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The Use of Indirect Psychological Interventions in Forensic Services  

by 

Kayleigh McMillan 

There is a growing evidence base for the use of indirect psychological interventions within 

inpatient services. Indirect psychological interventions include the use of clinical supervision, 

formulation, case discussion and reflective practice. All of these offer opportunities for reflection 

and discussion on clinical practices within inpatient services.  

Chapter 1 presents a systematic review and narrative synthesis exploring the use of indirect 

psychological interventions within forensic inpatient services. Findings from nine included studies 

found that clinical supervision and reflective practice interventions are currently being offered 

within some forensic services with positive staff outcomes. However, methodological limitations 

impacted the strengths of the findings, and a lack of service user outcomes is identified. 

Recommendations for future research included the need for standardisation in outcome 

measurement reporting for indirect psychological interventions in order for more complete 

conclusions to be drawn. 

Chapter 2 presents a quantitative study exploring the use of psychological formulation in 

forensic services. The use of indirect psychological interventions within forensic services is 

currently under researched. The use of the Comprehend, Cope and Connect formulation within 

acute mental health services has suggested positive outcomes for both staff and service users. 

The study aimed to investigate whether formulation impacts staff attitudes and levels of 

compassion in comparison to a control group, whether these effects are maintained, and if staff 

attitudes and level of compassion are associated with personality disorder presentations. This 

study employed a mixed model design with a between-subjects factor of condition (formulation 

vs control) and a within-subjects factor of time. The results of this study suggested some perceived 

benefits from the use of the CCC formulation in clinical practice within forensic services. With those 

in the formulation condition reporting anticipated usefulness of the model within their practice. 

Further research is needed with a larger sample size to better understand any potential benefits 

and uses of the CCC model within forensic services. 
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Chapter 1 A Systematic Review of Indirect Psychological 

Interventions in Forensic Mental Health Inpatient 

Services  

Abstract 

Introduction: Psychologists are a valued source of support for skilling-up and offering indirect 

psychological interventions to the multidisciplinary team within forensic mental health inpatient 

settings. However, there is currently a limited body of research into the use of indirect 

interventions. 

Aim:  This study aimed to undertake a systematic review of the indirect psychological 

interventions used in forensic mental health inpatient settings.  

Methods: PsycINFO, MEDLINE and Web of Science were searched for eligible studies and forward-

citation searching was undertaken. The quality of studies was assessed using the Mixed Methods 

Appraisal Tool. 

Results: Nine papers were identified as meeting the inclusion criteria for this review. Two 

categories of indirect psychological intervention were identified involving a range of 

methodologies and the studies were assessed to be of good to adequate quality. The most 

common type of indirect intervention used was clinical supervision. Overall, the utilization of 

indirect psychological interventions within forensic inpatient settings shows promise.  

Discussion: There is tentative yet limited evidence for the effectiveness of psychological 

interventions in forensic mental health inpatient settings. Further larger scale research is required 

to better understand the role of indirect psychological interventions for this setting. 

Implications for Practice: Ongoing work in needed to promote and deliver indirect psychological 

interventions within forensic mental health inpatient settings. Opportunities for staff to access 

Indirect psychological interventions should be considered when delivering forensic inpatient care.  
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Accessible Summary  

What is known on the subject? 

• Methods of therapy or support that do not involve direct contact with the service user, 

but focus on helping staff who work with service users can be helpful. 

• At the moment there is not enough known about how psychologists can offer this support 

within forensic services.  

What does this paper adds to existing knowledge? 

• This paper highlights the need for further research into this area. 

• This paper also highlights that offering indirect support within forensic services is seen as 

valuable by staffing teams.  

What are the implications for practice? 

• More work is needed to be able to promote and offer indirect psychological interventions 

within forensic services. Services should consider ways to make indirect interventions 

available to staffing teams.  
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1.1 Introduction 

1.1.1 Forensic settings 

Forensic mental health services are designed to deliver effective care and treatment for 

people with severe mental disorders who for a time are a danger to others (Kennedy, 2021). 

Forensic mental health is a specialist area that involves the assessment and treatment of people 

with a mental disorder and a history of criminal offending, or those who are at risk of offending. 

Service users often gravitate to forensic services when the nature of their offending, or the 

apprehension created by their behaviour, is such as to overwhelm the tolerance or confidence of 

professionals in the general mental health services (Mullen, 2018). Staff working in forensic 

settings form part of an evolving specialty designed to address the unique, intersecting health and 

legal needs of service users who are victims, suspects, and perpetrators of trauma (Berishaj et al., 

2020). Processing and understanding index offences within forensic settings can be challenging 

for nurses and frightening and distressing for service users (Askola et al., 2019). 

1.1.2 Service models (relational security and recovery) 

Forensic inpatient settings have grown and become more complex in structures, processes 

and pathways. The rationale for dedicated services is that forensic service users would benefit 

from a therapeutic environment in which to receive necessary mental health care, reduce risk and 

address criminogenic need (Tomlin & Jordan, 2022). However, the provision of nursing care 

typical of other practice settings clashes with the restrictive and punitive nature of the forensic 

setting (Johansson & Holmes, 2022). Legacy customs, practices and changing policy are now 

organized into formal models of care. These are written accounts of how a health service is 

delivered, outlining best practice and services for individuals progressing through the stages of 

their condition and the care and treatment available (Kennedy, 2021). Treatment and care can 

often be delivered within the coercive framework of imposed assessment and therapy (Ray & 

Simpson, 2019; Shepherd et al., 2016). To maintain safety, inpatients in forensic settings, whether 

high, medium or low secure services, are subject to a combination of physical, relational and 

procedural security. Risk and security are in constant tension with therapeutic activities, and 

maintaining the right balance between the two is one of the biggest challenges in forensic mental 

health (Haines et al., 2018). Staff working in these services are tasked with the dual roles of 

providing compassionate nursing care for service users while also acting as authority figures who 

enforce the strict rules and expectations of services.  
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The purpose of security is to create and maintain a safe environment within which care, 

and treatment can be delivered (Markham, 2022). Thus, security measures and therapeutic issues 

are closely linked. However, tension and the potential for challenge are inherent in the context of 

the care and treatment of forensic service users. Policies and protocols concerning physical, 

procedural and relational security are rooted in distrust and disregard, and service users’ legal 

status conflicts with notions of voluntary treatment (Markham, 2021). Davies et al. (2012) 

reported the view that relational security is the most important domain among the three domains 

of security. Relational security refers to the knowledge and detailed understanding that staff have 

of the people in their care and how this informs the management and de-escalation of incidents 

(Collins & Davies, 2005; Tighe & Gudjonsson, 2012). Serious incidents within forensic inpatient 

settings can often be linked to breakdowns of relational security (Chester et al., 2018). There is 

growing awareness around the importance of relational security, and resources aiming to raise 

awareness and support the implementation of this are widely available (Department of Health, 

2010). Security provides a positive and supportive framework within which clinical care and 

therapy are safely delivered. Good security and effective therapy should be seen as integrated 

concepts rather than opposite ends of a spectrum (Seppanen et al., 2018). However, it is 

recognized that disproportionate risk aversion can lead to service users being deprived of the 

opportunities they need to progress their recovery (Tickle et al., 2018).  

In contrast to traditional rehabilitation and medical models of care, the recovery models 

shift the focus from pathology, illness and symptoms to health, strengths and wellness (Adshead, 

2000). Tools such as the ‘good lives’ model (Ward & Gannon, 2006) of rehabilitation take a focus 

beyond offending, emphasizing the personal qualities needed for a good and satisfying life 

especially the vision that detesting from offending is possible (Dorkins & Adshead, 2011). A 

unique feature of recovery in forensic terms is that it must include not only feeling better but also 

‘behaving better’: a moral as well as a clinical agenda (Adshead, 2000).  Although there is an 

increasing focus on recovery within forensic inpatient services, there has been limited exploration 

of the applicability of these principles within forensic services (Mann et al., 2018). An 

individualised approach to caregiving is an important element of a recovery approach. However, 

in forensic services adopting an individualised approach can lead to inconsistency as different 

people are treated in different ways, leading to disagreements, a sense of injustice and 

uncertainty (Mann et al., 2018).  
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1.1.3 Role of psychologists 

In recent years there has been a shift from a narrative of ‘nothing works’ in the treatment 

of forensic service users, to the notion that psychological interventions do positively influence 

factors such as positive thinking, risk behaviours and recidivism rates (Davies & Nagi, 2017). The 

Royal College of Psychiatrists (2019) recommends that service users in forensic mental health 

services are offered evidence based psychological interventions to promote mental health 

recovery and offending /risk behaviour. However, the inpatient setting continues to present a 

number of barriers which make the delivery of direct (i.e., with the service user themselves) 

psychological therapies difficult. These barriers include the restrictive physical environment and 

treatment options, a service delivery system which is avoidant of emotions and feeling, and 

working within a team which adopts a predominantly medical approach (Wood et al., 2018). For 

service users in forensic settings, the process of building trust and rapport is commonly fraught 

with difficulties, given the attacking and / or neglectful relationships with staff (Ruszczynski, 

2010). Individuals are often in crisis and receiving high levels of medication and multiple 

treatment interventions alongside any psychological input (Small et al., 2018).  

 The Royal College of Psychiatrists (2019) note that psychological input is required to 

provide a range of adapted evidence based psychological interventions to meet service users’ 

needs as well as provide indirect input for teams. The use of both direct psychological 

interventions (including assessment, formulation and therapeutic interventions with service 

users) and indirect interventions (including training, supervision, consultancy, case formulation 

and reflective practice with staff) (Ebrahim & Wilkinson, 2021) forms part of an important and 

valuable skillset offered by practitioner psychologists.  Within mental health services practitioner 

psychologists have asserted the value of a range of direct and indirect interventions (Ebrahim, 

2021; Raphael, 2020). Psychological interventions inform indirect, team-based formulations for 

some service users where coproduction may not be possible to enable compassionate 

understanding of the person’s needs, supervision of psychological interventions and reflective 

supervision are also valuable (Raphael et al., 2020). Indirect psychological interventions are 

valuable for promoting person-centred care, which is associated with shared-decision-making, 

service user empowerment and improving clinical outcomes (Gask & Coventry, 2012; World 

Health Organization, 2010). Indirect psychological approaches, such as the use of team 

formulations with staff groups have become an increasingly popular practice within clinical 

psychology to engage and work collaboratively with teams (Division of Clinical Psychology, 2011). 

Ward-based indirect psychological interventions ensure the provision of psychologically informed 

care to help professions care for service users, build therapeutic staff-service user relationships 

and manage risk (Wood et al., 2021).  
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1.1.4 Reviews of indirect psychological provision to date 

Research to date has mainly focused on direct psychological therapies (Evlat et al., 2021; 

Raphael et al., 2021) with the usefulness and acceptability of indirect psychological interventions 

scarce (Man et al., 2022; Summers, A. 2006). Furthermore, few studies have focused specifically 

on the provision of psychological therapies within forensic inpatient settings (MacInnes & Masino, 

2018; Tolland et al., 2019), with evidence suggesting that current practice within forensic settings 

is based on limited evidence with inconsistent findings (MacInnes & Masino, 2018). Tolland et al., 

(2019) review looking at a women’s forensic service highlighted a lack of theoretical basis for the 

majority of studies and a need to understand how ‘genderspecific’ practice recommended by 

policy, translated into practice. A recent systematic review in acute mental health by Man et al., 

(2022) found that overall indirect interventions in this setting generated positive constructive 

attitudes and satisfaction from mental health staff members. This review included ten studies, 

across 33 services / units (psychiatric wards, psychosis clinics and rehabilitation units) and 

included responses from 532 participants. This review utilised a robust and systematic approach, 

following the PRISMA reporting guidelines with a clear and transparent criteria. Positive changes 

were found in staff perceptions of service users, service user incidents, and staff-service user 

relationships. The review also suggested that there was some indication that indirect 

interventions may improve staff burnout. Man et al., (2022) noted that future studies would 

benefit from incorporating a mixed-method design and measuring outcomes from the service 

user’s perspective. Summers, (2009) study suggested that using formulations may have most to 

offer if embedded as the core business of the unit, with robust links to service user care planning, 

and to staff training, personal development and ward duty planning.  

1.1.5 The current review 

Previous reviews of indirect psychological interventions have mainly focused on acute 

mental health settings. With reviews of psychological interventions within forensic settings 

proving inconsistent results. There have been no published reviews examining specifically the use 

of indirect psychological interventions within forensic settings. Determining the use of indirect 

psychological interventions in forensic inpatient settings is imperative to support the principle of 

evidence-based practice in forensic services. Therefore, we wanted to focus on indirect 

interventions which aimed to offer a psychological perspective to enable staff to reflect 

collectively on clinical practice or clinical understanding of service users. The main outcomes 

examined included the quality of the identified studies, types of indirect psychological 

interventions utilized in forensic mental health inpatient settings and the outcome measures used 
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to examine their efficacy. Primary outcomes were those being measured, and secondary 

outcomes were service user related outcomes.  As outcome measures were expected to differ 

across studies, a primary aim of this review was to examine the outcomes utilized within 

identified studies. If there was enough data available, the most frequently used outcomes would 

be pooled into a meta-analysis to examine intervention efficacy on both staff-related outcomes 

(e.g. staff attitudes towards service users, usefulness of indirect psychological intervention 

practice, willingness to work with service users and staff tolerance) and service-user related 

outcomes (e.g. willingness to work with staff and presentation of behaviours that may be 

challenging for staff and others). Therefore, we conducted a systematic review that aimed to 

answer the following questions: 

• What types of indirect psychological interventions are available in forensic 

mental health inpatient settings? 

• What is the quality of the evidence? 

• What outcome measures are utilized to examine efficacy? 

• What is the efficacy of the interventions on primary and secondary outcomes?  

1.2 Method 

This review used a systematic approach to understand the current use of indirect 

psychological interventions in forensic mental health inpatient settings. Guidelines outlined in the 

Preferred Reporting Items for Systematic Reviews and Meta-analyses (PRISMA) were followed to 

structure the study (Page et al., 2021). A review protocol was pre-registered with PROSPERO 

(CRD42022374298).  

1.2.1 Search strategy  

An electronic database search of peer reviewed literature was conducted and completed in 

March 2023 using three databases (MEDLINE, PschINFO and Web of Science). The grey literature 

was searched through EthOS British Library e-theses online and OpenGrey services. Each database 

was searched from 2000 until March 2023 using wildcards, truncation and MeSH terms. Searches 

were limited to English-language publication and use the following search terms  “case formu*” 

OR “Case Conceptuali?ation*” OR “Clin* Super*” OR “Reflective Practice*” OR “Staff Support*” 

AND “Forensic” OR “Mentally Ill Offend*” OR “Forensic Inpatient*” OR “Forensic Psycho*” OR 

“Speciali?ed” OR “Special* Service*” OR “Offend*” OR “Forensic Mental Health Service*” OR 

“Forensic Psychiatric Inpatient*” OR “Forensic Psychiatry” OR “Forensic Nurs*”. 
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1.2.2 Eligibility criteria  

Studies were eligible for inclusion if they were of any methodological design and included 

a sample of forensic inpatient healthcare staff and/or service users. Studies were also required to 

include a description of an indirect psychological intervention, defined as interventions that offer 

a psychological perspective to support staff to collectively reflect on their practice or their 

understanding of service users. Indirect psychological interventions include reflective practice, 

case formulation and clinical supervision. Studies were also included if they were conducted 

within a specialized prison mental health service (e.g., personality disorder pathway). Studies 

were excluded if they were not conducted within an inpatient setting (community forensic teams 

or probation services). Studies were also excluded if the data analyses did not separate inpatient 

and community data.  

1.2.3 Study Selection  

Screening and selection were informed by the PRISMA guidelines (Moher et al., 2009); see 

Figure 1 for the PRISMA flow diagram. The database searches were exported to reference 

software Covidence. There were 581 records identified from the search strategy. After removing 

duplicates the first author used the study selection criteria to screen title and abstracts, 384 

records were excluded based on these criteria. Further screening of the remaining 35 full texts led 

to nine studies being eligible for inclusion. 20% of randomly selected articles were screened by an 

independent reviewer to determine inter-rater reliability. The inter-rater reliability between the 

reviewers was good (Cohen’s kappa = 0.76). The study was removed when both reviewers agreed 

on the exclusion. The first author assessed full texts against the eligibility criteria and reference 

lists were reviewed for any further articles, this did not add any further articles for screening.   
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Figure 1.  

PRISMA flow diagram (Moher et al., 2009) 

 

1.2.4 Data extraction and synthesis  

Information was extracted from the remaining studies using two pre-determined tables 

(Man et al., 2022). Table 1 details key characteristics of the study including the study aim, 

method, setting, sample size, response rate, sample demographics (age, gender), staff member 

profession, intervention type and control condition. Table 2 was used to extract further detailed 

data on intervention characteristics and study quality.  

1.2.5 Quality assessment  

The Mixed Methods Appraisal Tool (See Appendix A) is a critical appraisal tool designed 

for mixed methodologies (MMAT; Hong et al., 2018). The MMAT was used to assess the evidence 

of the studies using a checklist approach. The tool is made up of two parts: the first required the 
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first author to decide whether there were clear research questions and if the research questions 

could be answered by the data collected. The first author then rated the study depending on the 

design of the study. Several checklists were applied dependent on the type of methodology 

described in the studies (qualitative research, quantitative non-randomized, quantitative 

descriptive and mixed-method studies). Twenty-five per cent of the quality assessment were also 

undertaken by a second independent reviewer to ensure inter-rater reliability.  

The qualitative studies were of adequate methodological quality (See Appendix A for 

quality assessment table). Overall, the assessment of study quality revealed some potential bias 

across different MMAT domains as well as highlighted some inconsistency in data collection 

methods. Three of the quantitative studies faced difficulties in relation to sample 

representativeness. First, one study (Berry & Robertson, 2019) relied on an assumption that all 

participants were deemed to have had clinical supervision a minimum of six times, due to 

minimum employment duration for the sample recruited and associated hospital policies and 

procedures however, this was not confirmed through any checking process and may have affected 

the validity of the recruited sample. Secondly, another study (Polnay et al., 2022) relied on a small 

sample size and a third (Rask & Levander, 2009) experienced difficulties with varying response 

rates across clinical wards, with the percentage of responses varied from 41% - 100%. In the unit 

with the lowest response rate this was assumed to be due to a misunderstanding of the covering 

letter, as the unit did not express a negative attitude towards participating in the study. 

Three of the included studies utilized mixed methods designs (Aurora et al., 2023; Dale & 

Storey, 2004; McCarron et al., 2017). Two of the mixed methods designs showed good overall 

methodological quality and low risk of bias (Aurora et al., 2023; McCarron et al., 2017). The other 

mixed methods study was judged to be of poor methodological quality because the reasons for 

conducting a mixed methods study was not clearly explained, the meta-inference interpretations 

were difficult to interpret, and the qualitative and quantitative components were not individually 

appraised in a clear format. The MMAT authors discourage excluding studies with low 

methodological quality from analysis (Hong et al., 2018) therefore, this study was included in the 

selection. Methodological limitations in the studies selected for the review may be the 

consequence of challenges in the implementation of indirect psychological interventions within 

forensic inpatient settings – to exclude studies in this instance may undermine essential research 

data (Evlat et al., 2021).  
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1.3 Results 

1.3.1 Study Characteristics 

The nine eligible studies included two qualitative articles (Cooper & Inett, 2017; Feerick et 

al., 2020), three mixed-method design (Aurora et al., 2023; Dale & Storey, 2004; McCarron et al., 

2017) and four quantitative studies (Berry & Robertson, 2019; Long et al., 2014; Polnay et al., 

2022; Rask & Levander, 2009). The study characteristics are summarised in Table 1 and continued 

in Table 2. Eight of the studies were conducted in the UK and one was conducted in Sweden. 

Conducted in a range of settings, such as adult and adolescent forensic services with both male 

and female service users. Studies included low, medium and high secure services and specialist 

Dialectical Behavioural Therapy (DBT) services. Three studies recruited participants from a range 

of health professions however, seven of the studies focused their recruitment on nurses and 

health care support workers.  

1.3.2 Characteristics of the indirect interventions 

There were two main types of indirect interventions described in the identified studies: 

clinical supervision and reflective practice. Six studies investigated clinical supervision (Berry & 

Robertson, 2019; Dale & Storey, 2004; Feerick et al., 2020; Long et al., 2013; McCarron et al., 

2017; Rask & Levander, 2009). Two studies looked at experiences of clinical supervision (Long et 

al., 2013; McCarron et al., 2017). One study focused on the development of a competency 

framework of nursing (Dale & Storey, 2004). One study looked at perceptions of clinical 

supervision (Feerick et al., 2020). One study looked at the relationship between burnout, ward 

environment and effective clinical supervision (Berry & Robertson, 2019). The final study 

reviewed staff job satisfaction and the relationship between this, and the support given in clinical 

supervision (Rask & Levander, 2009).  

The three studies that looked at reflective practice (Aurora et al., 2023; Cooper & Inett, 

2017; Polnay et al., 2021;) reviewed this indirect psychological intervention in relation to a range 

of healthcare professionals (Psychology, Psychiatry, Nursing, Occupational Therapists). One of the 

reflective practice studies (Polnay et al., 2021) looked at piloting a new scale, The Relational 

Aspects of CarE (TRACE) Scale. This measured staff awareness of interpersonal dynamics and 

other related key areas of importance in a reflective practitioner. One study (Aurora et al., 2023) 

focused on an adapted Balint Model (Balint, 1985) which is grounded in psychoanalysis and 

general practice, with the intention of bringing awareness to aspects of transference, 
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countertransference and the unconscious. The reflective practice program facilitators also 

followed a similar reflective cycle structure as proposed by Gibbs (1988) and Kolb (1984). The final 

study took place in the form of a service evaluation which identified reflective practice as a 

current support procedure in place however, not accessible to all wards (Cooper & Inett, 2017).  
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1.3.3 Outcome measures 

Seven studies included outcome measures as part of their methodological design to 

evaluate their intervention (Aurora et al., 2023; Berry & Robertson, 2019; Dale & Storey, 2004; 

Long et al., 2013; McCarron et al., 2017; Polnay et al., 2021; Rask & Levander, 2009). The number 

of outcomes used per study ranged from one to three and the outcome measures used by each 

study are outlined in Table 3. There were no consistent measures used across the studies and 

none of the identified studies measured impacts on service users. Measures of satisfaction and 

perception of clinical supervision were most frequently used as outcome measures of the indirect 

psychological interventions. The Manchester Clinical Supervision Survey-26 (MCSS-26) was used in 

the Berry & Robertson (2019) study to assess the perceived level of support via clinical 

supervision. The MCSS-26 has been shown to be reliable and robust in the face of detailed 

scrutiny of its internal validity and reliability with a Cronbach’s alpha of 0.92 (Winstanley & White, 

2011). The MCSS-26 comprises three domains of supervision (Normative, Restorative and 

Formative functions) with two subscales per function. A questionnaire concerning nurses’ 

satisfaction with nursing care and work (SNCW) was used by Rask and Levander (2009). This 

questionnaire was originally developed for studying general psychiatric nursing in Sweden. The 

internal consistency of the full scale was fairly high, with a Cronbach’s alpha of 0.91 (Hallberg, 

1997). The Reflective Practice Questionnaire (RPQ) was used by Aurora et al., (2003) to assess 

reflective practice capacity. The RPQ assesses four core components of reflective capacity and six 

associated correlates of reflective practice capacity. All subscales of the questionnaire indicated 

good internal reliability with Cronbach’s alpha’s ranging from 0.82 to 0.91 (Priddis & Rogers, 

2018). The Occupational Self-Efficacy Questionnaire (OWS) was also used to assess self-efficacy 

for nurses and has been validated in nursing populations internationally and indicates good 

internal reliability with Cronbach’s alpha’s ranging from 0.77 to 0.79 (Pisanti et al., 2008). 

1.3.4 Quantitative Studies  

Three studies used quantitative methods to evaluate the use of indirect psychological 

interventions. Berry & Robertson (2019) used quantitative measures to explore burnout, the 

perceived effectiveness of clinical supervision and ward environment. This study used opportunity 

sampling and a cross-sectional design, utilising questionnaires with staff working in a medium 

secure unit. All front-line nursing staff who had been employed for a minimum of one year, in 

daily contact with service users, working full time on a 24-hour rotational shift pattern were 

invited to take part. The effectiveness of clinical supervision scores fell within a range where staff 
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perceived clinical supervision as generally effective, as measured by the self-report Manchester 

Clinical Supervision Survey (MMCS-26). However, the scores were lower than norms suggested by 

Winstanley & White (2013). It is suggested that the results of this study are interpreted cautiously 

as the MMSS-26 assesses only the effectiveness of clinical supervision, a formal means of support. 

The impact of clinical supervision on levels of burnout appeared minimal, suggesting this may 

have a limited role in addressing burnout for staff working in a medium secure forensic unit as a 

stand-alone intervention.  

Rask & Levander(2009) also used quantitative methods, looking at nurses’ satisfaction with 

nursing care work in five forensic psychiatric care units in Sweden. Data reflecting work 

satisfaction, clinical supervision and nursing activities were analysed. Through a randomised 

procedure, 350 questionnaires were distributed to staff working across the service. Nursing care 

staff were eligible to participate if they had been permanently employed for more than 6 months. 

The measure used (SNCW) was modified for the study, originally developed for studying general 

psychiatric nursing in Sweden. Results of the study indicated that clinical supervision has a 

relationship with nurses’ satisfaction with ‘co-operation’, ‘information’, and ‘workrole’. It was also 

found that nurse’s personal growth could be positively affected by clinical group supervision.  

Polnay et al. (2022) recruited a multi-professional sample of clinicians to pilot The 

Relational Aspects of CarE (TRACE) scale. This is a 20-item questionnaire used to measure the 

effectiveness of reflective practice, staff awareness of interpersonal dynamics and other key 

related areas of importance in a reflective practitioner. The sample included clinicians who had 

been working for more than six months in direct contact with service users in a 140-bed high 

secure male unit.  Cronbach’s alpha for the scale was 0.66, which is considered to be borderline 

acceptable (Field, 2005). This study noted the potential benefits of reflective practice being 

offered in services where relational trauma and attachment difficulties are present.  

Some benefits were reported across the studies, however due to heterogeneity in the 

intervention type, samples and outcomes used, the results cannot be generalised across studies 

but offer promise for some preliminary support for a beneficial effect of these interventions. 

1.3.5 Mixed-method studies  

Three studies utilised a mixed methods approach (Aurora et al., 2023; Dale & Storey, 

2004; McCarron et al., 2017). Aurora et al., (2023) used an exploratory mixed method design to 

evaluate the impact and acceptability of a structured reflective practice program. The study seeks 

to address many of the limitations in previous research on the benefit of reflective practice by 

providing clarity around definitions, model and process. Within this study reflective practice 
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program sessions were provided monthly for each unit of the hospital, for one hour. The 

reflective practice sessions adopted an adapted Balint model approach (Balint, 1985), with the 

intention of bringing awareness to aspects of transference, countertransference and the 

unconscious. The framework underpinning the Reflective Practice program also incorporated the 

delivery of wellbeing workshops to promote positive psychological strategies. The inclusion of 

these workshops within the study allowed the reflective practice team to address the immediate 

need of clinical staff for solution-focused support. The study found no significant difference 

observed in the rating of the usefulness of reflective practice between pre and post 

implementation of the group, with the majority indicating usefulness at both timepoints. Staff 

confidence in their work, determined by measure of reflective practice capacity (RPQ; Priddis & 

Rogers, 2018), did significantly improve (p =.039) between pre and post implementation. 

However, no significant difference was observed in the outcome measures (RPQ; Priddis & 

Rogers, 2018; Self-Efficacy Questionnaire for Nurses; Pisanti et al., 2008; OWS; Trounson et al., 

2019) across the number of sessions attended nor the sessions type (reflective practice or 

wellbeing workshops). Following the implementation of the Reflective Practice program, 

participating stakeholders all noted a positive response to the program across the hospital. A 

noticeable improvement in team cohesion was reported, as well as increased communication 

across the multidisciplinary team. Initially, reluctance to attend the Reflective Practice Program 

was observed, largely due to concerns around workload or handing over care of complex service 

users to an unfamiliar clinician.  

 McCarron et al., (2017) used a mixed methods approach combining grounded theory 

(Glaser & Strauss, 1967) followed by statistical analysis. This study aimed to increase 

understanding of nurses’ and HCSs’ experience of, and access to, clinical supervision within a 

secure adolescent service. These interventions included raising staff awareness around clinical 

supervision, using multidisciplinary and group supervision, and improved recording and tracking 

of supervision rates. However, the specific effectiveness of each intervention was not assessed, 

with the study relying on subjective measures of improvement. This study was conducted in two 

phases. The initial phase found that whilst both nurses and HCAs understood the benefits of 

clinical supervision, each group struggled to access it regularly. Partially informed by the initial 

phase outcomes, the organisation introduced several interventions to facilitate supervision more 

readily. Following this, the study was repeated. In the initial phase of the study, there were no 

significant differences between nurses’ and HCAs’ concerns. When the study was repeated, 

significantly more HCAs than nurses raised personal concerns (p =.028). In the initial phase, 

significantly more nurses than HCAs found supervision to be a positive experience (p = .027) 
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however, there were no significant differences between the professions  when the study was 

repeated. The study also identified a range of themes in relation to how inadequate supervision 

impacts on staff, their ability to do their job and on service user care. This study demonstrated 

that staff experienced a range of concerns when working in the service, and that they understood 

the value of clinical supervision. The study notes that services should be mindful of the need to 

provide effective clinical supervision to health care support workers as well as nurses. Limitations 

of this study were the lack of generalisability due to the single organisation that it took place in. 

The study also experienced a low response rate and noted that different disciplines were 

experiencing different time constraints within the service. It was felt that this may have biased the 

sample. The study also used different coders at different time points, with the questionnaire not 

having previously been validated, and no specific training or validation exercises were undertaken 

prior to coding. It was also acknowledged that the researchers position within the service may 

have biased their interpretation of the data in favour of noting improvements.  

 Dale & Storey, (2004) used data from focus groups and interviews to yield a theory of 

nursing in secure environments. This theory was subsequently translated into a questionnaire 

that was distributed to staff. Through their research a noticeable difference of opinion emerged 

between respondents working in high and medium secure environments. Issues of concern 

common to nurses in all levels included, balancing security and therapy, clinical supervision and 

boundaries of professional practice. The data from the study identified that clinical supervision for 

nurses has been sparse in its implementation and absent altogether for many of the secure 

services involved. The general reason given for a lack of implementation appeared to be lack of 

resources, both in terms of time and expertise. Previous research (Gournay et al., 2000) noted 

that working with forensic service users can be anxiety provoking and stressful, therefore an 

essential part of professional training involves learning how to deal with the emotional by-

products of working with this population. Participants involved in this research recognised that 

clinical supervision could make a significant contribution to clinical risk assessment and 

management, which is considered to be a core component of working within a secure mental 

health service. The nurses in the study reported that clinical supervision would allow them to 

have regular time allocated for reflection on the content and process of their work. Participants 

also liked the idea of having an opportunity to explore and express personal distress and felt that 

this would support them to better plan and use their personal and professional resources.  

 The mixed-method studies within this review all acknowledged some potential benefits of 

the use of indirect psychological interventions within forensic services. These included improved 

team cohesion across the multidisciplinary team (Aurora et al., 2022), an improvement in the 

experience of an access to clinical supervision (McCarron et al., 2017), and providing a space to 
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reflect, express and explore (Dale & Storey, 2004). However, each of these studies experienced 

difficulties with a low response, something which they all acknowledge to be a limitation of the 

research.  

1.3.6 Qualitative studies 

Two of the included studies used qualitative methods (Cooper & Inett, 2017; Feerick et al., 

2020). Both used a semi-structed interview approach as this was felt to most appropriate 

approach as it offers researchers insight in the participants experiences without transforming the 

data beyond recognition from the area under scrutiny (Doyle at al., 2020). Feerick et al., (2020) 

aimed to explore the perceptions of forensic mental health nurses of clinical supervision in terms 

of their understanding of clinical supervision and their perception of its utility within forensic 

nursing practice. Their study used a six-stage framework for data analysis (Newell & Burnard, 

2011), which involved immersion in the data through reflection, listening to the interviews and 

reading and rereading the transcripts. A process of open coding followed, and the codes were 

formed into categories. Through this process they identified three key themes ‘participants’ 

perceptions of clinical supervision’, ‘utility of clinical supervision within the national forensic 

mental health service’ and ‘factors influencing the implementation of clinical supervision’. Within 

the study, participants understanding of clinical supervision was mostly consistent with the 

literature, with the participants talking about the purpose of clinical supervision in terms of 

support, reflection and impartial discussions between the supervisor and supervisee. However, 

within the study twenty percent of the sample had no direct experience of clinical supervision. 

Clinical supervision was described as a useful way to create a “neutral and safe space” (p. 684) 

and was considered to be essential for the forensic context. Difficulties were identified due to 

“the heightened security procedures and service user profile mandated strict staffing levels that 

might not be as flexible as in other areas” (p.686). Participants also highlighted the need to better 

promote clinical supervision within the service “for clinical supervision to flourish and become 

mainstreamed, nursing staff needed to be aware of its existence, purpose and scope” (p. 686). 

Participants felt that in order for this to be achieved “strong support from nursing management at 

all grades, particularly those in senior nursing administrative positions” (p. 685) was necessary. 

With some concerns that “nursing managers may become disconnected from the realities of 

ward-based nursing and not see the need for supports such as clinical supervision” (p. 685). 

 Cooper and Inett (2017) study looked at staff support procedures in a low-secure forensic 

service as part of a service evaluation. The aim of the study was to explore how staff support 

procedures in one low-secure forensic service impacted on staff recovery. The staff support 
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procedure within the study was well established within the service and included immediate 

practical support; follow up psychoeducational support; a one-month period of watchful waiting; 

follow up support one month after the incident; and a regular programme of formulation driven 

discussions. Thematic analyses was used to interpret the data and led to the development of four 

overarching themes; experience of harm, supported recovery, missed opportunities and fractured 

relationships. Indirect psychological interventions such as reflective practice were described as 

opportunities in which similar cognitive and emotional responses could be shared, offering a 

feeling of containment and safety to staff. “In those sessions you do actually feel as though you 

can say your piece and then nine times out of ten you find out that somebody else is thinking 

exactly the same thing as you and that always helps” (p. 196). However, participants highlighted 

unmet needs, including reflective practice not being available on all wards. Building on the 

findings from this study, an integrated model of staff support was proposed and included 

reflective practice being fully integrated into the service. The identified aim of this was to 

maximise staff wellbeing by promoting good psychological health. A limitation of this study, 

however, is that the staff support procedure evaluated was designed around the needs that were 

unique to the service, limiting the transferability of the findings.  

 Collectively both studies reported benefits but also highlighted barriers to indirect 

interventions that are faced in routine practice.  

1.4 Discussion 

This review aimed to examine the current use and availability of indirect psychological 

interventions within forensic mental health inpatient settings. This review highlighted the current 

gap in the literature with understanding the use of indirect psychological interventions within 

forensic settings. This review also identified the current use of indirect interventions within 

forensic services and the potential benefits that these are able to offer to the services. This review 

noted that staff consider indirect interventions, such as clinical supervision and reflective practice 

to be beneficial however, these interventions are often difficult to access, perceived benefits 

appear to differ across job roles and there are some confusions around the perceived utility of 

them. Nine studies met inclusion criteria. The review identified studies that described the use of 

clinical supervision and reflective practice as indirect psychological interventions currently being 

implemented within forensic inpatient settings. The identified studies highlighted the 

heterogeneous nature of the use and evaluation of indirect interventions within forensic inpatient 

settings. There was a consistency in the lack of generalisability across the studies, due to the 

contexts in which the studies took place, with most taking place in single organisations in the UK 

and one in Sweden. Studies also highlighted a lack of consistency in the delivery of and access to 



Chapter 1

  

22 

indirect interventions within forensic inpatient settings (Dale & Storey, 2004; Cooper & Inett, 

2017). Indirect psychological interventions for nurses have been sparse in their implementation 

however, within forensic services they have been absent altogether. This review has identified 

important clinical implications. First, it has demonstrated that indirect psychological interventions 

in forensic settings, such as clinical supervision and reflective practice are valued by staff 

however, there are often challenges in being able to access the support offered. The general 

reason given for lack of implementation appears to be lack of resources, both in terms of time and 

expertise (Dale & Storey, 2004). Working as a therapeutic agent within a secure environment 

creates a tension and for the participants in this study perpetuated that feeling of stress (Feerick 

et al., 2020). Participants in the McCarron et al., (2017) study reported that inadequate 

supervision was negatively impactful upon their abilities to do their jobs, including being able to 

offer best possible care to service users. Service users within forensic services present with a 

range of complex issues and the provision of nursing care that is recovery orientated poses 

unique challenges (Feerick et al., 2020). Many of the selected studies experienced a low response 

rate (McCarron et al., 2017; Aurora et al., 2022; Dale & Storey, 2004; Feerick et al., 2020; Cooper 

and Inett, 2017). McCarron et al., (2017) explained that those who did not respond may have 

been motivated by strong feelings about the indirect psychological intervention. It may also have 

been that those who experience the greatest time and staffing constraints may not have had time 

engage in the studies.  

Several of the studies included within the review acknowledged the role of the wider 

organisation in improving the access and utility of indirect psychological interventions within 

forensic services. Mental health services need to make a commitment to providing clinical 

supervision because it requires time and energy if it is to be effective (Dale & Storey, 2004). 

Supervisors need to acknowledge the challenges that exist with the development of therapeutic 

relationships within the forensic services and respond accordingly (Feerick et al., 2020). Aurora et 

al., (2022) reported a low programme attendance as a significant limitation of their study. It was 

recognised that a contributing factor of this was nurses shift patterns and high levels of clinical 

activity impacting availability of staff members to attend. Clinical supervision has long been 

advocated as a means of support for mental health nurses across a range of environments 

however, this is still not common practice in forensic services (Feerick et al., 2020). Dale & Storey, 

(2004) study highlighted the justifiable potential benefits of implementing clinical supervision. 

These potential benefits included increased job satisfaction, enhanced sense of colleagueship and 

corporate purpose. They also noted that clinical supervision could lead to an improvement in the 
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quality of care being provided, creating opportunities for valuing colleagues’ strengths and for 

identifying ways in which their professional needs could be met.  

1.4.1 Critique of the literature 

This review has identified a lack of standardisation in the indirect interventions reviewed. 

Berry & Robertson (2019) identified a limitation in that no standardized measure of informal 

supervision exists making direct comparisons to previous research difficult. Of the two 

intervention types included within this review, none described standardised or core components. 

There was a lack of consistency across theoretical models, lengths and modalities. As a result, 

there needs to be further investigation into the key components of indirect interventions. 

A large number of the included studies did not include participants in their sample if they 

had been working within the service for less than six-months to one year (Berry & Robertson, 

2019; Feerick et al., 2020; McCarron et al., 2017; Polnay et al., 2022; Rask & Levander, 2009). It 

was unclear how many staff were excluded on this basis, as this information was not captured.  

Aurora et al (2023) highlighted the need to introduce the process of indirect psychological 

interventions, such as reflective practice, to clinicians early in their career training to support 

learning and integrate clinical theory and practice. Long et al (2014) noted that those who 

engaged in clinical supervision had a positive view of it however, HCAs were significantly less likely 

to engage in supervision.  

Dale & Storey (2004) identified a noticeable difference of opinion between respondents 

working in high and medium secure environments. Berry & Robertson (2019) found a significant 

difference between participants’ pay bands and their responses to outcome measures. Senior 

nurses reportedly found clinical supervision to be more effective than support worker and senior 

support worker. McCarron et al (2017) found that significantly more nurses than HCAs’ found 

supervision to be a positive experience. These findings suggest a need to further explore the 

differences between staffing groups to better understand these reported significant differences.  

A common difficulty highlighted within the identified studies related to issues in being able 

to access indirect psychological interventions. McCarron et al (2017) found that staff were unable 

to access clinical supervision due to staffing and ward constraints. Feerick et al (2020) noted a 

major impediment in that the shortage of nurses put direct pressure on the availability of time 

and cover to release staff to attend clinical supervision.  Long et al (2014) summarised that, in the 

current climate, two interrelated issues dominate. The first is the practical managerial issues of 

ensuring that staff have adequate access to clinical supervision. The second is an issue of integrity, 

is supervision valued accordingly. Aurora et al (2023) explained that the acceptability of indirect 
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interventions within the inpatient setting relied heavily on the buy-in from senior management 

and the implementation from the top down. This study highlighted that, providing backfill for staff 

not only facilitated clinician engagement with the indirect intervention but also promoted skill 

development, by allowing clinicians to work outside of their usual role and extend their skills 

while covering for colleagues.  

Overall, those who were able to access indirect psychological interventions reported 

positive outcomes. Participants in Dale & Storey (2004) study reported that clinical supervision 

could make a significant difference to clinical risk assessment and management. Berry & 

Robertson (2019) reported that staff in their study perceived clinical supervision as generally 

effective. Rask & Levander (2009) suggested that clinical group supervision with a focus on the 

‘nurses’ feelings in relation to different service users can have a compensatory effect on mental 

exhaustion and can increase work satisfaction.   

1.4.2 Strengths and limitations of current review 

The current review offers a unique contribution to the existing evidence base, highlighting the 

lack of consistency in current approaches to the use of indirect interventions within forensic 

services. The review utilised a robust and systematic search criterion, with the inclusion of both 

qualitative and quantitative methods permitting inferences at group and individual levels. 

1.4.3 Future recommendations  

Staff in forensic services need to be appropriately prepared for their role and have 

opportunities that promote good psychological health, including staff reflective practice and 

clinical supervision (Cooper & Inett, 2017). Ongoing work is needed to improve access to indirect 

psychological interventions for staff working in forensic settings (McCarron et al., 2017). 

Participants in the Dale & Storey, (2004) study suggested that the area of secure mental 

healthcare is a breeding ground for resistance and suspicion. This suggests the need to find ways 

to offer reassurances about the use of indirect psychological interventions, to overcome the 

suspicions and to create a positive narrative about the uses and potential benefits. Recognition, 

acknowledgement and openness about the complexities of working within the forensic services 

will go some way to easing tensions. With the provision of clinical supervision within a 

confidential, safe and non-judgemental relationship ultimately improving the therapeutic 

environment for staff and service users (Feerick et al., 2020). A previous review by Man et al., 

(2022) recommended the need for standardisation in outcome measurement reporting for 
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indirect psychological interventions in order for more complete conclusions to be drawn. Dale and 

Storey, (2004) highlighted the need for consistency with how clinical supervision is implemented. 

This lack of consistency has led to varying practices being identified and, in their study, 

participants presented as confused and wary of accepting a practice that appears to have many 

definitions and interpretations. This review would mirror this recommendation, as this review was 

also unable to determine this due to the diversity of outcome measures used. The main focus of 

implementing indirect psychological interventions is to ultimately improve care for service users 

however, none of the studies included within this review utilised service user reported outcomes. 

The majority of the research included in this review has been conducted in the United Kingdom, 

with one study conducted in Sweden however, a common issue within the studies (Aurora et al., 

2023; Feerick et al., 2020; McCarron et al., 2017; Dale & Storey, 2004) was reported small sample 

sizes (Berry & Robertson, 2019; Cooper & Inett, 2017; Aurora et al., 2023; McCarron et al., 2017; 

Feerick et al., 2020), with study samples also consistently mostly with female participants, 

therefore generalisability of measures and findings cannot be guarantee. The use of longitudinal 

studies may allow a richer narrative, as participants may reflect on their experiences as they occur 

(Cooper & Inett, 2017).
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Chapter 2 The Use of Psychological Formulation in 

Forensic Services 

Abstract 

Introduction: The use of indirect psychological interventions within forensic services is currently 

under researched. The use of the Comprehend, Cope and Connect formulation within acute 

mental health services has suggested positive outcomes for both staff and service users.  

Aim:  The study aimed to investigate whether formulation impacts staff attitudes and levels of 

compassion in comparison to a control group, whether these effects are maintained, and if staff 

attitudes and level of compassion are associated in relation to others presenting with a 

personality disorder presentation.  

Methods: This study employed a mixed model design with a between-subjects factor of condition 

(formulation vs control) and a within-subjects factor of time.  

Results: This study found no interaction effects between the intervention and time across the 

measures used. Main effects of time were observed and were across both the control and 

formulation conditions, with post attitudes and compassion scores higher than pre scores. The 

results suggested some perceived usefulness of the formulation to clinical practice.  

Discussion: Compassion and attitude are important aspects of working in forensic services. The use 

of the CCC formulation within forensic services needs further explorations to understand any 

potential benefits of this model within these services.  

Implications for Practice: This study  suggests the need for developing an improved approach and 

understanding of the potential benefits to the use of psychological formulation within forensic 

services.  
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Accessible Summary  

What is known on the subject? 

• There is currently only a small amount of research looking into the use of indirect 

psychological interventions in forensic services.  

• The Comprehend, Cope and Connect model is a therapy approach that can be used 

directly with a service user or indirectly with staffing teams.  

What does this paper adds to existing knowledge? 

• Those involved in the study expressed some perceived benefits of using the Comprehend, 

Cope and Connect model in their work.  

What are the implications for practice? 

• More research is needed to better understand what these perceived benefits of the 

Comprehend, Cope and Connect model could be. 

2.1 Introduction 

2.1.1 Forensic Services 

Establishing therapeutic relationships can be one of the greatest challenges for staff 

working in forensic settings. This involves making sense of an incomprehensible world and 

developing relationships based on empathy, genuineness and compassion (Wyder et al., 2015). 

Previous research by Dale & Storey (2004) described how service users often bring with them high 

levels of emotional need and vulnerability and the experience of abuse and manipulation, often 

compounded by previous dysfunctional relationships, so adding to their tendency to distort and 

misinterpret the behaviour and signals given out by others. Clinical decisions are often made 

quickly and within highly charged environments (Feerick et al., 2015). Forensic services are 

distinct as they care for individuals who are deemed to require an enhanced level of physical, 

procedural and relational security. Environmental challenges  related to forensic services often 

presents unique challenges to staff. Tension can often arise due to the dual role as therapeutic 

and custodial agent. Jacob (2012) argues that these tensions may create cognitive dissonance 

which emerges in response to nurses assimilating security and custodial practices within a 

therapeutic framework. This challenges staff to maintain security, form and maintain 
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relationships, be exposed to violence and aggression, be aware of service user index offences, use 

least restrictive practices and make complex decisions under challenging conditions (Feerick et al., 

2020).  

The primary focus when dealing with aggressive behaviour should be that of recognition, 

prevention and de-escalation in a culture that seeks to minimize the risk of its occurrence through 

effective systems of organisational, environmental and clinical risk assessment and management 

(Clarke & Wilson, 2009). It can often be difficult to maintain good management of one’s own 

emotions, compassions, and consistency, whilst staying connected to the service user 

(Hammarstrom et al., 2020). Forensic settings present particularly unique ward dynamics due to 

service user’s complex behavioural and mental health needs, with forensic psychiatric nursing 

reported as extremely stressful (Elliott & Daley, 2013). The perceived threat of violence felt by 

staff has been hypothesized to lead to increased stress (Joseph, 1993), thereby affecting their 

ability to empathise with service users. 

2.1.2 High Rates of Personality Disorder 

Personality disorder presentations are common within forensic mental health services; they 

are thought to feature in about 5-10% of the general population and in excess of 50% of the 

prison and forensic mental health population (National Offender Management Service, 2015). 

Dale and Storey (2004) described nurses’ relationships with personality-disordered (PD) service 

users as being highly charged and emotionally intense with high levels of anger and hostility. 

Negative attitudes among mental health workers seem particularly common in response to 

people diagnosed with borderline personality disorder (BPD) (McKenzie at al., 2022).  Forensic 

service users with personality disorders can present simultaneously as ‘fearsome perpetrators 

and traumatised victims’ (Adshead et al., 2008), their vulnerability masked by the threat they 

simultaneously pose (Schafer & Peternelj-Taylor, 2003). The necessary emphasis on security, 

safety and, in some cases, retribution, can create invalidating environments that both elicit and 

reinforce the serious behavioural problems often observed among those with personality 

disorder, such as self-injury and suicidal behaviour (Chapman & Ivanoff, 2018).  

 

2.1.3 Stigma and Borderline Personality Disorder 

Borderline personality disorder (BPD), also sometimes referred to as Emotionally unstable 

personality disorder (EUPD), is a mental health condition characterised by instability in 

interpersonal relationships, affect regulation, self-image and impulsivity (Motala & Price, 2022). 
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Officially introduced as a diagnostic entity only in 1980 with the third edition of the Diagnostic and 

Statistical Manual of Mental Disorders, the history of the term borderline is extensive and 

controversial (Lewis & Grenyer, 2009). There remains controversy surrounding the nature of the 

relationship between BPD and Posttraumatic Stress Disorder (PTSD), with strong arguments that it 

would be more accurate and less stigmatizing for the former to be considered a trauma spectrum 

disorder (Lewis & Grenyer, 2009). People with BPD experience significant stigma, particularly at 

the interface of care delivery (Ring & Lawn, 2019). The stigma associated with BPD may affect 

how able practitioners are to tolerate the actions, thoughts, and emotional reactions of these 

individuals (Aviram et al., 2006).  

BPD is a common diagnosis in forensic settings (Stewart et al., 2019). Individuals with BPD 

are overrepresented in civil, criminal, and child custody forensic situations (Reid, 2009). The body 

of evidence for interventions for people with any diagnosis of personality disorder in forensic 

settings is currently limited (Stewart, 2019). The diagnosis of personality disorder has often been 

associated with a degree of therapeutic pessimism. Those with personality disorder are 

considered by clinicians to be more difficult to manage, less deserving of care, and more in 

control of their behaviour; thus, they are often viewed in a more judgemental manner than those 

with other diagnosis (Beryl & Vollm, 2017). A BPD diagnosis is also associated with significant 

distress and poor physical health, making it important to understand how to tailor interventions 

in forensic settings (Stewart, 2019).  

Research by Lewis & Grenyer (2009) explain how BPD diagnosis remains controversial, with 

its overly ample boundaries, high comorbidity rates, and lack of consistent proof regarding the 

reliability and validity of BPD as a diagnostic entity. Research by Lester et al., (2020) highlighted 

more positive interpretations of the diagnosis communicated by service users, such as its efficacy 

in providing a clearer understanding of the self, it becoming part of their identity and helping 

them to make sense of their difficulties and connect with others. Thus, until we actually 

understand the varying presentations and etiology of BPD, and whether it exists as a unique 

entity, it seems that little can be achieved by merely changing the name. Thus, for this article, the 

term BPD will be used to encapsulate presentations involving instability in interpersonal 

relationships, affect regulation, self-image and impulsivity (Motala & Price, 2022) to be fitting with 

the existing literature. 

2.1.4 CCC as Model of Care in Inpatient 

Comprehend, Cope and Connect (CCC) is a third-wave cognitive behavioural approach 

developed for acute mental health services. The CCC model is a therapy approach that integrates 
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insights from existing evidence based third wave cognitive behavioural therapies such as DBT and 

CFT. It aims to help individuals to understand how their past trauma and adversity can be 

impacting their present coping abilities and how to better manage change using mindfulness and 

compassion. The CCC model places less emphasis on thoughts and more on the felt sense that the 

individual is experiencing and causing them distress. The model aims to broaden the role of the 

psychologist beyond 1:1 working, providing a practical framework for staffing teams working with 

people experiencing emotional distress. The CCC approach to therapy starts with the 

development of a psychological formulation which can then be used to inform the thinking of the 

wider system. The CCC formulation is based on the idea that individuals develop coping strategies 

in response to intolerable internal states and that these may be caused by past trauma or 

adversity. Wherever possible, the CCC formulation is collaboratively co-produced, with a weekly 

formulation clinic facilitated to enable staff to make sense of complex presentations in a 

validating and compassionate way. Clarke and Wilson (2009) highlight that one or two individuals 

with extra training in the middle of a team working with a different ethos and a different model 

cannot be expected to make a significant change. Using formulations with staff groups has 

become an increasingly popular way of engaging and working collaboratively with teams (Division 

of Clinical Psychology; DCP, 2011). Although the CCC model is based on evidence-based 

approaches, the overall model is lacking empirical investigation in clinical settings. The quality of 

evidence to date is quite poor, with only a few studies and without the use of robust 

methodology.  

CCC emphasises the importance of a whole team approach to understanding the person’s 

experience, their coping strategies and their social support network. Maintaining staff morale and 

creating a culture of therapy in the inpatient unit is essential for a well-functioning environment 

(Clarke & Wilson, 2009). When working with an individual, the way in which a relationship is built 

up before the formulation can be approach is considered crucial. The quality of the relationship is 

the foundation on which everything must be built, CCC aims to normalise behaviours that 

individuals may have developed as coping strategies in response to intolerable internal states. 

This offers a validating and non-pathologizing stance, which places the individual at the centre of 

the solution (McGuire et al., 2019).  

Araci and Clarke (2016) found high feasibility for CCC, significant decrease in distress, and 

significant increase in confidence in self-management in four acute psychologically informed 

environments. Paterson et al., (2018) found positive outcomes for self-efficacy and distress using 

CCC. There is emerging evidence for CCC for people with diagnosis of complex and severe mental 

health conditions in acute settings (Bullock et al., 2020). Durrant et al. (2007) suggested that the 

time of crisis, represented by hospital admission, is the right time to facilitate the individual to 
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take responsibility for their mental health difficulties. Service users involved in the study showed 

increased self-efficacy and internal locus of control regarding mental health and emotion 

regulation. However, the small number of completed measures within the study severely limits 

the scope and any scientific conclusions. The CCC model is formulation based and transdiagnostic, 

recognising the impact of trauma on current functioning and addresses this, emphasizing 

strengths, talents and values, leading to clear behavioural goals of therapy. The formulation is 

designed to condense complex presentations into coherent formulation which lends itself well to 

presentations typical of forensic settings. Therefore, it was felt that this model would be 

adaptable to forensic settings. Unlike other models of formulation, the CCC formulation is 

diagrammatic, and this makes it accessible to a wider variety of audiences.  

2.1.5 Role of Formulation 

A successful inpatient intervention needs to teach new behaviours, thoughts, feelings and 

physiological responses in the inpatient context and then enable transfer of these new skills to 

the natural environment in which the service user normally exists (Clarke & Wilson, 2009). An 

influential approach suggests that challenging behaviour is the manifestation of a person’s unmet 

needs and distress (Kramarz et al., 2023). According to NHS protect (2014), effective prevention of 

challenging behaviour involves developing a unified multidisciplinary understanding of the 

reasons for service user’ behaviour and developing personalised strategies to meet needs and 

minimise distress (Kramarz et Al., 2023). Previous research has reported that nurse’s relationships 

with service users can be superficial with an emphasis on the creation of boundaries that may be 

counterproductive to the engagement that is required for meaningful dialogue (Goodman et al., 

2020). Psychological formulation can be defined as the process of co-constructing a hypothesis or 

“best guess” about the origins of a person’s difficulties in the context of their relationships, social 

circumstances, life events and sense that they have made of them (Johnstone, 2017). Shared 

formulation is seen as an intervention, which can be effective at many levels, from the individual 

service user, through staff thinking, to organisational structure and power relations (Clarke & 

Wilson, 2009).  

A traditional team formulation has been broadly described as the ‘process of facilitating a 

group of professionals to construct a shared understanding of service user’s difficulties’ (Johnstone 

& Dallos, 2014, p5). In order to develop a shared understanding, it is important that all key figures 

in the service users ward environment are included. Team formulation is widely encouraged, from 

clinical psychology training (British Psychological Society, 2015) to consultancy level (Skinner & 

Toogood, 2010). If hospital admission represents a crisis in someone’s life that requires reflection 

and reappraisal, it could be argued that the institution itself is in crisis and could similarly use 
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reflection and reappraisal (Clarke & Wilson, 2009). Feerick et al., (2020). Found that the secure 

environment and issues such as the service users index offence can create difficulties in forming 

and maintaining a therapeutic relationship. A formulation can provide a structure for thinking 

together with the service user about how to understand their experiences and how to move 

forward. Often, drawing on two equally important sources of evidence; the clinician brings 

knowledge derived from theory, research, and clinical experience, while the service user brings 

expertise about their own life and the meaning and impact of their relationships and 

circumstances. Service users in the Durrant et al., (2007) paper were engaged with the program 

through individual, Emotion Focused Formulation.  

The CCC formulation ‘Comprehend’ lies at the heart of the model and was designed to be 

developed collaboratively with someone experiencing mental health crisis, in one-to-one session. 

This conceptualizes mental health problems as means of coping with overwhelming 

affect/unmanageable experiences in way that work well in the short term but prove dysfunctional 

in the long term (Araci & Clarke, 2016). The CCC approach hinges on a simple formulation 

grounded firmly in felt sense and emotion, and factoring in life events, situations and past trauma, 

naming strengths and values, before homing in on the vicious cycles that need to be breached if 

the individual is to break free of mental anguish, and in most cases, break free of the past (Clarke, 

2022). According to the Department of Health (2002), Clinical Psychology input needs to be 

increased to assist ward staff with the acquisition and practice of the necessary skills, including 

the training and supervision of staff. Previous research on the use of CCC in acute mental health 

services showed that in most participating teams, emotion-base formulations were utilized, and a 

variety of groups were running, facilitated by a range of staff, demonstrating the feasibility of the 

approach in routine practice. 

2.1.6 What’s Missing 

Team formulation is viewed as one of the key recommendations for best practice in acute 

inpatient settings, however, this is currently under researched within forensic services. Team 

formulation is commonly implemented in acute inpatient settings; however, approaches vary 

widely in terms of theoretical models used, frequency of meetings and their structure (Berry et 

al., 2016; Raphael et al., 2021). Team case formulation has potential to offer benefits to staff 

wellbeing and team communication (DCP, 2011). The current study aimed to explore whether 

psychological formulation impacts health care staff’s attitudes and levels of compassion towards a 

person who presents with traits consistent with a personality disorder. Research has 

demonstrated that attitudes to people with BPD can be improved through staff training (Krawitz, 

2004). If shared collaboratively with the service user and multidisciplinary team, a formulation can 
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encourage the emergence of a compassionate narrative which is validating for the service user 

and staff and allows the individual to be active in changing the situation (Clarke & Wilson, 2008). 

Mental Health Professionals with more positive attitudes are likely to develop better therapeutic 

relationships with clients with BPD, impacting on the quality of care they receive (Arora, 2016). 

The study aims to ascertain whether formulation impacts staff attitudes and levels of compassion 

in comparison to a control group, whether these effects are maintained, and if staff attitudes and 

level of compassion are associated in relation to others presenting with a personality disorder 

presentation.  

This study will explore whether psychological formulation has an effect on health care 

staff’s attitudes towards a person who presents with traits consistent with a personality disorder 

and levels of compassion towards others. The objectives are to ascertain whether formulation 

impacts staff attitudes and levels of compassion, whether these effects are maintained, and if 

staff attitudes and levels of compassion are associated in relation to others presenting with a 

personality disorder presentation. The research questions of this study are: 

• Does psychological formulation impact attitudes and levels of compassion towards 

service users with a presentation consistent with personality disorder? 

• Are effects maintained at one week follow up? 

• Do baseline levels of compassion predict attitudes towards a person presenting 

with personality disorder traits? 

The hypotheses of the study are: 

• Levels of compassion and  positive attitudes towards service users with a 

presentation consistent with personality disorder will increase in the formulation 

group compared with a control group. 

• Effects will be maintained at one week follow up. 

• Baseline levels of compassion will predict  positive attitudes towards a person 

presenting with personality disorder traits. 

2.2 Method 

2.2.1 Ethical considerations 

This study received ethical approval from the University of Southampton Ethics and 

Research Governance Committee (ERGO Ethics ID 72102; See Appendix C) and Health Research 
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Authority (IRAS ID 317176; See Appendix D). Informed consent was gained from all participants 

via an online consent statement (See Appendix E).  

2.2.2 Setting 

This study was conducted with employees across two NHS Trusts in the United Kingdom. 

Both trusts offer a range of adolescent and adult forensic mental health services (inpatient and 

community) including low secure, medium secure and community forensic mental health services 

to both male and female service users from ages 12+. 

2.2.3 Participants 

The study recruited 56 participants (42 females, 12 males; age range 18-64 years). All 

clinical staff, including bank and agency staff (psychology, occupational therapy, social 

work, nurses, health care support workers, psychiatrists) working within NHS forensic 

mental health services across two NHS trusts were invited to participate.  

2.2.4 Design 

To investigate the primary research question of whether psychological formulation has an 

effect on health care staff’s attitude and compassion towards service users, this study employed a 

mixed model design with a between-subjects factor of condition (formulation vs control) and a 

within-subjects factor of time.  

2.2.5 Materials  

2.2.5.1 Demographic Questionnaire 

The Demographic Questionnaire (See Appendix F) was used to capture information relating 

to the participants’ personal characteristics (e.g., age, gender) and occupational information (e.g., 

occupational role, years working in setting and previous relevant training to working with service 

users with personality disorder or psychological formulation). 

2.2.5.2 Compassionate Engagement and Action to Others Scale 

The Compassionate Engagement and Action (CEAS) to Others (See Appendix G) (Gilbert at 

al., 2017) is a 13-item scale which measures two aspects of compassion, “engagement” and 

“actions”. The scale uses a 10-point Likert scale (1 =” never” to 10 = “always”) to assess the 

frequency of each item’s occurrence. Within the original development study, the CEAS showed 
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reasonable construct validity (including convergent validity) with other established measures of 

compassion and demonstrated good internal reliability (Cronbach’s α from .67 to .94; ref). 

Internal reliability in the current sample was α=0.79. 

2.2.5.3 Attitudes to Borderline Personality Disorder Questionnaire 

The Attitudes to Borderline Personality Disorder Questionnaire (ABPDQ) (See Appendix H) 

(Arora & Spendlow, 2016) was developed based on comprehensive literature review and 

consultation with service users/carers and mental health professionals. The measure is grounded 

in real life knowledge and experience through the involvement of service users, mental health 

professionals and experts in its development (Arora, 2016). The preliminary measure was 

assessed to have good face and content validity by a panel of experts in the field of personality 

disorder. Exploratory factor analysis (EFA) was conducted as a data reduction technique and to 

establish construct validity on a large sample (N=289). The ABPDQ was demonstrated to have 

excellent reliability (internal consistency, α=0.9).   

2.2.5.4 Bespoke Questionnaire  

The bespoke scale (Bennetts & Southwood, under review) (See Appendix I) was one of 

several scales developed to evaluate the impact of team case formulation sessions on staff ratings 

of understanding, compassion, options for and skills in working with service user discussed, and 

the perceived utility of the session on their practice. The scale was found to have good reliability, 

and results from previous research (Bennetts & Southwood, under review) indicated a significant 

improvement in confidence, knowledge and perceived usefulness in relation to psychological 

approaches from teaching sessions. Case formulations sessions demonstrated a significant 

increase in understanding, compassion and perceived skill to work with service users. The 

bespoke scale demonstrated good reliability of > .70 using Cronbach’s α analysis. 

2.2.5.5 Case Summary 

All participants were presented with a case summary (See Appendix J) of a fictional 

individual who presented with traits consistent with a personality disorder presentation. This was 

developed with agreement from the authors based on their collective clinical experiences of 

presentations of service users within forensic mental health services. The case summary was 

originally developed by the main author before feedback and suggestions on amendments were 

sought from the other authors. Final agreement on the case summary between all authors was 

established before a final version was agreed.  
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2.2.6 Procedure 

The study invited all staff (including bank and agency) who have contact with service users 

as part of their role to take part in the study. Participants were recruited using an advertisement 

email and poster (See Appendix F) that was sent to all employees of forensic services across both 

participating trusts. The advertisement email included a link to further study information and a 

link to the online questionnaire (using ‘Qualtrics’). Those who consented to take part in the study 

were invited to complete the demographic section of the questionnaire before being directed to 

the baseline measures.  

The study was administered by computer with instructions and the study aim displayed to 

participants. After providing informed consent, participants completed a demographic 

questionnaire, The Attitudes Towards Borderline Personality Disorder Questionnaire (ABPDQ) and 

Compassion and Engagement to Others Scale (CEAS). Following this all participants were 

presented with the same written case summary of an individual to read. After reading the case 

summary participants completed the bespoke measure before being randomly assigned into 

either the control or the formulation condition.  

In the control condition, participants were presented with the same case summary as 

previously displayed, but in a verbal format. This was read aloud by accompanying audio to allow 

for consistent timings across the two conditions.  

In the formulation condition, participants saw the previously presented case summary 

described verbally using the Comprehend, Cope and Connect (CCC) model approach. This was 

described in a formulated way (See Appendix K) to enable the participants to make sense of the 

individuals’ presentation and the development and maintenance of this. Consideration being 

given to the intolerable internal state and the cycles of behaviour that may serve to maintain this 

feeling.  

Following this, all participants were asked to complete the three measures again (ABPDQ, 

CEAS and Bespoke). Participants were also offered the opportunity to enter into a prize draw to 

win one of ten £25 Amazon gift vouchers. Participants could opt into a follow-up aspect of the 

study, designed to see if any effects from the study were maintained after one week. Those who 

opted in to the follow up were contact via email after seven days to complete the three measures 

again. Those participants were also given another opportunity to enter into the Amazon gift 

voucher prize draw.  
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2.2.7 Analytic strategy 

Data analysis was completed using SPSS (v.27; IBM Corporation). Total scores and 

subscale scores were calculated for each variable. Prior to analysis, preliminary checks were 

conducted (Field, 2018) and all assumptions were met, unless otherwise stated. Due to the 

small sample size, missing data were prorated by calculating the mean of the completed 

data from the relevant scale or subscale (as appropriate) and entering this value as the 

value for the missing item, rather than being deleted. Data for all measures were subject to 

scrutiny for normal distribution and outliers across group and time point by use of 

Kolmogorov-Smirnov test (pre and post data) and by use of the Shapiro-Wilk test (due to 

small sample size; Mayers, 2013) for the follow-up data. Z-scores were computed of skew 

and kurtosis (Field, 2009), and inspection of histograms and scatter plots to permit broad 

pattern inspection alongside statistical inferences of normality.  

2.2.8 Data distribution 

Violations of the assumptions of normality were assessed by either Z score exceeding 1.96 

for skew or kurtosis (Field, 2009), a significant Shapiro-Wilk / Kolmogorov-Smirnov test, or 

the presence of outliers being identified. Numerous violations were identified however, as 

ANOVA is considered robust enough to detect differences even when assumptions have 

been violated and there are equal groups (Field, 2009), mixed model ANOVAs were carried 

out.  

2.2.9 Demographic questionnaire analysis 

The majority of the sample was female (75%) and over the age of 25 years old (92.9%). The 

sample consisted of Health Care Assistants (N=9), Psychiatrists (N=3), Support Workers (N=11), 

Occupational Therapists (N=7), Psychologists (N=13), Nurses (N=10), Social Worker (N=1) and 

Other (N=2). The majority of participants had worked in secure settings for between one to ten 

years (73.2%).  Nearly half (55%) of participants had received specific training related to  

formulation and/or working with personality disorder. However, only a small percentage of these 

(14%) had received any specific training within the last 12 months.   



Chapter 2 

45 

 

2.3 Results 

2.3.1 Descriptive statistics 

Table 5 shows descriptive statistics for the baseline Attitudes to Borderline Personality 

Disorder Questionnaire (ABPDQ) and the Compassion Engagement and Action to Others 

Scale (CEAS). A total of 56 participants completed the baseline measures (42 females and 

14 males). Table 5 shows that mean scores for the baseline measures increased for those in 

the formulation and the control condition after exposure to the case summary. Table 6 

shows descriptive statistics for the baseline measures at the pre / post and follow up 

timepoint, for those who completed the follow up aspect of the study. A total of 26 

participants participated in the follow up aspect of the study. Table 6 shows that the follow 

up scores for the ABPDQ remained higher than the pre scores for both the formulation and 

control conditions. However, these scores were slightly lower than the post scores for both 

conditions. The CEAS scores did not remain increased for the formulation condition, when 

compared to post scores, having reduced to their pre mean score. The CEAS scores for the 

control condition had reduced since follow up and were slightly lower than the pre scores. 

Table 7 shows the pre and post scores for the bespoke questionnaire that was completed 

after all participants has viewed the case summary and before being randomised into the 

control or the formulation conditions. The bespoke questionnaire was then completed 

again after the randomisation and exposure to either the control or the formulation 

condition. Table 7 shows that post scores increased for all of the questions for those in the 

formulation condition. For those in the control condition, question one (I understand this 

person’s presentation) and question four (I have the skills to manage this situation more 

effectively) increased with the post score. However, question three (I think there are 
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opportunities for change with this person) and question five (how useful do you anticipate 

this session being to your practice) decreased from pre to post scores. Table 8 shows the 

pre / post and follow up scores for the bespoke questionnaire. This table shows that for 

those in the formulation condition, increased scores were not maintained at follow up. For 

those in the control condition, increased scores on questions at the pre stage of the study 

were also not maintained at follow up.  
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2.3.2 2x2 ANOVA Attitudes to Borderline Personality Disorder Questionnaire 

There was no statistically significant interaction between the intervention and time on 

Attitudes to Borderline Personality Disorder, F (1, 54) = .939, p = .337, partial η2 = .017. The 

main effect of time showed a statistically significant difference in mean Attitudes to 

Borderline Personality Disorder scores at the different time points, F (1, 54) = 21.034, p < 
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.001, partial η2 = .280. Post ABPDQ mean scores were statistically significantly higher 2.78, 

95% CI [1.56, 3.99] than pre scores, p < .001. No statistically significant difference was 

found for the main effect of condition on Attitudes to Borderline Personality Disorder 

scores, F (1, 54) = 0.164, p = .687, partial η2 = .003. 

2.3.3 2x3 ANOVA Attitudes to Borderline Personality Disorder Questionnaire 

There was no statistically significant interaction between the intervention and time on 

Attitudes to Borderline Personality Disorder, F (2, 48) = .650, p = .526, partial η2 = .026. The main 

effect of time showed a statistically significant difference in mean Attitudes to Borderline 

Personality Disorder scores at the different time points, F (2, 48) = 3.666, p < .033, partial η2 = 

.133. Post ABPDQ mean scores were statistically significantly higher 2.51, 95% CI [0.30, 4.71] than 

pre scores, p < .001. No statistically significant difference was found for the main effect of 

condition on Attitudes to Borderline Personality Disorder scores, F (1, 24) = 1.144, p = .295, partial 

η2 = .045. 

2.3.4 2x2 ANOVA Compassionate Engagement and Action to Others 

There was no statistically significant interaction between the intervention and time on 

Compassionate Engagement and Action to Others, F (1, 54) = .268, p = .607, partial η2 = .005. The 

main effect of time showed a statistically significant difference in mean Compassionate 

Engagement and Action to Others scores at the different time points, F (1, 54) = 5.873, p = .019, 

partial η2 = .098. Post CEAS mean scores were statistically significantly higher 1.56, 95% CI [0.270, 

2.86] than pre scores, p = .019. No statistically significant difference was found for the main effect 

of condition on Compassionate Engagement and Action to Others scores, F (1, 54) = 0.186, p = 

.668, partial η2 = .003. 

2.3.5 2x3 ANOVA Compassionate Engagement and Action to Others 

There was no statistically significant interaction between the intervention and time on 

Compassionate Engagement and Action to Others scores, F (2, 48) = .029, p = .971, partial η2 = 

.001. The main effect of time showed a statistically significant difference in mean Compassionate 

Engagement and Action to Others scores at the different time points, F (2, 48) = 5.547, p < .007, 

partial η2 = .188. Post CEAS mean scores were statistically significantly higher 2.60, 95% CI [0.15, 

5.05] than pre CEAS scores. (Assessed by Bonferroni in Pairwise Comparisons). Post CEAS mean 

scores were statistically significantly higher 2.81, 95% CI [0.46, 5.16] than follow up CEAS scores. 
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No statistically significant difference was found for the main effect of condition on Compassionate 

Engagement and Action to Others scores, F (1, 24) = 0.074, p = .788, partial η2 = .003. 

2.3.6 2x2 ANOVA Bespoke measure 

There was no statistically significant interaction between the intervention and time on 

responses to question 1 of the bespoke measure, F (1, 54) = 0.308, p = .328, partial η2 = 

.006. The main effect of time showed a statistically significant difference in mean responses 

to question 1 at the different time points, F (1, 54) = 8.285, p = .006, partial η2 = .133. Post 

bespoke question 1 mean scores were statistically significantly higher 0.528, 95% CI [0.16, 

0.90] than pre scores, p = .006. No main effect of group was detected, F (1, 54) = 1.490, p = 

.228, partial η2 = .027. 

There was no statistically significant interaction between the intervention and time on 

responses to question 2 of the bespoke measure, F (1, 54) = 0.062, p = .804, partial η2 = 

.001. The was no main effect of time in mean responses to question 2 at the different time 

points, F (1, 54) = 0.062, p = .804, partial η2 = .001. No main effect of group was detected, F 

(1, 54) = 0.717, p = .401, partial η2 = .013. 

There was no statistically significant interaction between the intervention and time on 

responses to question 3 of the bespoke measure, F (1, 54) = 0.992, p = .324, partial η2 = 

.018. The was no main effect of time in mean responses to question 3 at the different time 

points, F (1, 54) = 0.992, p = .324, partial η2 = .018. No main effect of group was detected, F 

(1, 54) = 2.077, p = .155, partial η2 = .037. 

There was no statistically significant interaction between the intervention and time on 

responses to question 4 of the bespoke measure, F (1, 54) = 0.566, p = .455, partial η2 = 

.010. The was no main effect of time in mean responses to question 4 at the different time 

points, F (1, 54) = 1.615, p = .209, partial η2 = .029. No main effect of group was detected, F 

(1, 54) = 1.507, p = .225, partial η2 = .027. 

There was a statistically significant interaction between the intervention and time on 

responses to question 5 of the bespoke measure, F (1, 54) = 7.641, p = .008, partial η2 = 

.124. There was a statistically significant difference in responses to the post bespoke 

question 5 between conditions, F (1, 54) = 7.213, p = .010, partial η2 = .118. Responses to 

post bespoke question 5 were statistically significantly greater in the formulation condition 

(M = 1.09, SE = 0.40, P = .010) compared to the control condition. The was no main effect of 

time in mean responses to question 5 at the different time points, F (1, 54) = 1.803, p = 
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.185, partial η2 = .032. No main effect of group was detected, F (1, 54) = 2.628, p = .111, 

partial η2 = .046. 

2.3.7 2x3 ANOVA Bespoke measure 

There was no statistically significant interaction between the intervention and time on 

responses to question 1 of the bespoke measure, F (2, 48) = 0.706, p = .499, partial η2 = .029. The 

main effect of time showed a statistically significant difference in mean responses to question 1 at 

the different time points, F (2, 48) = 3.350, p = .043, partial η2 = .122. No significant results found 

on pairwise comparison. No main effect of group was detected, F (1, 24) = 1.445, p = .241, partial 

η2 = .057. 

There was no statistically significant interaction between the intervention and time on 

responses to question 2 of the bespoke measure, F (2, 48) = 0.512, p = .602, partial η2 = .021. No 

main effect of time was shown in mean responses to question 1 at the different time points, F (2, 

48) = 0.775, p = .466, partial η2 = .031. No main effect of group was detected, F (1, 24) = 0.797, p = 

.381, partial η2 = .032. 

There was no statistically significant interaction between the intervention and time on 

responses to question 3 of the bespoke measure as assessed by Greenhouse-Geisser, F (2, 48) = 

0.179, p = .733, partial η2 = .007. The main effect of time showed a statistically significant 

difference in mean responses to question 3 at the different time points, F (2, 48) = 16.724, p <. 

001, partial η2 = .411 Pre bespoke question 3 scores were statistically significantly higher 0.970, 

95% CI [0.42, 1.52] than follow up scores, p <. 001.Post bespoke question 3 scores were 

statistically significantly higher 0.964, 95% CI [0.35, 1.75] than follow up scores, p < .001. There 

was no significant difference between pre and post scores 0.006, 95% CI [-0.24, 0.26], p = 1.00. No 

main effect of group was detected, F (1, 24) = 1.344, p = .258, partial η2 = .053. 

There was no statistically significant interaction between the intervention and time on 

responses to question 4 of the bespoke measure as assessed by Greenhouse-Geisser, F (2, 48) = 

0.075, p = .890, partial η2 = .003. No main effect of time in responses to question 4 at the 

different time points, F (2, 48) = 2.527, p = .104, partial η2 = .095. No main effect of group was 

detected, F (1, 24) = 1.744, p = .199, partial η2 = .068. 

There was no statistically significant interaction between the intervention and time on 

responses to question 5 of the bespoke measure, F (2, 48) = 1.823, p = .172, partial η2 = .071. No 

main effect of time in mean responses to question 5 at the different time points, F (2, 48) = 0.532, 
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p = .591, partial η2 = .022. No main effect of group was detected, F (1, 24) = 3.526, p = .073, 

partial η2 = .128. 

2.3.8 Linear regression for baseline compassion and attitude scores 

A scatterplot of baseline Compassionate Engagement and Action to Others scores against 

baseline Attitudes to Borderline Personality Disorder scores was plotted. Visual inspection of this 

scatterplot indicated a linear relationship between the variables. There was independence of 

residuals, as assessed by a Durbin-Watson statistic of 2.366. There was homoscedasticity, as 

assessed by visual inspection of a plot of standardized residuals versus standardized predicted 

values. Residuals were normally distributed as assessed by visual inspection of a normal 

probability plot. Baseline levels of Compassion accounted for 24% of the variation in Attitudes to 

Borderline Personality Disorder with adjusted R2 = 22.6%, a medium size effect according to 

Cohen (1988). Baseline levels of Compassion statistically significantly predicted Attitudes to 

Borderline Personality Disorder, F (1, 54) = 17.048, p < .001. 

2.4 Discussion 

This study aimed to explore the use of psychological formulation within forensic 

settings. To date, a limited body of research exists looking at the use of indirect 

psychological interventions within forensic settings. The Comprehend, Cope and Connect 

Model uses a collaborative formulation as a way of allowing service users and staffing 

teams to ‘comprehend’ the presenting problem in a validating and compassionate way 

(Clarke & Wilson, 2009). The formulation focuses on developing an understanding of the 

intolerable emotional state that is perpetuating behaviours that challenge. The formulation 

can be seen as a tool for capturing this information, developing rapport and sharing 

psychological information with staff teams.  

A hypothesis of the current study was that baseline levels of compassion would predict 

attitudes towards a person presenting with personality disorder traits. The results of the 

linear regression provide support for this hypothesis, with baseline levels of compassion 

significantly predicting attitudes towards the individual depicted in the case summary. 

Baseline levels of compassion accounted for 24% of the variation in attitudes to borderline 

personality disorder, which is considered to be a medium effect size (Cohen, 1998). Barriers 

to the proportionate deployment of relational as opposed to more restrictive and 

oppressive forms of security and way of working with and relating to service users could 

include negative attitudes, competing organizational priorities, and organizational inertia 
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(Markham, 2021). Future research may benefit from further exploring this to better 

understand the relationship between attitudes and compassion. Previous research has 

suggested that to mitigate barriers to reducing restrictive practices posed by staff 

perceptions and attitudes, the introduction of staff training, which utilizes a co-creation 

approach has been shown to be beneficial (Markham, 2021). The use of indirect 

psychological interventions could be included with such approaches.  

A second hypothesis was that levels of compassion and attitudes towards service users 

with a presentation consistent with personality disorder will increase in the formulation 

condition compared with a control.  Previous research (Krawitz, 2004) demonstrated that 

attitudes towards individuals with BPD can be improved through staff training. Mckenzie et 

al., (2022) reported that negative attitudes among mental health workers seem particularly 

common in response to individuals with BPD. The results of this study suggested that there 

was no interaction effect between the intervention and time. Both the Attitudes to 

Borderline Personality Disorder scale and the Compassionate Engagement and Action to 

Others scores increased across both conditions, suggesting a common factor may have 

been responsible for these changes. One such factor may be the case details that all 

participants were exposed to regardless of condition. The format of the study meant that 

all participants read through the same case summary before being allocated into either the 

control or the experimental condition. Those in the control condition were then presented 

with the case summary once again, however, this was in a verbal format which was read 

aloud via accompanying audio. It may be that, due to this repeated exposure of the case 

summary, those in the control condition were able to develop a sense of compassion for 

the fictional individual. It may also have been that due to the dual formats in which the case 

summary was presented, those in the control group had time to process and make sense of 

the information that they were presented with, potentially improving their attitude 

towards the individual.  

A third hypothesis of the study was that effects will be maintained at a week follow up. 

The results of this study suggested that effects were not maintained at follow up. It is of 

note that the follow up aspect of this study was considered to be under powered due to the 

small sample size, which may have impacted the results. 

The bespoke scale used within the study was developed to examine the impact of case 

formulation sessions on staff ratings of understanding, compassion, options for and skills in 

working with service users discussed, and the perceived utility of the session on their 

practice. The results of this study suggested that across both conditions, staff members 
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understanding of the individuals presentations increased. However, this effect was not 

maintained at follow up. As the follow up aspect of this study is considered to be under 

powered due to the small sample size, further exploration of this would be suggested for 

future research. Those in the formulation condition reported that they anticipated the 

session as being useful to their practice. It is of note that this is a perceived benefit and 

further exploration of this with a larger sample size would be suggested to better 

understand these results. The results of the current study also suggested that across both 

conditions, participants felt that there were opportunities for change with the individual 

depicted in the study. However, this effect was also not maintained over time and should 

be interpreted with caution due to the underpowered aspect of the follow up.  

2.4.1 Strengths and limitations 

To our knowledge, this study represents the first attempt to describe and evaluate the 

implementation of the CCC model formulation (comprehend) in forensic services. It was ambitious 

in its scope, extending across two NHS trusts and the forensic services within them. However, 

given that the study sample included only staff from across two neighboring NHS Trusts in the 

United Kingdom, it has limited generalizability. The sample size and response rate for the study 

are relatively low, especially for the follow up aspect and future research should give 

consideration for other methods that could be utilized in an attempt to improve these.. It is also 

important to consider any potential impacts of gender differences on the study outcomes, as the 

majority of the recruited sample (75%) consisted of females. Representation within the sample 

was sought from varying professional backgrounds however future research with larger sample 

sizes could look to examine any potential differences in perceptions of team formulation within 

the varying professions, particularly in relation to psychological mindedness. Research suggests 

that higher levels of psychological mindedness are associated with greater case formulation skill 

(Hartley et al., 2016). It is also important to note that a high percentage of those who engaged 

with this study identified themselves as working in the profession of psychology, which may have 

unintentionally biased the sample.  

 This study did not gain feedback from service users’ or experts by experience as part 

of the design or implementation. A key research priority is gaining a better understanding of the 

most suitable way to involve service users in team case formulation and to investigate their 

subjective experience of this approach (Johnstone, 2017). Future research may benefit from 

considering ways to include service users within the development of formulations. 
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The ABPDQ has been suggested as a useful tool for self-reflection and in supervision to 

facilitate discussion about attitudes, particularly if there are difficulties in therapeutic 

relationships. Although the ABPDQ has been demonstrated as suitable for use in research and 

clinical practice (Arora, 2016). It is suggested that further research is required particularly in 

relation to confirmation of the factor structure of the measure. The ABPDQ focuses specifically on 

staff attitudes to people with borderline personality disorder (BPD) and at present there remains 

a limited understanding of the theoretical constructs of attitudes to BPD.  

Training received by staff in relation to formulation and/or working with personality 

disorder was not consistent across the sample. The impact of this on outcomes was beyond the 

scope of this research. However, future research may benefit from further exploring the impact of 

indirect training and teaching on staff members attitudes and levels of compassion towards 

service users.  

The formulation used within this study was developed in collaboration with the authors, 

who all have experience of working with psychological models and perspectives. A traditional 

team formulation is developed collaboratively with staffing teams who come from a variety of 

backgrounds and levels of psychological understanding. Therefore, a limitation of this study is the 

lack of collaboration in the development of the formulation. This may have impacted on 

participants ability to feel a sense of compassion or understanding for the presentation that was 

depicted within the case summary and accompanying CCC formulation. The formulation was 

developed with consideration of the clinical experiences of the authors, and this may not have 

been reflective of the experiences of the recruited sample. The sample recruited participants from 

adolescent forensic services as well as adult services, therefore those who have only worked with 

adolescents may have found it difficult to consider the ability for change within the individual 

described in the case summary and accompanying formulation. As both conditions were exposed 

to a detailed case history, effects might have been as a result of this, as opposed to the 

formulation. Whilst designed to control for the effects of the diagrammatic formulation itself, may 

have represented a level of understanding of a person that is beyond what some staff are typically 

exposed to.  

A final limitation to consider with the study is the online aspect of this. Participants may 

have been less willing to participate in this due to this aspect. It may have been difficult for 

participants to fully engage in the formulation, due to this not being the traditional way that 

participants may have experienced formulation sessions. The high levels of clinical activity within 

forensic units may also have made it difficult for participants to dedicate the time to the study.  
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2.4.2 Conclusions 

In conclusion, the use of the CCC formulation in forensic services would benefit from 

further exploration to better understand any perceived and potential benefits that this approach 

may offer both staff and service users. As both conditions yielded effect, interventions in which 

reality of service users’ life experiences is shared with staff may in and of itself serve to improve 

attitudes and compassion. 
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This image shows an Emotion Focused Formulation for Ben, which is part of the   Comprehend, 

Copeand Connect (CCC) approach by Isabel Clarke. An emotion focused formulation places the 

individuals felt sense at the centre with maintenance cycles demonstrating how and why patterns 

of behavoiur continue and ultimately maintain the individual’s distress. 

The purple shape in the centre is referred to as the ‘intollerable internal state’. This state is 

triggered when a recent event activates the threat from a person’s significant early experiences. 

This state is what Ben is primarily trying to cope with.  

Ben’s formulation shows that his current intolerable internal state is that he feels that life is out of 

his control and he is also feeling fearful for the safety of his children. This is intolerable for Ben 

because (as shown in the top box) when Ben was younger he experienced abandonment, with his 

Mother leaving the family home when Ben was 5 years old. This may have caused Ben to become 

sensitive to signs of potential abandonment as an adult. Ben is also reported to have experienced 

physical abuse and neglect in his childhood, threat experiences perhaps retriggered now, and 

which may have shaped views that violence is an acceptable means of coping.  

Understandably, Ben attempts  to try and escape this intolerable state, by using strategies that 

temporarily provide short term relief. However, these strategies often fail to address the 

underpinning problem. When experiencing an intense emotion, often accompanied by a state of 

high or low arousal, it can be difficult for an individal to distinguish between a current threat as 

opposed to a threat of the past.  

Ben’s recent trigger (which is shown in the smaller box) is that his partner and the mother of his 

children threatened to leave him following an argument they had. This current distress can be 

linked back to Ben’s past experiences.  

The strengths bow (arch across the top of the image) reflects that there is more to Ben than just 

the presenting problems that have brought him into forensic services. Including strengths within 

the formulation encouraged us to consider Ben as a whole, as opposed to just a presenting 

problem.  These include his relationship with his children and being a devoted father to them. Ben 
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is also a skilled plumber and he is motivated to make positive changes in his life. He appears to be 

insightful into his past experiences and he has formed some positive relationships with the staff. 

Ben’s current maintenance cycles (which are illustarted by the grey arrows) show that when 

feeling stress or fear, his earlier experiences of abandonment intrude into the present and he 

experiences fear that his partner will leave him. In an attempt to escape this uncomfortable 

experience, Ben may then engage in self-harming behaviours which temporarily relieve the 

distress. However, he then experiences feelings of guilt and shame which can themselves be 

difficult emotions to manage. As a result of these uncomfortable emotions, Ben can switch from 

‘flight’ mode to ‘fight’ mode and become verbally abusive towards others which can feel more 

bearable in the short term however, perpetuates his feeling of being out of control.Another 

maintenance cycle for Ben is that he has been experiencing thoughts that his partner is going to 

leave him and that she will also take his children away from him. When Ben notices these 

thoughts, he feels fearful and panics . As he does not have the skills to manage these feelings, 

they manifest as uncontrollable rage, verbal and physical abuse. Again, he will then experience 

feelings of guilt and shame and thoughts that his partner is going to leave him  intensify. These 

cycles demonstrate how Ben’s attempts to manage his difficult experiences with strategies that 

offer short term relief, but do not ultimately address the source of his distress, serve to continue 

the pattern of violence to self and others and Ben’s intolerable internal experiences. Once Ben is 

able to develop an awareness of these cycles, it should be clearer what he needs to work on to 

allow himself to cope different, breaking the cycles and starting to escape the trap that he is in.  
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