or public as well as formal or informal partnerships. The following agencies 

and services have been identified by participants as vital: 

 

1. Institutions of vocational learning such as Technical and Further Education 

(TAFE) and Universities. 

2. Employment and social services. 

3. Sport and recreational. 

4. Legal and advocacy services. 

5. NDIS.  

6. Alcohol and drug rehabilitation and community-based programs. 

7. Educational and occupational services.  

8. Housing accommodation providers ranging from HASI and HASI Plus type 

approaches right through to specific accommodation providers. 

 

The programs offered within the proposed model should be designed to ensure 

monitored reintegration of forensic patients back into the general community by 

addressing their mental health needs. Service at the proposed low secure setting 

should focus on the real bio psychosocial needs of the patient that will address 

issues of basic needs including housing, proper links and referral to community 

mental health teams for ongoing care and supervision to prevent relapse and to 

manage issues of substance use disorders (Huang et al., 2022). Links with 

community organisations will be key for the proposed low secure setting to match the 

patient with key service providers in the community such as the NDIS given the 

increased number of people with mental illness requiring financial assistance for 

social services (Australia AIHW, 2013). Further detail on programs and community 

supports is discussed later in the chapter.  

 

The proposed model is designed to provide independent living skills and access to 

adequate support workers to enable individuals to participate as fully as they can for 

their movement back into the community. Having the patient as involved as possible 

in their own care and having their own investment in it will increase rehabilitation and 

recovery (Nyman, Hofvander, Nilsson, & Wijk, 2022). Forensic patients often have 

the element of choice taken away from them because of their history and their past 
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difficulties in engaging with mental health treatment. Community reintegration is 

likely to be successful if patients are more responsible in their care and more 

involved in their rehabilitation and become more involved in the community as much 

as they can (Nyman et al., 2022).  

 

There is also need for a community forensic mental health service capacity for 

helping and supporting the local LHDs with the transition and movement of patients 

from the proposed model into their areas and when they move into supported 

accommodation (O’Meara, Morgan, Godden, & Davies, 2022). This must be a 

structured process with a dedicated team that supports the transition period. This 

should include including clear lines of communication and memorandums of 

understanding between organisations. Patients should not feel that they have been 

abandoned, but that they’re going to be followed up regularly. Regular follow up 

should be happening every day or so initially before being tapered off according to 

personal progress. The relationship that needs to be built between the facilities, 

Justice Health and local LHDs to effectively support the model is discussed further 

below.  

 

Consideration for discharge from the proposed low secure setting into the community 

will be made for patients who would have achieved certain outcomes. These include: 

• Effective engagement in all aspects of the identified specific 

individualised rehabilitation program and adherence to a care plan that 

reflects the patient’s engagement with their own goal based program 

(Lizardi & Stanley, 2010). Engagement is important for treatment 

continuation post discharge. 

• Demonstrated stable mental health, psychological and social 

functioning including satisfactorily addressed their offending behaviour 

(Loubière, 2022). This will ensure a smoother community reintegration 

as the patient will be required to conform to societal norms. 

Demonstrated compliance with MHRT conditions and orders including 

an awareness and understanding of their mental illness and its 

management as well as use of effective risk management strategies. 

This is important as any breach of community treatment orders may 

result in patient being recalled. 
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• Use of effective strategies to manage stressors, triggers and/or 

substance misuse. People transitioning to the community following a 

long-time of incarceration are prone to challenges in the community 

that includes functioning within housing and employment, and other 

social needs. These challenges are even more for those with mental 

illness and substance use disorders and programs designed to prepare 

such reintegration are important for both the patients and the 

community for the effectiveness of community reintegration (Galletta, 

Fagan, Shapiro, & Walker, 2021). 

• Successful unaccompanied leave and attained suitable community 

housing. Patients who successfully adhere to their leave conditions 

whilst on unaccompanied leave and suitably utilise the resources 

availed to them such as housing are more likely to have a successful 

transition into the community with continued support from staff 

including ongoing training in activities of daily living such as cooking, 

washing, shopping and other daily activities (Dickens & Barlow, 2018). 

• Linked in with appropriate services, including Community Mental 

Health Teams, General Practitioner, NGOs and other supports. 

Successful transition is achieved when patients are gradually 

introduced to independent living with indirect supervision and linked to 

basic services that addresses their needs in the community (Cherner, 

Nandlal, Ecker, Aubry, & Pettey, 2013). 

• Meeting vocational, social and educational preparation and skills 

needs. Patients transitioning back into the community would have 

missed a lot in terms of societal advancements and therefore would 

benefit from vocational education programs that makes them part of 

the society through promotion of self-reliance, learning to interact with 

others and also prevent recidivism (Ozkan, Belhan, Yaran, & Zarif, 

2018). 

 

7:4. Model implementation 

In the next section, I draw on the views of participants and link these with existing 

literature on low secure models of care to explore the essential elements that would 
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be needed to expand forensic services in NSW through implementation of the draft 

model. I take a closer look at eligible service users for the model including needs of 

particular groups within the proposed model. I also discuss suitable workforce for the 

proposed model, management of risk, funding, governance and perceived 

challenges for model implementation. 

 

7.4.1 Safety and risk: eligibility for the new model 

Participants spoke about the importance of recognising the effective existing safety 

and risk measures in operation and taking these into the new system. Forensic 

models already in place include a structured focus on the individual and their 

individual risk profile, their individual needs and individual strengths to develop an 

individual rehabilitation plan.  

 

In NSW, positive outcomes for risk assessment processes are shown in the very low 

reoffending rates for forensic patients (Dean et al., 2020). The reoffending rate is 6% 

for any offending and only 2% for violent offending in the first year after release. A 

highly structured, but person-centred and therapeutic approach to risk aligns with 

best practice in safety and risk management (Adams et al., 2019). The majority of 

the participants felt the model should be orientated around the needs of the patient in 

terms of security and risk management and they should be involved in their own risk 

assessments, so they become partners in their own care. Current research reports 

positive outcomes where people are brought into clinical and service decision of 

using health services based on their own lived experiences (Roe, Slade, & Jones, 

Walker et al (2023) carried out an in-depth interview with older forensic mental health 

patients and the staff that cared for them and found that a person-centred and 

individual recovery approach should be adopted to meet the individual needs of each 

forensic mental health care user. They also found that forensic patients need 

security in their recovery journey and that risk needs should be personalised in 

mitigating risk to the individual patient not just society. The physical and 

psychological environment of services needs to be adapted to meet the needs of 

individual patients including therapeutic relationships with staff to foster a person-

centred and individual recovery approach to ensure quality of life, wellbeing, and 

personal recovery (Walker et al, 2023). The model proposed in this thesis can 

therefore be adapted to the needs of each individual patient story. 
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2022). However, including service users in planning their healthcare is in direct 

contrast to historical approaches that centred only on clinician’s perspectives.  

 

The current system uses structured processes to be fair and transparent about 

enhancing patient needs in relation to recovery (Adams et al., 2018b). These 

processes were described by participants as the core to how patients should be 

assessed to move through the system and should be retained as key parts of patient 

safety decision-making processes in the new model. They will be a consistent suite 

of standardised tools which allow care planning to make explicit every patient’s past, 

present and future risks for ensuring both patient and community safety (Adams et 

al., 2018b; Kennedy, 2002). Structured assessments, used successfully in the 

current system, should include the following:  

• HCR-20v3 is an assessment tool that helps with structured decisions about 

the risk of violence using historical information on violence as a child, 

antisocial behaviour as an adolescent and relationships as an adult (Jones, 

López, Rojas, Guarneros, & Rosenfeld, 2022).  

• The DUNDRUM Quartet consists of structured professional judgement tools 

which have operationally defined ratings for areas that are relevant to the 

chosen option for rehabilitation. The DUNDRUM-3 is a component of the 

DUNDRUM Quartet tool which looks at the rehabilitation programs someone 

needs and the degree to which they have completed them. The process is 

individually focussed and directed towards their rehabilitation.  

The DUNDRUM-4 is a recovery tool. It is orientated to someone’s recovery journey 

looking at their level of insight, awareness, therapeutic relationships and hope for the 

future, engagement with family and friends and meaningful activities (Boer, 2021). 

The proposed model should provide security best practice according to the 

dimensions of relational, procedural and physical security (Crichton, 2009).  

The proposed model should provide security in all aspects including relational, 

procedural and physical security as well as management arrangements. Modern 

technology in security does not necessarily require high walls or fence for perimeter 

zones of the forensic unit particularly if it is low secure (Seppänen, Törmänen, et al., 

2018). Physical security will entail the use of fixed and mobile duress pendants 

carried by staff at all times whilst on duty. Adequate lighting, lockable doors, effective 

communication systems (two-way radios, mobile phones and intercom) will form part 
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of the enhanced physical security systems. Ashton House in Adelaide is a forensic 

mental health services step down rehabilitation unit that monitors its perimeter zones 

with infrared beams that alarm if the beam is broken and also activates the CCTV 

cameras which are monitored by staff.  

 

Relational security will be based on risk assessments that provide data for staff to 

know the patient, particularly their individual triggers and warning signs and providing 

solutions such as the right staff to patient ratios as well as enough time spent 

engaging with the patient and improve the relationship between staff and patients 

that can be evident in the manner they communicate to reduce incidents of 

aggression (Markham, 2022). Regular reviews of procedures and policies that 

support security and risk management will enhance the procedural aspect of security 

within the proposed model while extensive programs for clinical supervision and staff 

development in forensic mental health will encompass management arrangements 

for ensuring security.   

 

Leave should be granted through decisions made by a multi-disciplinary leave 

committee. Leave approval should consider the point the individual is on their 

community reintegration journey and can be day or overnight. This multi-disciplinary 

team will also complete risk assessments on a regular interval to monitor patient 

suitability for low secure stay. Non-contact visual observations and monitoring 

overnight will be carried out by two staff at all times. This is in line with international 

best practice for the maintenance of safety for both staff and their patients without 

disturbing the patients’ sleep (Jukes, Gibson, Wrench, Odunlade, & Tarassenko, 

2021). Random searches, restricted items and visitors as well as random drug and 

alcohol testing will be performed only when clinically indicated. This is important for 

the creation of mutual trust between staff and patients. 

 

7.4.2 Workforce 

Although acute risks are being dealt with under the current system, forensic patients 

often have serious, but latent risks that are not immediately obvious as they move to 

lower security settings and have their boundaries tested in the community (Conroy & 

Murrie, 2007). This means that the model needs to be staffed by highly trained and 

experienced staff who are used to dealing with people who have been in contact with 
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the criminal justice system (McNeill, 2009). General mental health staff may lack the 

volume of experience that proves the skills and experience in engaging forensic 

population groups and assessing latent risk. The model instead needs a Multi-

Disciplinary Team (MDT) with forensic expertise and close links to forensic mental 

health staff elsewhere working under overarching governance and policy 

arrangements. The team will also need specialised skills in supporting people who 

have experienced drug and alcohol abuse. Co-occurring disorders among forensic 

patients may impede the process of recovery particularly substance use disorders as 

these often diminish prospects for rehabilitation and increase the risk for recidivism 

(McFadden et al., 2022). Mental health care staff at the low secure setting should 

therefore be skilled and prepared to work with these patients on programs that 

address substance use disorders to prepare them for discharge into the community 

where increased availability of those substances prevail. Research has 

demonstrated that engaging patients in effective substance use treatment programs 

during admission time in secure settings often is associated with reduced levels of 

relapse after discharge (McFadden et al., 2022). 

 

Participants felt that a 24-hour clinical presence of a multidisciplinary team will be 

necessary for effective clinical supervision and risk management as well as to meet 

legal and expectations of both patients and the general community. The MDT should 

consist of appropriately trained forensic mental health staff with a good 

understanding of forensic mental health and recovery including a good 

understanding of other issues like personality disorders and substance use. The 

multi-disciplinary team should be led by a psychiatrist and comprise different 

professionals including psychologists, occupational therapists, social workers, 

mental health nurses and diversional therapists. This range of skills will be 

necessary for effective clinical supervision and risk management as well as to meet 

legal and recovery expectations of both patients and the general community. 

Credentialed mental health nurses who currently provide expert advice, supervision 

and evidence based forensic mental health service can provide ways of working that 

ensure best value, and achieve a service that deliver quality forensic mental health 

services for this vulnerable patient cohort (Wilson, Hutchinson, & Hurley, 2017). 

They should continue to be at the heart of the team. The team should have close 

links to forensic mental health staff elsewhere working under overarching 
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governance and policy arrangements focussed on recovery and rehabilitation for the 

patients’ next step into the community will be more effective in meeting patients’ 

goals for recovery. Staff should also be able to advocate for patients beyond the 

bounds of the forensic system as part of an integrated care network around the 

individual. Forensic patients often have limited capability to advocate for themselves 

and so the proposed model should include roles for staff that both support and 

empower patients through advocacy. Strong advocacy for patients’ needs to 

progress through the system is therefore central to the work of forensic mental health 

care teams (Eades, 2018).  

 

In addition to having family or community supporters involved in care, the inclusion of 

peer workers as part of the workforce was identified as some of the important 

aspects of patient support by participants. Having peer workers as part of the 

workforce increases the chances of patients getting access to legal rights and 

advocacy in their care (Livingston, 2020). Working with people with lived experience 

of mental illness in forensic mental health services often leads to greater patient 

autonomy in decision-making about their care (Lambert, Egan, & Thomas, 2021). 

Peer workers or workers with lived experience of mental illness understand the 

needs of patients experiencing mental illness and incorporating them into the 

forensic mental health workforce will further the interests of the patients.  

 

Peer work support is especially important for specific patient groups such as 

Indigenous and culturally and linguistically diverse groups due to their specific 

vulnerabilities within the system and these are comprehensively articulated in the 

next chapter of this thesis. Foreign nationals who may not have the similar level of 

access to funding for rehabilitation will also need specific attention for cultural 

awareness and cultural linking (Bhui & Bhugra, 2002). The proposed model should 

therefore address the needs of these vulnerable patient groups through employment 

or training of staff who understand the culture and needs of both Indigenous and 

people of minority backgrounds and ensure human rights within the proposed model 

of care and recognise that people come from different backgrounds, different views, 

and different religious groups and these are all important for rehabilitation and 

individual care. 
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7.4.3 Quality and Evidence 

Auditing health services outcomes for patients makes healthcare providers improve 

the quality of service provided to their patient groups (McCarthy, Chaplin, & Bouras, 

2022). A number of quality improvement processes have been tried and tested 

around the world and yielded best outcomes for patients such as the Green Light 

Tool which was designed to ensure people with Intellectual Disability receive 

equitable mental health care as a self-audit toolkit that provides a benchmark of what 

patients should expect from their healthcare provider (Chaplin, O’Hara, Holt, & 

Bouras, 2009).  

7.4.4 Size and structure of the unit 

With the current number of New South Wales forensic beds is estimated at 

approximately 200, but the majority of participants felt that this number is inadequate 

and NSW probably needs about 500 forensic beds with around a fifth of the total 

beds dedicated as low secure beds. Participants also spoke about the pressure on 

the current system with too many people bunked up in prison waiting to come into 

the forensic mental health system. This meant that the forensic hospital is always 

full, medium secure units are always full and there are more people needing to come 

in than can get out.  Most participants therefore proposed approximately 100 beds 

for low secure services. They did not want the beds to be located all in one spot, but 

rather scattered across the state close to medium secure units at an average 20 

beds per unit. Participants suggested accommodation that resembles real 

community housing instead of the use of hospital type of accommodation.  

Most participants think that ideally the model should be big enough to be able to run 

programs that are dedicated to this cohort. Participants commented that it would be 

difficult to effectively run psychological, criminogenic or mental health-focussed 

programs if there were only few patients. Such programs would need a core group of 

at least 20 to be able to run those sorts of programs (Yalom & Leszcz, 2020). Larger 

numbers make more specialist programs viable because they are more cost-

effective. One option is to co-locate units near medium secure forensic units so there 

can be shared approaches to programs. This option could assist people in the 

medium secure units to start to foster links with the low secure unit and start to 

prepare themselves for moving and provide some element of continuity so that it’s 

not a staccato approach where you go from this unit to that unit with no crossover 
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and continuity. Some participants however felt that the proposed model should not 

look like an institutional unit but should begin to prepare people for community life by 

reflecting normal accommodation-type arrangements. 

 

Recent studies have demonstrated that the low secure units need not to be too small 

to be able to stratify care and that size will depend on population served by the 

model (Kennedy, 2022). Participants commented that the proposed model should 

therefore use an adapted share house or share living arrangement and that it should 

be somewhere that people enjoy living and thrive in and above all it should be in an 

environment that people enjoy being in. It needs to be an environment that people 

will feel gives them hope and enables them to take the next step to integration into 

civil society. Successful community-based rehabilitation experiences in housing that 

mimics as closely as possible community living would enable better transition. These 

different perspectives on the ideal size and style of the units will be further explored 

during the second round of interviews which will compare suggestions for the best 

operationalisation of the model. 

 

The proposed low secure model would fit well in the current system. The presence of 

the cottage beds at Cumberland and Kestrel Campus, the Broughton Unit at 

Concord and to a degree at Macquarie Hospital, highlight that there is a strong need 

for low secure beds in NSW and furthermore these cottage beds are not declared 

low secure beds. However for low secure beds to be integrated with the current 

system, there should be a clear ability for the current service to incorporate them in 

care pathway planning for people from their initial intake as a forensic patient. They 

should be accessible whether the patient is suitable for a low secure placement or 

whether they need to step-down through high secure or medium secure. The 

proposed model should therefore form a very well integrated part of the current 

forensic mental health system that allows forensic patient movement either by 

stepping down to lower secure levels, or up where someone there might be a need 

for more intensive care in a medium or high secure location. 

 

7.4.5 Geographical Location 

There are only three MSUs in NSW and of these only one is metropolitan based and 

the other two are regionally based. Regional MSUs present difficulties for proper 



 
 

204 

 

rehabilitation in terms of access to education and occupation but can still provide 

onsite programs for rehabilitation. One of the things that the services would benefit 

from is more metropolitan-based rehabilitation sites that will enable better access to 

rehabilitation and occupation. Participants commented that NSW is a very large state 

with the cluster of all of our forensic services close to the city, which is potentially 

very problematic for people who are rural and remote based and specifically for 

Aboriginal communities. However the majority of participants felt that low secure 

services ought to attach themselves to existing services, so they can be either co-

located with or under the same team structure as say the medium secure or even the 

high secure services so that staff who work in them can get expertise in other areas 

as they know what the patients are like at different parts of their journey. The 

proposed model should therefore attach itself with existing medium secure settings 

or be located close to them for the reason of tapping the expertise from those 

established services and ensuring a seamless transition for patients with an option 

for moving back when clinically indicated.  

 

Some participants were of the view that the proposed model should be built in a 

metro location for ease of transition into social services, vocational and work 

opportunities for patients. Having the service in close proximity to a town would allow 

people to attend TAFE or education, employment groups and be close to a hospital 

facility where outpatient services tend to be based. Also important was having 

access to grounds and nature and enabling focus on physical health, like sporting 

facilities, exercise facilities, grounds for walks. However certain problems have been 

reported with locating these units in urban communities due to media attention and 

opposition from urban dwellers who may be concerned with the risk of criminal 

activities by forensic patients due to their history (Seppänen, Törmänen, et al., 2018; 

Estates, 1993). This is despite research showing that this notion of criminal activity 

by forensic patients in an institution is unfounded (Gradillas, Williams, Walsh, & 

Fahy, 2007). The proposed model would reduce this challenge by attaching itself to 

the existing medium secure settings that the communities are already accustomed 

to.  
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7.4.6 Governance 

Most participants felt that the proposed model should be integrated with the rest of 

the forensic mental health system. The model should speak the same language with 

regards to risk assessment tools, referral processes and the forensic mental health 

reporting to the NSW Ministry of Health.  

 

The forensic mental health policy directive, PD2012_050 of New South Wales Health 

is the existing policy structure that governs the existing model of forensic care in 

NSW. This document guides the forensic patient flow committee and the clinical 

governance committee or clinical council for the Forensic Mental Health Network 

which discuss and decide which patient move where and when. The policy directive 

sets out the position of Justice Health & Forensic Mental Health Network 

(JH&FMHN) as a lead in providing forensic mental health services and sets out the 

duties to manage patient flow and to assist LHDs with the care and provision to 

forensic patients. Under these policies the current NSW Forensic Mental Health 

system is based on collaboration and agreement between Justice Health and LHDs. 

However there needs to be an overarching responsible actor to allow for more 

consistency across the model of care, treatment programs and assessment tools 

across all the different levels and facilitate a shared language and shared 

understanding of patients. This would align the model with practices in other states 

where there is a chief forensic psychiatrist or another officer who has oversight over 

the system, reports on the system as a whole and can more coherently plan for the 

future. Participants felt that this should be Justice Health because of their existing 

oversight of forensic care and understanding of the patient population. 

 

Currently NSW has not developed governance systems for low secure settings due 

to unavailability of this service. The current system relies on high and medium 

secure settings and a limited community advisory team. Introduction of a low-secure 

service would require integration of low secure beds with the current system to 

incorporate them in care pathway planning to consider whether the patient is suitable 

for a low secure placement or whether they would need to step-down through a high 

or medium secure unit.  

 

The integration of the low secure model with the current system for high and medium 

secure settings will make it easy for the patient to move back to medium secure units 
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without problems and to manage space allocations in the system. Current NSW 

policy for the management of forensic patients directs that Justice Health & Forensic 

Mental Health Network to take a lead in general forensic mental health service as an 

expert in the field and participants suggested that Justice Health oversee the 

functions of the proposed model and be empowered to direct people to move around 

the system because they have the most experience in forensic mental health 

services when compared to the general mental health services in LHDs. However, 

as discussed above, under the current system JH&FMHN does not have powers of 

direction between the units. Participants had varying opinions as to the management 

of the proposed model with some participants suggesting the model should be 

managed centrally by the ministry of health since it will be a state-wide model of care 

and therefore should not be controlled by an individual entity such as Justice Health 

or individual LHDs. 

 

Having an overarching governance model would allow for more consistency across 

the model of care and treatment programs and use of assessment tools between all 

the different levels. It would also allow more shared language and shared 

understanding of patients including staffing structures (McKenna & Sweetman, 

2020). Given that participant views clashed with the current governance 

arrangements for the system, the varying opinions on who should control the 

proposed model will be explored further in the second round of interviews when the 

focus will be the operationalisation of the proposed model. 

 

7.4.7 Rehabilitation programs 

Participants described recovery in forensic mental health as having many facets 

including a focus on a patient’s trauma, needs, risks, strengths and goals. The 

forensic patient group has specific risks that are linked to their offending behaviours 

and at the same time the patient may have gone through traumatic episodes during 

or after the offending behaviour whilst experiencing the enduring mental illness. For 

instance if the offence involved harming a family member, the patient may suffer 

psychological trauma when psychotic symptoms subside and they realise what they 

have done. Forensic patients should be given an opportunity to reflect on the impact 

of mental illness and crime on their lives to be able to focus on personal recovery 



 
 

207 

 

(Møllerhøj, 2021). The proposed low secure model should therefore be able to 

support patients’ goals for rehabilitation and recovery by:  

1. Allowing patients to work individually or in groups in a supportive and 

therapeutic environment in programs aimed at successful community 

reintegration. 

2. Utilising therapeutic security and minimal restrictions that support safety for 

patients, staff and community. 

3. Ensuring an individualised plan of care that seeks to address individuals’ 

goals in a safe and realistic manner. 

4. Ensuring strategies that address patients’ symptoms and substance use in the 

community through skill acquisition for problem solving, conflict resolution and 

awareness of early warning signs. 

5. Increasing awareness of behaviour consequences, relapse prevention and 

management strategies including the need for treatment plan adherence. 

6. Reflecting on past offending behaviour and strategies for reducing recidivism 

including encouraging responsible and accountability for their own actions.  

7. Increasing awareness of the importance of family and carer support, 

partnerships and meaningful engagement with stakeholders for successful 

transition. 

 

Participants highlighted that a forensic mental health low secure unit should be 

analogous to supported housing but with additional facilities and programs around 

rehabilitation. The service should offer the best comprehensive, not only mental 

health focussed rehabilitation but also criminogenic needs focussed rehabilitation. 

The aim of a comprehensive program of therapeutic activities in forensic mental 

health is generally to rehabilitate and prepare the patient for discharge back into the 

community (Simpson & Penney, 2011). Participants emphasised low security 

services as part of an individualised, and possibly non-linear, continuum from high to 

low security. In this system the same elements of recovery, safety and rehabilitation 

should be present within all levels, but compared to a high security facility, the low 

secure setting de-emphasises physical containment, with rehabilitation and 

community re-entry elements increased.  
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Lower risks of reoffending have been reported in well treated forensic populations 

when utilising therapeutic activities to rehabilitate patients particularly in those with 

history of violent offending, personality disorders and substance use disorders 

(Coupland & Olver, 2020). Most participants felt that every patient should have an 

individual program that they are working through and working towards to be 

discharged. The approach should therefore be grounded in individualised programs 

developed in partnership with the patient (Walker, Yates, et al., 2022). The proposed 

person centred low secure model will focus on an individual’s strengths to engage in 

rehabilitation activities that promote social, occupational, physical and vocational 

skills in preparation for community re-entry. A bio psychosocial approach when 

diagnosing and treating mental illness including the prescription of medication is 

important but also taking a holistic view of the patient’s physical and mental health 

needs and appreciating their psychological rehabilitation needs will further increase 

success chances of community reintegration (Huang et al., 2022).  

 

The rehabilitation provided must be patient centred and fit with the individual’s 

strengths and goals. As with ‘slow stream rehabilitation’ in brain injury recovery 

(Gray, 2000), some patients have needs that require that they have ongoing care for 

a long time and long-term low security may also be appropriate for that patient 

group. Other patients may find social engagement and reintegration easier. Their 

rehabilitation, for example, would be about offering opportunities to build skills for 

transitioning fully into the community and monitoring progress to ensure that they 

don't relapse. The rate of progress will depend not only on individual clinical needs 

(Páv et al., 2022), but also risk factors and will be subject to Mental Health Review 

Tribunal orders and recommendations.  

 

 

Programs offered in the proposed low secure setting would be focused on 

occupational, vocational, diversional activities, increased social engagements, 

engagement with community groups, their family and living skills.  Because the 

reason the person is in forensic care is some sort of offending behaviour or risk of 

offending behaviour, the proposed model should aim to focus on providing 

individualised, specific tier-based interventions, focusing on offence related work, 

emotional regulation, substance use and insight into mental illness which are the 
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most relevant risk factors for the forensic patient groups (Rotter & Amory Carr, 

2011). Where possible staff should ensure consistency in delivering therapeutic 

activities from the same members of staff for a more cohesive relationships with 

patients (Kennedy, 2022). Patients who have transitioned from high security settings 

might have already done work on behaviour like physical violence or other 

behaviours which led them into the system for these patients. There should be 

‘booster interventions’ essentially to help with those behavioural consequences of 

their mental disorders and also some maintenance of a good mental state with the 

goal of transition to community living (Maruca & Shelton, 2017). Planning and 

delivering therapeutic activities and rehabilitation should focus on psychiatric co-

morbidity to deal with substance use disorders in forensic mental health to prevent 

relapse and in turn lower risk for reoffending (Karlén, 2022).  

 

A snapshot of therapeutic group themes is presented in table 3 below. Specific 

groups currently provided at the forensic hospital are as shown in section two of this 

thesis
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often found among these patient groups is important and should be provided as an 

individualised program targeting specific needs of individuals taking into account the age, 

culture and cognitive function of that patient.  

International Journal of Forensic Mental 

Health, 1-12. 

Healthy Living 

Programs 

 

Assessment of psychological vulnerabilities and mental state are not the only care needs of 

forensic patients admitted to secure settings. Patients on psychotropic medications are at 

increased risk of metabolic side-effects of those medications. Programs offered in the proposed 

model should therefore aim to address these physical challenges through a variety of programs 

aimed at boosting healthy lifestyle to reduce the risk of metabolic syndrome for this population 

group of patients. 

(Landin, Palmer, Paul, & Shahrjerdi, 

2022). Improving physical health 

monitoring and interventions in a 

learning disabilities forensic psychiatric 

secure service. International Journal of 

Risk & Safety in Medicine, (Preprint), 

S1-S6. 

Awareness 

Programs 

Treatment programs often fail due to simple issues like recognising cultural practices of 

individuals. Forensic patients are generally at a disadvantage due to stigma associated with 

their mental illness and involvement in criminal justice. Staff working in the proposed model 

should be aware of various implications for their patients as they work towards preparing them 

for community reintegration. Firstly staff needs to be aware of their patients’ cultural needs and 

then teach the patients to be culturally aware as well for the community they are about to enter. 

Engaging patients in therapeutic groups that creates cultural awareness is vital for discharge 

planning. Patients will be taught about not only cultural awareness but self-awareness as well 

as community expectations.  

(Leclair et al., 2022). Cultural Safety in 

Forensic Mental Health Services: A 

Scoping Review Protocol. 

Support 

programs  

Forensic psychiatric patients often presents with complex care needs due to the combination of 

mental health illness and criminogenic risk needs. The proposed model will therefore take 

these factors in consideration including other personal attributes and sociodemographic as well 

as cognitive abilities to assess the type and level of support each individual patient needs and 

collaboratively design programs that address the needs of the patient. 

(Di Lorito, Völlm, & Dening, 2019). The 

characteristics and needs of older 

forensic psychiatric patients: a cross-

sectional study in secure units within 

one UK regional service. The Journal of 

Forensic Psychiatry & Psychology, 

30(6), 975-992. 
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Specific problem 

behaviours  

Generally forensic patients with problem behaviours such as gambling, sex offending and 

substance use disorders also presents with other conditions including personality disorders and 

intellectual disability. Treatment programs in these patient groups are aimed at addressing the 

often maladaptive patterns of cognition, emotion regulation and the altered psychosocial 

function. Service providers for these patient groups need to be skilled in both assessment and 

motivational skills to engage this highly challenging group. Treatment programs should be 

aimed at addressing personality and offence specific issues whilst preparing for discharge and 

reduce incidents of re-offending. These treatment approaches requires MDT approach of highly 

trained staff. 

(Cooray, Alexander, Purandare, 

Chester, & Tyrer, 2022). Personality 

Disorder in People with Intellectual 

Disability or Those with Intellectual 

Disability and Autism Spectrum 

Disorder. In Textbook of Psychiatry for 

Intellectual Disability and Autism 

Spectrum Disorder (pp. 807-823). 

Springer, Cham. 

Rehabilitation 

orientated 

programs 

Successful rehabilitation often depend on treatment frameworks used by service providers to 

assist patients with personalised recovery-oriented programs. The most common used 

framework to achieve this in forensic mental health is connectedness, hope, identity, meaning 

and empowerment (CHIME). Recent studies have added new concepts of safety to CHIME, 

leading to the CHIME-Secure framework (CHIME-S). 

(Senneseth, Pollak, Urheim, Logan, & 

Palmstierna, 2022). Personal recovery 

and its challenges in forensic mental 

health: systematic review and thematic 

synthesis of the qualitative literature. 

BJPsych open, 8(1). 
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7:5. Needs of Particular Groups / Populations  

Some specific particular groups such as Indigenous groups, culturally and 

linguistically diverse groups including foreign nationals who may not have the similar 

level of access to funding for rehabilitation might all need specific attention for 

cultural awareness, cultural linking and Identification of additional resources (Durey, 

Wynaden, Barr, et al., 2014). The specific needs of these groups are detailed below. 

Participants expressed views that if the specific needs of these groups were not met 

then these individuals are more likely to fail to criteria for low-secure placement and 

then be more likely to be kept in higher levels of security and be less likely to 

successfully transition to the community. This could therefore entrench the 

disadvantage already faced by certain groups. This included Aboriginal patients, 

people with personality disorders or intellectual disability, patients who have sexual 

offending behaviours and some other rarer behaviours or needs. The proposed 

model therefore should develop criteria to consider these particular groups of 

patients, better prepare them for transition and expand the inclusion criteria for 

stepping them down. 

 

7.5.1 Indigenous Groups 

As discussed in the literature review section of the thesis, the overrepresentation of 

Aboriginal and Torres Strait Islander people in prison is well documented but 

however collection of accurate data on prevalence of cognitive and mental health 

impairments in these communities remains challenging due to cultural and 

contextual issues that too often lead to misdiagnosis. 

 

There is therefore a need for the proposed model to work collaboratively with other 

stakeholders and intensify awareness programs and develop processes, policies and 

procedures that recognise the cultural needs of these Indigenous Australians 

including assessment for protective factors among those patients so that services in 

the proposed low secure setting will be responsive to their needs. 

 

Indigenous patients in the system are not adequately assisted either by the current 

models as the few step down beds are not community based but on the grounds of 

the medium secure units or the general hospital from which they need to step down 

from. Most participants identified culturally sensitive care as key for Indigenous 



 
 

214 

 

patients and that includes being cared for within their own communities where their 

cultures are practiced and appreciated as they feel as part of the community. 

Patients are likely to succeed in their treatment programs if they feel that their 

culture, human rights and social norms are taken into consideration by the care 

givers. Aboriginal communities have historically demonstrated strength and 

resilience through kinship, cultural care and connection (Usher, 2021).  

 

Throughcare is a program aimed at assisting people in custody right through to post 

release period to settle back in the community (Putnam, 1996). As a transitional 

service for people in custody, the department of corrective services focus on 

improving the success of programs offered prior to the release of people in custody 

as well as managing the coordinated release process to ensure smooth transition 

from custody to community environment. The process ensures a more coordinated 

and improved communication between stakeholders that include Probation and 

Parole and address criminogenic needs, housing and continued psychiatric care in 

the community.  

 

The program is especially beneficial for Indigenous patients transitioning into the 

communities as it acknowledge the role of community in providing solutions for the 

transitioning patient as opposed to having the system imposing solutions which often 

fail to acknowledge the traditional cultures and societal structures resulting in 

recidivism or reoffending (Tubex, Rynne, & Blagg, 2021). The proposed model 

needs to recognise and identify the most suitable transitioning pathways for patients 

through engaging with the community to place the patient in the appropriate 

community of their cultural heritage. Effective family engagement processes will be 

needed in the proposed model to support families with receiving and reuniting with 

their returning family member after a period of absence (Day, Geia, & Tamatea, 

2019). 

 

Aboriginal people often have co-existing or intersectional needs which must be 

managed. Substance misuse and cognitive impairment has been largely reported 

among Aboriginal people in the criminal justice system in Australia hence the specific 

needs of this patient group requires that the forensic mental health system develop 

and implement effective culturally appropriate care strategies that is acceptable by 
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the this population group in addressing the co-occurring substance misuse (Ogloff et 

al., 2017). 

 

7.5.2 People with personality disorders  

Another group that might be quite challenging are people that have significant 

personality disorder accompanying their mental health needs. This group often 

presents significant additional risks for rehabilitation in the community, therefore 

skills and awareness to manage people with personality disorder in the proposed low 

secure model would be useful (Fanaian, Lewis, & Grenyer, 2013). The aim of 

rehabilitation for this patient group is to improve relationships with others in the 

community and a reduction in symptoms (Grenyer, Townsend, Lewis, & Day, 2022). 

Treatment outcomes therefore for this patient group will determine the admission 

time in secure settings before discharge into the community. The Australian court 

system currently requires that evidence against a person with personality disorder be 

very clear to determine the severity of the disorder and whether the disorder is 

connected to the offence committed by this patient including the rehabilitative 

prospects and community protection should the patient get released into the 

community (Carroll, Walvisch, & Marsh, 2022). 

 

Incidence of personality disorders is poorly reported within the forensic mental health 

system because generally they are diagnosed through clinical assessment rather 

than standardised screening tools and hence the rate of personality disordered 

patients reported in current studies are as low as between 4% and 10% (Huang et 

al., 2022). Improved reporting of cases of personality disorders among people with 

mental illness will help the proposed low secure model to design and expand the 

assessment processes and modify therapeutic programs tailored for people with 

personality disorders so as to improve their global functioning and anger 

management skills which will help them in the long-term to reduce reoffending 

and reintegrate well into the community.  

 

7.5.3 Intellectual Disability group 

People with intellectual disabilities constitute another special group of patients who 

might require some adaptation of programs and linking with different parts of the 

community (Brown, Duff, Karatzias, & Horsburgh, 2011). Forensic patients with 
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intellectual disabilities often present with co-occurring mental health conditions that 

include major depressive and anxiety disorder (Pinals, Hovermale, Mauch, & 

Anacker, 2022). High secure environments do not adequately address the needs of 

people with intellectual disabilities due to the limited therapeutic activities in such 

environments. This population group require an environment that offers a variety of 

therapeutic activities spanning over a long period due to their delayed intellectual 

capabilities to grasp new knowledge. When criminal courts refer people with severe 

intellectual disability for competence evaluations to the forensic mental health 

services, the services face challenges responding to such requests when these 

patients are in high secure settings where therapeutic activities are limited. There is 

therefore need to shift placement of people with intellectual disabilities from high 

secure environments to low secure settings or move towards community-based 

rehabilitation services organised by the proposed new model (Gowensmith & Murrie, 

2022).  

 

Most forensic patients with intellectual disability will find it challenging to access 

mainstream services including knowing what those services should offer them and 

hence they must receive specialised supports. People with intellectual disability are 

generally treated unfairly both by society and institutions and many have reported 

bullying and lack of support often leading to poor mental health outcomes (Trustam, 

Chapman, & Shanahan, 2022). These challenges often result in frustration and 

acting out with violent behaviours that will lead to readmission in high secure settings 

to mitigate the forensic risks of violence and yet current evidence demonstrate that 

risk assessment and management as well as person centred care for this group is 

limited (Quinn et al., 2022). The proposed model of care will address this gap so that 

people with intellectual disabilities are appropriately placed in low security settings 

providing a variety of individualised therapeutic activities that are person centred and 

specifically targeting rehabilitation needs of patients. Current service provision in 

NSW FMH services is not provided for people with primary cognitive impairment 

issues. There is a significant service gap for this group and there may be need for 

advocating putting them in new LSUs with primary mental health impairment 

patients. 
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7.5.4 Women as a group 

Another sub-group is women who are a relatively small group within the forensic 

system. Women form part of the forensic population and they need to have programs 

adapted to their specific needs in the community as well (Bloom, 2003; Cooke, 

2011). Women with intellectual disability often present with high prevalence of sexual 

abuse during childhood than their male counterparts (Boux, 2022; de Vogel & 

Didden, 2022). There is therefore a need for low secure services to be gender-

responsive for incarcerated women to address trauma and re-traumatisation through 

processes such as strip searching in secure settings (Devos & Nagy, 2022). Staff 

training in trauma informed care will assist this vulnerable group with their recovery 

journey within low secure care. 

 

7:6. Complex and intensive support needs  

Patients with complex needs, such as psychotic patients that are treatment resistant, 

those that have head injuries, dementias, substance use and related conditions as 

comorbid conditions must also receive special attention due to the complexity of the 

issues they present (Coates & Jones, 2020). Chronically ill forensic patients are 

often re-hospitalised due to relapse of their illness and some are at heightened risk 

of re-offending due to their complex circumstances including substance misuse 

(Siddiqui, Qureshi, & Alzahrani, 2021). These patient groups may therefore need 

longer-term placement in low secure settings to mitigate the risk to the public as they 

transition more slowly into the community. The proposed low secure model should 

therefore allow for and design programs aimed at accommodating and rehabilitating 

long term support for patients with significantly complex needs. 

 

7:7. Conclusion: Challenges for the Proposed Model 

This section has highlighted the gaps in care provision for particular groups of 

patients within the forensic mental health system. These needs and deficiencies 

identified will be addressed in the second round of interviews and incorporated in the 

development of the final model.  

Participants gave their views and opinions on what need to be done to develop a low 

secure model of care for forensic populations in NSW, however they also highlighted 

some issues and problems that may hinder the development of such a model. This 
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includes both material and human resources, reoffending and public safety risks, and 

political will.  

 

A recent qualitative study (Coates & Jones, 2020) of the experiences of staff 

employed within the forensic disability sector in Victoria found that the major 

challenges faced by staff included the non-availability of adequate funding through 

NDIS to address the needs of forensic patients, complexity of patient needs and a 

lack of support from external agencies. For participants in this study all of these 

issues were a concern that could be worked through, but the main identified barriers 

to model implementation were financial. There is currently no funding source in 

JHFMHN although there is high commitment to expansion of community forensic 

mental health services with some work towards SWMHIP. 

This is a stumbling block to the model implementation and necessitates 

understanding and addressing poor motivation at a systems and political level as a 

key part of the next phase of moving forward with developing the new model. 

However, it can be argued that the model represents the opportunity for considerable 

savings given that it will free up space in more costly medium and high-security 

beds. Other options for funding include recurrent federal COAG funding through the 

National Health Agreement (NHA) (2020 –2025) and the Heads of Government 

Agreement on Public Hospital Funding and Health Reform, (Dixit & Sambasivan, 

2018). The NSW Ministry of Health have allocated funding through mechanisms 

such as the Mental Health Infrastructure Program to the tune of $700 million to 

expand forensic mental health care.  

 

Some of the areas that remain underdeveloped or contested within the model 

operationalisation following the interviews include: 

1. The location of the low secure units. Participants highlighted that location of 

the low secure facility in regional areas may fall short of specialised staff and 

lack capacity for programs such as education, work and other social activities 

while metro locations may disadvantage those patients from regional areas in 

terms of distance with their families and culture in the case of indigenous 

patients.  
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2. The best way to foster links with the community and how to give patients the 

maximum degree of choice that they can within the structure of a forensic 

mental health system, that obviously has to prioritise, to a degree, risk 

assessment and management.  

3. Governance and ownership of the model including power to direct patient 

movement between units across the state. 

4. Funding for the model within the existing committed funds for forensic care in 

New South Wales.  

5. Addressing the needs of particular groups including indigenous patients, 

women, people with intellectual disabilities and those with substance use 

disorders and other challenging behaviours. 

 

The above challenges were made a focus of data collection in phase two interviews, 

which were undertaken with the participants in executive positions responsible for 

policy and operationalisation of the service. Those interviews also allowed 

participants the opportunity to review the new model and comment on any additional 

areas that are underdeveloped. The results of these interviews are presented in the 

following chapter.  
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8:4. General Participant Perspectives 

Participants generally expressed views that the proposed low secure model of care 

for forensic populations in NSW must be purpose built to contribute towards the 

continuum of forensic mental health services provided across the high and medium 

secure services through effective recovery oriented treatment programs. Participants 

highlighted that the intended beneficiaries of the proposed model should be those 

facing challenges transitioning to living safely in the community. Overall the model 

should focus on the provision of safe patient care in an appropriate setting 

commensurate with the risk posed by individual patients. Participants also 

highlighted the need for care within the proposed low secure model to be provided in 

a way that was consistent with the principles of recovery, least restrictive care and 

community-based care.  

Participants identified key themes pertinent to the operations of the proposed low 

secure model. Specifically, the analysis of the interview data identified the following 

themes that must be considered for smooth operations of the proposed low secure 

model: 1.Target Population 2. Principles of Care 3. Clinical Governance 4. 

Collaboration 5. Location 6. Funding 7. Workforce and 8. Facility Design. As per the 

aim of these interviews these themes largely focused on new areas of 

implementation and areas that were left unresolved in the initial model development.  

 

8:5. Target Population and referral processes  

Participants in the study agreed the service should be purposely established for adult 

patients who are referred from adult forensic services units across the state who 

have been formally assessed as low risk.  

 

“As I said before, that’s its key function really.  Is to take people who are ready 

for low secure care who’ve either because of their low level of risk to start with 

or because of the work they’ve done in higher and medium secure care are 

ready to engage at that level [unclear] where they are able to have community 

leave, are able to be managed effectively by a much smaller workforce and 

are able really to start having extensive community leave to engage with 

community organisations. To engage with training and education, to start to 



 
 

222 

 

look at moving to placements and really to be transitioning to the community”. 

(P8). 

 

Although adolescents are also treated at the forensic hospital, they are not forensic 

patients and therefore are discharged back to juvenile detention centres under youth 

justice upon completion of assessment and treatment stabilisation. The referring 

service for the adult patients needs to clearly articulate the rationale for eligibility of 

referred patients. 

 

Participants commented that referrals should be handled through committees 

established for the purpose of managing state-wide bed management and patient 

flow. This is important for the prioritisation of patient movement and must be 

communicated and agreed by both the referring service and the receiving service. 

The committee will establish a waiting list agreed by both parties incorporating 

recommendations by the MHRT. This is important because, as noted from the first 

round interviews, the MHRT makes an order based on the needs and risks of the 

patient, but does not consider bed flow and the other people already in the system. 

The process of managing referrals through a state-wide bed management committee 

will not only serve as a good clinical governance process but also ensure 

transparency and accountability. 

 

                              “From a governance responsibility, I mentioned there is the oversight that 

Justice Health has through its state-wide committees, through bed flow and 

patient management”.  (P1). 

 

Participants also commented that eligible patients for the proposed low secure model 

of care should have been assessed as ready for transition into the least restrictive 

environment following a period of assessment, and if needed, treatment and risk 

management in high and or medium secure settings. This process is more likely to 

ensure a safe transition and reduce the chances of readmissions back into the 

higher secure settings. 

 

“Yeah. So I think that – well, one is that good risk assessments should have 

determined who’s suitable to place there. Really that there’s strong risk 
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formations so that people are well assessed before they move to these kind of 

facilities and that they’ve had appropriate rehabilitation in higher security 

settings first and that generally reduces the risk. So a lot of the person’s 

inherent risk has been… managed already by the time they get to these kind 

of facilities. Or that they come to those facilities with a sort of lower level of 

risk themselves. Yeah. So I think assessment is key ’. (P2). 

 

Participants also suggested that patients referred to the proposed low secure model 

of care should demonstrate stabilisation of symptoms and a reduction in clinical risk 

levels. Patients should be ready to engage with clinical teams in an honest manner 

and demonstrate willingness to engage with staff in activities aimed at their recovery 

and preparation for community re-entry. This should include observation of basic 

expectations in terms of their behaviour and form the basis for of admission criteria. 

These expectations fit very well with the RAISe model presented earlier about staff 

and patient relationships which are so important in forming a therapeutic alliance that 

will benefit the patients. 

 

“But if somebody is lying, misleading, not engaging with us, then that’s when I 

say, now enough is enough, back to the big hospital with you. So drug use 

onsite, absconding and not working with us, those are the ones where I’ve 

drawn the line in the sand” (P10).   

 

Participants commented that patients should be made aware that movement towards 

a lower security setting does not necessarily change their status with respect to legal 

custody but that they will still be detained under the Mental Health and Cognitive 

Impairment Forensic Provisions Act 2020. Some patients may still be subject to the 

act for a considerable time even after community re-entry due to the chronic nature 

of their illness. It is important for patients to realise that legal conditions still remain 

attached to their release into low security settings and that violation of such 

conditions may derail the rehabilitation journey and remove them from low-secure 

care. 

 

                             “But a lot of them will stay under forensic care for a long time because of their 

– that sort of latent risk that they carry. Even though it might be really well 
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managed, if you strip that management away then the risk can resurface”. 

(P2). 

 

Participants also reiterated the need to establish a clear pathway back to the referral 

service should this be needed. This is important because during the course of their 

transition some patients may relapse and require more intensive care in a more 

secure setting for their and others safety. This process may require a memorandum 

of understanding or just be part of the referral process agreed between the different 

local health districts. 

 

“What happens is, they get put in here, and we don’t have an exit strategy for 

them, that's what it seems. Justice Health would have to develop with the 

tribunal a more fluid approach if patients are becoming unwell to bring them 

back in for acute care and then move them back out again.  You would have 

to develop a system which is not so all-or-nothing.  It needs to be a bit more 

fluid in its movement”. (P6). 

 

The above sentiments demonstrate the need for comprehensive assessment 

guidelines for clinicians and shared criteria and processes for a safe framework for 

patient progression between levels of security within the system. There is need also 

for a working understanding between health and the MHRT so that the legal process 

of releasing patients from secure settings considers the risk needs of different 

patients as articulated by clinicians before an order is made. This process will require 

involvement of the patient as well as the families where possible so that they 

understand and also take responsibility for their own progress. 

 

8:6. Principles of Care 

Participants envisioned a care model that moves away from the medical model and 

moves towards a multidisciplinary care model involving different professionals and 

services inclusive of allied health, families and other external stakeholders: 

 

“So having your multidisciplinary team on the ground - and I think it's really 

important that as we move through the system that we really have to 

challenge that nursing medical base and ensure that there's appropriate Allied 

Health, peer support and community work happening with our patients, and 
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that we don't medicalise our low secure environments.  They've got to be as 

community based as we can have them.  So that would just be about making 

sure we have the right model in place which you guys are doing, looking at 

the evidence, making sure that we have the right staff in complementation, 

and looking that we have a good structure [up and into the forensic mental 

health system that we're currently running quite well” (P6). 

 

Participants highlighted key features or areas of focus which were essential to 

develop for the model to be effective in meeting the needs of the target patient 

cohort. Identified key principles were: 1.Ongoing assessment, 2. Appropriate 

placement, 3. Risk management, 4. Person-centred care, 5. Bio-psychosocial 

approach, 6. Trauma informed care, 7. Cultural diversity, 8. Therapeutic security, 9. 

Recovery and rehabilitation, 10. Least restrictive care, 11. Patient supervision, 12. 

Psychosocial and physical health care, 13. Lived experience and 14. 

Multidisciplinary team (MDT) approach. These suggested principles are aimed at 

ensuring high quality world class service that is timely, responsive and 

comprehensive to prevent reoffending and other associated issues. They are all 

discussed in more detail below. 

 

 

8.6.1 Ongoing assessment 

Participants suggested the model should be able to demonstrate on-going 

assessment of the patients’ risks and needs. Participants talked of review processes 

that ensure risk assessment is at the centre of risk management by clinical teams 

through audits. 

 

“We have a state-wide audit with regard to risk assessment for forensic 

patients. Risk management, ongoing clinical care, case management and we 

should from time to time [offer] research and audits with regard to the quality 

of that work, and outcomes to this…, all patients need an up-to-date risk 

assessment and they need a clear risk management plan. All of this needs to 

be particularly - it needs to be reviewed on a very regular basis. Probably at 

least every three months” (P5). 
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This would ensure continuity of care in a safe environment and take into account the 

changes in mental state of patients at various care levels and stages in their 

recovery and rehabilitation journeys. 

 

8.6.2 Appropriate Placement  

Participants reiterated the focus on least restrictive care and argued that the model 

should be able to offer appropriate treatment for the patient commensurate with the 

risks posed by and to them. Appropriate placement ensures not only safety for staff, 

patients and visitors least restrictive environment that enables personal recovery.  

 

“I think part of this as well, like I say, it’s about the fact that we’ve got a lot of 

individuals languishing in jail that probably shouldn’t be in jail with mental 

illness and that people would be more likely to use the forensic legislation if 

the so-called psychiatric justice wasn’t so harsh on the patient”. (P3). 

 

Risk assessment for placement should be an individualised process that takes into 

consideration unique personal attributes concerning risk, needs, goals and strengths. 

 

“The patient needs to be assessed individually and go where the patient 

needs.  That may well be from prison into low secure if that's what the 

assessment and the team and the person needs, especially if it's a mental 

health illness that's got them in you know”?  (P6). 

 

Appropriate placement must be supported by a system that has enough 

opportunities for patients to be placed at appropriate security levels. On this point 

participants strongly reinforced the findings of the previous interviews which 

emphasised that the current problem in NSW health forensic mental health system 

was structural, in that it has too many high secure beds and no low secure. Only 

through making a structural change to reverse this will we address issues of bed 

shortages and appropriate patient placements. 

 

“We absolutely need more low-secure beds.  We've got an inverted system, 

as you said with way too many high-secure beds and virtually no low-secure 

beds.  We've got to flip that around, because the system as it currently stands 

at the moment has patients held in more restrictive care for a lot longer period 
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of time.  It doesn't facilitate their recovery journey and we've just got this 

bottleneck trying to get out of the prison and the forensic hospital into more 

appropriate care types” (P1).   

 

8.6.3. Therapeutic Security and Risk Management  

Participants acknowledged the complex nature of the forensic setting for recovery 

due to security issues which demand provision of a safe and therapeutic 

environment that supports patients’ safety within the proposed low secure model.  

 

“I think it’s more an understanding what the risk is and what needs to be done 

to manage it, which I think forensic mental health services, because that’s one 

of the major focuses of the entire service, I think it would be odd if forensic 

services didn’t manage that better than general services, and I think they do” 

(P10). 

 

“Obviously we have to receive them from the criminal justice system and 

triage them and ensure that they have a robust high secure journey into 

medium secure.  When I mean robust, that’s their forensic needs, treatment 

needs are met by using structured tools.  Also I suppose we do know the 

patients before they actually can go to the low secure services” (P4).   

 

Participants commented that the proposed low secure model should operate on 

principles of international best practice focusing on therapeutic security and the 

principle of least restrictive alternative. Therapeutic security in forensic mental health 

comprises of three components namely:  

1. Environmental, (e.g. purposely designed facilities, fixtures and fittings);  

2. Relational, (e.g. processes of ensuring good therapeutic engagement and 

understanding of the patient, including an appreciation of their vulnerabilities. 

Such relational understanding minimises episodes of aggression, promotes 

positive behaviour and helps to meet patients’ clinical needs effectively); and  

3. Procedural security, (the compliance and implementation of legislation, policy 

and practice standards).  

These are balanced according to the patient, group and facility type to create a 

person-centred least restrictive environment: 
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“Well, a low secure unit by definition won’t be – the locks and keys are much 

less and the restrictions on the patients’ movements will be much less... So it 

would be less restrictive. If it’s done within a forensic mental health 

rehabilitation focus it is then – there’s enough evidence out there that we can 

make it an evidenced based practice. There’s enough models of low secure 

and community forensic mental health care that we can make it evidence 

based leading practice”. (P2). 

 

Participants further described the proposed model as one that allows all staff to have 

specific orientation, training and education to care for the forensic patients in a safe, 

therapeutic and evidence informed way.  

 

“I think forensic services are more attuned to risk and risk management… 

Otherwise you’re not going to get a forensic service that has a forensic ethos, 

it may as well just be a rehab unit run by general mental health, and I don’t 

think in a lot of circumstances those are suitable for forensic patients, 

especially the more high-end forensic patients at the point of discharge from a 

secure hospital” (P10).   

 

It also ensures robust patient governance systems, safety-orientated processes and 

quality care. The issue of risk management was consistently raised by participants 

who argued that the model should be able to offer a clear risk management 

framework. This would be expected by the community.  

 

“So, risk assessment, risk management, that’s got to really come to the fore. 

We’ve got to develop skills and patient staff skills with regards to that and 

carers as well. We’re actually looking at cram up at the moment for carers to 

let them understand how we manage and assess risk in patients” (p3). 

 

Participants identified policies and procedures that support safety in the workplace 

as key in setting the tone for safety. 

 

“For the proposed model you would be looking at the management of course, 

the policies and the risks that are written, guidelines, who’s responsible for 
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what and where the responsibility lays in implementing these policies and how 

are they observing that policies are carried out in the workplaces” (P9). 

 

Participants commented that risk assessment is central for the safety of all and that 

there should be standardised risk assessment processes across all levels of security 

from high to low. 

 

“We've got well-tested risk assessment processes used here in the forensic 

hospital and we are the experts in assessing risk of forensic mental health 

patients.  It would make a whole lot of sense that the entire system is using 

exactly the same risk assessment.  Then we'd be able to do like for like 

comparators, whether they were sitting in high, medium or low secure beds.  

The whole system would be talking the same language.  The whole system 

would be using the same indicators to plan patient care, to be able to move 

them through their recovery journey” (P1). 

 

“I think the better risk is managed and the more you get efficiencies and 

synergies.  So, I absolutely agree that they should be the same language, 

they should be preferably the same assessment tools and the same utilisation 

of [CRAM], the same sort of risk - structured risk judgment tools like [HCR] 

and [SAPROF] and [DUNDRUM].  The more these are integrated and the 

more there’s a lingua franca - a common language across all these services, 

the more effective and the safer it will be” (P8).   

 

Participants agreed on creating a culture of safety within the proposed low secure 

model and applying the standardised tools for assessing risk and risk management. 

However, consideration of risk should not only be identified in terms of restrictions. 

Participants also highlighted the need to let patients make choices and take risks in a 

safe manner as part of rehabilitation and transition into the community. 

 

“It should be embraced as part of the rehabilitation model that as people step 

down through levels of security, they’re not being entirely insulated from any 

risk behaviour or any adverse choices but they’re in situations where those 

choices can be made as safely as possible and the consequences of those 

can be managed and worked through for that patient to understand the risk 
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better and help them address it at rehabilitation so they make safe choices 

when faced with those stressors” (P8). 

 

Patients should be exposed to risky situations in a controlled environment so that 

they gradually lean how to control themselves within a community setting. 

 

“The key thing is a good risk management framework, so we're assessing risk 

accurately.  So we’re not overwhelming the patient.  But we want safe risk 

taking at all levels.  We'll do the most risky risk taking her, you know what I 

mean, so when they're in the community when we haven't saved up the most 

risky thing, they have been exposed to risk factors” (P4). 

 

“I'd also be looking at leave type and any incidents associated with leave 

across the system, because that would suggest, as we were just talking 

about, testing risk and doing it in a safe way; make sure that patients are held 

in the least restrictive care type as possible” (P1). 

 

8.6.4. Person Centred Care  

As described in the previous chapter, which introduced the proposed model, service 

provision within the proposed low secure model should be centred on the patient. 

Participants in the current interviews commented that people with mental illness who 

are involved in the criminal justice system are often stigmatised, marginalised and to 

some extent highly vulnerable members of the community. 

 

“Well, if you ask patients where they want to be, they want to be in the 

community. If you ask patients about contact with family, support from other 

people in the community, accessing services that are in the community, not 

just for the people without mental health issues and stuff, so they’ve got better 

access to things. I think that it’s where people want to be” (P3). 

 

“I think it's really important that once you get to low secure environment and 

that more domestic environment and that more recovery, it's actually more 

individualised and based.  So it's around how do you make sure that people's 

choices are able to be accommodated without causing harm” (P6). 
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Participants again emphasised the special needs of some groups including women, 

people from culturally and linguistically diverse backgrounds, Aboriginal and Torres 

Strait Islander people and LGBTQIA+ people. Services for these population groups 

should be responsive to their specific individual care needs. 

 

Participants also discussed how it is critical to address issues of stigma and 

stereotypes around mentally ill people involved in the criminal justice system and 

how educating the general public about this population group is important for them to 

be acceptable members of society once they are stabilised. 

 

“We need good PR, be proactive in identifying success stories.  Trying to 

change community attitudes, trying to humanise forensic patients, trying to 

highlight every forensic patient is someone's brother or sister.  Discussing the 

costs of high secure care or detention, and it's much lower cost for people to 

be safely managed in the community.  Yeah, we need a very proactive 

strategy” (P4).   

 

The role of families in personalised patient recovery journey has been identified by 

most participants as critical and should be encouraged where possible with the 

exception of when they are victims themselves and would not want to be involved. 

 

“The family, the carers, are absolutely important in the patient's recovery 

journey and so should be front and centre as part of the consultation, but also 

in the patient's care and their transition of care.  The only exception to that 

would be where families/carers don't want to be involved; where 

families/carers are victims as well and want to have some degree of 

protection.  But I think if the families and carers are keen to participate, then 

the model should allow for all of that” (P1). 

 

“But sometimes families, of course, are very fearful. They have been victims. 

This is a forensic unit and a lot of forensic crime occurs in the family. But we 

try to involve families as much as possible” (P5). 
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8.6.5. Bio-psychosocial approach.  

Services offered should be focused on the individual patient as a whole, rather than 

just their mental health or offending needs. Participants therefore argued that 

programs which take a bio psychosocial approach will need to be well funded for 

patient movement through the system. 

 

“So I think you'd need to look at the bio psychosocial mix and make sure the 

psychosocial mix in the community is significantly funded.  Because I would 

expect once patients get into the community they're going to be the core 

needs” (P4).   

 

Some participants felt that most government programs do not view the forensic 

patient as a whole in terms of fragmentation of services offered to them, particularly 

when funding activities through the NDIS. The proposed model should map out a 

comprehensive framework for patient support through collaborations between the 

NDIS and relevant social and health services. This would allow for a system of care 

that treats the patient as a whole with bio psychosocial needs rather than 

fragmenting services offered to them.  

 

“The system wants to cut this person into three and I'm saying but they're not 

three people, they're one people all together.  So I think the whole of 

government system doesn't support integrated care for patients because 

they'll be saying oh well, NDIS don't pay for security so our care worker can't 

do that part of the job.  But it's inherent that that's what you'll be doing, you'll 

be keeping that person...  So I think the system doesn't really support the 

complexity of our patients” (P6). 

 

8.6.6. Trauma Informed Care  

Participants stated that trauma informed approaches are necessary for recovery-

oriented services and therefore should be considered in the clinical practices and 

interventions within the proposed low secure model of care.  

 

Most people with mental illness who are involved with the criminal justice system 

have experienced some trauma particularly indigenous people who have 

experienced and continue to experience significant intergenerational and other 
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trauma. It is therefore pertinent that the proposed low secure model of care place a 

trauma informed method of care at the centre of its operations to promote recovery 

and to prevent re-traumatisation. 

 

“Even looking at how you model this on trauma informed care, or whether you 

have a lot of lived experience, people working there as well. So I think you do 

need a good mix in the workforce but I do also think that a mixed workforce is 

important, rather than just a medicalised workforce” (P9). 

 

As this quotation shows, trauma-informed approaches extend to all aspects of 

system design including workforce, which can be enhanced through the use of peer 

workers who have their own experiences of trauma. 

 

Participants identified circumstances where the patients’ families are victims of 

crimes committed by the patient. Such trauma experienced by families should be 

acknowledged and a way forward found to deal with it before too much expectation 

is placed around family support, without providing support to the families themselves. 

 

“But sometimes families, of course, are very fearful. They have been victims. 

This is a forensic unit and a lot of forensic crime occurs in the family…, if 

they're involved as victims then a special victim support service will take that 

off us.” (P5). 

 

“That might be really hard because quite often there’s such a high proportion 

of offences that are perpetrated against family members and carers, and 

navigating that space is also difficult.  So that might require some investment 

in that space, so as to support carers to not put any concerns or worries or 

their own trauma aside, but work through it, and that’s obviously important 

because otherwise you’re not contributing to the health of the kind of support 

system that you’re encouraging” (P7). 

 

“I mean, there’s the victim family members and their own needs and their own 

participation whether it might be additional caution about rehabilitation or it 

might be almost a Stockholm syndrome.  The re-traumatisation type patterns.  

Victimhood.  You have to be wary of all of those things but you also have to 
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wary of families where there may be differential views on the patient’s 

condition, disagreement about appropriate treatment, even fundamental 

disagreement whether treatment or rehabilitation is required” (P8).   

 

Principles of patient-centred care also means inclusion, and consideration of the 

needs, of families and carers. 

 

“Under the Mental Health Act they’ll have to name a primary carer and we’d 

have to involve families. I think it’s important because we know if people have 

those personal supports they do better. It reduces their risk”. (P2). 

 

“So, I mean, one thing I’d like to advocate for is the involvement of carer 

assessment, both for the carer needs but also carer views on the 

rehabilitation and recovery of patients. I think good integration of carers into 

the system to the greatest extent possible would be helpful”.  (P8). 

 

The proposed model should therefore not only deal with patients’ needs but support 

families too, so they can in turn support patients. Families should be given options to 

participate in patients’ recovery journeys or choose not to and in some 

circumstances provided with counselling services or referred for same when they are 

victims and assessed for levels of distress to avoid re-traumatising them with 

involvement in the patient’s support. 

 

8.6.7 Diversity  

Participants reiterated that person-centred care involved acknowledging and 

addressing the vast diversity of patients within the forensic mental health system. 

They highlighted the need to respect the rights and dignity of people from particular 

groups who might need additional supports within the new model, including people 

with culturally and linguistically diverse (CALD) backgrounds, Aboriginal people, 

people living with disabilities, older people, and people with diverse sexual 

orientations.  

 

“I've just been looking at obviously you know, with the First Nations Inquiry 

and [unclear] having a look at that.  The discrimination of Aboriginal people in 

our medical system for diagnosis and treatment and pick up and things, it's 
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really pretty harsh actually.  I think we just need to be challenging ourselves a 

little bit about that”. (P6). 

 

Participants viewed culture as an important aspect of a patient’s personal identity, 

which is linked to family, ethnicity, history, values, beliefs and spirituality and felt that 

respect for cultural diversity should be embedded within support for recovery. It is 

therefore important that the proposed low secure model of care upholds principles of 

cultural sensitivity, respect and responsiveness to the diverse lifestyle needs and 

choices of its service users. As part of this, participants suggested an increased 

effort to engage a workforce that embraces the cultural diversity of the patient group. 

 

“Then - so we've talked about peer workers.  Also try to reverse the fact that 

we've got 2.5 per cent, but in the prison population it's 25 per cent Aboriginal 

and Torres Strait Islander.  Yet we've really struggled to maintain Aboriginal 

mental health workers.  Then also from all CALD backgrounds, all culturally 

and linguistic with diverse backgrounds, because we've got a much higher 

percentage of all those populations.  Due to economies of scale we can't 

really provide appropriate care. So yeah, I suppose CALD communities, 

Aboriginal communities, some kind of innovative project to involve them, 

because actually they're our patients” (P4). 

 

Participants also identified families as critical in transition process back into the 

community especially around patients’ own culture as practiced by the family unit. 

 

“Of course. If they’ve still got family, I think families have an important role in 

integrating the person back into the community because that’s where their 

sense of belonging and identity is sustained and reinforced. Particularly 

culture as well” (P9). 

 

The role of professional organisations that deal with particular cultures or patients of 

specific backgrounds was identified by participants as critical for providing culturally 

sensitive care. 

 

“I think the cultural factors also are something which need to be tapped into, 

transcultural issues, mental health, Indigenous individuals. I think all of that 
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sort of stuff, Aboriginal medical services, that sort of stuff will be interesting to 

tap into as well for patients” (P3). 

 

8.6.8. Recovery and Rehabilitation  

Participants argued that the current system does not promote recovery as most 

patients are currently held in unnecessarily high security which does not promote 

recovery, because it does not support an individual recovery journey. 

 

“We've got to flip that around, because the system as it currently stands at the 

moment has patients held in more restrictive care for a lot longer period of 

time.  It doesn't facilitate their recovery journey and we've just got this 

bottleneck trying to get out of the prison and the forensic hospital into more 

appropriate care types” (P1). 

 

Participants stated instead that the new model should reflect the highly personalised 

and unique journey experienced by each individual forensic patient to attain personal 

recovery. The proposed low secure model should offer opportunities through social 

inclusion and participation in their family and community where possible, including 

through community and family support for work and education.  

 

“But I think it’s all within – a lot of what we’ve already got set up for the 

forensic hospital can certainly be generalised into the community, but 

obviously with a much more approach to things like rehabilitation, things like 

moving towards a model of care which builds on strengths rather than 

weaknesses and a recovery approach to getting patients back. Things like 

vocational stuff, getting patients back into work and education would be a big 

thing as well” (P3). 

 

Participants envisioned a model that has processes in place for prioritising 

collaborative working with families and other key stakeholders assisting the patient 

with their rehabilitation and community reintegration. This should include the 

community mental health team that continues to engage with the patient after 

discharge.  
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“So there needs to be really significant engagement of family and carers, and 

inclusion of them in care planning and in even providing supports for them, 

giving them tips and resources and training if needed, in order for them to 

maintain their safety and their loved ones’ safety” (P7). 

  

Participants felt that recovery processes are hindered by the current 

misunderstanding among service providers about who funds and coordinates 

activities aimed at patient recovery. The NDIS was not seen as the appropriate 

vehicle through which to be offering and coordinating care because of the limitations 

of the support coordination provided under that model. For example, one participant 

argued that the NDIS system does not fully understand the complexities surrounding 

forensic patients’ needs and funding for their services is therefore not adequate. 

 

“I don't think the system has got the ability to consider the complexities and be 

flexible enough to just put a wraparound service around our patients like they 

need and that's what I was talking about before.  This false sense of - I mean 

I've had this said to me by a director, very senior in NDIS, saying well we're 

not going to get a … worker to do that because that's about security and I'm 

going I don't know what you mean.  He said well that's security, that's not 

disability and I'm thinking it's about safety, it's about their safety and their 

behaviour associated with their disability that's causing the issue so wouldn't 

just that be - and I just could not get my head around it” (P6). 

 

Participants generally agreed that the model should focus on patient recovery 

models that incorporate patients’ contributions for their own care planning.  

 

“Then also incorporate more patient focused ideas, like the recovery model.  

Even though we do try to marry it with the risk-need-Responsivity model.  I 

think the RNR model by Andrews and Bonta, if people wanted to read more, 

that's sort of our standard approach” (P4). 

 

Participants also felt that the recovery journey for forensic patients is different for 

individuals and it is not a linear pathway. In support of the new model, it was argued 

that patients should be able to enter the system based on their level of security 

requirements as individuals. 
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“The other thing is that I don't think the path is linear.  Like I don't think we 

should be doing prison high secure, medium secure, low secure community.  

If a patient doesn't need to go to high secure - I keep saying this to people - 

why are they going to high secure?  Oh well - I said they don't need high 

secure, they need medium secure or they need low secure.  Oh yeah but 

they've been in prison.  I'm going just because they've been in prison doesn't 

mean that they need a high secure environment.  So it's not a linear 

environment. The patient needs to be assessed individually and go where the 

patient needs.  That may well be from prison into low secure if that's what the 

assessment and the team and the person needs, especially if it's a mental 

health illness that's got them in you know?  ” (P6). 

 

8.6.9. Psychosocial and physical health care  

Participants emphasised the need for the model to consider psychosocial and 

physical health care as a core part of low-secure care. Because of the poor health 

outcomes of people with mental ill-health in comparison with the general population, 

the proposed low secure model should be able to provide basic general health 

investigations, treatment and simple procedures and to some extent specialist care 

and treatment using telehealth facilities or transfer patients to a local General 

Hospital when needed. Other forms of health needs will need treatment other than 

mental health care and this should be readily available as this may delay the 

transition processes. 

 

“That said, there is a smaller proportion of people who have dual diagnosis 

and who have conditions, not necessarily their major mental illness, but co-

occurring conditions that are going to make it difficult for them to have this 

lovely transition out…,”(P7). 

 

Participants felt that psychosocial care needs for patients were critical in the 

recovery journey as they make a transition to lower levels of care in preparation for 

community reintegration. 

 

“A lot of our patients have comorbid personality disorder, or complex trauma.  

We know that medication doesn't really, it's not the first line of treatment for 
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these, long-term psychological treatment.  So ensuring that we have got good 

psychosocial and psychological supports in those, in that environment would 

be very important” (P4).   

 

Participants highlighted the challenges of working with forensic patients with a 

combination of psychosocial issues as well as offending behaviour and how these 

should be managed as one at the same time rather than try to split and segment 

them into different areas. 

 

“The idea of psychosocial disability having a close relationship to offending or 

there being a nexus of some sort, is really not understood, and you can’t kind 

of split a person and say that part of you is the anti-social part and that part of 

you is the unwell part…,” (P7). 

 

8.6.10. Least restrictive care alternatives 

Participants expressed the view that the new model should be premised on best 

practice, less restrictive and yet a safe environment. The model should implement 

the principle of least restrictive care within a secure setting that is safe and yet 

respectful of an individual patient’s dignity and privacy.   

 

“I think that as we move through the least restrictive care and that’s exactly 

what it should be; the community based [care] should be least restrictive. 

There should be room for the patient to be able to move around the 

community and feel safe…” (P9).  

 

A least restrictive environment will provide opportunities for the patient to be more 

responsible as they engage in a personalised program to move closer to the 

community as part of a supervised transition program.  

 

“You would expect people in low security to be utilising leave regularly and be 

off the grounds regularly. So it would be less restrictive. If it’s done within a 

forensic mental health rehabilitation focus it is then – there’s enough evidence 

out there that we can make it an evidenced based practice”. (P2). 
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“I think the more integrated the service is with the other parts of the forensic 

mental health service that have similar principles being based on best 

practice, best review of evidence, recovery principles, minimising restrictive 

practice.  I think that should be part of its integration with the general forensic 

mental health and general health system”. (P8). 

 

Participants noted with disapproval the long-time taken to move patients from the 

prison to a forensic bed towards a least restrictive environment. 

 

“So I would like to see virtually no patients waiting for any excess length of 

time in the prison system.  Once they've been determined to be a forensic 

patient, they should be able to move readily into a forensic bed.  What I see in 

the forensic hospital is that we have around about a third of patients sitting 

there who are ready to move towards less restrictive care…Again, if I was 

looking at a system perspective, you'd want to see that once those patients 

are ready to move, they are able to move within a reasonable time frame”.  

(P1).   

 

As this quotation shows, the principle of least restrictive care means that the model 

should emphasise system governance approaches which focus on the efficient 

movement of patients through the system. The proposed model will close the gap by 

providing extra beds that will necessitate timely movement of patients once they are 

assessed as ready to make the transition from a high security to lower levels of 

security. The proposed new model will also streamline programs aimed at timeously 

prepare the patient for community placement once they are moved in from the high 

and medium secure environment through engagement and partnering with other 

stakeholders that are community based such as housing to avoid a further bed 

blockages that may further delay patients transition into the community.  

 

8.6.11. Patient supervision  

Although service users within the proposed low secure model will be encouraged to 

exercise independence in preparation for community re-entry, and while every effort 

will be made for collaborative choices regarding care, a person-centred approach to 

supervision will still be required. One such example is in relation to medication 

management. Patients receive medication for the purpose of managing behavioural 
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disturbance or distress that arises from a mental condition, and failure to properly 

follow a medication regimen may pose a risk to the safety of the patient or others. 

Other areas that will require supervision, depending on individual patient needs, 

include but are not limited to substance use behaviours and self-care activities such 

as maintaining medical appointments, budgeting and personal grooming. These 

activities for patient supervision will require the new model to work collaboratively 

with other stakeholders including non-governmental agencies and local health 

districts to which the patients get discharged to. 

 

The new model will develop and strengthen working relationships with other 

community based stakeholders that provide services for patients when they move 

back into the community for the purposes of continuity of care and reduction of 

recidivism and reoffending. The level of supervision by the proposed model may be 

expanded to incorporate the involvement of families and community peer workers. 

Participants raised concerns about expectations by clinicians regarding the role of 

families in caring and supervising patients.  

 

 “What I would like to do is see the system provide enough support to the 

patient that the families can be families and not necessarily carers, especially 

in the adult system.  So as our adults are moving through the system, that 

they gain independence and support through their MDTs and their care 

workers and their support workers.  Then their families complement that so 

they're absolutely involved...,  They're involved and they have a say and they 

have a whatever but they don't have the responsibility and accountability of 

being the carer therefore they become a more productive part of that person's 

life as a family rather than as a carer of that person.  I'd like to change that 

discourse around that going forward, so very much involved but involved as a 

family” (P6). 

 

The participants therefore argued that the model should be designed so that family 

roles should not be around caring but being families. 
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8.6.12. Multidisciplinary Approach  

Participants agreed that the model should use a multidisciplinary team-based (MDT) 

approach to ensure a holistic focus on the patient treatment needs. As this 

participant commented, this could reflect existing team-based approaches in the 

system: 

 

“I don't think they have to build anything new.  So having your multidisciplinary 

team on the ground - and I think it's really important that as we move through 

the system that we really have to challenge that nursing medical base and 

ensure that there's appropriate allied health, peer support and community 

work happening with our patients, and that we don't medicalise our low secure 

environments”. (P6). 

 

Participants argued that the MDT should be augmented by staff disciplines with the 

skills and background that reflect the majority of the patient group being cared for. 

 

“I do believe in multidisciplinary teams. I don’t think that it should be a model 

that’s just run by one discipline and that there’s each input through the 

multidisciplinary team because everyone has something to contribute and if 

you’re having the majority of say Aboriginal people for instance, you would 

want to have the workforce being matched with the identified needs of the 

population” (P9). 

 

“It shouldn't just be doctors and it shouldn't just be nurses.  As I said we need 

a peer support workforce, we need an allied health workforce, we need to look 

at efficiencies and how that can best be provided and then we put our 

proposal in as part of the infrastructure program” (P6). 

 

Workforce considerations are discussed further below.  

 

8.6.13 Partnerships and collaboration 

A multi-agency partnership-based approach was identified by the participants as key 

for the success of the proposed low secure model. 
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“I would agree that there needs to be - at the low secure level, there needs to 

be extensive collaboration at the very least with all of those community NGOs 

and community services.  I mean, it goes almost without saying that at the 

[LHD] level, engagement with those NGOs that can provide rehabilitation 

services, education services, training services, work placements, housing, 

befriending, support, counselling…, all of those services are sort of key to the 

function of low secure rehabilitation.  So there needs to be at the very least 

excellent collaboration, excellent building of collaborative relationships”. (P8). 

 

 A focus will be the LHDs because people are going to be stepping down to those 

area health services. If a low secure unit is placed in a certain LHD, there has to be 

some link or links between that particular service and the community mental health 

service as well as the in-patient service because there are always going to be times 

and opportunities when those services are need.  

 

“However I think that if it is to be led with us we would still need to be in 

partnership with the [LHD].  Because [for] those patients in the low secure 

environment I would imagine their leave status and engagement in community 

services is going to be very significant.… So we would need to have 

significant liaison with other stakeholders and possibly be, yeah, be a bit more 

stakeholder sensitive” (P4).   

 

Other organisations that provide services like drug and alcohol services will need to 

be partnered with the proposed model as well as NGOs and NDIS providers, 

according to the individual and often complex needs of patients. 

 

“I think that forensic patients are complex by nature.  Their care pathway is 

challenging.  I think that the more agencies that can come to the table to 

provide support, the better”.  (P1). 

 

“I don't think you can do it without partnerships.  We can't do it all on our own.  

I suppose my part about demedicalising the process and demedicalising low 

secure so that it actually becomes about community connectedness, life 

value, quality of life, employment, vocation - you know that kind of thing - so I 

don't think you can do it without that.  I'm absolutely in support of that”. (P6). 
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With this in mind, other partners mentioned were step down housing accommodation 

providers, specific accommodation providers, community mental health services, 

probation and parole services, employment providers, and education providers like 

TAFE and general social services.  

 

“I think with partnership with housing it’s absolutely necessary.  It’s interesting, 

LHDs have partnerships with housing, and corrections have partnerships - 

MOUs and partnerships with housing and dedicated staff…, I think attached to 

housing funding are NGOs that are sub-funded as well, so those hopefully 

would be included in such an agreement, just to make it extend a little bit 

beyond just the formal housing stock. HASI-plus arrangements ideally would 

be clarified in terms of access to the HASI-plus beds.  Then of course the 

NDIS providers which others probably have talked about”. (P7). 

 

Participants acknowledged challenges with multi-agency approaches such as 

boundary issues, gaps in care transfer and inadequate NDIS packages for forensic 

patients. 

 

                             “I think there will always be boundary issues, so where one agency's role 

finishes and where the next one starts.  We face that at the moment, 

particularly around complex patients with NDIS, working with the NDIA.  We 

face that with working with the [Public] Guardian.  We face that working with 

housing, Housing Plus.  So that's the biggest challenge I see, in my mind, of 

working with multiple agencies, that it needs to be really clear about where 

one agency's role starts and finishes and that people don't fall through the 

cracks, because that's what happens and particularly with forensic patients”.  

(P1). 

 

                             “Yeah. So I think – the biggest issue would be role confusion, I think 

particularly – say with quasi clinical services where you can get blurring 

between a clinical provision by the health service and then the NGO because 

they may employ people who have clinical backgrounds like psychologists or 

social workers, nurses, OTs. Particularly with forensic patients you want 

really clear boundaries and clear lines of accountability for who does what 
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and who’s responsible for what. So I think that’s the – because there are risk 

issues essentially with forensic patients”. (P2). 

 

These issues must be clearly addressed through the governance framework 

associated with the model, and supported at a high level within the government in 

order to force agency cooperation. Participants also reiterated the importance of 

working closely with the MHRT for a safer and yet faster transition of patients. 

Currently the MHRT’s approach is seen as very much risk averse causing a delay in 

patient transition. 

 

“It would work closely with the Mental Health Review Tribunal, obviously, and 

I think for this to work, [Cephas], there’s got to be changes as well in the 

current Tribunal’s approach to things because I think everybody’s so risk-

averse that it’s just slowing things down to the point of patients not moving on” 

(P3). 

 

Participants highlighted what partnering in care would look like for governance 

purposes in relation to providing a framework for resolving issues that may arise with 

partnering with various organisations.  

 

“I guess there has to be - again, going back to the governance, there’s clear 

accountability and the low secure unit would have the accountability for the 

patient’s care but then the MDT would reach out to those community 

organisations and services and have very clear communication and 

collaboration and preferably agreements with those services to utilise and 

support those services in the provision of those things to forensic patients…, I 

guess could it be achieved through memorandums of understanding?   

Service level agreements?  Or simply relationship building with those 

organisations?” (P8).   

 

Community organisations will need to learn how to assess and manage risk and how 

to work with mental illness if they are to effectively partner with the low-secure 

service. The partnership approach would therefore mean that the low secure service 

must be proactive in providing the education and training needed for partnerships to 
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be effective. Structures should also be in place that are clear about governance and 

accountability.  

 

8.6.14 Clinical Governance 

Clinical Governance processes for forensic mental health services in NSW are 

challenging because they exist within a general devolved health system where there 

is limited central governance. The health system is devolved to local health districts 

to run services in their area. So, as discussed in the background chapter, while 

Justice Health has a role in specialised advice for the care of forensic patients and 

their movement from high to lower levels of security, the medium secure units are 

independently managed by LHDs. Participants were asked about governance 

arrangements in this context because it may cause difficulties in the systemic 

management of patients if then the low secure models were not managed by LHDs 

but managed by a separate service like Justice Health. Most participants felt that 

because of their specialised experience and expertise in forensic patient 

management and understanding of the forensic population, operational responsibility 

should be placed with Justice Health. 

 

                               “…Justice Health has a remarkable experience in dealing with forensic patients 

in the way that they are able to assess and manage risks that come up. I 

believe that the Local Health Districts aren’t so specialised in looking after 

forensic patients and you’ll often find that forensic patients return back to – or 

can return back into the hospital once they’ve fallen through the gaps”. (P9). 

 

“I think if you’ve got it under one service, you can have a better flow through of 

services to the patient in a more coordinated fashion... When you have other 

LHDs involved, I think you tend to find there becomes other political things and 

the imponderables that come into place, so that’s why I believe it’s best to have 

it under one service”. (P3). 

 

“I think the issue for me is that sometimes the acute mental health services and 

LHDs are just not set up to stick in for the long haul that sometimes our 

patients' need - that nuanced expertise in managing safety plans with them and 

managing deterioration and quick and responsive actions when we see that…, 
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So I think the best people to manage forensic mental health flow and patients 

are forensic mental health practitioners”. (P6) 

 

The positive benefit of having governance of the whole forensic mental health 

system managed by one organisation would be smooth patient flow, integrated 

policies and procedures and the efficiencies of total governance. However the 

challenge is that there would need to be a change to the current mode of 

governance across medium security services, as the medium secure services are 

governed locally by LHDs. A centralised service would address the need for 

integration between medium secure units and low secure units and between low 

secure units and community mental health teams and local services. 

 

                                “my general experience from other jurisdictions and from here is that I think 

having a – like a centrally coordinated service for forensic patients I think is 

better…, I think that forensic mental health is a clear speciality from other 

areas of mental health…, New South Wales which has, I think, 14 different 

local health districts, you end up with them 14 different services administering 

this very specialised service…, We have state wide services for things like 

rare cancers and eating disorders and conditions that require that sort of 

specialised care…, I think that would be better administered by a central 

service rather than by devolving it to multiple different services”. (P2).  

 

“I think that there needs to be one organisation that's responsible for the entire 

forensic mental health system and, of course, it would make sense that that's 

Justice Health and Forensic Mental Health Network” (P1).   

 

Participants felt that centralised governance under Justice Health would hold 

operational responsibility for the proposed model and provide clear oversight with 

regards to state-wide committees for bed flow and patient management.  

 

                                “We know that if the oversight agency doesn't have the responsibility or the 

ability to be able to manage patients and move them through the beds, then it's 

not going to work…, from a governance responsibility, I mentioned, there is the 
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oversight that Justice Health has through its state-wide committees, through 

bed flow and patient management.” (P1). 

 

A centralised governance model for the entire system would mean that key 

processes and relationships including but not limited to referral, assessment, and 

reporting processes are clearly framed in relation to the interactions between the 

proposed low secure model and the existing medium secure units. This would 

enhance the patient’s journey by enabling smooth transfer of care and information 

sharing. There should also be oversight of the discharge processes and integration 

of patient services beyond low secure care as people are reintegrated into the 

community. 

 

“Yeah. Well, they're going to need to be referred to community services at 

some point. I mean, I think, ideally in the future we’d have a community 

forensic service that takes on people in to the community but at the moment 

we have a – that’s where they would move to general services”. (P2) 

 

Contrary to the views of the majority of participants, one participant was of the view 

that clinical governance of the proposed low secure model should sit with the LHD. 

 

 

“No, the LHDs should hold it…Justice Health has never been staffed to the 

level to manage facilities at a distance…We talk to them on a regular basis. 

Patient flow, I think Justice Health should be fully involved in and everybody 

should be involved in regard to patient flow. There should be involvement with 

regard to some aspects of governance, particularly risk and risk management 

planning. There should be some coordination with regard to what we're doing, 

research. But the rest of the management, because we're here, we're onsite 

at Cumberland, yeah that's important.” (P5).  

 

8.6.15 Service Location  

Location of the proposed new low secure model was one of the contentious issues 

between participants in the first interviews. Whilst some participants in the first 

interviews argued for the model to be located in regional areas where patients, 

particularly indigenous patients have community connections, those from the second 
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interviews commented that the model needs to be located in the metro regions 

closer to the already established medium secure units. The reason was for possible 

program sharing, ease of access to education, work and other services including 

transport and hospitals. Participants argued that this is key to a successful transition 

from high and medium secure settings to low secure facilities and onwards into the 

community.  

 
                                “I think the - probably the most important thing about beds is that it's located 

somewhere where patients can access the other services that they need.  

Typically, that's going to be health services, but it needs to be Centrelink, 

Services Australia, housing, so any government or non-government agency that 

the patient needs to access, the beds should be located”. (P1). 

 

 

“I really don't have - have a one way or the other.  It needs to have public 

transport, it needs to have access to community and in that way, I mean access 

to activity, access to shopping.  We don't want to create an asylum.  We want to 

create an environment where people can live the fullest community life that that 

can”. (P6).   

                          

Participants supported co-location with existing MSUs and sharing of existing 

systems including staff, programs and processes, such as for easy movement back 

to more secure care if needed.  

 

“I think the co-location with the other units brings a whole lot of extra security 

with it because – say, for example, here if someone was to become risky we 

could very easily move them back in to a more secure setting. So the co-

location really helps with the – and the other is – say, you could then – 

additional staff, say, from the bigger unit can come across to the low secure 

area and help out if there’s a security issue”. (P2). 

 

“There is efficiencies, clearly, with having them located from a health base 

together.  So from an administrative perspective co-locating is really good 

because we can share resources and share staff and share response teams 

and all that kind of thing.  So from an operational and administrative - and 
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efficiency perspective, it's probably a good idea to have things collocated 

tighter” (P6). 

 

“Yeah, I see that there is benefit as well for a couple of things - for programs - 

for numbers it helps, the more beds that you have on a site that’s a 

centralised program across - you can have centralised programs operate 

across medium and low secure settings if they’re co-located.  It also will help 

with staff - pool of specialist staff, so you will have a bigger pool when you 

have co-located facilities and then you can draw on a bigger pool of 

resources, so to speak, to keep both running” (P7). 

 

 

“I mean, this isn’t a one way system - forensic mental health rehabilitation.  

[While] people tend to step down.  Sometimes there are stumbles and there 

are challenging patients who may move backwards or may require very 

graduated moves between services.  So having those co-located and co-

managed can be very useful.  I guess it goes back to your first point.  It’s why 

I think governance of the medium and low secure services should generally 

be by the same organisation to enhance that functionality” (P8).   

 

 

8.6.16 Funding 

Participants from the first round interviews commented that funding can be a barrier 

to the development of the proposed model, but they did not have a clear idea as to 

where the funding should come from. Participants in the second round interviews 

were mainly policy makers and executives responsible for operationalising services 

and so had a better understanding of the funding landscape. They strongly felt that 

the $700 million State Wide Mental Health Infrastructure Program (SWMHIP) 

announced by the NSW Government in 2018-19 budget to support infrastructure, 

mental health reform and increase capacity in the NSW mental health system should 

fund the development of the proposed low secure model for forensic populations in 

NSW. The proposed low secure model of care for forensic populations in NSW 

should therefore be established as part of the developments under the SWMHIP.  

 



 
 

251 

 

“The health infrastructure program is underway and that is meant to fund the 

system and the models of care, and so I would expect that that is how it would 

be funded.  That’s a 10 year program that started I think three or four years 

ago at least, and so the expectation would be that the health infrastructure 

program not only funds the bricks and mortar of the building, but also the staff 

that’s needed according to evidence informed models of care” (P7). 

 

“Well I think - I don't know why we worry about funding.  With the 

infrastructure program comes funding, comes operational funding.  My view 

would be that we build the model, we build the most optimal staffing model 

that we think should be there.  It shouldn't just be doctors and it shouldn't just 

be nurses.  As I said we need a peer support workforce, we need an Allied 

Health workforce, we need to look at efficiencies and how that can best be 

provided and then we put our proposal in as part of the infrastructure 

program” (P6).  

 

Another participant commented that the proposed model could also be funded 

through savings from the current budget through creating efficiencies on the current 

services. Efficiencies may include streamlining the way pharmaceuticals are ordered 

and used such as not to order more than is required resulting in stocks expiring on 

the shelf for example. 

 

                                “The state health budget is the largest out of all of the government agencies.  

Treasuries has asked Health to start to make some savings…, so if we do build 

new beds, we're going to have to find the money from within.  That's going to 

mean creating efficiencies, finding savings and that's never palatable for any 

health service and particularly for frontline clinicians where they have been 

asked to do more with less. Challenges includes operational budget from current 

sources, creating efficiencies, buying bulk stocks such as pharmaceuticals, 

unnecessary tests, duplicate tests and telehealth”. (P1).  

 

Another participant mentioned the possibility of access to federal funding and 

described how the National Federation Reform Council (NFRC), formerly the Council 
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of Australian Governments (COAG) through the National Cabinet had funded 

construction of a low secure model of care for forensic patients in Adelaide. 

 

                                “When we were set up, we had federal money - it was COAG money.  So yeah, 

when we initially set up, we had COAG funding to set the service up”. (P10). 

 

Political will was identified by participants as critical in funding the proposed low 

secure model of care as the general public may not see the benefits of spending 

money on a portion of society who have committed crimes against the community, 

and the use of funding in this way therefore needs to be clearly justified to the 

government. 

 

“Also politically the atmosphere is that voters don’t want to spend money on 

forensic patients and criminal offenders.  There is very little sympathy and 

providing treatment and care, even though this is what these people need.  So 

I think that we need to think outside the box and go for a Treasury response” 

(P4). 

 

Participants suggested shifting the funding from corrections services currently 

looking after people with mental illness detained in prisons to low secure services, to 

allow the system to be cost effective on an ongoing basis. This could be effective as 

an argument to motivate government: 

 

“I think the economic analysis would suggest that the prison – housing these 

kind of people in prison has really poor outcomes and would be more 

expensive particularly than low secure units. While probably the high secure 

forensic hospital is on par with a lot of high secure prisons in terms of cost, a 

low secure forensic unit would not cost the same. That, I think, is really where 

the funding needs to come from. I think this would be very cost effective” (P2). 

 

8.6.17 Workforce  

As discussed above, participants identified the multidisciplinary team (MDT) 

approach as the best option to deliver a holistic framework of services. One 

participant explained how community based workers can work collaboratively with 
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inpatient staff to form a broader multidisciplinary team to make it easier for 

collaborating with other non-governmental organisation in the community. 

 

                             “So we have a set of clinical staff, there’s a multidisciplinary team and then we 

also have a group of community rehab workers, so they’re individuals with their 

Certificate IV in Mental Health, and they work on the unit and do a lot of the 

activity planning day-to-day and will take people out on leave if they’re 

accompanied.  But then we - the next stage, if you like, is to link in with 

community NGO providers”.  (P10).  

 

Participants with experience outside of NSW commented on a number of issues and 

own perspectives with regards to staffing of the low secure units. These perspectives 

highlighted the importance of staff training and experience. A safe and effective 

forensic step-down forensic unit needs to be staffed by people with specialist 

forensic mental health knowledge because forensic services are different in the way 

services are planned and handled when compared to general adult services. It is 

often not about appreciating step-down models of care, the length of time that people 

need to be cared for in order to ensure that they are stable and just understanding 

risk assessment and taking the risk seriously, but it is more of an understanding what 

the risk is and what needs to be done to manage it. Forensic mental health services 

major focus would be odd if forensic services cannot manage that better than 

general services. 

 

“I think for a safe, effective forensic - step-down forensic unit, it needs to be 

staffed by people with specialist forensic mental health knowledge.  Because 

there are subtle differences in the way services are handled by forensic 

services and general adult services” (P10). 

 

However, they warned that recruitment of trained staff is a challenge for a low secure 

service. 

 

“I know we’re having trouble recruiting when we have a vacancy, and I know 

that’s true for all of mental health services, and that’s the difficulty because 

with a low secure unit, you need to make sure that you have adequate 

staffing.  Because a lot of it is about that relational security, and people need 
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to have the time to spend with patients in order to make sure they know 

what's going on”. (P10).  

 

This means that planning for the new model should extend to considerations of the 

adequacy of training opportunities and existing workforce development. Where 

inadequate this would need to be addressed as part of the infrastructure surrounding 

the implementation of the new model.  

 

Although consistency with skilled staff for the low secure environment is required for 

improved relational security, participants felt that staffing levels for the low secure 

model generally are expected to decrease in numbers at a lower end of security 

when compared to high secure settings. This was described by participants as a 

positive move towards resource allocation and will make the service affordable. 

 

“I would consider that patients who are new into the system would require 

more support around managing their risk, hence why we frontload staff in the 

high-secure end.  I would have thought by the time they got to the low-secure 

end, they had been well assessed by way of risk and wouldn't necessarily 

need as much staffing” (P1). 

 

Participants reemphasised that the proposed low secure model should include 

consumer consultants, peer workers and relevant culturally safe workforces to tap 

into their personal life experiences and insights of mental health issues or culture. 

People with lived experiences of mental illness can advocate and assist patients’ 

recovery in partnerships with treating teams.  

 

“So if they can be involved in and at the level of some governance structures, 

family carers are - yeah, I mean we utilise them as much as we can.  But in 

that low secure environment they're going to replace nursing staff.  Every 

nursing staff interaction in our environment is going to be completed by a 

family or carer.  Also probably peer staff, peer working staff.  So I think in the 

model of care there should be a role for peer workers, but I - we should be 

clear that peer workers don’t take a clinical role.  We don’t think of peer 

workers as cheaper clinicians, or clinicians with authentic rapport because 



 
 

255 

 

they’ve been here themselves.  They’ve got quite distinct roles But at the 

same time we do need a good peer worker workforce” (P4). 

 

8.6.18 Facility Design 

The proposed low secure model should be a purpose designed unit that lends itself 

to the principles of least restrictive environment. The design should allow for 

flexibility whilst at the same time maintaining safety, dignity and privacy. The 

proposed unit should have enough space for engaging patients in therapeutic 

activities. Participants highlighted that the low secure setting would not require high 

walls or secure fences, but mimic normal community accommodation (e.g. with a 

simple garden fence). 

 

“You don’t need big brick walls to contain them by the time they progress into 

there, so there needs to be some acknowledgement of the need to allow for 

autonomy and dignity and decision making of patients, and I think that what - 

the system that you’ve described is all that is required” (P7). 

 

“The step-down unit very much has its back to the secure hospital and the 

focus is looking away, and there’s fence around the step-down unit as well, 

which separates it distinctly from the - and this is just a garden fence, not a 

secured fence, but like a garden fence that separates it distinctly from the 

hospital behind it” (P10).   

 

Participants also highlighted how the low secure facility would have few restrictions 

including locked spaces, to enable the patients’ free movement within the facility. 

 

“Well, it is a less restrictive setting that I think – a low secure unit by definition 

won’t be – the locks and keys are much less and the restrictions on the 

patients’ movements will be much less. You would expect people in low 

security to be utilising leave regularly and be off the grounds regularly. So it 

would be less restrictive” (P2).  
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8:7. Conclusion 

Second round interviews were done with senior executives and hence issues that 

arose with clinical experts in the first round of interviews were revisited in second 

round interviews to clarify and answer some of the concerns raised at operational 

level. The issues that were raised by participants during the first interviews were 

addressed by senior executives during the second round interviews and a way 

forward charted for the development of the final model.  

The scope and strategies for model implementation is presented in the next section 

of this thesis. 
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CHAPTER 9  

9:1. Discussion and Final Model: Project summary 

The focus of this study has been the consideration and development of a new model 

of care for NSW forensic care that is patient centric, innovative and supports safe 

practice under a least restrictive environment. It is critical that a model of this type be 

developed to address the security needs of the many forensic patients in NSW who 

currently are detained in unnecessarily high security levels. The model development 

also closes the existing gap between the medium secure units and the community 

which prevents smooth and effective transition of forensic patients into the 

community, and addresses the critical issues of chronic forensic bed shortages and 

bed blockages currently prevalent in the NSW forensic mental health system. 

 

The model is also designed to improve the current shortcomings in the existing 

forensic mental health services in NSW against international best practice. 

Interviews with clinical experts and administrators within the NSW forensic mental 

health system and beyond were critical to developing the model and how it would be 

implemented and operationalised. The experiential knowledge of those working on 

the ground within the system and practice experts working outside it meant that the 

new model was grounded in a practical understanding of what works. This 

knowledge was supplemented by knowledge of existing good practice elsewhere as 

identified in research conducted within other jurisdictions. In this chapter I also draw 

on principles of the Exploration, Preparation, Implementation, Sustainment (EPIS) 

framework by Aarons et al (2011) to guide the proposed low secure model right from 

first trial until its adoption or rather acceptance. 

 

9:2. Findings on the current system 

The NSW forensic mental health system currently does not sufficiently treat forensic 

patients with dignity due to inadequate or unavailability of low secure services for 

suitable patients who currently remain in high secure settings or the prison system. 

This is contrary to the current evidence that restrictive environments do not support 

recovery for these patient groups (Maguire, 2021). Forensic patients with low 

intensity mental health needs are currently detained in unnecessarily high and 

medium secure settings with limited access to appropriate services necessary for 

their rehabilitation for community reintegration. Lack of low secure services in NSW 
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means there is a gap between medium secure units and the community leading to 

forensic bed block for those who remain in medium secure units not because they 

need that level of security, but because they are not ready for community settings 

and therefore should be in low secure setting before transitioning into the 

community. The current situation results in discharge delays due to lack of adequate 

and appropriate housing following discharge from inpatient settings leading to people 

being accommodated in inappropriately restrictive settings for long periods of time 

(Nguyen, 2022). This also creates delays for people to enter into the forensic mental 

health system, who may be inappropriately housed in prison settings while awaiting 

entry to the forensic mental health system. This in turn leads to frustrations in 

patients who are waiting to progress through the system and leads to legal 

challenges on the system because of those delays and waits.  The proposed new 

model addresses these challenges by ‘inverting the pyramid” and proposing a 

system which will provide more beds at the lower end of the security spectrum and 

allow for the timely movement of patients back into the community.  

 

Effective models of health care describe a holistic set of best practice healthcare 

approaches and services which may be delivered in a timely and appropriate way to 

either a specific person, or patient cohort as they progress through the healthcare 

system (H. G. Kennedy, 2022). In forensic mental health services, models of care 

should be stratified according to risk posed by the patient and resources and specific 

treatment programmes organised around this principle enacted within a patient-

centred care framework (Lindqvist & Skipworth, 2000).  

 

Participants in this current study agreed that care should be provided within a 

recognised framework for delivering multi-disciplinary and multi-agency care 

including peer workers, people with lived experience of mental illness, nursing, 

medical, allied health and involving families and carers (Kenney-Herbert, Taylor, 

Puri, & Phull, 2013). This is currently not fully the case in NSW. There is therefore an 

urgent need for policy reforms to positively impact care provision for forensic 

populations in NSW. This is not only vital for personal dignity of the patients but also 

the human rights of those patients. This gap has been recognised by the NSW 

government. The government has been engaged in strategic planning for the 
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forensic mental health system for some time and that strategic planning has 

identified a clear need for low secure community services (Adams et al., 2018a).  

 

9:3. The final model  

The study explored the current NSW forensic bed management challenges and the 

frustrations within the system. International literature describes the current trends in 

forensic mental health as diverse in terms of the legal frameworks (Völlm & Braun, 

2019). Patients can sue the mental health systems for prolonged detention in 

unnecessary high security that do not meet their needs in terms of rehabilitation. 

Legal frameworks that determine care and treatment of people with mental illness 

who come into contact with the criminal justice system vary between different states 

and territories of Australia.  

 

Some jurisdictions focus on a whole of system approach to forensic care providing 

various levels of security in one care setting segmented into different sections 

according to risk posed by the patients, while others focus on separating different 

levels of security into different secure settings, frequently stratified as low, medium 

and high secure settings (Edworthy, Sampson, & Völlm, 2016). Participants in this 

study expressed support for the latter approach and welcomed the idea of expanding 

the services currently stratified into high and medium security, through provision of 

low secure community based settings across NSW. They agreed that the main 

purpose of the proposed model would be to afford patients within the system more 

appropriate accommodation especially for those currently held in an unnecessarily 

high secure environment because successful rehabilitation and social integration is 

best achieved under least restrictive environment (Nicaise, 2021) The proposed new 

model will also  address forensic bed blockages and the chronic bed shortages in the 

NSW forensic mental health system by adding on to the existing beds in medium and 

high secure settings.  

 

The model is expected to meet the individual needs of mental health consumers who 

are either involved or likely to be involved in the criminal justice system. It is 

expected that the model will form part of a continuum of the current forensic mental 

health pathway in the care and treatment of eligible consumers based on assessed 

need and mental health recovery principles. It is hoped that the model will be well 
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integrated with the rest of the forensic mental health system but also well integrated 

to the community and to the LHDs that people are heading into. It will be focussed 

on a person’s psychosocial needs including education, occupation, meaningful 

activities, meaningful peer engagement, family engagement, healthy lifestyles 

(including addressing substance use and non-criminogenic lifestyles).  

 

Participants identified key principles necessary to operationalise an effective model 

that meets the needs of patients identified as suitable for the proposed low secure 

model of care as: ongoing assessment, appropriate placement, risk management, 

person centred care, bio-psychosocial approach, trauma informed care, cultural 

diversity, therapeutic security, recovery and rehabilitation, least restrictive care, 

patient supervision, psychosocial care, physical health, lived experience and 

multidisciplinary team (MDT) approach. The proposed final model is depicted in 

figure 5 below. The model is presented and then described by bringing in the 

participant findings from both the initial and final interviews alongside key parts of the 

literature that have been used to support the development of the model.  
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9:5. Model overview: The target population journey  

Forensic inpatient services need to design treatment programs that address safety 

issues proportional to the risk posed by the patient (Warburton, 2014). The proposed 

low secure model should therefore target adult patients whose risk profiles would 

have been assessed as low risk by the referring service for transition. The process of 

organising care for persons who have committed a proven criminal act but 

considered unaccountable for their crimes due to their mental illness require 

involvement of both the patients and their families to develop a clear transition 

pathway to community reintegration (De Pau, Nicaise, Bourmorck, Vanderplasschen, 

& Vander Laenen, 2021). Forensic mental health services are designed for those 

persons within the criminal justice system identified and proven as not criminally 

responsible for their offences (De Pau et al., 2021). In various other jurisdictions, for 

instance those in Europe and the USA, forensic mental health care and forensic 

assertive community treatment is provided in regional community-based settings to 

facilitate social integration of forensic patients back into their communities 

(Marquant, 2018). 

 

Research tells us that stepped care approaches for this population work well as they 

provide the opportunity for people to test out skills and community living in a 

structured environment to enable successful transition to the community (Youssef, 

2022). For this aim to be realised it is essential that patients are offered a program of 

interventions which is diverse and person-centred. The proposed model should aim 

to focus on providing individualised, specific tier-based interventions, focusing on 

offence related work, emotional regulation, substance use and insight into mental 

illness which are the most relevant risk factors for the forensic patient groups 

alongside vocational and social support programs (Martell, Rosner, & Harmon, 1995; 

McFarland, Faulkner, Bloom, Hallaux, & Bray, 1989; Mullen, Burgess, Wallace, 

Palmer, & Ruschena, 2000; Whitmer, 1980). In order to do this the low secure model 

will utilise the combination of individual and group programs in teaching patients how 

to safely access the community, how to manage their mental illness, how to manage 

triggers that they come up against in the community and offending-based work. 

Emotion regulation, stress management, how to manage stressful situations, 

communication styles, basic living skills, anger management will be critical for people 

fronting the community for the first time. Programs that help people recognise early 
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warning signs, problem solving, conflict resolution and social cognition training will 

be central in low secure setting therapeutic activity planning. There needs to be a 

continuous review of therapeutic activities offered to individuals and within group 

programs so that they are relevant to individual rehabilitation and recovery goals. It is 

also essential that the low secure model provide patient-centred care for all patients, 

including culturally appropriate treatment programs to effectively support Indigenous 

and culturally and linguistically diverse patients. 

 

The low secure model will allow for increasing levels of community access for 

increasing periods of time in a safe and monitored way. Programs, such as those 

focusing on substance use that they undertake in high and medium secure care can 

also be tested out in this environment. People will be able to make mistakes, lapses, 

and then be taught how to manage those very well. If this is not done properly, 

patients may be recalled back to more secure facilities, hence the need for an 

increasing graded approach to being exposed to more things in the community, while 

developing strategies for managing challenges. The low secure model will offer day 

leave, overnight leave, and longer periods of leave so people can test out 

independent living. People moving to a house in the community, could therefore 

transition slowly, for example by taking a week's worth of leave, to monitor how 

patients are able to cope in the community and then target interventions at those 

things that they are not coping well with.  

 

Referred patients to the proposed low secure model of care should demonstrate 

stabilisation of symptoms and low clinical risk levels. Patients should also be ready 

to engage with clinical teams in an honest manner and be prepared to take 

responsibility for their own rehabilitation. Patients will progress through the system at 

their own pace, for example those with persistent mental illness requiring longer term 

treatment will remain as inpatients for a considerable time due to the chronic nature 

of their illness. This patient centred approach to the time period for rehabilitation is 

provided for in the current NSW Mental Health and Cognitive Impairment Forensic 

Provisions Act 2020. Currently however, the full participation and contributions by 

people with lived experience, patients and their families is limited by the actions of 

some professionals working in forensic mental health systems due to negative 

attitudes (Cleary, Horsfall, Hunt, Escott, & Happell, 2011; Vandewalle et al., 2016). 
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This is because many clinicians view themselves as the experts and view patients as 

having novice understanding of their own healthcare needs. This is also due to what 

some researchers have termed ‘defensive practice’ where clinicians perform tasks to 

cover themselves legally rather than advancing the patients’ needs (Ries, Johnston, 

& Jansen, 2022). It is important therefore that the proposed model develop its 

treatment programs collaboratively with patients and their significant others to make 

sure that such treatment programs are owned by the patients, which will enable 

more effective attainment of their personal rehabilitation and recovery goals. 

 

9.5.1. Assessing appropriateness of placement based on risk 

Participants in this study regarded security as critical to the rehabilitation of patients 

and ensuring a safe environment for all. Regardless of the approach taken by 

different jurisdictions, a fundamental part of any model of forensic care is how 

patients are classified and differentiated according to risks posed to and by them for 

improved planning of services and access to appropriate care (Collins & Davies, 

2005; Kennedy, 2002; Salize, Lepping, & Dressing, 2005). There is an absence of 

standardised indicators of best practice in risk assessment in forensic mental health 

globally (Salize et al., 2005). It is therefore vital for the proposed model to establish 

operational processes that are distinct and unique to NSW.  

 

It is important to note that there is no clear relationship between therapeutic security 

needs and violent crime because the mere fact that someone committed a violent 

crime does not mean they require care in a high secure environment. Likewise, or 

because one has committed a minor offence does not necessarily mean they require 

the least restrictive environment (G. Dickens, Sugarman, & Walker, 2007; Douglas, 

Ogloff, Nicholls, & Grant, 1999; H. G. Kennedy, O’Neill, Flynn, Gill, & Davoren, 

2013).  

 

These elements of security are also measured by different standardised assessment 

tools (e.g. the HCR-20, DUNDRUM Toolkit, and the HoNOS-secure) and it is 

therefore important to use a range of tools in assessment. Placement of patients 

within the proposed new low-secure model should be based primarily on risk 

assessment outcomes rather than the nature of crime they committed. Although 
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some tools account for the gravity of the index offence also - DUNDRUM being an 

example. 

The proposed low secure model should instead be guided by the concept of least 

restrictive care based on risk assessment outcomes and individual patient needs to 

come up with a sound structured clinical judgement (Tomlin, Bartlett, & Völlm, 2018).  

 

Participants in the study supported the Trinitarian model of therapeutic security that 

was developed following the Reed Committee in the UK (Collins & Davies, 2005; 

Crichton, 2009; Kennedy, 2002). The Trinitarian Model focuses on three main 

components of therapeutic security, environmental security (e.g. buildings and 

fixtures), relational security (e.g. staff to patient ratios and risk management plans) 

and procedural security ( e.g. policies and procedures that regulates patient visits 

and other restrictions) for which the participants have suggested should be utilised to 

plan individualised forensic mental health care based on individual risks identified 

through the process of risk assessment (Crichton, 2009; Warburton, 2014). The 

above three components of therapeutic security were also identified by the 

participants as essential to ensure the safety of both staff and patients.  

 

9.5.2. Needs of particular groups 

It was noted that vulnerable groups such as people with intellectual disabilities, 

women and indigenous people are overrepresented in the custodial settings both as 

victims and offenders (Baldry, Clarence, Dowse, & Trollor, 2013). Participants 

expressed views that the complexities and needs of particular groups within the 

system are unique and therefore demand prioritisation when planning community 

based low secure services including special therapeutic programs (Baldry, 2014). 

Meeting the needs of these vulnerable groups, people with a range of different 

complexities and the broader low secure population requires a multiagency 

approach, person-centred care planning and workforce diversity (Logan & Ramsden, 

2015). 

 

9.5.3. Inclusion criteria: summary 

The person centred low secure model of care for forensic populations in NSW will be 

designed for adults with mental illness who are involved in the criminal justice 

system and not requiring high security but not ready for community care settings. 
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Prospective candidates for the proposed low secure model should demonstrate the 

following attributes and conditions: 

1. Must be a forensic patient under the mental health and cognitive impairment 

forensic provisions act 2020 and currently admitted to an inpatient forensic 

mental health service in NSW. 

2. Must have risk assessments completed (including HCR-20 and DUNDRUM) 

and have been risk assessed as suitable for a low secure environment. 

3. Must have no incidence of verbal or physical aggression reported for a 

reasonable period including incitement of others. 

4. Must have demonstrated a willingness and ability to follow laid down ward 

routines and accept staff directions. 

5. Must have a stable mental state, insight into their mental illness and 

demonstrable capacity to report symptoms and seek help. 

6. Level of risk must have been assessed by the treating team including their 

level of function to determine their suitability of low secure accommodation 

(Huang, 2022). 

7. Must have a demonstrable record of participation in individual or group 

activities aimed at addressing their needs. 

 

9:6. Clinical Governance  

9.6.1. System governance and partnerships 

It is essential that the proposed low secure model is part of a continuum of the 

current system incorporating the low secure beds in to the existing care pathway. 

The proposed model will allow forensic patient movement either up or down. This 

necessitates shared processes and understandings for ease of transfer of patients 

between services. 

 

Clinical governance for healthcare services aims to improve the quality of care 

provision (Gray, 2001). Clinical governance frameworks relate to four main concepts: 

professional performance, resource allocation, risk management and patient 

satisfaction (World Health Organization, 2000). Participants suggested that for an 

improved low secure model of care, the clinical governance processes for forensic 

mental health services in NSW need to be managed by a central organisation across 

the state coordinating services. However the current NSW governance system for 
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managing forensic patients is challenging because of the devolved nature of the 

health services to the LHDs. Participants argued instead that the Justice Health & 

Forensic Mental Health Network should oversee the proposed model and should be 

empowered to direct people to move around the system. However that is not the 

model of the current system which is based on collaboration and agreement between 

Justice Health and the LHDs through the forensic patient flow committee and the 

clinical governance committee or clinical council for the Forensic Mental Health 

Network as directed by the forensic mental health policy PD2012_050 of New South 

Wales Health. This type of governance arrangement works to a degree in that the 

two bodies share expertise and have developed strategies for joint assessments for 

the MSU placements however it is also helpful for Justice Health as a lead in 

providing forensic mental health services to be able to direct admissions. Having 

overarching responsibility for the model sitting within Justice Health would allow for 

more consistency across the model of care and treatment programs, consistency of 

assessment tools between the different security levels and allow for more shared 

language and shared understanding of patients. Participants also felt that operational 

responsibility for the proposed model should provide clear oversight with regards to 

state-wide committees for bed flow and patient management. As standard in most 

systems there will also be a chief forensic psychiatrist or equivalent role who has 

ultimate oversight and responsibility for the system. 

 

Contrary to the views of the majority of participants, one participant was of the view 

that clinical governance of the proposed low secure model should sit with LHDs 

because of their local expertise developing in risk management and rehabilitation. 

However, it would be sensible to have people transitioning to the community, who 

are arguably at the highest risk period of their forensic pathway, managed by the 

expert forensic service provided by Justice Health as the leading provider of forensic 

mental health services in New South Wales. Because of their existing knowledge 

and oversight of forensic patients there would be disadvantages in not having them 

integrally involved in the management of all of the forensic mental health services.   

 

The proposed low secure model would be more effective if the programs delivered to 

patients operate in partnership with external organisations with expertise and interest 

in those elements essential to the patient’s recovery journey. Partnerships with 
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following agencies and services have been identified by participants as vital: 1. 

Institutions of vocational learning such as TAFE and universities. 2. Housing and 

employment and social services. 3. Sport and recreation. 4. Legal and advocacy 

services. 5. NDIS. 6. Alcohol and other drug services and various other community 

based programs. 

 

9:7. Location and facility design 

The major challenges for the design of forensic mental health settings remains the 

striking of a balance between the ideal therapeutic environment and security, in 

order to provide appropriate care in the least restrictive manner whilst maintaining 

safety (Seppänen, Törmänen, et al., 2018). Bringing together the literature along with 

the findings from this current study shows that the proposed low secure model 

should resemble as close to normal housing as possible while still providing the 

additional level of monitoring and support and rehabilitation that a low secure unit 

should (Dvoskin et al., 2002; Mclaughlan, Lyon, & Jaskolska, 2021). The proposed 

model should not look like an institutional unit but will begin to prepare people for 

community life by reflecting community accommodation-type arrangements. The unit 

will look a little like an adapted share house or share living arrangement - 

somewhere that people enjoy living and an environment that people enjoy being in 

(Olausson, Wijk, Johansson Berglund, Pihlgren, & Danielson, 2021).  

 

Participants commented that the environment should be one that gives people hope 

and enables them to take the next step to become a fully functioning member of civil 

society. The proposed low secure unit must be big enough for economies of scale to 

be able to run therapeutic and rehabilitation programs (McIntosh, Janes, O'Rourke, & 

Thomson, 2021). The proposed low secure unit should have 100 beds scattered 

across the state and not have all of them in one spot. Ideally there would be 

numerous locations like the Scottish model. What has worked in the Scottish system 

is that they have got a larger number in medium secure facilities than in high 

security, and then a larger number again in low secure, with most of the beds sitting 

in low secure (De Pau et al., 2021). Applying this approach in NSW works to ‘right’ 

the inverted pyramid which signifies the problematic structure of the current NSW 

system. 
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The proposed low secure setting will ideally be purpose built with the principle of 

therapeutic security at the centre of its design. The facility design should allow 

flexibility whilst at the same time guaranteeing patient safety and dignity including 

access to onsite therapeutic activities and sport and access to supports in the 

community. The location of secure forensic settings considers practical, geographical 

and, to some extent, the social and political environment in which they are to be 

located (Seppänen, Törmänen, et al., 2018). The decision to locate such services 

regionally or in metropolitan areas depends on the political environment as forensic 

facilities tend to attract media attention and resistance from communities due to 

perceived risks of violence and criminal conduct of forensic patients (O’Neill, Kelly, 

Sinclai, & Kennedy, 2005). This is despite growing evidence that these low secure 

units pose few risks (Gradillas et al., 2007). Participants commented that co-location 

of new services with existing services may address political concerns about public 

reactions because the unit is already there and people are used to it so it is not then 

a new unit appearing in a suburb which residents would potentially panic about. 

Participants in the study also suggested co-locating the facility with the medium or 

high secure settings to enable specialist staff access, easy pathways back when 

required in the event of relapse, as well as continuation of therapeutic groups which 

may have started at another security level. Co-locating the units near high or 

medium secure forensic units brings with it the advantage of shared approaches to 

programs. There might be specialist programs, for example like those addressing 

sexual offending or personality disorders that the bigger unit can share with the 

smaller unit. It can also assist people in the medium secure units to start to foster 

links with the low secure unit and prepare themselves for moving down to low secure 

settings, thereby providing some element of continuity so that there is not a staccato 

approach where participants go from one unit to another with no crossover and 

continuity.  

 

Governance arrangements for the service may also affect decisions about locating 

the secure unit. If the same system manages medium, high and low secure services, 

and there will be more cohesive practice in place across settings. There will be better 

systematic bed flow and there can be shared training, resources and even programs 

across those services including rehabilitation programs. There are also some 
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economies of scale to consider in co-locating low secure services with high and 

medium secure services in that it can be hard to attract a workforce into forensic 

specialist services. So, if you have one place where there is already an established 

forensic service you can then attract more staff and they can get experience across 

a range of security settings. Other issues which might necessitate extra staffing such 

as having staff present to address after-hours issues can be covered by sharing staff 

with a bigger co-located unit. These factors make co-location the preferred option for 

the model.  

 

Even though rural locations may have advantages for patients from rural 

communities in terms of stepping back into their communities, Locating low secure 

setting in rural locations will not work for NSW due to a lack of access to services 

(O’Neill et al., 2005). Low secure beds should be located where patients can access 

the other services that they need including allowing patients to maintain contact with 

their families and communities (Department of Health, 2011). Relevant services 

include Centrelink, Services Australia, those offering housing, work or training and 

any other government or non-government agencies which the patient needs to 

access based on their individual needs. These services are not readily available in 

rural areas. Co-locating the low secure unit with metropolitan facilities has the 

advantage of having major tertiary hospitals nearby, public transport routes nearby. 

However participants commented on the challenges of co-locating the proposed low 

secure facilities with already established metropolitan medium and high secure units 

as the parcel of land available and the footprint needed for new community style 

accommodation works would be difficult given the limited amount of space available.  

   

9:8. Funding  

Participants commented that the model should be funded through the NSW 

Government’s state-wide mental health infrastructure program (SWMHIP) which is 

meant for the designing and construction of modern facilities for mentally ill people in 

NSW. This funding amounts to $700 million dollars and was set aside to refurbish 

existing infrastructure and develop new health care models as well as new specialist 

mental health units including forensic mental health services. The program involves 

consumers, carers, and staff to create capacity for safe, high quality and integrated 

mental health care across NSW. The SWMHIP is also expected to fund programs 
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that support transition of forensic patients from higher levels of security to 

community-based services in collaboration with people with lived experience of 

mental health, families and carers. It is therefore an ideal source of funding for the 

new model. 

 

9:9. Workforce  

Forensic mental health services in Australia continue to face difficulties in terms of 

meeting their need to attract a specialised workforce (Davidson et al., 2020). This is 

associated with a general skilled workforce shortage across The Organisation for 

Economic Co-operation and Development (OECD) countries including in Australia 

(Merçay, Dumont, & Lafortune, 2016). In view of these skilled workforce challenges, 

there is a need to plan and develop a workforce that is responsive to mental health 

service users of diverse backgrounds supported by current research on health 

workforce governance and policy (Kuhlmann et al., 2018; Kuhlmann, Lauxen, & 

Larsen, 2016). There is also a widespread call for an integrated workforce 

comprising multi-professional groups and service sectors including stakeholder 

involvement for person centred care (Kuhlmann & Burau, 2018). 

 

Despite an increase in prison populations and an increased incidence of mental 

illness in that population, forensic mental health services in Australia and NSW in 

particular continues to be poorly funded in terms of specialised workforce which can 

result in noncompliance with human rights frameworks (World Health Organization, 

2003). Issues of recruiting and retaining a specialised workforce in the NSW forensic 

mental health system remains a major concern especially in rural and regional care 

settings (Rosen, Gill, & Salvador-Carulla, 2020). There are three key strategies that 

can be adopted to address challenges of skilled staff working in certain geographical 

settings which are relevant to the low secure model: 1) train staff in such a way that 

they feel motivated to work anywhere upon qualification, 2) regulation and financial 

incentives including fee-free or cut price degrees, and 3) reform healthcare delivery 

system to empower and increase scope of practice, including expanding 

telemedicine to reach out to remote and regional settings (Ono, Schoenstein, & 

Buchan, 2016).   
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Publicly funded mental health services in NSW play a major role in assessing and 

managing mental illness but the preparedness of staff to effectively address the 

specific needs of forensic clients has not been properly addressed in general mental 

health training. This means that there is a need to develop strategies for staff 

development to skill up the general workforce to play a role in forensic mental health 

care (Weise & Trollor, 2018). In order to shore up the existing mental health 

qualifications to take on positions in forensic facilities there needs to be a structured 

and supported pathway. Justice Health should therefore continue to promote, 

support and sponsor the Master of Forensic Mental Health program currently run at 

the University of NSW to increase the available staff base with specialised training in 

forensic mental health.  

 

Generally young clinicians are interested in forensic mental health if they had the 

opportunity to work in it and have a career in it. The system could capitalise on that 

and address the current barriers including the negative attitudes held by some 

mental health professionals (Weise, Fisher, Turner, & Trollor, 2020). The proposed 

new model must therefore be run alongside a comprehensive human resource 

development strategy aimed at providing capacity through new forensic mental 

health clinicians joining the profession to provide quality forensic mental health 

services. 

 

The most optimal staffing model includes not only doctors and nurses, but takes a 

multidisciplinary approach which includes allied health and a peer support workforce  

Experience has shown that multidisciplinary teams achieve more for the patient 

(Whitehead, Hopkins, Hughes, Kehoe, & Pedwell, 2021). Staffing for the proposed 

low secure model of care for forensic populations in NSW will therefore require a 

multidisciplinary team with forensic expertise and close links to forensic mental 

health staff elsewhere as well as overarching governance and policy arrangements 

that make them feel linked and connected to other areas and with skill sets that are 

focussed on recovery and rehabilitation, this will ensure a benchmarked and world 

class service.  

 

Collaboration and employment of peer workers and people with lived experience has 

been viewed as good for identifying the needs of patients and consequently 

improving the care provision (Ostrow & Adams, 2012). A peer support workforce and 
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a workforce that includes Indigenous staff is essential to the operation of the new 

model of low-secure care. The most important partnerships or collaboration 

arrangements in forensic mental health services are arguably between service 

providers and the patients themselves and this is enhanced by a workforce which 

includes people with lived experience because of the shared understanding that 

comes from that experience (Bennetts, Pinches, Paluch, & Fossey, 2013). People 

with lived experience should therefore be fully incorporated into the workforce 

including in leadership roles when planning, implementing and evaluating services 

(Happell et al., 2018).  

 

9:10 Ongoing Implementation 
 

The EPIS Model  

Aarons et al (2011) developed a theoretical framework that is useful for assessment 

and understanding of what will be required for the model implementation. The 

framework makes clear distinctions between a number of different implementation 

phases, delineated as: Exploration, Preparation, Implementation, and Sustainment 

(EPIS). A theoretical framework such as the EPIS framework helps to organise the 

information for effective monitoring of the model. The diagram below (Figure 4) 

demonstrates different aspects of the EPIS theoretical framework applicable to the 

implementation and monitoring of the proposed low secure model of care for forensic 

populations in NSW. 
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9:10. Figure7: The EPIS Model 

 

 

These phases include different aspects of the implementation process such as 

testing the acceptability of the model, its appropriateness, and its technical feasibility. 

Several of these aspects of the model have been addressed through the data 

collection phase of this study apart from the ‘sustainment’ phase, however, all still 

need to be built on for the model to be implemented. The work that I consider is yet 

to be done for each of the specific phases is discussed below. 

 

Exploration 

Further work on the exploration phase of the proposed person centred low secure 

model of care for forensic populations in NSW will focus on networking with other 

LHDs across NSW (Aarons et al., 2011). The purpose will be needs assessment and 

to identify those services to be proposed to implement the low secure model or to 

collaborate with Justice Health NSW to increase service access for the target 

population. A workgroup would then be established comprising clinical leaders and 

other stakeholders from these LHDs and Justice Health NSW.  
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The workgroup participants will then be a core group from which to expand 

knowledge and provide training on low secure services so that they will be able to 

provide best practices for addressing issues of least restrictive practices that 

emphasises an optimal service continuum from initial screening, comprehensive 

needs assessment of existing services, and referral to appropriate level of restriction. 

Data from the needs assessment as well as information on provision of services will 

be used to generate specific evaluation reports for the service that will be used to 

identify areas suitable for implementation of the model, or improvements needed for 

this to take place (Douglas, Button, & Casey, 2016).  

 

Preparation  

Following on the above activities, the established working group will identify specific 

goals to achieve and access the proposed low secure service systems including 

further training and work on strategies for process improvement efforts. This will take 

place through Goal Achievement Training to identify realistic goals and actionable 

steps for implementing new service practices and sustaining changes in delivery of 

low secure services for forensic populations in NSW. It will also involve development 

of action plans with concrete and measurable steps required to attain the set goals. 

Successful selection of a goal and initiation of work on action plans would be 

necessary criteria for entry into the Implementation stage of EPIS. 

 

Implementation  

During this phase, the workgroup will focus on identified local area and systemic 

goals to implement new service practices. Proposed changes during this phase 

would be pilot-tested and modified as needed. The work group will also identify how 

they will know that the change has resulted in an improvement, what further changes 

can be made to achieve an improvement including what went well and what need to 

be improved. During this phase experienced clinicians and senior managers will 

facilitate workgroup discussions to support and encourage the use of data to inform 

agency decisions. They will also monitor and inform goals of the proposed low 

secure model of care and provide guidance on the progress toward the proposed 

model’s identified process improvement plans and monitor changes to the model 

through documenting these changes in policy and procedures for the proposed low 
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secure model (Knight et al., 2016). Data analysis will be carried out to ultimately 

determine if the changes actually resulted in improvement. 

 

Sustainment 

Support and supervision from the clinical experts and senior managers will be 

removed after an agreed period to test sustainment beyond their direct leadership. 

However, service provision will continue to be monitored as the workgroup will be 

encouraged to continue working towards their goals as well as working towards 

sustainment of approved changes. This will include implementing changes within the 

service and improving on identified goals to address unmet service needs among 

forensic populations needing low secure services.  

 

 

9:11. Implications for future studies and recommendations  

The findings of this study has developed a model which reflects the needs and views 

of those working in the system. However, this research must now progress to 

broader implementation and evaluation as the next steps in the process of 

implementing low-secure care in NSW. Upon completion of the PhD project the 

findings of this research project will be discussed with Justice Health and Forensic 

Mental Health Network executive to explore possible ways for implementation.  

 

Further research will be needed to address the gaps identified during the review of 

the literature. Identified gaps included limited evaluation studies on patient outcomes 

following transition from high secure settings to low secure services and the period of 

stay in those low secure services before community reintegration. There is also a 

need for further research to address service gaps in the provision of appropriate 

forensic mental health services for particularly disadvantaged and vulnerable groups 

of people in the community such as Aboriginal people, migrants from diverse 

backgrounds, women, and people with intellectual disabilities. Further studies should 

also aim to understand how coordinated and collaborative working relationships can 

best be developed between different LHDs and specialty mental health networks, as 

well as community social services organisations such as housing, vocational and 

employment agencies. Coordinated networking is necessary in order to provide a 
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seamless transition of forensic populations in NSW. Network approaches have been 

implemented in other jurisdictions including Scotland and Belgium (Nicaise, 2021).  

 

9:12. Conclusion 

This thesis has focused on the forensic mental health system in New South Wales, 

Australia, to examine from a systems perspective the key attributes of a model of 

forensic mental health system which meets stakeholder needs while offering 

appropriate levels of restriction and rehabilitation. Through synthesising key 

stakeholder interviews with knowledge from existing literature and practice, a model 

was developed that will potentially address service gaps in the provision of forensic 

mental health care for people currently detained unnecessarily in excessive security 

settings. The next step will be to meet with Justice Health executive team to present 

the model for implementation. 

The new person centred low secure model will be analogous to supported housing 

but with additional facilities and programs around rehabilitation whose focus is not 

only mental health rehabilitation but also criminogenic needs, drug and alcohol 

programs, reasoning programs, occupational programs, educational programs, 

healthy living programs and awareness of community structures and support. These 

elements should be put in place to give people the best possible preparation for their 

move to independent but still supported and monitored living.  

The model will better support recovery and maximise social and emotional 

functioning for community reintegration. Implementation of the model will also ease 

pressure on forensic beds in high and medium forensic units across NSW.  

The proposed model of care is able to support individual recovery and skill 

development whilst safely addressing the needs, challenges and expectations of a 

vulnerable cohort of NSW forensic patients who cannot be appropriately managed in 

the community or state’s high and medium secure settings.  

 

The new model will form part of a continuum in the broader forensic mental health 

system closing the gap between medium secure units and the community forensic 

mental health service that operates in tandem within the existing legislative 

framework and NSW Health policies. The new model of care is expected to provide a 

safe, flexible, least restrictive and yet meeting the dynamic needs of the eligible 
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patients for a long term recovery orientated care that is both evidence based and 

trauma informed.  

 

There have been efforts to create some more beds including the recently 

commenced master planning for a new facility at Blacktown Hospital that will deliver 

contemporary mental health care to expand on capacity as part of the state-wide 

mental health infrastructure program. The current plan will establish a 20 bed low 

secure unit at Blacktown hospital grounds by 2023. The new purpose built facility will 

further accommodate 24 medium-secure beds that will replace the Bunya Unit at 

Cumberland Hospital, a welcome development but certainly not enough. 

The state is quite limited in terms of low secure placements making it challenging to 

be person centred and therefore calls for a need to expand the number of beds, or 

‘invert the pyramid’ so as to provide a much bigger base of low secure and 

community care to meet patients’ needs. 

   

9:13. Study limitations  

While established methods were followed for collection and analysis of the data to 

enhance the credibility of the findings the data in this study is limited by its reliance 

on stakeholders which only represent the views of service providers and managers. 

Their views are unique and may not reflect the views of other stakeholders within the 

sector. It is important that the new model is tested in relation to the needs and 

interests of those people who receive care within NSW forensic services, their 

families, communities and supporters. As part of the finalisation of the work (as 

described earlier in relation to the EPIS model) there needs to be systems modelling 

of patient pathways, funding mechanisms and impact on other services e.g. general 

mental health system. As the thesis is based only on qualitative material, there could 

be a high risk of confirmation bias. The need of a new model is stated from the very 

beginning of this thesis in Chapter 1 highlighting the need for a low-secure level. The 

need of a low-secure level has therefore been presented as a hypothesis which is an 

effective strategy to collect the views of respondents about the key strengths and 

weaknesses of the current system. Other orientations could have been considered in 

order to address the limitations of the current system and establish the relationship 

with the need of a new model or an additional low-secure level. 
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As discussed earlier in the thesis, many of the issues identified in the forensic mental 

health care in NSW are also found in other systems elsewhere, despite the fact that 

many systems are very different from each other. For instance, while some countries 

and states have developed a comprehensive, separated forensic mental health care 

system, other countries have tried to develop mechanisms and procedures to allow 

forensic users with the least security needs accessing the generic mental health care 

system, e.g. by allocating additional staff and developing specific security 

procedures in generic facilities. However, these systems also face issues of security-

level misuse (e.g. people kept in higher security level than required, insufficient care 

provision, discrimination towards socio-economic and ethnic minorities, issues 

related to complex users with multiple needs. As such the implementation of the 

proposed low-secure model developed is not considered sufficient to fully tackle 

most of the issues identified. The broader systemic problems with the mental health 

system might impact on implementation of the proposed model, e.g. support in the 

community once transition has taken place and the need for this or people with 

forensic health needs will end up back in prison or inpatient general or forensic care.  

 

Another limitation is that while the assessment of the views of stakeholders is 

essential in order to develop a programme that can be realistically implemented, one 

approach alone is not sufficient to address all the aspects of this complex issue. 

Although they are essential, the views of stakeholders are not sufficient to identify 

the structural elements that can affect the functioning of the system. For instance, 

procedures are determined, in practice, by characteristics related to the system 

funding, payment mechanisms, the legal framework, cultural features that individuals 

do not identify because they are obvious to them, etc. These elements cannot be 

addressed by qualitative methods only. Respondents involved in a system tend to 

notice and overestimate the issues that they perceive, and to disregard or 

underestimate the elements of the system that are effective. Therefore, in addition to 

the bias of confirmation mentioned earlier, the views of stakeholders may tend to 

capture only a part of the phenomenon described. 
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CHAPTER 10 

10.1 Appendices  

This chapter contains supplementary material that did not form essential part of the 

text of this thesis but is helpful in providing a comprehensive understanding of the 

research including tables, figures and documents such as ethics approval and 

various correspondences used for the ethical conduct of the research. 

 

10:2. List of tables and Figures 
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10:2:1 Figure 1: General patient flow in NSW custodial system 
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Interviews generally involve open ended 

questions that enable the researcher to 

understand participants’ experiences 

(Beven, 2014).  

Highly structured methodology involving 

multiple data collection phases 

(Ghezeljeh et al., 2009). 
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10:2:9. Figure 6: RAISe framework for person-centred care in coercive mental health environments  
(McKay, Ariss, Rudnick, 2021) 
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often found among these patient groups is important and should be provided as an 

individualised program targeting specific needs of individuals taking into account the age, 

culture and cognitive function of that patient.  

International Journal of Forensic Mental 

Health, 1-12. 

Healthy Living 

Programs 

 

Assessment of psychological vulnerabilities and mental state are not the only care needs of 

forensic patients admitted to secure settings. Patients on psychotropic medications are at 

increased risk of metabolic side-effects of those medications. Programs offered in the proposed 

model should therefore aim to address these physical challenges through a variety of programs 

aimed at boosting healthy lifestyle to reduce the risk of metabolic syndrome for this population 

group of patients. 

(Landin, Palmer, Paul, & Shahrjerdi, 

2022). Improving physical health 

monitoring and interventions in a 

learning disabilities forensic psychiatric 

secure service. International Journal of 

Risk & Safety in Medicine, (Preprint), 

S1-S6. 

Awareness 

Programs 

Treatment programs often fail due to simple issues like recognising cultural practices of 

individuals. Forensic patients are generally at a disadvantage due to stigma associated with 

their mental illness and involvement in criminal justice. Staff working in the proposed model 

should be aware of various implications for their patients as they work towards preparing them 

for community reintegration. Firstly staff needs to be aware of their patients’ cultural needs and 

then teach the patients to be culturally aware as well for the community they are about to enter. 

Engaging patients in therapeutic groups that creates cultural awareness is vital for discharge 

planning. Patients will be taught about not only cultural awareness but self-awareness as well 

as community expectations.  

(Leclair et al., 2022). Cultural Safety in 

Forensic Mental Health Services: A 

Scoping Review Protocol. 

Support 

programs  

Forensic psychiatric patients often presents with complex care needs due to the combination of 

mental health illness and criminogenic risk needs. The proposed model will therefore take 

these factors in consideration including other personal attributes and sociodemographic as well 

as cognitive abilities to assess the type and level of support each individual patient needs and 

collaboratively design programs that address the needs of the patient. 

(Di Lorito, Völlm, & Dening, 2019). The 

characteristics and needs of older 

forensic psychiatric patients: a cross-

sectional study in secure units within 

one UK regional service. The Journal of 

Forensic Psychiatry & Psychology, 

30(6), 975-992. 
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Specific problem 

behaviours  

Generally forensic patients with problem behaviours such as gambling, sex offending and 

substance use disorders also presents with other conditions including personality disorders and 

intellectual disability. Treatment programs in these patient groups are aimed at addressing the 

often maladaptive patterns of cognition, emotion regulation and the altered psychosocial 

function. Service providers for these patient groups need to be skilled in both assessment and 

motivational skills to engage this highly challenging group. Treatment programs should be 

aimed at addressing personality and offence specific issues whilst preparing for discharge and 

reduce incidents of re-offending. These treatment approaches requires MDT approach of highly 

trained staff. 

(Cooray, Alexander, Purandare, 

Chester, & Tyrer, 2022). Personality 

Disorder in People with Intellectual 

Disability or Those with Intellectual 

Disability and Autism Spectrum 

Disorder. In Textbook of Psychiatry for 

Intellectual Disability and Autism 

Spectrum Disorder (pp. 807-823). 

Springer, Cham. 

Rehabilitation 

orientated 

programs 

Successful rehabilitation often depend on treatment frameworks used by service providers to 

assist patients with personalised recovery-oriented programs. The most common used 

framework to achieve this in forensic mental health is connectedness, hope, identity, meaning 

and empowerment (CHIME). Recent studies have added new concepts of safety to CHIME, 

leading to the CHIME-Secure framework (CHIME-S). 

(Senneseth, Pollak, Urheim, Logan, & 

Palmstierna, 2022). Personal recovery 

and its challenges in forensic mental 

health: systematic review and thematic 

synthesis of the qualitative literature. 

BJPsych open, 8(1). 
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10:3:14. Interview Questions: Study 2 
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