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Foreword
Prior to embarking on the Professional Doctorate in Forensic Psychology, I worked as a
healthcare assistant in an Immigration Removal Centre (IRC). Despite its striking resemblance to a
prison, where psychological services are readily available, there was no psychological input at the
IRC. This struck me as both odd and inhumane because virtually every detainee I met recounted
experiences of profound and enduring trauma. After volunteering to co-facilitate a weekly
mindfulness-based therapy group with a nursing colleague and six to eight detainees, I quickly
realised that intervention needed to be on a much larger scale. The theory of trauma informed care
(TIC) seemed to get to the root of so many problems at the IRC, however there were limited
resources available to support its implementation.
My experience at the IRC inspired me to return to academia in a role where I could offer my
own knowledge of working with trauma survivors to the field of research and practice. In February
2019, I enrolled on the Professional Doctorate in Forensic Psychology course and secured an
assistant psychologist post at a low secure forensic mental health (FMH) and forensic intellectual
disability (FID) service. I quickly realised that experiences of profound and enduring trauma were
prevalent among this population too. I also realised how little empirical research there was about
TIC in forensic services, specifically what TIC means to service users in this setting and what practices
enable or restrict them to adapt positively after experiences of trauma.
In my role as an assistant psychologist, I was supported to attend several conferences
pertaining to TIC in forensic services, including the Learning Disability Professional Senate Trauma
Conference on the Impact of Trauma and Attachment on the Lives of People with a Learning
Disability in February 2019, and the Quality Network for Forensic Mental Health Services Conference
on Trauma Informed Care within Forensic Mental Health Services in November 2019. I was inspired
by the keynote speakers, practitioners and academics that I came into contact with at these events,
and I pledged to contribute to this field of research.
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This thesis, for the first time, conceptualises TIC from the perspective of people admitted to
FMH and FID services. Whilst further research is required to strengthen its psychometric properties,
this thesis offers practitioners and researchers a scale that can be used to measure TIC supportive
climates in forensic services.
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Abstract
There is strong evidence of the prevalence of trauma among people admitted to forensic services.
Consequently, forensic services are adopting trauma-informed philosophies of care and treatment.
However, there are currently no scales available to measure the extent to which people admitted to
forensic services experience them as trauma-informed. This thesis aimed to develop and validate
such a scale using an exploratory sequential design. The qualitative phase of the research utilised
focus groups to explore the meaning of trauma-informed care from 10 service users’ perspectives.
Data from the focus groups guided the development of the TICSCale. The TICSCale was administered
to 80 service users in 10 forensic services across England. Principle components analysis revealed a
unidimensional structure. Further research is required to strengthen the psychometric properties of
the TICSCale. However, it offers a promising first step toward developing a robust measure of TIC
supportive climates in forensic services.
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Study One

What does Trauma-Informed Care Mean to Service Users in a Male Forensic Mental Health and
Intellectual Disability Service? A Reflexive Thematic Analysis
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Abstract
Background: Driven by research demonstrating the pervasiveness of trauma and potential for retraumatisation, forensic mental health and intellectual disability services are increasingly adopting a
trauma-informed approach to caring for service users. However, there has been limited attention to
exploring what trauma-informed care means to service users in this setting and what practices
enable or restrict them in adapting positively after experiences of trauma. This study aimed to
understand how trauma-informed care is conceptualised by service users in a male forensic mental
health and intellectual disability service.
Method: Focus groups were facilitated with 10 service users across three low secure units in the
South East of England. Focus groups explored service users’ perceptions and experiences of traumainformed care with reference to Fallot and Harris’ guiding principles of safety, trustworthiness,
choice, collaboration, and empowerment. Audio recordings of the focus groups were transcribed
and analysed using reflexive thematic analysis.
Findings: Three themes were generated to capture service users’ perceptions that trauma-informed
care in a forensic mental health and intellectual disability service entails promoting a sense of safety,
fostering a sense of belonging, and encouraging the development of an autonomous identity.
Conclusions: The findings indicate that prioritising social-interpersonal relationships is crucial to
providing care that enables service users in forensic mental health and intellectual disability services
adapt positively after experiences of trauma. The findings support previous research regarding
recovery in secure settings, indicating the value of creating sufficiently safe conditions for individuals
to connect with others and develop a positive and independent sense of self.
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Definitions of trauma vary, but broadly, trauma refers to “an event or series of events that
are experienced as harmful or life threatening and that have lasting impacts on mental, physical,
emotional and/or social well-being” (Substance Abuse and Mental Health Services Administration;
SAMHSA, 2014, p.7). Trauma encompasses a variety of experiences including childhood adversity
(e.g., abuse, neglect, abandonment and family separation), interpersonal violence (e.g., bullying,
intimate partner violence and sexual violence), and social exclusion (e.g., marginalisation, racism and
poverty). After exposure to a potentially traumatic event, some individuals develop symptoms
associated with posttraumatic stress disorder (PTSD). These include re-experiencing the traumatic
event (e.g., flashbacks, nightmares, distressing images or sensations), hyperarousal (e.g., irritability,
anger, sleeping problems, difficulty concentrating), and avoidance and emotional numbing. For some
individuals, these symptoms meet the diagnostic criteria for PTSD. However, Needs (2018) suggests
that “many more suffer from other problems, such as depression, anxiety or alcohol misuse, some
suffer periodically or after an apparent delay, and others are relatively unaffected” (p.65). Needs
(2018) goes on to suggest that an individual’s response to a potentially traumatic event depends
largely on their level of social support and the meaning they ascribe to the event.
Park (2010) suggests that all individuals possess orienting systems, referred to as global
meaning, that provide them with cognitive frameworks with which to interpret their experiences.
When encountering an event that has the potential to challenge their global meaning, individuals
appraise the event and assign meaning to it. The extent to which the individual’s appraised meaning
is discrepant with their global meaning determines the extent to which they experience distress
(Everly & Lating, 2004). The distress caused by discrepancy initiates a process of meaning-making,
whereby “individuals attempt to reduce the discrepancy between their appraised and global
meaning and restore a sense of the world as meaningful and their own lives as worthwhile” (Park,
2010, p. 258). When successful, this process leads to better adjustment to adversity. When
unsuccessful however, this process leads to a change in the individual’s global meaning, which may
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become organised around themes such as mistrust and personal survival. At this point in the
process, trauma becomes integrated into the individual’s identity (Berntsen & Rubin, 2007).
Recent research by Alisic et al. (2018) found that approximately 16% of children exposed to
a potentially traumatic event develop PTSD; and that it is more likely if they have been exposed to
interpersonal trauma (e.g., assault or abuse) rather than non-interpersonal trauma (e.g., accidents
or natural disasters). Other researchers have drawn a distinction between the impact of exposure to
interpersonal and non-interpersonal trauma, and single and multiple traumas (Artra, 2014; Ebert &
Dyck, 2004; Needs, 2018; Wilson et al., 2006). Exposure to multiple or sustained interpersonal
trauma is often associated with more complex presentations, which extend beyond definitions of
PTSD. Recognising this, the International Classification of Diseases 11th Revision (ICD-11) defined a
new diagnosis of Complex PTSD (UK Trauma Council, n.d). Complex PTSD consists of the same core
symptoms of PTSD, but has three additional areas of disturbance that span affect regulation, selfperception, and relations with others (UK Trauma Council, n.d). This perspective is particularly
relevant to the forensic population “who have experienced repeated traumatic experiences in the
context of disrupted early attachments, neglect, social and emotional deprivation and family
breakdown” (Rogers & Law, 2010, p.156).
Individuals in forensic mental health (FMH) and forensic intellectual disability (FID) services
have experienced trauma at a disproportionately higher rate than the general population (Mueser et
al., 1998; Razza et al., 2011). Research by Spitzer et al. (2007) found that 75% of a sample of
individuals accessing FMH services had experienced emotional abuse, 59% neglect, and 52% physical
abuse in childhood. In addition, a proportion of individuals accessing FMH and FID services have
experienced chronic trauma, contributed to by factors such as their disability, psychiatric diagnosis,
offending behaviour, and subsequent involvement in the Criminal Justice System (CJS; Kruppa et al.,
1995). Doyle and Mitchell (2003) suggest that the perceived prevalence rate of trauma exposure
among individuals accessing FMH and FID services may be attenuated due to clinicians’ tendency to
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attribute all symptoms to an individual’s disability and/or diagnosis. It may also be attenuated due to
service users’ tendency to underreport trauma exposure due to a mistrust of staff and/or
compromised communication skills. Thus, the actual prevalence of trauma exposure among
individuals accessing FMH and FID services may be greater than rates reported in the literature.
Many theorists have suggested that there may be parallels between developmental and
later trauma (Needs, 2018; Rogers & Law, 2010). These theorists propose that individuals who
experience an unresponsive or unpredictable interpersonal environment in their early years,
characterised by pervasive disturbances in their daily interactions with their caregiver (e.g., failure to
regulate the child’s distress, provide them with adequate supervision, social support and structure,
or subject them to relentless criticism), are unlikely to develop self-soothing and self-regulation
skills. Rogers and Law (2010) suggest that individuals lacking these skills are more likely to view an
event or a situation as threatening or traumatic. In addition, they are more likely to react to the
event or situation in ways that maximise their chances of survival. For some individuals, these
reactions may place them in contact with the law. Trajectories of offending highlight the role of
trauma in the development of impulsive tendencies (Obsuth et al., 2014), hostile dominant traits
(Bennett & Kerig, 2014), and callous unemotional traits (Podubinski et al., 2016). Needs (2018)
suggests that these interpersonal styles “heighten the risk of rejection by peers, which in turn can
contribute to social withdrawal, restricting opportunities for affiliation with prosocial peers and the
exercise of ordinary social skills” (p. 70). Another prominent pathway linking trauma with offending
is one in which individuals re-enact their own experiences of victimisation. This trajectory is
commonly referred to as the cycle of abuse (Plummer & Cossins, 2016), and can be viewed as a
reaction to the feelings of helplessness and loss of power that the individual experienced during
their time as a victim (Rogers & Law, 2010). One commonality between the proposed pathways
linking trauma with offending is the presumption that trauma exposure impacts an individual’s
capacity to establish, develop and maintain healthy interpersonal and social relationships (Jaenicke,
2015; Jones, 2018).
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For service users with histories of trauma exposure, FMH and FID services can replicate the
dynamics of previous trauma (e.g., loss of power, control and safety), thus perpetuating further
victimisation and traumatisation (Bloom & Farragher, 2010). Dynamics of trauma can be replicated
by overt acts such as forcibly medicating, searching, restraining, and secluding service users, and
covert acts such as pressuring service users to accept medication or engage in treatment which
mimics prior experiences of powerlessness (Sweeney et al., 2016). In addition, there is a possibility
that unresponsive or erratically responsive care-giving styles to service users by staff might resonate
with earlier attachment experiences and evoke insecure attachment strategies (Needs, 2016).
Insecure attachment strategies encompass impaired reflective functioning or ‘mentalization’ (Fonagy
& Target, 1997). Attachment, in turn, can moderate effects of trauma (Lyons-Ruth, 2007), just as it
has been implicated in response to therapy (Diamond et al., 2003).
Admission to FMH and FID services can be equally traumatic for service users without
histories of trauma exposure due to loss of autonomy, dislocation from support networks, and being
victims or witnesses to violence, sexual assaults and/or peer suicide attempts (Jones, 2016; Muskett,
2014). In addition, staff may have trauma histories of their own, and if they are experiencing
symptoms related to a traumatic stress response (e.g., hyper-vigilance to threat or high anxiety), it is
unlikely that they will be able to develop and sustain an attuned, emotionally sensitive caregiving
environment (Rogers & Law, 2010). Furthermore, a high level of expressed emotion (e.g., critical
comments, hostility or emotional over-involvement) in the environment of the FMH and FID service
can worsen the prognosis for service users with mental health difficulties (Amaresha &
Venkatasubramanian, 2012; Moore et al., 2002).
A great deal has been written about potential therapeutic modalities that can offset or
prevent replication of the dynamics of previous trauma through redesign of the social climate
(Benefield et al., 2018; Brookes, 2018). There have been promising findings in environments where
the entire regime promotes good quality relationships between staff and service users through
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careful consideration of safety, boundaries and belonging (Paget & Woodward, 2018; Shuker, 2018).
These core values stem from the notion of ‘secure recovery’ (Drennan & Alred, 2012) and have been
successfully adopted in therapeutic communities (TC) and psychologically informed planned
environments (PIPE). More recently, these core values have been used to define the requirements of
the Enabling Environments (EE) Award, which is given to services who can demonstrate that they are
achieving an outstanding level of best practice in creating and sustaining a positive and effective
social environment (Paget & Woodward, 2018).
Trauma-informed care (TIC) is an emerging framework which highlights the importance of
working with the social climate and staff responses to trauma-related presentations in order to
offset cycles of misunderstanding, reactions and counter-reactions that render the setting unsafe
and (re)traumatising for service users (Jones, 2018). Fallot and Harris (2009) suggest that there are
five guiding principles of TIC; safety, trustworthiness, choice, collaboration, and empowerment. The
breadth of the guiding principles makes TIC applicable to a range of settings, and in recent years it
has been introduced to schools, the homelessness sector, CJS, and children and family services in the
United Kingdom (UK; Bowen & Murshid, 2016). However, TIC remains an ideal rather than a reality
in most forensic settings due to a lack of a shared operational definition and tangible application of
this definition to practice (Becker-Blease, 2017; Hanson & Lang, 2016; Muskett, 2014).
Lewis (2018) suggests that TIC is difficult to define because “climate itself is a socially
constructed notion” (p. 115). That is, social climates do not exist in objective reality, but as a result
of human interactions through which jointly constructed understandings and shared assumptions
are developed. Research exploring TIC in FMH services has focused solely on staff’s perceptions and
experiences of TIC (Stamatopoulou, 2019). In doing so, it has neglected to consider service users’
perceptions and experiences of TIC. Research by Howells et al. (2009) revealed that staff and service
users differ in their perceptions of the social climate, with staff tending to perceive it as more
positive than service users. Rogers and Law (2010) warn against assuming the applicability of a
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narrow, uncritical and possibly stereotyping conceptualisation of service users’ experiences of
trauma and the social climate. Imposing assumptions which do not quite fit service users’
experiences may arguably be traumatising, or at least invalidating and confusing. Norris et al. (2004)
suggest that the best way to ensure that a set of defined principles match the cultural context and
needs of the group for whom they were developed is to involve the group in evaluating its own
needs and determining which of the defined principles are most suitable. This idea is akin to the
‘nothing for us without us’ approach, which is underpinned by a core belief that service user
involvement is an essential component of recovery-orientated services (Bowser, 2012).
Service user involvement in recovery-orientated services is viewed as important for a
number of reasons. Firstly, Spiers et al. (2005) suggest that working collaboratively with service users
ensures that service provision is meaningful and relevant to their needs. Secondly, Hanley et al.
(2001) suggest that services based on evidence arising from collaborative research are more likely to
prioritise important issues and be more acceptable to service users. In practice, genuine
collaboration between providers and users of FMH and FID services can be difficult to achieve. One
reason for this may be because the FMH and FID population includes individuals who can be violent,
aggressive and impulsive. These attributes influence who is willing and who is safe to participate in
collaborative projects. Therefore, researchers are often faced with ethical issues of inclusion or
exclusion particular to this population which shape both the participation and representation of the
full range of service user experience. Despite these difficulties, findings from recent research
indicate that not only are service users residing in forensic settings capable of comprehending and
giving informed consent to participate in research, but they are able to offer clear, valid and
objective perspectives on the services they receive (Barnao et al., 2015; Bressington et al., 2011;
Mason & Adler, 2012; Willmot & McMurran, 2013).
To the author’s knowledge, there exist two studies that have explored service users’
experiences of receiving TIC in health and social care settings. One study, conducted by Kusmaul et
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al. (2019), interviewed service users from four social service agencies in the United States of America
(USA). These agencies provided care to refugees, older adults, pregnant women, and people who
use substances. Kusmaul et al.'s (2019) findings indicate that service users’ experiences of TIC were
shaped by their interactions with staff and other service users, thus highlighting a social aspect of
TIC. Kusmaul et al.’s (2019) findings also indicate that Fallot and Harris’ (2009) guiding principles of
TIC are interrelated and may be unidimensional. Although Kusmaul et al.'s (2019) findings extend
our understanding of TIC from service users’ perspectives; their transferability is limited for a
number of reasons. Firstly, Kusmaul et al.'s (2019) findings were derived from community services
with which service users’ involvement was voluntary. Due to their detention under the Mental
Health Act (MHA; 1983, 2007), service users’ involvement with FMH and FID services is not
voluntary, therefore their experiences of TIC in these settings are likely to be inherently different.
Secondly, in order to protect their identity, Kusmaul et al. (2019) did not record their participants’
demographic information. This is problematic because it limits the reader’s ability to draw
conclusions about the homogeneity of their sample. Given that interviews were conducted in a
service providing care for pregnant women, it can be assumed that a proportion of Kusmaul et al.'s
(2019) participants were female. Females represent only five percent of the forensic psychiatric
population (Sainsbury Centre for Mental Health, 2009), and there are gender differences related to
the prevalence, impact and treatment needs of trauma survivors (Kubiak et al., 2017). Therefore, it is
unclear how helpful Kusmaul et al.'s (2019) findings are in understanding service user’s perceptions
of TIC in FMH and FID services as the population that resides within them is predominantly male.
In addition, the reliability of Kusmaul et al.’s (2019) findings are limited for a number of
reasons. Firstly, Kusmaul et al. (2019) reported that their interviews were analysed using multi-step
content analysis to “create definitions of TIC that encompassed participants’ lived experience of
receiving social services in their particular setting” (p. 592). However, they did not provide sufficient
description of the analysis process, nor did they create definitions of TIC in particular settings.
Secondly, Kusmaul et al.’s (2019) themes were “clustered into the five TIC categories from the
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interview guide” (p. 592), and as such can be considered to be ‘domain summaries’, which constitute
under-developed and poorly-conceptualised themes (Connelly & Peltzer, 2016; Sandelowski &
Leeman, 2012). Lincoln and Guba (1985) suggest that researchers are responsible for providing thick
descriptions of their data, so that those who seek to transfer the findings to their own services can
judge its transferability. Vaismoradi and Snelgrove (2019) suggest that alternative qualitative
methods, such as thematic analysis (Braun & Clarke, 2013), provide a higher level of interpretation
because they allow consideration of manifest and latent content. In addition, thematic analysis
provides researchers with the opportunity to identify abstract themes and capture the core of the
phenomenon, which is useful when the aim of their research is to understand the meaning
associated with individuals’ experiences (Braun & Clarke, 2013).
A second study, conducted by Isobel et al. (2020), utilised focus groups to explore TIC from
the perspective of individuals who identified as current or previous recipients of care from public
mental health services in Australia. Isobel et al. (2020) analysed their focus groups using thematic
analysis. Their themes captured service users’ perceptions that TIC requires increased awareness of
trauma amongst mental health staff, opportunities for service users to collaborate in care, active
efforts by services to build trust and create safety, the provision of a diversity of models, and
consistency and continuation of care. Isobel et al.’s (2020) findings present clear direction from
service users about what is required to progress TIC in public mental health services in Australia.
However, similar to Kusmaul et al. (2019), Isobel et al. (2020) did not record their participants’
demographic information, which limits the reader’s ability to draw conclusions about the
transferability of their findings. In addition, it is possible that cultural differences exist between
mental health provision in Australia and England which further limits the transferability of Isobel et
al.'s (2020) findings to FMH and FID services in England.
Our current understanding of TIC is that the promotion of the guiding principles of safety,
trustworthiness, choice, collaboration and empowerment can ameliorate the impact of trauma and
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the potential for (re)traumatisation in various health and social care settings (Fallot & Harris, 2009).
However, a review of the literature has highlighted limited attention to and understanding of TIC
from the perspectives of service users accessing FMH and FID services. It is possible that current
frameworks of TIC do not fully represent the concept as experienced by service users accessing FMH
and FID services. The current study aimed to explore service users’ perceptions and experiences of
TIC within a FMH and FID service with the aim of answering the following research questions;
•

What do Fallot and Harris’ (2009) guiding principles of TIC mean to service users?

•

How do service users experience these principles within the FMH and FID service?

•

What practices and procedures in the FMH and FID service enable or restrict service users in
adapting positively after experiences of trauma?

Method
Ethical Approval
Ethical approval for the study was received from the NHS Health Research Authority (REC
Ref: 19/LO/1359) and the University of Portsmouth (see Appendix 1). Prior to the commencement of
the focus groups, written informed consent was obtained from all participants. Participants were
advised that they would be referred to by pseudonyms in order to preserve their anonymity, and all
participants gave permission to be directly quoted in this study.

Design
A qualitative approach using semi-structured focus groups was chosen to facilitate flexible
exploration of participants’ perceptions and experiences of TIC in FMH and FID services. Focus
groups were selected over individual interviews due to their potential to prompt richer discussion
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through interaction between participants (Kitzinger, 1994). In this way, the study design allowed for
the co-creation of meaning between participants. The study adopted a ‘Big Q’ approach to
qualitative data collection, where research aims to uncover meaning and generate theory, as
opposed to a ‘small q’ approach, where research concerns stem from a scientific, positivistempiricist quantitative orientation (Braun & Clarke, 2013). The reflective epilogue provides further
details of the author’s ontological, epistemological and theoretical position.

Setting
The study took place across three low secure units in one NHS trust in the South East of
England. The low secure units provided assessment and treatment to individuals who had been
charged or convicted of a criminal offence and subsequently detained under the Mental Health Act
(1983, 2007). One of the units was an acute FMH unit providing assessment and treatment to 20
males. Another unit was an acute FID unit providing assessment and treatment to 20 males. The final
unit was a rehabilitation FID unit providing assessment and treatment to 13 males. Thus, the total
population for the study was 53. The low secure units did not have explicit trauma-informed
philosophies of care or trauma-informed treatment models, nor did they provide TIC training to
staff.

Participants
An opportunity sampling technique was utilised whereby the study was advertised to all
service users residing at the low secure units. Twelve service users expressed an interest in
participating in the study. The appropriateness of all expressions of interest were reviewed by the
multidisciplinary team at the FMH and FID service in relation to the inclusion and exclusion criteria
displayed in Table 1.
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Table 1
Eligibility Criteria
Inclusion criteria
1. Aged 18 years or over
2. Has a diagnosis of mental illness
and/or ID
3. Resides at the FMH and FID service

Exclusion criteria
1. Unable to give informed consent
2. Insufficient verbal communication skills to
participate in a focus group
3. Poses considerable risk of harm to the
researcher and/or other participants

The multidisciplinary team at the FMH and FID service comprised responsible clinicians,
speciality doctors, ward managers, clinical and forensic psychologists, social workers, occupational
therapists, drama therapists, speech and language therapists, registered mental health/learning
disability nurses, and healthcare support workers. The multidisciplinary team concluded that two
service users should be excluded from participating due to concerns regarding the risk of harm that
they posed to the researcher and/or other participants. Thus, the sample comprised of 10 service
users.
The author facilitated one focus group at each of the low secure units within the FMH and
FID service, which resulted in three focus groups being facilitated overall. The focus groups
comprised service users from the same unit to enhance comfort and conﬁdence in participation
(Krueger & Casey, 2000), and to allow the author to consider whether the experiences of service
users with mental health difficulties and service users with ID were too diverse to be treated as a
homogeneous group. Participants’ demographic information is displayed in Table 2.
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Table 2
Participants’ Demographic Information
Focus group

Name1

setting

Age

Gender

Ethnicity

Diagnoses

(years)

Section under the

Length of time in

Mental Health Act

service (months)

Acute FMH

David

44

Male

White British

Schizoaffective disorder

3

15

unit

Ethan

37

Male

White British

Paranoid schizophrenia

37/41

45

Acute FID unit

Liam

52

Male

White British

ID

47/49

9

Tom

55

Male

White British

ID and BPD

3

146

Toby

38

Male

White British

ID and ASD

47/49

20

Rehabilitation

Peter

43

Male

White British

ABI and paranoid schizophrenia

37

2

FID unit

Simon

37

Male

White British

ID and BPD

37/41

42

Tariq

45

Male

Indian

ID and paranoid schizophrenia

37/41

56

Danielle

38

Transgender

White British

ID and ASD

37

122

Indian

Schizoaffective disorder and ASPD

37/41

96

female
Rishi

58

Male

Note. 1Pseudonym. ID = Intellectual Disability. BPD = Borderline Personality Disorder. ABI = Acquired Brain Injury. ASD = Autism Spectrum Disorder. ASPD =
Antisocial Personality Disorder.
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Carey and Smith (1994) encourage researchers who use focus groups to attend to how the
data may have been influenced by the group context. Therefore, short descriptions of the dynamics
of each focus group are presented below.

Group 1: Acute FMH Unit
The participants, David and Ethan, had previously attended a group therapy programme
together that had been facilitated by the author. Therefore, they were familiar with one another and
the author in a group setting. This created an environment in which they both felt comfortable to
share their experiences. The discussion was conversational in style and both David and Ethan
appeared to be strongly affiliated with the group. Due to the small size of the group, David and
Ethan were positioned close together which allowed them to maintain good eye-contact and provide
continual encouragement through facial expressions and gestures. An air of collusion was noted
within the group. For example, on occasions when David expressed delusional views about staff,
Ethan agreed, despite having expressed opposing views earlier on during the discussion.

Group 2: Acute FID Unit
One of the participants, Toby, had a diagnosis of ASD. His concrete thinking style made it
difficult for him to see the other participants’ points of view which caused polarisation and conflict
within the group. For example, Liam and Tom expressed that they experienced the welfare checks
on the unit as restrictive and controlling. Toby, on the other hand, expressed that he experienced
them as protective. Toby did not understand why the other two participants had a different view to
his own which led him to become frustrated and in need of refocussing. Later in the group, Tom
began talking about his favourite television programme and needed support to refocus which caused
some disruption to the group. After this, it was noted that Toby kept telling Tom that his
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contributions were not relevant, even when they were. The resulting dynamics exhibited the very
difficulties which Liam and Tom reported experiencing during the welfare checks; restriction and
control.

Group 3: Rehabilitation FID Unit
This group was characterised by interruptions and distractions, particularly from staff
entering the room despite the ‘do not disturb’ sign on the door. Participants also interrupted each
other often, and there was a constant sense of competition over who had achieved the most in
regards to their recovery. However, on occasions within the group there was open advice-giving and
information-sharing between participants, particularly from the participants who had been in the
unit the longest (Danielle and Rishi) to those who had been recently admitted (Peter). Danielle was
the most dominant member of the group. She was extremely candid about her experiences which
allowed the gathering of rich data; however, this may have been at the detriment of the other
participants who expressed that they could not relate to her experiences. In contrast, Tariq only
contributed to the group by occasionally nodding in agreement with the other participants’
experiences. When asked directly about his experiences, he responded monosyllabically, indicating
that he was less affiliated with the group than the other participants.

Materials
To ensure consistency, a semi-structured focus group guide was developed by the author
(see Appendix 2). The guide included specific questions related to Fallot and Harris' (2009) guiding
principles of TIC, including the meaning participants prescribed to each principle, the extent to which
they valued each principle, and examples of when they had or had not experienced the principles in
practice within the FMH and FID service. The guide also included questions regarding the practices
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and procedures that enabled or restricted them in adapting positively after experiences of trauma.
The semi-structured nature of the guide helped the author facilitate a directed exploration of service
users’ experiences whilst also allowing for subjective narratives to emerge (Silverman, 2015).

Procedure
The study was advertised to service users via a short presentation which took place during
their community meetings. The study was described as an exploration of service users’ perceptions
and experiences of TIC within FMH and FID services. It was stressed that participation was voluntary
and refusal would not affect their care or treatment. Expressions of interest to participate in the
study were gathered and discussed with the multidisciplinary team. Participants who were deemed
eligible to participate in the study were invited to meet with the author to discuss the participant
information sheet (see Appendix 3) and consent form (see Appendix 4). The participant information
sheet and consent form were adapted for use with individuals with ID in line with guidance
produced by Mencap (2002). In addition, they were read aloud to participants to ensure adequate
comprehension and understanding. Participants were given the opportunity to ask questions about
participating in the study and were given 48 hours to look at and discuss the participant information
sheet and consent form with staff, family and/or peers before meeting with the author again.
Whilst the Mental Capacity Act (MCA; 2005) assumes that all individuals have capacity,
individuals with ID have significant cognitive impairments which may impact on their capacity to give
informed consent. Therefore, participants’ understanding of the study was assessed using Arscott et
al.'s (1998) assessment criteria which are displayed in Table 3.
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Table 3
Assessment of Participants’ Ability to Give Informed Consent Based on Arscott et al.’s (1998) Criteria
1. What will I be talking to you about?
2. How many times will I want to talk to you?
3. Are there any good things about talking to me?
4. Are there any bad things about talking to me?
5. What can you do if you decide that you do not want to talk to me anymore?

Once participants had been deemed to have sufficient understanding of the study, their informed
consent and demographic details were obtained. Demographic details included their age, gender,
ethnicity, diagnoses, section, and length of time in the FMH and FID service. The presence of trauma
histories was not screened for because TIC is considered to be a universal approach to care that does
not require explicit awareness of trauma to be relevant (Isobel & Edwards, 2017).
On the day of the focus group, participants were invited to attend a private room on their
unit where the focus group was held. A ‘do not disturb’ sign was placed on the outside of the door to
the room to minimise interruptions and distractions. Inside the room, the author created a
comfortable environment by seating participants so that they could easily see and hear one another.
Before the focus group began, participants were introduced to the author and to one another.
Participants were reminded of the purpose of the focus group and their consent to participate was
resought. Ground rules were explained to participants and participants’ questions were answered by
the author. To ensure consistency, the author followed the semi-structured focus group guide,
however they were flexible in their approach to allow further exploration of participants’
experiences. The focus groups were recorded on an Olympus DS-3500 digital voice recorder to allow
the author to immerse themselves in discussions and formulate follow up questions. The focus
groups lasted between 45 and 60 minutes. At the end of the focus groups, participants were verbally
debriefed and thanked for their participation.
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Analysis
Data from the focus groups were transcribed verbatim. In this style of transcription, every
word is transcribed as it is, including grammatical errors and false starts. However, unnecessary
details such as fillers, stutters and irrelevant repetitions are removed. Data were analysed using
Braun and Clarke's (2019) six-phase process for conducting reflexive thematic analysis (see Table 4).
This method was chosen due to its ability to deliver rich and complex understandings of novel topics,
and its compatibility with focus group data.

Table 4
Braun and Clarke’s (2019) Six-phase Process for Conducting Reflexive Thematic Analysis
Phase

Procedure

1. Familiarise oneself with the data

Read and re-read the data and note down initial codes

2. Generate initial codes

Code interesting features of the data in a systematic fashion
across the data-set and collate data relevant to each code

3. Search for themes

Collate codes into potential themes, gathering all data
relevant to each potential theme

4. Review the themes

Check if the themes work in relation to the coded extracts
and the entire data-set

5. Define and name the themes

Ongoing analysis to refine the specifics of each theme and
generate a clear name for each theme

6. Finalise analysis

Select appropriate extracts, discuss the analysis, relate back
to the research question/literature

Findings
The themes generated by the reflexive thematic analysis address each of the research
questions to a certain degree. However, they focus largely on addressing the third research
question; ‘What practices and procedures in the FMH and FID service enable or restrict service users
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in adapting positively after experiences of trauma?’. Prior to presenting the themes and addressing
the third research question, the first and second research questions are explicitly discussed.
The first research question aimed to understand what Fallot and Harris’ (2009) guiding
principles of TIC meant to participants. The findings indicated that participants perceived the
principles of safety and trustworthiness to be interconnected. They perceived the principles to mean
that staff were present; took action to protect them from harm; communicated, explained and
consistently honoured boundaries; and respected their privacy. The findings indicated that
participants perceived the principles of choice, collaboration and empowerment to be
interconnected. They perceived the principles to mean that staff used their power and authority
legitimately; noticed, offered and created opportunities for them to act autonomously; and
validated their experiences of trauma, coping strategies, feelings and identity.
The second research question aimed to understand how participants experienced Fallot and
Harris’ (2009) guiding principles of TIC in a FMH and FID service. The findings indicated that
participants experienced TIC as a relational and interactional process between themselves, staff and
their peers. Participants experienced the principles of TIC inconsistently due to the perceived
illegitimate use of power and authority in the FMH and FID service. This inconsistency is reflected in
each of the themes and is useful in understanding the practices and procedures that restrict service
users in adapting positively after experiences of trauma.
The third research question aimed to understand the practices and procedures that enable
service users to adapt positively after experiences of trauma. Three themes were generated to
address this research question (see Table 5).
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Table 5
Themes and Subthemes Generated from Reflexive Thematic Analysis
Themes
Promoting a sense of safety

Fostering a sense of belonging

Encouraging the development
of an autonomous identity

Subthemes
Protection
Empathy
Trustworthiness
Boundaries
Peer support
Formation of relationships
Termination of relationships
Powerlessness
Self-development
Support with coping
Infantilisation
Invalidation

Promoting a Sense of Safety
This theme captured participants’ perceptions that experiences of TIC were enhanced by
interactions that reduced feelings of vulnerability and promoted a sense of physical and emotional
safety. Conflict was evident within this theme because although participants experienced staff as
empathic and trusted them to protect them from threats in their environment, they felt that they
were contradictory in their maintaining of boundaries which negatively influenced their feelings of
safety.
Participants described being exposed to interpersonal violence within the service:
“One of them [service user] got me round my neck. I felt scared, worried, confused. He tried
to attack me. I thought, ‘Why have you done that, what’s going on?’” [Liam]
“There’s always a bully. That’s the scariest thing for me. I’m not naming names but there is
always someone who’s after you.” [Ethan]
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In situations whereby they perceived potential threats to their physical safety, participants described
feeling protected by staff:
“I feel safe when staff are around. Sometimes they can, if there’s like a serious problem on
the ward, they can sort it out.” [Simon]
“When you walk down the street, you don’t know who’s going to jump out on you, do
you? Staff can defend you. In this area they [the public] know that there are psychiatric
hospitals all over the place, but, you know, I feel safe with staff.” [Peter]
Whilst participants expressed that their physical safety was enhanced by staff’s actions in response
to perceived threats, they expressed that their emotional safety was enhanced by their nonjudgemental attitudes and empathic approaches:
“They [staff] listen to your problems and try to face the reality of what you’re facing, so that
they can understand.” [Danielle]
“It’s their [staff’s] attitude. I think their attitude is important when they’re talking to
patients. They’ve got to respect our personal lives, whether we’ve done wrong or we
haven’t; what we’ve done or what we haven’t.” [Peter]
Linehan (1997) defines empathy as “perceiving the internal frame of reference of the other” (p.
360), and suggests that it is the most effective way to make an individual feel safe. She also suggests
that empathy is the foundation upon which trust can be built. Participants’ feelings of physical and
emotional safety were heavily influenced by feelings of trust, defined by Gillespie (2011) as a
willingness to accept vulnerability and uncertainty in relation to the intention of others. For many
forensic service users with histories of trauma, trusting others can be difficult given their past
experiences (Ardino, 2012). Despite this, participants expressed that they could trust staff to keep
them safe:
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“They [staff] are like family. You can trust them, you know? They’re here to keep you safe.”
[Peter]
Peter’s experience exemplifies the notion, suggested by Adshead (1998), that relationships between
service users and staff in secure services can resemble secondary attachment relationships. In the
general population, secondary attachment relationships have been shown to increase an individual’s
capacity to revise insecure models of themselves and others, leading to increased feelings of safety
and trustworthiness (Cohen, 2005; van der Kolk, 2014). In addition, there is some evidence to
support a link between secondary attachment relationships and an individual’s confidence in
engaging in prosocial behaviours (Carter & Almaraz, 2014). This finding is particularly pertinent for
forensic populations given that the purpose of secure forensic services is to reduce service users’ risk
of harm to others (NHS England, 2017).
However, participants’ narratives did not always seem to indicate that staff promoted a
sense of safety for service users. Participants expressed that their feelings of safety were enhanced
when boundaries were clearly communicated, enforced with explanation, and honoured
consistently. However, participants felt that staff were contradictory in their maintaining of
boundaries:
“They [staff] should explain the rules properly. When I got shown around, no one told me no
rules, no nothing. I sat in the lounge and had a cup of coffee and I didn’t realise, until
someone goes, ‘You’re not allowed to do that’, and I was like, ‘I didn’t know’.” [Simon]
“I was smoking, yeah, she [staff] was doing her work. She told me to come inside, but I
hadn’t finished, I had about another 10 minutes. She shut the door and I went, ‘Well I’m
supposed to have another 10 minutes’, and she goes, ‘I don’t care, I want you in now’.”
[Danielle]
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In addition, participants expressed that their feelings of safety were enhanced when their rights to
privacy were respected. However, participants felt that staff often violated their privacy:
“I’m resting, right? And I’m thinking, ‘Why have they [staff] come in to disturb me?’. It’s
every 15 minutes. Every time when you’re in the loo, right? And they are shouting out, ‘Are
you alright?’. It’s bad manners. I don’t like it.” [Liam].
“It’s like when they [staff] do room searches and all that lot, yeah? You say to them, you’ve
got your own private life, yeah? And like they turn around and say, ‘No, when you’re in here
you have not got a private life’ or ‘you have not got control over your life’.” [Danielle]
When boundaries and their rights to privacy were violated, participants reported feelings of
uncertainty, confusion and mistrust. Stillman and Baumeister (2009) suggest that environments that
induce feelings of uncertainty can detract from perceptions of safety, control and belonging. In
addition, Adshead (2002) suggests that for service users with previous experiences of maladaptive
attachments, where care is provided in an unpredictable manner, unclear and inconsistent
boundaries have the potential to reenact attachment difficulties. Conversely, environments that are
highly structured, comprise clear and consistent boundaries, alongside firm swift consequences, are
thought to be experienced as psychologically safer than those which are not (Adshead, 2002).

Fostering a Sense of Belonging
This theme captured participants’ perceptions that experiences of TIC were enhanced by
interactions that reduced feelings of isolation and fostered a sense of belonging. Conflict was also
evident within this theme because although participants felt connected to their peers through
shared experiences and activities, they felt that staff were not thoughtful about the formation of
new relationships or the loss of established relationships which negatively influenced their feelings
of belonging.
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Most research into therapeutic relationships has taken place in dyads (Kozar & Day, 2012).
However, participants expressed that their experiences of attachment extended beyond the staffservice user relationship:
“I get on well with staff, but I get on with patients better” [Peter]
Participants recognised that their peers had similar backgrounds and experiences to their own. They
explained that these shared experiences meant that they felt understood by their peers without
having to explain themselves:
“I’ve got like a patient that I’ve known for eight years and we’ve never had one fall-out.
Whenever I need to chat to him, I chat to him, I find it more helpful than… I know it might
sound a bit, you know, but I know I can talk to him more than I can talk to the staff. Because
he can listen and, like, when you talk to the staff and that, they’re like, ‘Yeah? And?’, you
know? But when I talk to him about it, he understands straight away.” [Danielle]
Danielle’s experience illustrates the notion, suggested by Chandler (2008), that “patients are
perceived by other patients as a resource, helping one another manage symptoms and develop
coping skills” (p. 366). Haigh (2013) suggests that through the process of sharing experiences,
knowledge, understandings, and expectations with their peers, service users enter a “transitional
space” within which they can experiment with new behaviours, emotions, relationships and ideas (p.
9). Theorists propose that sharing in these reciprocal exchanges, referred to by Stevanovic and Koski
(2018) as the “sharing of minds" (p. 39), can lead to the emergence of new perspectives through a
process of intersubjectivity. Gillespie (2012) suggests that intersubjectivity enables individuals to
take a perspective outside of the immediate situation, which is a necessary condition for human
agency.
In addition to talking, participants described having the opportunity to engage in a range of
social activities with their peers:
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“We can play cards. We can play board games. We can listen to music as a group, there are
always things to do with other patients.” [Liam]
Through participation in these activities, participants described experiencing a sense of connection
and belonging:
“It doesn’t matter what we’re doing, I always feel connected, as if I’m a part of something.”
[Simon]
Needs (2018) suggests that a sense of belonging is especially important in the context of trauma
because traumatic events and their aftermath often involve isolation from others. In addition,
Adshead (2002) suggests that a sense of belonging is particularly pertinent for forensic service users
because few of them have experiences of positive, affirming and non-abusive relationships, and all
are detained specifically because of their risk to others.
Although participants described experiencing a sense of connection and belonging amongst
their peers, they felt that this did not extend to staff. Participants felt that staff were not thoughtful
about the ways in which they were introduced to new members of their care team:
“I had a meeting today, you know? I forgot the name of the meeting, but I know I had a
meeting. There were two nurses there and some other woman. I’ve never met her before,
she’s not from this place. They ought to introduce themselves a bit better than what they
do.” [Peter]
“Especially, like, when you have meetings, they [staff] introduce themselves but then after
like 10 minutes you’re sitting there thinking, ‘Who? What?’. You’re sitting there feeling like
you don’t know anyone. It’s uncomfortable and confusing. It’s not fair. It’s a number of
things, you know.” [Danielle]
Haigh (2013) suggests that an early alienating experience, similar to those described by Peter and
Danielle, can trigger persecutory feelings and negatively impact feelings of inclusion. In addition,
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Adshead (2002) suggests that service users’ initial contact with others has a significant impact on
how they feel about attaching themselves to new environments. Research conducted in therapeutic
communities has found that joining new environments can precipitate a resurgence of early
attachment experiences including rejection, judgement and abuse (Humphreys & Bree, 2004; Coakes
et al., 2007). In light of these findings, Needs and Adair-Stantiall (2018) suggest that “conveying a
sense of safety, with at least the possibility of trust should begin at an early stage of contact” (p. 46).
In addition to not being thoughtful about the formation of relationships, participants felt
that staff were not thoughtful about the separation and loss of relationships either:
“I used to be friends with him [service user], but now he’s gone. And he promised before he
went that he’d say goodbye to me, but he didn’t. I don’t think staff would let him come over
here.” [Liam]
Adshead (2002) suggests that active prevention of abrupt terminations and facilitation of
appropriate mourning are considered necessary in the protection and survival of attachment
relationships. Furthermore, Haigh (2013) suggests that services that deliberately engender a culture
of belonging, such as those marking the joining and leaving of residents, allow service users to invest
socially and emotionally in the life of the community to which they can become strongly attached.

Encouraging the Development of an Autonomous Identity
This theme captured participants’ perceptions that experiences of TIC were enhanced by
interactions that reduced feelings of powerlessness, and encouraged autonomous identities. Conflict
was also evident within this theme because although participants felt that they lacked autonomy
due to external restrictions and staff’s tendency to infantilise them and invalidate their identities,
they acknowledged that staff could inspire hope and support them to develop new skills and coping
strategies which would allow them to live independently in the future.
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Participants described feeling that their freedom of choice, self-expression, and potential
were restricted by the MCA (1983, 2007) and Ministry of Justice:
“It’s not my decision to be here. I’m detained under a section of the Mental Health Act. I’m
not free to choose where I am or who I am. I’m locked in here against my will. If that’s not a
violation of my human rights, I don’t know what is.” [David]
“They [Ministry of Justice] come down with the foot of authority and stamp their decision on
you and it’s like you don’t have a choice in the matter. They are the ones in control, they
make all the decisions. I feel like I don’t even know who I am or what I can do anymore.”
[Ethan]
Participants’ experiences are consistent with other studies that indicate that service users in
institutional settings report greater perceptions of others being in control (Levenson, 1973;
Livingston et al., 2012). Perceived control is especially pertinent to trauma survivors because events
that appear to render individuals powerless often damage their sense of agency, autonomy and
identity (Budden, 2009). In cases involving exposure to trauma, greater internal locus of control has
been positively associated with resiliency and the ability to approach adverse situations in a
determined, calm and healthy manner (Munoz et al., 2017).
Despite being subject to restrictions, participants described being encouraged by staff to
engage in activities to develop their autonomy:
“You’ve got to think about it. In hospital, it’s time to improve yourself, you know you’ve
done what you’ve done, but they [staff] can help you to read, write and all that kind of stuff,
because when you’re out you’ve got to pay for all that.” [Simon]
“They [staff] put us on the right path to improving our lives. I want to improve my life; I want
to live on my own again. I want to get a job maybe, some sort of job. Maybe go to college or

Student number: 616383

41
something, do things that I need to do. They [staff] can help me do that. The reason why I’m
here is to improve myself.” [Peter]
Participants’ experiences indicated that staff believed in their abilities and potential, which Perkins
(2006) suggests is necessary for developing ‘hope-inspiring relationships’. Through these hopeinspiring relationships, participants came to experience themselves as capable of understanding and
managing their responses to trauma:
“I used to wreck my room quite a lot. They [staff] sat down and talked to me, tried to calm
me down, they told me to breathe. They helped me to understand why I was getting so
angry. Then I started thinking to myself, like, ‘Is there any point in me smashing my room
up?’. And then, after the talk, they [staff] asked how I was feeling and helped me set goals to
achieve in here.” [Simon]
Simon’s experience exemplifies the notion, suggested by Erdmann and Hertel (2019), that individuals
can learn to develop self-regulation skills through co-regulation. Co-regulation is defined by Murray
et al. (2019) as warm and responsive interactions that provide the support, coaching, and modelling
that individuals need to understand, express, and modulate their thoughts, feelings and behaviours.
Bandura (1977) suggests that empowering individuals to develop skills in self-regulation can help
them to cultivate a perception that their actions can bring about a desired outcome, thus increasing
their perceptions of control. Self-regulation skills are especially important in the context of trauma
because trauma exposure is linked to deficits in impulse control and emotion regulation (Marshall et
al., 2016). In addition, self-regulation skills are particularly pertinent in the context of forensic
services because forensic service users often have reduced problem-solving and reasoning abilities
(Ehring & Quack, 2010), which have been found to be related to re-offending risk (Andrews & Bonta,
1998; Friendship & Thornton, 2001). Furthermore, failure to self-regulate has been cited as a
common cause of exclusion or rejection from social situations (Baumeister et al., 2005). Although
the adaptive response to social rejection or exclusion might be to try to increase one’s self-
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regulatory performance, a series of experiments conducted by Baumeister et al. (2005) showed that
whilst excluded or rejected individuals were capable of self-regulation, they were unwilling to make
the effort to do so. Baumeister et al. (2005) concluded that self-regulation can be aversive because it
requires individuals to focus on their shortcomings in order to remedy them.
Participants stressed that the provision of support from staff had to be intersubjective or
else it made them feel infantilised:
“Sometimes they [staff] treat me like a child. They [staff] tell me what to do. They say ‘Come
on, do this, do that’.” [Toby]
The association between disability and infantilisation is common (Robey et al., 2006), and is likely to
result from a focus on paternalism (Murgic et al., 2015). Paternalism implies that staff make
decisions based on what they discern to be in service users’ best interests, even for those service
users who can make the decisions for themselves (Sandman & Munthe, 2010). Participants reported
that this way of responding removed their choice and perceptions of control. One participant gave a
stark description of her experience of having her choice removed:
“I have a choice what to wear and that, yeah? Because I’m going through gender issues at
the moment, yeah? But at the beginning, they [staff] were like, ‘Oh you can’t wear this, you
can’t wear that’. Even when I’ve been shopping recently, yeah, and I’ve gone into Primark, I
always go to the female section first and they [staff] are like ‘Oh, male clothing over here’,
and I don’t want to go to the male, I want to go to the female. And they [staff] are like, ‘Oh,
if you don’t go to the male then we’re walking out’.” [Danielle]
For Danielle, her experiences exemplified a sense of separateness and further served to feed the
power imbalance as she felt that some identities within the service were more likely to be excluded
and invalidated than others. Needs (2018) suggests that how an individual believes they are seen by
others is a major source of evaluations of the self, encompassing the perceptions of self-worth and
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competence that constitute self-esteem. Furthermore, Needs and Adair-Stantiall (2018) suggest that
"a sense of personal viability and coherence can be undermined when validation is not forthcoming"
(p. 36). The distress caused by a lack of openness, acceptance and validation has been noted in other
studies (Hall & Delaney, 2019).
Discussion
This study is the first to attempt to understand TIC from the perspective of service users in a
male FMH and FID service in England. The findings provide an insight into the practices and
procedures that enable service users to adapt positively after experiences of trauma. Three themes
were generated to capture participants’ perceptions that TIC in FMH and FID services entails
promoting a sense of safety, fostering a sense of belonging, and encouraging the development of an
autonomous identity. Participants expressed that feeling safe is crucial to TIC, and can be facilitated
by several changes that do not require drastic alteration to service delivery. These changes include
ensuring that staff are visible and accessible in communal areas; take action to protect service users
from physical and emotional harm; offer service users time to talk; respond to service users with
empathy; and clearly communicate, explain and consistently honour boundaries and service users’
rights to privacy. These acts should serve to reduce the potential for staff to re-enact attachment
difficulties, thus providing a psychologically safe environment for service users (Adshead, 2002).
Previous studies have found that feeling unsafe impedes service users’ recovery (Muir-Cochrane et
al., 2013). Thus, promoting a sense of safety is critical for service users in FMH and FID services to
adapt positively after trauma.
In addition, participants expressed that feeling a sense of belonging is crucial to TIC. They
suggested that staff can foster a sense of belonging by providing service users with opportunities to
socialise with and get support from their peers; get to know new members of their care team prior
to their attendance at meetings; and mark the joining and leaving of staff and service users. These
opportunities allow service users to invest socially and emotionally in their relationships with staff,
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to which they can become strongly attached (Haigh, 2013). Previous studies have found that few
people admitted to forensic services have had experiences of positive, affirming and non-abusive
relationships (Adshead, 2002). For those that have, admission to a forensic service often dislocates
them from their support network, leaving them feeling isolated (Muskett, 2014). Thus, fostering a
sense of belonging is critical for service users in FMH and FID services to adapt positively after
trauma.
Furthermore, participants expressed that encouraging the development of an autonomous
identity is crucial to TIC. They suggested that staff can encourage the development of an
autonomous identity by inspiring hope; validating service users’ choices, abilities and individuality;
and providing service users with opportunities to acquire new skills and coping strategies. Jones
(2018) suggests that strategies to facilitate grounding and bringing people back into the here and
now (e.g., mindfulness) are important in helping people re-access capacities to relate to others in a
more adaptive and humane manner. Previous studies have found that people admitted to forensic
services report greater perceptions of others being in control (Livingston et al., 2012). Encouraging
the development of an autonomous identity is pertinent to trauma survivors because traumatic
events appear to render the individual who has experienced it powerless. It is also especially
pertinent to people admitted to forensic services because a positive change in an offender’s identity,
through the adoption of pro-social values and a more adaptive and healthy way of relating to others,
can predict desistance from crime (Maruna, 2001; Rocque et al., 2016; Ward & Stewart, 2003). Thus,
encouraging the development of an autonomous identity is critical for service users in FMH and FID
services to adapt positively after trauma.
The themes generated in this study are clearly interrelated, which suggests that the
construct of TIC may be unidimensional. This possibility has been suggested by other researchers
(Hales et al., 2017). Whilst these researchers did not predict what the underlying dimension of TIC
may be, the findings from the current study indicate that it may be the social-interpersonal
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relationship. However, even within a concept that is essentially unidimensional, it is acknowledged
that different facets and processes may exist. Research conducted by Crits-Christoph et al. (2013)
indicates that aspects of the social-interpersonal relationship include empathy, congruence, and
unconditional positive regard. The origin of these concepts can be traced back to the establishment
of attachment theory (Adshead, 2008; Ainsworth, 1978; Bowlby, 1969). Thus, criticisms of TIC
suggest that it cannot be said to provide a new language of care (Becker-Blease, 2017; Birnbaum,
2019). Specifically, Becker-Blease (2017) suggest that many recommendations of TIC are simply core
elements of culturally and developmentally competent professional therapeutic work, or “just plain
common sense” (p. 132). However, findings from this study indicate that TIC entails more than just
plain common sense. TIC strives to understand the pervasive nature of trauma and its effects on
people’s perceptions of safety; ways of behaving, reacting and coping; autonomy; sense of self; and
ability and motivation to connect with others. In addition, TIC endeavours to promote a consistent,
boundaried, respectful and validating environment in which people are able to adapt positively.
Furthermore, TIC attempts to address potential retraumatising practices, procedures and dynamics,
including use of power, authority and restrictions.
The findings appear to have face validity, in so far as the themes reflect the opposite of the
conditions that individuals who have experienced traumatic events have been exposed to including
disruptions in affect regulation, self-perception, and relations with others (Cloitre et al., 2005;
Needs, 2018). In addition, the themes have been recognised by previous researchers as necessary
conditions for recovery in forensic settings (Drennan & Alred, 2012; Needs & Adair-Stantiall, 2018).
There appears to be a common theme between TIC and the recovery model. Both models emphasis
the social-interpersonal relationship as a tool to assist individuals through transition/change. This
raises questions about the utility of the interpersonal approach in helping individuals adapt to major
life events more generally, for example after transgressions in relationships, betrayal and moral
injury. Future research could draw samples from the general or a student population and focus on
identifying the factors that help individuals adapt during transition/change.
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However, the findings indicate that the recovery model and current frameworks of TIC
(Fallot & Harris, 2009; SAMHSA, 2014) do not fully represent the factors that service users in FMH
and FID services perceive as important in enabling them to adapt positively after trauma. The
recovery model and current frameworks of TIC neglect to consider the impact that (dis)connection
with others and being subject to (il)legitimate power and restrictions have on trauma survivors’
identities. Current frameworks of TIC encourage practitioners to shift from asking ‘what is wrong
with you’ to ‘what happened to you’ (Fallot & Harris, 2009). However, in light of the findings from
this study, it is recommended that FMH and FID services take this one step further by asking ‘what
helps you to feel safe’, ‘what helps you to feel like you belong here’ and ‘what is your potential’. The
findings suggest that operationalisation of TIC within FMH and FID services needs to go beyond
promoting awareness of trauma to developing trauma-informed attitudes and skills. It is
recommended that future research focuses on operationalising these attitudes and skills and
exploring their convergence with other relational, attachment-based approaches. This will allow the
development of an evidence base upon which TIC can be operationalised and evaluated.
The findings highlight the challenges of adopting a trauma-informed approach in FMH and
FID services. Participants experienced inconsistencies in the application of TIC in the FMH and FID
service. They felt that the inconsistencies were due to the illegitimate use of power, authority and
restrictions. This is a common dilemma in forensic services, which arises from a conflict between two
ethical principles; one which promotes the welfare of the service users and the other which upholds
justice and the effective management of risk to the public (Adshead, 2000; Adshead & Sarkar, 2005).
This raises the question of how FMH and FID services can reconcile recovery from trauma with the
issue of risk management. The findings from this study suggest, as other researchers such as Doyle
et al. (2017) have done, that the key to an effective balance between recovery and risk management
may be located in the social-interpersonal relationship.
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The findings have important implications for the way that trauma, and adapting positively
after experiences of trauma, are perceived. They indicate a need for a shift in perspective from a
medicalised and cognitive to a psychosocial, relational and interactional conceptualisation of
trauma. Theorists have warned that an oversimplified conceptualisation of trauma emphasises
deficits at the individual level (e.g., limited information processing), and in doing so neglects
important social processes and contexts (Needs, 2018; Regel & Joseph, 2010). Thus, the findings
raise theoretical questions about the utility of trauma therapies that neglect the role of attachment
(e.g., exposure therapy and eye movement desensitization and reprocessing [EMDR] therapy). The
findings support conclusions from previous studies, namely that relational and attachment-based
milieus, synonymous with TCs, PIPEs, EEs and the offender personality disorder (OPD) pathway, may
offer the most promising approach to help service users in forensic services to adapt positively after
experiences of trauma (Brookes, 2018). The findings also lend support to new perspectives on why
individuals sometimes experience a whole range of forms of distress, confusion, fear, despair, and
troubled or troubling behaviour. The Power Threat Meaning Framework (PTMF; Johnstone & Boyle,
2018) was developed to serve as an alternative to more traditional models of distress based on
psychiatric diagnosis. The framework summarises and integrates evidence about the role of various
kinds of power in people’s lives, the kinds of threat that misuse of power pose to them and the ways
they have learned to respond to those threats. Contained within the framework is an
acknowledgement of how mental health services become an authority reflecting power and threat.
The PTMF can be used as a way of helping service users to create more hopeful narratives about
their lives and the difficulties they have faced or are still facing, instead of seeing themselves as
blameworthy, weak, deficient or mentally ill (Johnstone & Boyle, 2018).
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Limitations
This study has several limitations, many of which relate to the methodology. It is
acknowledged that a significant portion of each focus group was spent discussing Fallot and Harris’
(2009) guiding principles of TIC. This is likely to have occurred for several reasons. Firstly, the units
where the research took place did not have explicit trauma-informed philosophies of care or traumainformed treatment models. Thus, the focus group was the participants’ first introduction to the
concept of TIC. Secondly, participants with ID found it difficult to grasp the abstract nature of TIC.
Thirdly, two of the research questions focused explicitly on participants’ perceptions and
experiences of Fallot and Harris’ (2009) guiding principles of TIC. These factors led to some
premature bounding of the focus group discussions to a rather narrow focus, limiting exploration of
participants’ experiences of TIC outside of these principles. This in turn led to the underdevelopment
of themes and a reduction in the transferability of the findings. It is acknowledged that introducing
the participants to the concept of TIC prior to the focus groups would have allowed more time for
exploration of their experiences of TIC outside of pre-existing principles/frameworks. In addition,
consulting with service users regarding the development of the semi-structured focus group guide
may have increased the likelihood of that it incorporated comprehensible concepts and appropriate
and accessible terminology (Wood et al., 2008). Furthermore, reducing the length of time discussing
Fallot and Harris’ (2009) guiding principles of TIC, extending the length of the focus groups and/or
facilitating further focus groups may have been beneficial. Lastly, it is acknowledged that reviewing
and adapting the semi-structured focus group guide after each focus group would have allowed
interesting questions to be added and redundant questions to be removed. In addition, adopting this
flexible approach would have enhanced the collaborative element of the study (Telford & Faulkner,
2004; MacInnes et al., 2011).
Whilst Needs and Adair-Stantiall (2018) suggest that “secure environments and the
individuals within there are far from homogeneous” (p. 43), it is acknowledged that including both
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participants with mental health difficulties and participants with ID in this study will have impacted
on the findings. Whilst the experiences of participants with mental health difficulties and
participants with ID were presented together in this study and their perspectives thematically
combined, it is acknowledged that their experiences are not always shared. Focusing sampling on
either service users with mental health difficulties or service users with ID in the future could allow
for the exploration of the role of mental illness and the role of ID on service users’ perceptions of TIC
in forensic services.
Furthermore, one transgender female participated in this study. However, it was beyond the
scope of the study’s methodology to explore the impact of the role of gender on her experiences of
TIC in the FMH and FID service. Whilst previous research has applied a TIC framework to explore
transgender adults’ experiences of mental health and community support services (Hall & Delaney,
2019), further research exploring transgender individuals’ experiences of TIC in secure forensic
services is needed. Alternative qualitative methods, including interpretative phenomenological
analysis (IPA) and grounded theory, may be best suited for this exploration due to their focus on the
unique characteristics of individual participants (Braun & Clarke, 2019).
Whilst Wolf et al. (2014) suggest that services are likely to implement many of the principles
of TIC without labeling them as such, it is acknowledged that the FMH and FID service within which
this study was conducted was not considered to be ‘trauma-informed’. It would be beneficial for
future research to examine the perceptions of service users residing in services that have traumainformed policies and procedures in order to determine whether the findings from this study are
transferable. Specifically, future research exploring the extent to which the findings from the current
study are transferable to TCs, PIPEs and EEs, which by design promote many of the principles of TIC,
would be of particular interest.
This study aimed to understand what TIC means to service users in a FMH and FID service.
However, it is acknowledged that the perceptions of both service users and staff are important in
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identifying and assessing the social climate in an organisation. Therefore, future research could
adopt a multi-layered approach by conducting a 360-degree review, whereby service users and staff
from every rank and discipline are asked to answer/rank the same questions/statements about the
social climate. A questionnaire that could be useful in such a review is the TICOMETER (Bassuk et al.,
2017). The TICOMETER is a psychometrically valid scale that measures the degree to which an
organisation is providing TIC across five domains.

Conclusion
This study presents service users’ perspectives on the priorities for FMH and FID services
providing care to trauma survivors. The findings highlight that relational and attachment-based
approaches are vital in ameliorating the impact of trauma and the potential for (re)traumatisation in
FMH and FID services. Specifically, these approaches include promoting a sense of safety, fostering a
sense of belonging, and encouraging the development of an autonomous identity. The findings
support previous research on recovery in secure settings, indicating the value of creating sufficiently
safe conditions for individuals to connect with others and develop a positive and independent sense
of self (Drennan & Alred, 2012). Practical implications of the findings include the notion that
principles synonymous with the secure recovery approach may be valuable in helping service users
in FMH and FID adapt positively after experiences of trauma.

Contribution to Practice
The findings of this study have direct relevance to clinical practice in male FMH and FID
services in England. The findings indicate that prioritising social-interpersonal relationships in FMH
and FID services is crucial to providing care and treatment that is experienced by service users as
trauma-informed. Specifically, social-interpersonal relationships should promote safety, trust,
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empathy, transparency, consistency, hope, autonomy, and validation. The findings provide critical
information that contributes to the policy and strategic direction of FMH and FID services in England.
Recommendations to provide care that is experienced by service users as trauma-informed include
increasing access to training opportunities for staff regarding interpersonal approaches, and
structures to support service user collaboration and peer support. Future research?

Study Two

The Trauma-Informed Care Supportive Climate Scale: Development and Preliminary Validation
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Abstract
Background: Increasingly, secure forensic settings are looking to incorporate trauma-informed
approaches into their work or believe that they are already doing so. However, there are currently
no psychometrically valid scales available to measure the extent to which people admitted to
forensic services experience them as trauma-informed. This study aimed to develop and validate the
Trauma-Informed Care Supportive Climate Scale (TICSCale).
Method: A preliminary 22-item scale was generated from data derived from focus groups with
service users in a low secure hospital. The items were refined by expert review and a 22-item pilot
scale was formed. This scale was administered to 80 service users residing in low and medium secure
hospitals across England. Measures of helping alliance and restrictiveness were also administered as
indicators of convergent validity. The dimensionality of the scale was assessed using Principal
Components Analysis (PCA). Internal consistency and test-retest reliability were also assessed.
Results: PCA revealed a unidimensional structure. Three items were removed due to low factor
loadings. Thus, the final TICSCale comprised 19 items. The TICSCale significantly positively correlated
with helping alliance and significantly negatively correlated with restrictiveness. Internal consistency
of the final TICSCale was very good and test-retest reliability was strong.
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Conclusions: Further research is required to strengthen the psychometric properties of the TICSCale.
However, it offers a promising first step toward developing a robust measure of TIC supportive
climates in forensic services.

Findings from Felitti et al.’s (1998) seminal adverse childhood experiences (ACEs) study have
established an irrefutable link between childhood exposure to trauma and a range of serious and
sometimes chronic psychopathology. Stinson et al. (2021) define ACEs as “harmful events that
include experiencing or witnessing violence, emotional and sexual abuse, neglect, being exposed to
criminogenic behaviour, alcohol dependency or substance misuse in primary carers, and care giver
disruption” (p. 35). Individuals detained in forensic mental health (FMH) and forensic intellectual
disability (FID) services have experienced ACEs at a disproportionately higher rate than the general
population (Ardino, 2012; Morris et al., 2019; Stinson et al., 2021). In addition, FMH and FID services
can replicate the dynamics of ACEs through their fundamental operating principles of coercion and
control which include involuntary medication, body searches, seclusion and restraint (Bloom &
Farragher, 2010). Further, admission to FMH and FID services can be equally traumatic for service
users without histories of trauma exposure due to loss of autonomy, dislocation from support
networks, and being victims or witnesses to violence, sexual assaults, and/or peer suicide attempts
(Jones, 2016; Muskett, 2014). As a result, many FMH and FID services are making efforts to
incorporate principles of trauma informed care (TIC) into their work.
TIC describes service delivery that integrates an understanding of the pervasive biological,
psychological, and social sequelae of trauma with the ultimate aim of ameliorating, rather than
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exacerbating, their effects (Harris & Fallot, 2001; Substance Abuse and Mental Health Services
Administration; SAMHSA, 2014). Much of the early work on TIC focused on identifying guiding
principles to allow for its implementation in organisational settings (Fallot & Harris, 2009; Hopper et
al., 2010). The first theoretical model of TIC, proposed by Fallot and Harris (2009), consisted of five
guiding principles; safety, trustworthiness, choice, collaboration, and empowerment. SAMHSA
(2014) have since expanded this model to include the principles of peer support, and cultural,
historical and gender issues. Whilst these principles were developed in the context of mental health
and substance abuse services, they have since been implemented in a variety of services worldwide
including schools, the homelessness sector, and domestic violence programmes (Bowen & Murshid,
2016; Goodman et al., 2016). A recent issue of the Quality Network for Forensic Mental Health
Services (QNFMHS; Royal College of Psychiatrists, 2019) newsletter highlights that low and medium
secure services across the UK are beginning to implement principles of TIC into their work. However,
an unclear operational definition of TIC and a lack of psychometrically valid instruments to evaluate
it are hindering efforts to establish and evaluate TIC in FMH and FID services. This study aimed to fill
this gap by developing and validating a scale to measure the extent to which service users perceive
the care they receive in FMH and FID as trauma-informed. A valid and reliable scale will allow FMH
and FID services to:
1. Determine whether their existing approaches are sensitive to the needs of trauma survivors,
which represent a large proportion of those they assess and treat.
2. Determine whether efforts to implement trauma-informed approaches are experienced as
such from service users’ perspectives.
3. Determine whether a particular trauma-informed intervention, such as staff training or
policy implementation or review, has positive outcomes for service users.
4. Determine whether change as a result of trauma-informed interventions has been sustained
over time.

Student number: 616383

55
5. Compare trauma-informed approaches across services, and with outcomes such as incidents
of violence, aggression, self-harm, restraint, seclusion, and recidivism.
6. Demonstrate to stakeholders that they are implementing trauma-informed approaches into
their work.
7. Contribute to the evidence base for TIC.

Operationalisation of Trauma Informed Care in Health and Human Services
A review of the literature indicates that the operationalisation of TIC varies considerably
across different human and health services. Currently, there are three psychometrically valid
measures available to evaluate TIC at the organisational/team level. However, the number and types
of domains within these measures vary considerably. One measure, the TICOMETER (Bassuk et al.,
2017), measures TIC implementation strategies. The TICOMETER was developed by experts at the
Center for Social Innovation and validated among a sample of staff from numerous social service
agencies across the United States of America (USA). A confirmatory factor analysis revealed five
domains: building trauma-informed knowledge and skills; establishing trusting relationships;
respecting service users; fostering trauma-informed service delivery; and promoting traumainformed policies and procedures. Another measure, the Trauma-Informed Climate Scale (TICS;
Hales et al., 2017), measures staff perceptions of the service environment. The TICS was designed in
consultation with Roger Fallot and based on Fallot and Harris’ (2009) five-dimensional model of TIC.
The TICS consists of five scales (safety, trust, choice, collaboration, and empowerment), with the
safety and empowerment scales each having two subscales. The safety scale includes both physical
and emotional safety, while the empowerment scale contains both support for trying new methods
and a desire for more training subscales. The TICS was validated among a sample of staff from six
human service agencies in New York, including crisis, mental health, and substance use services in
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both inpatient and outpatient capacities for adolescents and adults. A confirmatory factor analysis
revealed that a one-factor model provided the best fit for the data, indicating that the construct of
TIC as perceived by human services staff is unidimensional. The domains measured by the TICS have
been found to be negatively associated with burnout and positively associated with commitment
(Hales et al., 2019; Keesler, 2014). A third measure, the Attitudes Related to Trauma Informed Care
(ARTIC; Baker et al., 2016), measures staff attitudes favourable to TIC. The ARTIC was based on an
earlier measure by Brown et al. (2012) which was developed using stakeholder feedback, expert
opinions and the existing literature on TIC to evaluate trauma training for staff in a community
context. The ARTIC was validated among a sample of staff employed in education, human services,
and health care agencies from numerous states across the USA. A confirmatory factor analysis of the
ARTIC revealed seven domains: underlying causes; responses to problem behaviour; on-the-job
behaviour; self-efficacy at work; reactions to the work; personal support of TIC; and system-wide
support for TIC. While these three measures are valuable in highlighting the steps required to
implement TIC in various health and human services, they neglect to consider the extent to which
service users perceive these implementation strategies as trauma-informed.
Currently, there exists only one psychometrically valid measure available to evaluate the
extent to which service users perceive organisational practices to be trauma-informed. The Trauma
Informed Practice (TIP) scales (Goodman et al., 2016) measure the degree to which domestic
violence (DV) programmes in the USA are using trauma-informed practices from survivors’
perspectives. The TIP scales consist of a main TIP scale, a cultural responsiveness and inclusivity
scale, and a parenting support scale. An exploratory factor analysis of the main TIP scale revealed a
four-factor structure. The four factors included environment of agency and mutual respect; access to
information on trauma; opportunities for connection; and emphasis on strengths. Whilst it might
appear that the TIP scales could be adapted to measure service users’ perceptions of traumainformed approaches in FMH and FID services, there are several reasons why this may not be
appropriate. Firstly, the TIP scales were developed and validated in the USA. Beaton (2000) suggests

Student number: 616383

57
that it is not sound practice to use scales developed in other countries without conducting extensive
work to establish its reliability and validity in the new context. Secondly, the practices identified in
the TIP scales are unique to the experiences and needs of DV survivors and the organisations that
support them (Goodman et al., 2016). Thirdly, and relatedly, the practices identified in the TIP scales
are unique to the experiences of female trauma survivors. It is acknowledged that there are gender
differences related to the prevalence, impact and treatment needs of male and female trauma
survivors (Kubiak et al., 2017). Given that females represent only 5% of the FMH and FID population
(Sainsbury Centre for Mental Health, 2009), it is unclear how helpful the TIP scales would be in
understanding service user’s perceptions of TIC in male FMH and FID services. Finally, although
service users were involved in the development of the TIP scales, the items were generated by the
authors through a literature review and interviews with national experts on TIC practices and then
relayed to service users for comment. It is acknowledged that full collaboration should involve
service users in every aspect of the research process, including item generation to increase the
likelihood of the scale incorporating appropriate and accessible terminology and valid topics
(MacInnes et al., 2011; Wood et al., 2008).
In sum, the range of principles, implementation strategies, and practice elements evident
within existing TIC measures illustrate that the operational definition of TIC varies depending on the
context within which it is being defined, and on who is being asked to define it. These findings
suggest that TIC needs to be explored and conceptualised before it can be operationalised within
specific services. The next section summarises the findings of Study One which explored how TIC is
conceptualised by service users in a male FMH and FID service in England.

Trauma Informed Approaches in Secure Forensic Settings
Study One was the first study to utilise qualitative methods to explore how TIC is
conceptualised by service users in a male FMH and FID service in England. Three focus groups
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comprising 10 service users were facilitated across three low secure units in one NHS trust. Service
users were asked about the practices and procedures in the FMH and FID service that enabled or
restricted them in adapting positively after experiences of trauma. Service users were also asked
questions related to Fallot and Harris' (2009) guiding principles of TIC. Questions included the
meaning they prescribed to each principle, the extent to which they valued each principle, and
examples of when they had or had not experienced the principles in practice within the FMH and FID
service. Data from the focus groups were analysed using reflexive thematic analysis. Three themes
were generated to capture the approaches (e.g., direct interactions between staff and service users)
that were experienced by participants as sensitive to the needs of trauma survivors. The three
themes were: promoting a sense of safety; fostering a sense of belonging; and encouraging the
development of an autonomous identity. Participants suggested that safety could be promoted by
ensuring that staff are visible and accessible in communal areas; take action to protect them from
physical and emotional harm; offer them time to talk; respond to them with empathy; and clearly
communicate, explain and consistently honour boundaries and their rights to privacy. Participants
suggested that a sense of belonging could be facilitated by providing service users with opportunities
to socialise with and get support from their peers; get to know new members of their care team
prior to their attendance at meetings; and mark the joining and leaving of staff and service users.
Furthermore, participants suggested that staff could encourage the development of an autonomous
identity by inspiring hope; validating their choices, abilities and individuality; and providing them
with opportunities to acquire new skills and coping strategies. These findings are consistent with
general conceptualisations of recovery domains in forensic settings (Clarke et al., 2016; Drennan &
Alred, 2012; Shepherd et al., 2016).
Shepherd et al.’s (2016) systematic review of qualitative descriptions of service users’
experiences of recovery in forensic settings synthesised three key themes. These included safety and
security as a necessary base for the recovery process; the dynamics of hope and social networks in
supporting the recovery process; and work on identity as a changing feature in the recovery process.
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Shepherd et al.’s (2016) findings indicate that recovery goals in forensic settings include reconciling
service users’ perceptions of who they are, where they belong and what they are able to do.
Additional recovery domains in forensic settings include concepts such as: perceived autonomy;
coping; satisfaction; success orientation; personal responsibility and potential; and quality of
therapeutic environment and relationships. There exist numerous psychometrically valid measures
to evaluate these domains. These measures include, but are not limited to: Community-Oriented
Programs Environment Scale (COPES; Moos, 1974a, 1974b); Developing Recovery Enhancing
Environments Measure (DREEM; Dinniss et al., 2007); Recovering Quality of Life (ReQoL; Keetharuth
et al., 2018); Ward Atmosphere Scale (WAS; Moos & Houts, 1968), Essen Climate Evaluation Schema
(EssenCES; Schalast et al., 2008); Revised Helping Alliance Questionnaire (HAQ-II; Luborsky et al.,
1996); Forensic Satisfaction Questionnaire (FSQ; MacInnes et al., 2010); and Forensic Restrictiveness
Questionnaire (FRQ; Tomlin et al., 2019).
The themes from Study One share many characteristics with a therapeutically supportive
environment. Thus, there is some overlap with aspects of existing measures of the social climate.
The ‘promoting a sense of safety’ theme generated in Study One is closely related to the
‘experienced safety’ subscale of the EssenCES. Within this subscale, items relate to service users’
perceived safety from aggression and violence (e.g., ‘Really threatening situations can occur here’
and ‘There are some really aggressive patients on this ward’). In addition, the ‘fostering a sense of
belonging’ theme generated in Study One is closely related to the ‘therapeutic hold’ and ‘patient
cohesion’ subscales of the EssenCES. Within these subscales, items relate to perceived peer support
(e.g., ‘Patients care about their fellow patients’ problems’ and ‘There is good peer support among
patients’), and therapeutic relationships (e.g., ‘On this ward, patients can openly talk to staff about
all their problems’ and ‘Staff members take a lot of time to deal with patients). Tonkin’s (2016)
review of questionnaire measures for assessing the social climate in prisons and forensic psychiatric
hospitals indicates that there is good empirical support for the proposed factor structure, internal
consistency and reliability of the EssenCES. However, Tonkin (2016) highlights that there is limited
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psychometric evidence to support the use of the EssenCES in low secure units and units containing
individuals with ID. In addition, the EssenCES is brief (containing 15 items) and does not give a
detailed insight into social climate. For example, it does not measure the extent to which the social
climate is supportive of service users’ autonomy, which was perceived by participants in Study One
as an important factor of TIC. This aspect of TIC is, however, captured by other existing measures of
the social climate, including COPES (Moos, 1974a, 1974b) and the FRQ (MacInnes et al., 2010).
It is clear from reviewing existing measures of social climate that there is some consistency
in the configuration of factors associated with therapeutic change (Timko & Moos, 2004). These
factors include perceived safety, connectedness, and autonomy. Willmot and McMurran (2016)
suggest that these factors are “consistent with a conceptualisation of effective treatment as a
process of enhancing attachment security” (p. 391). Willmot and McMurran (2016) used an
attachment-based model of therapeutic change to develop a measure to assess the factors
perceived by male service users in a high secure personality disorder treatment service as
contributing to their recovery. The Therapeutic Change Questionnaire (TCQ; Willmot & McMurran,
2016) offers a refined and nuanced insight into how service users change during treatment (e.g., self,
others, future, cognition, self-awareness, and skills), and the factors that lead to that change (e.g.,
behaviour of therapists, behaviour of other staff, behaviour of other patients, content of therapy,
life events, mentalization, and environmental factors). There are clear parallels between the items of
the TCQ and the conditions necessary for a secure base, which Needs (2018) suggests is needed for
new cycles of exploring and sense-making. Although Willmot and McMurran (2016) warn that the
TCQ may not be applicable to all service users in secure hospitals, particularly those without a
primary diagnosis of personality disorder, it is valuable in highlighting that the recovery needs of
forensic service users can be defined, expressed and measured. Whilst there exist several measures
for assessing the social climate in forensic settings, no single measure fully assesses the range of
approaches identified by service users in Study One as sensitive to the needs of trauma survivors.
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Rationale and Aims
Given the strong and growing interest in implementing principles of TIC in FMH and FID services,
and the recent qualitative efforts to conceptualise trauma-informed approaches from service users’
perspectives, it is both necessary and possible to explore the extent to which FMH and FID services
are adopting approaches that are experienced by service users as trauma-informed. This study
aimed to develop and validate the TICSCale, which permits measurement of whether FMH and FID
services are adopting approaches that are experienced by service users as trauma-informed.
According to participants in Study One, these approaches include promoting a sense of safety,
fostering a sense of belonging, and developing an autonomous identity.

Method
Development of the TICSCale
To develop a valid and reliable scale to effectively measure service users’ perceptions of
trauma-informed approaches in FMH and FID services, the author followed Hinkin’s (1998) rigorous
stages of scale development. Figure 1 outlines the stages of scale development, which included item
generation; expert review; questionnaire administration; item reduction; and reliability and validity
analyses.
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Figure 1
Stages of TICSCale Development
Stage 1

1. Define domain from qualitative data generated in Study One

Outcome 1

Item generation

2. Generate items

Preliminary TICSCale (22 items)

3. Decide on appropriate response format
4. Format preliminary TICSCale
Stage 2

1. Facilitate focus groups with practitioners (n=4) and service users (n=7)

Outcome 2

Expert review

2. Reviewers check that all items are relevant

Pilot TICSCale (22 items)

3. Reviewers check readability of items
4. Reviewers check presentation of scale
Stage 3
Questionnaire
administration

1. Administer questionnaire to male service users in low and medium
secure hospitals across England (n=80)

Stage 4

1. Conduct factor analysis and internal consistency assessment

Outcome 3

Item reduction

2. Identify the number and content of the dimensions of the scale

Final TICSCale (19 items)

3. Reduce scale to those items best measuring the dimensions

Stage 5

1. Assess construct validity

Reliability and
validity analyses

2. Assess test-retest reliability (n=43)
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Item Generation
Items were developed inductively, based on the themes generated from focus groups
conducted in Study One. Thus, items were theoretically grounded, which Clark and Watson (2016)
suggest is important in developing both content and construct validity. Table 1 provides a visual
representation of how the themes generated in Study One informed item generation. Examples of
direct quotes from participants are provided to demonstrate that items contain words and phrases
familiar to the target respondents (Hinkin, 1998).
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Table 1
Preliminary TICSCale Themes, Example Quotes and Example Items
Theme
Promoting a
sense of safety

Fostering a
sense of
belonging

Encouraging the
development of
an autonomous
identity

Example quotes
“I feel safe when staff are around. Sometimes they can, if there’s like a
serious problem on the ward, they can sort it out.”
“They [staff] should explain the rules clearly. When I got shown around, no
one told me no rules, no nothing.”
“I’ve got like a patient that I’ve known for eight years and we’ve never had
one fall-out. Whenever I need to chat to him, I chat to him … I know I can
talk to him more than I can talk to the staff.”
“I used to be friends with him [service user], but now he’s gone. And he
promised before he went that he’d say goodbye to me, but he didn’t. I
don’t think staff would let him come over here.”
“I used to wreck my room quite a lot. They [staff] sat down and talked to
me, tried to calm me down, they told me to breathe. They helped me to
understand why I was getting so angry. Then I started thinking to myself,
like, ‘Is there any point in me smashing my room up?”
“In hospital, it’s time to improve yourself … they [staff] can help you to
read, write and all that kind of stuff”
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Example items
Staff can sort out serious problems
that happen on the ward
Staff explain the rules clearly
I can get support from my peers
who have had similar experiences
to me
When staff or patients leave, I get
to say goodbye

Number of items
9

5

Staff help me to cope with my
feelings
8
Staff encourage me to reach my
goals
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The codes within the themes ‘promoting a sense of safety’ and ‘encouraging the
development of an autonomous identity’ were somewhat broader than the codes within the theme
‘fostering a sense of belonging’, which resulted in the generation of slightly more items for these
subscales. The ‘promoting a sense of safety’ domain consisted of nine items, the ‘fostering a sense of
belonging’ consisted of five items, and the ‘encouraging the development of an autonomous
identity’ consisted of eight items. Thus, the preliminary TICSCale consisted of 22 items. The items
were intended to represent the approaches perceived by service users as sensitive (or unsensitive)
to the needs of trauma survivors in FMH and FID services. All items were positively worded, except
for three items which were negatively worded to safeguard against acquiescence bias, which is a
particular risk in ID populations (D'Eath et al., 2005). In addition to the 22 items, the preliminary
TICSCale included a range of demographic questions regarding respondents’ age, gender, ethnicity,
diagnoses, section, and length of time in the service.
Once items had been generated, the author developed an appropriate response format.
Although there are a number of different response formats available, Likert-type scales are the most
frequently used in survey questionnaire research, and the most suitable for use in factor analysis
(Hinkin, 1998). While Likert’s (1932) original scale comprised five points, researchers have used
three-point, seven-point and nine-point Likert-type scales. Three-point Likert-type scales have been
used in outcome measures developed for use with ID populations because five-point Likert-type
scales were described by respondents as “too confusing” (Brooks et al., 2013, p.324). The author
developed a three-point Likert-type visual analogue scale, similar to those used in outcome
measures validated for use with ID populations (Brooks et al., 2013; Dagnan & Ruddick, 1995). The
visual analogue scale comprised three beakers which depicted the amount with which respondents
agreed with statements; an empty beaker represented ‘disagree’, a half-full beaker represented ‘not
sure’ and a full beaker represented ‘agree’. When formatting the preliminary TICSCale, the author
followed Mencap’s (2002) guidance for producing easy read documents.
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Expert Review
To establish content and face adequacy, the preliminary TICSCale was reviewed by
practitioners (n=4) and service users (n=7) in two separate focus groups conducted by the author.
The reviewers worked or resided at the low secure service where Study One was conducted. The
characteristics of the practitioner reviewers are displayed in Table 2 and the characteristics of the
service user reviewers are displayed in Table 3.

Table 2
Characteristics of Practitioner Reviewers
Characteristics
Gender
Female
Age (years)
18-24
25-34
35-44
Ethnicity
White
Job title
Clinical Psychologist
Forensic Psychologist
Assistant Psychologist
Speech and Language Therapist
Type of ward
Rehabilitation ID
Low secure mental health
Low secure ID
Length of time working on ward (years)
1-3
4-6
7-10
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Frequency (%)
4 (100)
1 (25)
0 (0)
3 (75)
4 (100)
1 (25)
1 (25)
1 (25)
1 (25)
1 (25)
1 (25)
2 (43)
2 (50)
1 (25)
1 (25)
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Table 3
Characteristics of Service User Reviewers
Characteristics
Gender
Male
Age (years)
18-24
25-34
35-44
45-54
Ethnicity
White
Black
Mixed
Type of ward
Low secure mental health
Low secure ID
Length of stay on ward (years)
Less than a year
1-3
4-6
7-10
Diagnosis
Mental illness
ID
ID and Autistic Spectrum Disorder
Mental Health Act section
Section 3
Section 37
Section 37/41
Section 47/49

Frequency (%)
7 (100)
1 (14)
0 (0)
4 (57)
2 (29)
5 (72)
1 (14)
1 (14)
4 (57)
3 (43)
2 (29)
4 (57)
0 (0)
1 (14)
4 (57)
1 (14)
2 (29)
2 (29)
1 (14)
3 (43)
1 (14)

The reviewers were asked to check (i) the relevance of items, (ii) the readability of items, and (iii) the
presentation of the preliminary TICSCale. Suggestions for improvement and subsequent changes
made to the preliminary TICSCale are presented in Table 4.
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Table 4
Suggestions for Improvement of the Preliminary TICSCale from Reviewers
Reviewer
Suggestions for improvement
Practitioner 1. Add a sentence to say that respondents can ask for help to
complete the questionnaire
2. Add a sentence to explain who is meant by staff

Service
user

3. At the start of the ‘about you’ section reiterate why you are
asking and add a sentence to inform respondents that they
can leave out any questions that they do not want to answer
4. In the boxes on the first page, place each instruction on a
new line
5. Use concrete questioning style (e.g., ‘staff are nice’ rather
than ‘I think that staff are nice’)
1. Increase the size of the font
2. Provide more space between questions
3. Add pictures

4. Add text boxes for comments

5. Change the scale from 3 to 5 points to provide more
response options
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Changes made
1. The following sentence was added at the beginning of the questionnaire; ‘You
can fill this in with help from someone you trust.’
2. The following sentence was added at the beginning of the questionnaire; ‘When
you answer the questions, think about staff on your ward and in the wider
multidisciplinary team.’
3. The following sentences were added at the beginning of the ‘about you’ section;
‘This information helps make sure we get the views of different people. You can
leave out any questions that you do not want to answer.’
4. Each instruction was placed on a new line.
5. A concrete questioning style was adopted.
1. The size of the font was increased from 14 to 16.
2. The spacing between items was increased from 1 to 1.5.
3. Pictures can have different meanings for different people. Typically, respondents
are asked to review pictures before they are included in questionnaires. Due to
limited time and resources, this was not possible for this study. However, future
research efforts could focus on adding pictures to the questionnaire.
4. The purpose of the study is to assess the underlying factor structure of the
questionnaire. However, future versions of the questionnaires could include space
for comments. This would be helpful if services want to learn more about
respondents’ answers.
5. The scale was changed from 3 to 5 points.
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Measures
The Pilot TICSCale
Based on feedback received from the reviewers, the preliminary TICSCale was refined,
resulting in the development of the pilot TICSCale. The number of items on the whole scale and the
three subscales remained unchanged; however, the wording of four items was changed to enhance
readability. In addition, the response format was changed to a five-point Likert-type visual analogue
scale. The visual analogue scale comprised five beakers which depicted respondents’ level of
agreement with statements. Beakers were transformed into numerical categories for scoring (1=
disagree a lot, 5= agree a lot). Thus, higher scores indicated greater perceptions of TIC.
The pilot TICSCale was administered alongside two other scales to assess construct validity.
Assessing construct validity requires the development of a theory linking the constructs under
investigation within a network of other constructs (Nunnally, 1970). Such a network has not yet
been specified for the construct of TIC, however allusions to the importance of its principles can be
found within the therapeutic alliance and therapeutic milieu literature.

The Revised Helping Alliances Questionnaire (HAQ-II; Luborsky et al., 1996)
The therapeutic alliance has been theoretically and empirically linked to constructs related
to TIC including feelings of safety, connection and belonging (Allison & Rossouw, 2013; Thompson,
2003). While several measures of therapeutic alliance exist, for example the Working Alliance
Inventory (WAI; Horvath & Greenberg, 1989) and the Therapeutic Engagement Questionnaire (TEQ;
Chambers et al., 2019), the HAQ-II was considered the most appropriate due to its ability to measure
the domains of emotional safety, connection and belonging that are at the heart of TIC. The HAQ-II is
a 19-item measure of service users’ perceptions of feeling respected and well-regarded, receiving
the right treatment, and feeling understood by clinical staff. It is rated on a 6-point Likert scale (1 =
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strongly disagree, 6 = strongly agree). The HAQ-II is reported to have good internal consistency and
test-retest reliability in psychiatric inpatient populations (Johansson & Eklund, 2004). In order to
modify the HAQ-II for use in FMH and FID services, the word “therapist” was changed to “staff”.

The Forensic Restrictiveness Questionnaire (FRQ; Tomlin et al., 2019)
Narrative accounts of TIC depict its importance for autonomy, identity and sense of self (Pals
& McAdams, 2004; Wilson et al., 2015). These constructs are negatively correlated with therapeutic
milieus associated with control, coercion and restrictiveness (Tomlin et al., 2019). While several
measures of therapeutic milieu exist, for example the Ward Atmosphere Scale (WAS; Moos & Houts,
1968) and the Essen Climate Evaluation Schema (EssenCES; Schalast et al., 2008), the Forensic
Restrictiveness Questionnaire (FRQ; Tomlin et al., 2019) was considered most appropriate due to its
ability to measure the domains of empowerment and choice that are integral to TIC. The FRQ is a 15item self-report measure of service user control and choice. It is rated on a 5-point Likert scale (1 =
strongly disagree, 5 = strongly agree). The FRQ is reported to have high internal consistency in FMH
populations (Tomlin et al., 2019).
Neither the FRQ nor the HAQ-II have been validated for use with an ID population, and some
words could be considered to be too difficult for individuals with ID to understand. It was
acknowledged that changing the wording of items could affect the standardisation of the measures,
therefore glossaries of alternative words were produced by the author in collaboration with a
Speech and Language Therapist. This approach has been successfully applied by researchers
adapting measures for use with an ID population (Robinson, 2018). Similar to the TICSCale, the
Likert-type scales of the HAQ-II and FRQ were presented to participants as visual analogue scales.
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Setting
Ten secure hospitals across four NHS trusts in England participated in data collection. The
hospitals provided assessment and treatment to individuals who had been charged or convicted of a
criminal offence, and subsequently detained under the Mental Health Act (1983, 2007). The
hospitals were identified based on the author’s, and their supervisor’s, working relationships with
the Psychologists working within them. Sampling was therefore primarily non-probabilistic and
convenient but with some purposiveness. Hospitals of different levels of security and different
specialisms participated in data collection as displayed in Table 5. The hospitals did not have explicit
trauma-informed philosophies of care or trauma-informed treatment models, nor did they provide
TIC training to staff.

Table 5
Characteristics of the Secure Hospitals that Participated in Data Collection
Security Level
Rehabilitation
Low
Medium
Total

Specialism
ID
ID
Mental health
Mental health

n
1
3
2
4
10

Inclusion criteria comprised participants who were male, aged over 18 years, and English speakers.
Exclusion criteria comprised participants who were unable to give informed consent, posed
considerable risk of harm to researchers, or were deemed to be too unstable to participate.
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Participants
In total, 80 participants completed the pilot TICSCale. From this sample, 75 participants
completed the HAQ-II and 72 completed the FRQ. For the test-retest data, 43 participants agreed to
complete the TICSCale for a second time after an interval of two weeks. Participants’ demographics,
clinical and legal profiles are presented in Table 6.

Table 6
Participants’ Demographic, Clinical and Legal Profiles
Variable
Security level of hospital
Rehabilitation
Low
Medium
Total
Gender
Male
Other
Total
Age (years)
18-24
25-34
35-44
45-54
55-64
Prefer not to say
Total
Ethnicity
White
Black
Mixed
Other
Prefer not to say
Total
Length of stay in hospital (years)
Less than a year
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Frequency (%)
7 (9)
40 (50)
33 (41)
80 (100)
79 (99)
1 (1)
80 (100)
6 (7)
23 (29)
19 (24)
19 (24)
12 (15)
1 (1)
80 (100)
58 (73)
10 (12)
8 (10)
3 (4)
1 (1)
80 (100)
25 (31)

73

Variable
1-3
4-6
7-10
10+
Total
Diagnosis
Mental illness (MI)
Intellectual disability (ID)
Personality disorder (PD)
Autism Spectrum Disorder (ASD)
Mixed MI and ID
Mixed MI and PD
Mixed ID and PD
Mixed ID and ASD
Total
Mental Health Act section
Section 3
Section 37
Section 37/41
Section 48/49
Section 35
Section 47/49
Section 38
Section 41(5)
Total

Frequency (%)
37 (46)
9 (11)
2 (3)
7 (9)
80 (100)
43 (58)
13 (17)
5 (7)
1 (1)
2 (3)
4 (5)
1 (1)
6 (8)
75 (100)
8 (11)
14 (19)
38 (50)
2 (3)
1 (1)
11 (14)
1 (1)
1 (1)
76 (100)

Procedure
Participants were recruited by local collaborators at each hospital. Local collaborators had
previous research experience and undertook Good Clinical Practice (GCP) online training. GCP is the
international ethical, scientific and practical standard to which all clinical research is conducted
(National Institute for Health Research, n.d.). The study was advertised to service users via a short
presentation from local collaborators during their community meetings. The study was described as
an exploration of service users’ experiences of care and treatment at the hospital. Local
collaborators stressed that participation was voluntary and refusal would not affect service users’
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care or treatment. In addition, recruitment posters were displayed in service user areas. Local
collaborators gathered expressions of interest from service users via a sign-up sheet. Expressions of
interest were discussed with service users’ clinical teams with reference to the eligibility criteria.
Service users’ clinical teams differed slightly at each site; however, they typically consisted of
responsible clinicians, psychologists, social workers, occupational therapists, registered mental
health/learning disability nurses and healthcare support workers.
Participants who were deemed eligible to participate in the study were invited to meet the
local collaborator in a private room at the hospital. Local collaborators provided participants with a
copy of the participant information sheet (see Appendix 5) and consent form (see Appendix 6), and
offered to read them aloud to ensure adequate comprehension and understanding. Participants
were given the opportunity to ask questions about participating in the study and were given 48
hours to look at and discuss the participant information sheet and consent form with peers, staff
and/or family before meeting with local collaborators again to provide informed consent and
complete the TICSCale, HAQ-II and FRQ.
The measures were administered in pencil and paper format to ensure that they were
accessible to service users in FMH and FID services who often have restrictions on their internet
access. Where necessary, local collaborators read the questionnaires aloud to participants and
helped them to record their answers. The TICSCale was administered first, followed by the HAQ-II
and then the FRQ. Some participants chose to complete the measures over a number of sessions to
avoid becoming fatigued. An identification number was assigned to each participant to assure
confidentiality. Participants who indicated that they wanted to complete the TICSCale again to
provide data for retest purposes were invited to meet local collaborators two weeks later.
Participants were informed that participation in the retest was optional and was not a requirement
of the study. Once completed, the measures were placed into a sealed envelope and returned to the
author’s workplace via secure post. All data were stored in accordance with the Data Protection Act.
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Ethical Approval
Ethical approval for the study was received from the NHS Health Research Authority (REC
Ref: 20/LO/0855) and the University of Portsmouth (see Appendix 7). Participants were advised of
the purpose and methods of the study before providing written informed consent to participate.

Data Analysis Strategy
Missing Data and Sampling Adequacy
The data were analysed in SPSS version 26. Prior to analysis, scores on negatively worded
items were reversed so that all items were in the same direction allowing responses to be combined
into a single meaningful total score. In total, the scores for three items of the TICSCale, four items of
the HAQ-II and one item of the FRQ were reversed. In addition, data were screened for outliers and
the level and type of missing data were assessed. To assess the adequacy of the data for principal
components analysis (PCA), the Kaiser-Meyer Olkin (KMO) measure of sampling adequacy and
Bartlett’s test of sphericity were calculated. KMO values 0.5-0.7 were considered mediocre, 0.7-0.8
good, 0.8-0.9 great, and >0.9 superb (Hutcheson & Sofroniou, 1999).

Principal Components Analysis
A PCA was chosen as an appropriate method of data reduction since the primary purpose of
the study was to explore the number and type of domains underlying the TICSCale (Field, 2015). PCA
was conducted using an oblique rotation since components were expected to be correlated. A
combination of criteria, recommended by Zwick and Velicer (1986), was used to determine the
number of components to retain. These included Kaiser’s eigenvalue greater than one rule; Bartlett's
test; scree plot analysis; the minimum average partial method; and the parallel analysis method. In
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addition, a priori assumptions were considered (e.g., how many factors were expected, and whether
the extracted factors made theoretical sense).

Reliability
Internal consistency was calculated using Cronbach’s Alpha. Alpha values measured the
degree to which items on the TICSCale measured the same underlying concept and provided
evidence for the validity of producing summative scores from the scale. Alpha values of 0.6-0.7 are
considered acceptable and >0.8 very good (Ursachi et al., 2015). The internal consistency of the
TICSCale was very good (α = .94).
Test-retest reliability measured the stability of the TICSCale over time and provided evidence
that score changes reflect real changes in service users’ perceptions of trauma sensitive approaches.
In order to assess test-retest reliability, a sample of participants completed the TICSCale for a second
time after an interval of two weeks. An interval of two weeks was chosen in line with
recommendations from the test-retest literature (Polit, 2014). A correlation analysis was chosen as
an appropriate change coefficient since the participants were reasonably heterogeneous with
respect to change (Stratford & Riddle, 2005). Spearman’s correlation was used to calculate testretest reliability as the data were not normally distributed. Correlation coefficients <0.35 are
considered weak, 0.36-0.67 moderate, and 0.68-1 strong (Taylor, 1990). There was a strong, positive,
statistically significant relationship between the TICSCale at time 1 and time 2; ρ(41) = .858, p < .01,
indicating that the TICSCale is stable over time.

Convergent Validity
Convergent validity analyses explored the extent to which the TICSCale correlated with the
HAQ-II and the FRQ. The HAQ-II measures perceptions of feeling respected, well-regarded and
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understood by clinical staff. The FRQ measures perceptions of restrictiveness. It was hypothesised
that the TICSCale and HAQ-II would be positively correlated. In addition, it was hypothesised that the
TICSCale and FRQ would be negatively correlated.

Results
Data Screening
Histograms showed that the data were positively skewed. Participants’ scores were
transformed to z-scores and screened for univariate outliers. Three z-scores were considered
extreme univariate outliers (3 SDs above the mean). So as not to deplete the data set unnecessarily,
all analyses were conducted with and without the presence of outliers. The variation in results was
considered negligible; therefore, all outliers were retained.
Twenty-two values were identified as missing from the data set. Little’s missing completely
at random (MCAR) test was non-significant (p = .446), indicating that the values were missing
completely at random. Missing values were replaced with expected values using expectation
maximisation (EM). The EM method was deemed inappropriate in predicting the missing values
among section and diagnosis, therefore the nine missing values across these variables remained.

Sampling Adequacy
The adequacy of the data for PCA was assessed using several well recognised criteria. Firstly,
the communalities were all above .3, indicating that each item shared some common variance with
other items. Secondly, the KMO measure of sampling adequacy was .85, indicating that the strength
of the relationships among variables was great (Hutcheson & Sofroniou, 1999). Thirdly, Bartlett’s
test of sphericity was significant (χ2 (231) = 1145.384, p < .05), further indicating that the items were
adequately correlated. Although the participant to item ratio was approximately 4:1, which is below
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the recommended sample size for PCA (Nunnally & Bernstein, 1994), the adequacy assessments
indicated that PCA was suitable.

Principal Components Analysis
The PCA showed four components with eigenvalues greater than 1. These accounted for
64% of the variance. However, the first component alone accounted for 46% of the variance.
Eigenvalues and percentage of variance explained are displayed in Table 7.

Table 7
Eigenvalues and Percentage of Variance Explained Based on a Principal Components Analysis for the
22-Item TICSCale
Component
1
2
3
4

Eigenvalue
10.05
1.61
1.26
1.18

Variance explained (%)
45.67
7.30
5.70
5.38

Four components were rotated using the direct oblimin method. However, the fourth
component only contained two items, both of which loaded on to one other factor >0.3. Further, the
content of the four components did not group together in a theoretically or clinically meaningful
way. Factorial models with three and two factors were computed, however items still did not group
together in a meaningful way. For example, the three-factor solution only contained two items (both
of which loaded onto one other factor >0.3), and the two-factor solution only contained negatively
worded items. Given the lack of meaningful interpretation in the multi-factorial solutions, the
eigenvalues and the scree plot, it was concluded that the TICSCale was unidimensional. This single
component had an eigenvalue of 10.05 and accounted for 46% of the variance. The following three
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items loaded >0.5 on this single component; ‘Staff ignore me when I make a complaint’, ‘Staff treat
me like a child’ and ‘The rules change depending on what staff are on shift’. These items were
negatively worded and as such may have been difficult or confusing for participants to answer. To
keep the TICSCale short and easy to complete, these three items were removed. The remaining
items were positively worded. Item loadings for the resultant 19-item TICSCale are presented in
Table 8. The final TICSCale had a Flesch Reading Ease Score of 87.4, which corresponds to an average
11-year-old reading level (Flesch, 1979).

Table 8
Item Loadings Based on a Principal Components Analysis for the 19-Item TICSCale
Item
4. Staff encourage me to reach my goals
8. I get support that is right for me
20. I can trust staff to do what they say they will do
10. Staff respect my rights
9. Staff respect my privacy
2. Staff respect the choices that I make
16. Staff try to understand the challenges I am dealing with
15. I feel safe talking to staff about things that are on my mind
17. Staff can sort out serious problems that happen on the ward
11. Staff clearly explain the rules
19. Staff treat me fairly
7. Staff help me to cope with my feelings
1. Staff encourage me to make decisions about my care
12. Staff and patients work together as a team
22. When staff or patients leave the ward, I get to say goodbye
21. Staff support me if I want to contact my family or friends
3. I can take part in activities on the ward
14. I can get support from my peers who have had similar experiences to me
13. I am given time to get to know the people in my care team
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Component loading
0.835
0.830
0.783
0.767
0.765
0.757
0.753
0.749
0.739
0.737
0.729
0.689
0.651
0.643
0.626
0.612
0.602
0.596
0.583
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Construct Validity
Spearman’s correlation was used to calculate construct validity as the data were not
normally distributed. The directions and significance of the correlations between the TICSCale, HAQII and FRQ were as hypothesised. There was a strong, positive, statistically significant relationship
between the TICSCale and the HAQ-II; ρ(73) = .832, p <.001. This indicated that greater perceptions
of TIC were related to greater perceptions of feeling respected, well-regarded and understood by
clinical staff. The TICSCale and the HAQ-II shared 69% of variance, indicating some overlap between
the concepts of TIC and helping alliance. These findings have face validity insofar as the literature
indicates that the quality of the patient-therapist relationship explains most of the variance in
patient outcomes (Martin et al., 2000).
There was a strong, negative, statistically significant correlation between the TICSCale and
the FRQ; ρ(70) = -.861, p <.001. This indicated that greater perceptions of TIC were related to lower
perceptions of restrictedness. The TICSCale and the FRQ shared 74% of variance, indicating some
overlap between the concepts of TIC and perceived restrictiveness. These finding have face validity
insofar as the literature indicates that excessive control is linked to lack of therapeutic progress,
whereas supportiveness, allowing autonomy and moderate order and organisation is linked to
positive gains (Timko & Moos, 2004).

Discussion
Driven by research demonstrating the pervasiveness of trauma and potential for retraumatisation, FMH and FID services are increasingly adopting trauma-informed philosophies of
care and treatment. However, there are currently no psychometrically valid measures to evaluate
the extent to which people admitted to forensic services experience them as trauma-informed. This
study aimed to fill this gap by developing and validating the TICSCale. The items of the TICSCale were
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developed from data derived from focus groups with service users in a low secure hospital (see
Study One). The items were refined by a group of service users and staff, and a 22-item pilot scale
was formed. The pilot scale was completed by 80 service users from 10 low and medium secure
hospitals across England. The results of a psychometric analysis indicated that the final TICSCale has
a unidimensional structure, captured by 19 items. The structure of the TICSCale that emerged from
the PCA corresponds well with findings from previous research that indicate that TIC is a
unidimensional concept (Hales et al., 2017). The structure of the TICSCale did not correspond
directly with the three themes identified in Study One; promoting a sense of safety, fostering a sense
of belonging, and developing an autonomous identity. This could be because the three themes
identified in Study One are interrelated and share an underlying dimension, or it could be that the
items of the TICSCale do not fully represent these themes.
The internal consistency of the TICSCale was very good, and the test-retest reliability was
strong. In addition, the TICSCale correlated positively with the HAQ-II. This finding indicates that
participants who felt respected, well-regarded and understood by clinical staff, perceived the
forensic service to be more trauma-informed. This is a salient finding because perceived therapeutic
relationship has been found to be a prominent indicator of treatment outcome, including recidivism
(Blasko & Jeglic, 2016). In addition, the TICSCale correlated negatively with the FRQ. This finding
indicates that participants who felt that the care and treatment they received infringed upon their
autonomy perceived the forensic service to be less trauma-informed. Given the relationships
between TIC and restrictiveness, it can be concluded that removing unnecessary restrictions in FMH
and FID services may reduce the power imbalance between staff and service users. This in turn may
foster open and transparent relationships within which service users can (re)gain a sense of control
and choice, which are essential components in adapting positively after experiences of trauma
(Fallot & Harris, 2009) and in boosting attachment security which can promote mental health,
prosocial values, and intergroup tolerance (Mikulincer & Shaver, 2007).
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Limitations
Several methodological limitations should be considered when interpreting the findings
from this study. The shared variance between the TICSCale and measures of helping alliance and
restrictiveness indicate the need to consider the extent to which TIC, as perceived by service users in
FMH and FID services, is a distinct construct from or a proxy of these, or a third variable, such as
general satisfaction with care (Tomlin et al., 2019). The shared variance could be due to a semantic
similarity of items on each of the scales. For example, the TICSCale includes items that are explicitly
and implicitly related to feeling respected, (e.g., ‘Staff respect the choices that I make’), receiving the
right treatment (e.g., ‘I get support that is right for me’), and feeling understood by staff (e.g., ‘Staff
try to understand the challenges I am dealing with’). The HAQ-II includes similar items related to
feeling respected (e.g., ‘I believe staff like me as a person’), receiving the right treatment (e.g., ‘My
therapy is not well suited to my needs), and feeling understood by staff (e.g., ‘I believe staff and I
have similar ideas about the nature of my problems’). In addition, the TICSCale includes items that
are explicitly and implicitly related to self-expression (e.g., ‘I feel safe talking to staff about what is
on my mind’), fairness (e.g., ‘Staff treat me fairly’), choice (e.g., ‘Staff encourage me to make
decisions about my care’), and collaboration (e.g., ‘Staff and patients work together as a team’). The
FRQ includes similar items related to self-expression (e.g., ‘I can express my feelings here enough’),
fairness (e.g., ‘It is fair that I am here right now’), choice (e.g., ‘I can choose what I want to do each
day’), and collaboration (e.g., ‘I feel included in my care plan enough’). In this way, the TICSCale has
allowed the development of a theory linking TIC within a network of theoretically and empirically
related constructs (Nunnally, 1970).
The sample size in this study (N=80) was comparable to similar studies developing and
validating questionnaires with forensic populations (MacInnes et al., 2010). However, it fell short of
the ideal participant to item ratios for PCA recommended in the literature e.g., at least 5:1 (Nunnally
& Bernstein, 1994). Although the sample was drawn from a wide variety of secure forensic hospitals
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across England, it was limited in diversity, especially in relation to gender and ethnicity. Female
service users were excluded from the sample because the TICSCale was developed with service users
in a male FMH and FID service and there are important gender differences related to the treatment
needs of trauma survivors (Kubiak et al., 2017). In addition, Black, Asian and minority ethnic service
users were underrepresented in the sample. Data from NHS Digital (2021) indicate that Black people
are most likely to be detained under the Mental Health Act (1983, 2007), people in the mixed ethnic
group have the next highest rate of detention, and white people have the lowest rate of detention.
These data indicate that the sample in this study may not be representative of people most likely to
be detained in FMH and FID services. It is likely that there are important differences related to the
prevalence, impact and treatment needs of trauma survivors from different ethnicities, cultures and
communities. Thus, TIC may look different for people of different genders and ethnicities. Future
research could replicate the exploratory sequential design used in this thesis with people of different
genders and ethnicities to ensure that measures of TIC supportive climates in forensic services are
truly represent their experiences of TIC.
Participation in the study was voluntary and consensual, therefore only service users who
had an interest and had capacity to consent were involved. Participation may have appealed to
service users with strong feelings on the social climate and may not represent views of all service
users. Furthermore, although it was stressed to participants that their answers to the questionnaires
would not affect their care and treatment, many of them required support from staff to complete
them due to their cognitive abilities. This may have led participants to feel pressured to describe the
approaches used in the FMH and FID service as trauma-informed. As a result, their scores on the
TICSCale may have been higher than they would be in other contexts, which may have influenced
the factor structure of the TICSCale.
A key strength of the TICSCale is that it was developed empirically with forensic service
users. Therefore, the items should be both meaningful and appropriate for the TICSCale’s intended
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audience. However, the items in the TICSCale are only as comprehensive as the questions posed in
the focus groups. It is acknowledged that these were limited in several ways. Firstly, the semistructured focus group guide was developed by the author. It is acknowledged that consulting with
service users regarding the development of the guide may have increased the likelihood that it
incorporated valid topics and appropriate and accessible terminology (Wood et al., 2008). Secondly,
a significant portion of each focus group was spent discussing Fallot and Harris’ (2009) guiding
principles of TIC, which did not allow for full exploration of service users’ experiences of TIC outside
of these principles. Lastly, time did not allow for the guide to be revised between focus groups,
which would have allowed interesting questions to be added and redundant questions to be
removed. Future research could focus on refining the guide based on the findings of this research in
order to develop a more nuanced understanding of service users’ perceptions and experiences of TIC
in forensic settings.
The unidimensional structure of the TICSCale may reflect its relatively small number of
items. Future research could focus on broadening the number of items on the TICSCale. This could
be achieved by adapting theoretically and clinically relevant items from existing measures of the
social climate such as the EssenCES (Schalast et al., 2008) and COPES (Moos, 1974a, 1974b). In
addition, items could be adapted from existing measures of factors related to treatment
effectiveness and recovery such as the TCQ (Willmot & McMurran, 2016), Questionnaire about the
Process of Recovery (QPR; Neil et al., 2009), Empowerment Scale (Rogers et al., 2010), Arc’s SelfDetermination Scale (Wehmeyer, 1996), and Burchardt and Holder’s (2012) questions related to
autonomy.
It is acknowledged that the measures used to assess the convergent validity of the TICSCale
were not designed for use with service users with ID. As a result, participants’ scores may not have
been valid, which may have influenced the assessments of convergent validity. Future research
exploring the convergent validity of the TICSCale with an ID population should include measures of
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the therapeutic milieu that have been validated for use with ID populations, such as the modified
EssenCES (Barker et al., 2021). Future research exploring the convergent validity of the TICSCale
could also consider its relationship with constructs such as general satisfaction with care. These
studies could include measures validated for use with forensic populations such as the FSQ
(MacInnes et al., 2010). Future replication research could also explore the known groups validity of
the TICSCale to determine whether it can differentiate between organisations that have and have
not adopted trauma-informed interventions. Recruiting samples from TCs and PIPEs, which by
design promote many of the principles of TIC, would be of particular interest. Findings from such
studies would indicate whether the TICSCale is capable of assessing an organisational-level
phenomenon (e.g., social climate). In addition, future research could use the TICSCale to assess
individual differences between perceived social climate and measures of attachment, ACEs, or
indices of trauma using measures such as the Impact of Events Scale-Revised (IES-R; Weiss &
Marmar, 1996). Furthermore, future research could consider possible relationships between
TICSCale scores and measures of processes that might counteract the consequences of trauma or be
markers for change. These processes may usefully include autonomy, connectedness, control,
coping, identity, meaning, motivation, and self-concept clarity. Lastly, a future goal of future
research should be to provide norms or cut scores so that FMH and FID services have access to easyto-use benchmarks relevant to the adoption and implementation of TIC.

Conclusion
This study aimed to develop and validate a scale to measure the extent to which efforts to
implement TIC in FMH and FID services are experienced as such from service users’ perspectives. A
preliminary 22-item scale was generated from data obtained from focus groups with service users in
a low secure hospital. The items were refined by exert review and a 22-item pilot scale was formed.
This scale was administered to 80 service users residing in low and medium secure hospitals across
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England. Service users had a range of demographic, clinical and legal backgrounds. PCA indicated
that a unidimensional structure was the most adequate for explaining a meaningful proportion of
variance in TICSCale scores. Three items were removed from the TICSCale due to low factor loadings.
Thus, the final TICSCale comprised 19 items. The internal consistency of the final TICSCale was very
good, and the test-retest reliability was strong. The TICSCale significantly positively correlated with
the helping alliance and significantly negatively correlated with restrictiveness, thus providing a
more nuanced conceptualisation of TIC in forensic settings, and placing it within a network of
theoretically and empirically related constructs. Further research is required to strengthen the
psychometric properties of the TICSCale. However, it offers a promising first step toward developing
a robust measure of TIC supportive climates in forensic services.

Contribution to Practice
The TICSCale has clinical value. It provides a promising first step toward developing a robust
measure of TIC supportive climates in forensic services. Although not every domain of TIC identified
in the literature is included in the TICSCale, it examines the main themes perceived by service users
in FMH and FID services as important in enabling them to adapt positively after trauma. Once the
psychometric properties of the TICSCale have been strengthened, it is hoped that it will be useful for
FMH and FID services wanting to define, implement and evaluate TIC. The TICSCale will allow FMH
and FID services to determine whether their existing policies and practices are trauma-informed;
their efforts to implement TIC are experienced as such from service users’ perspectives; a particular
trauma-informed intervention has positive outcomes for service users; and/or change as a result of
trauma-informed interventions has been sustained over time. The TICSCale will also allow for
comparison of trauma-informed interventions across services. In addition, it will provide a
foundation upon which practitioners can discuss specific elements of care and treatment with
service users.
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The TICSCale also has theoretical value. It allows researchers to explore the long-term effect
of TIC on service user outcomes. Once the psychometric properties of the TICSCale have been
strengthened, longitudinal research could use it to compare trauma-informed interventions in FMH
and FID services with service-level and individual outcomes. Service-level outcomes could include
any changes in incidents of violence, aggression, self-harm, restraint, seclusion, and recidivism.
Individual-level outcomes could include any change in service users’ perceptions of autonomy,
connectedness, control, coping, identity, meaning, motivation, and self-concept clarity. In this way,
this study has situated TIC within a network of theoretically and empirically related constructs which
can be explored further in future studies.

Reflective Epilogue
Overview and Aims
The intention of this epilogue is to share my experiences and reflections of engaging in this
research. I begin by outlining my academic and practical reasons for the research. I then synthesise
the results of the two studies, and highlight the practical and theoretical contributions of the
research to the field of forensic psychology. Next, I consider the practical and philosophical
challenges that arose as a result of my chosen methodology, and reflect on the appropriateness of
alternative methodologies. I then reflect on my experiences of disseminating the research findings
and receiving feedback from my peers. Next, I consider my position as the researcher and how my
power and privilege has influenced the research. I conclude by discussing my personal development
in my research skills and abilities.
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Academic and Practical Reasons for the Research
This research was completed in partial fulfilment of the Professional Doctorate in Forensic
Psychology at the University of Portsmouth. As such, it demonstrates my competence in research as
outlined by the British Psychological Society (BPS), and contributes to the process of achieving
professional accreditation to practice as a forensic psychologist. As I alluded to in the foreword to
this thesis, I became interested in the topic of trauma, and specifically trauma-informed care (TIC),
through listening to service users describe how elements of the secure forensic environments within
which they resided, and I worked, were insensitive to their experiences of trauma and thus hindered
their recovery. Hearing these stories inspired me to learn more about the elements of secure
forensic environments that could enable service users to adapt positively after experiences of
trauma. When I consulted the literature base on TIC, I was struck by the lack of research on what TIC
should look like in secure forensic services, and the lack of reliable ways to evaluate the extent to
which service users perceived secure forensic services as trauma-informed. It became apparent to
me that an unclear operational definition of TIC, and a lack of psychometrically valid measures to
evaluate its impact on service users, were hindering efforts to establish and evaluate TIC in FMH and
FID services. Study One aimed to fill this gap by understanding how TIC is conceptualised by service
users in a FMH and FID service. Based on these data, Study Two aimed to develop and validate a
scale to measure the extent to which FMH and FID services adopt approaches that are experienced
as trauma-informed by service users.

Synthesis of the Research Findings
This research offers an insight into the conceptualisation and operationalisation of TIC in
FMH and FID services from service users’ perspectives. Study One provided the first exploration of
service users’ perceptions and experiences of TIC in FMH and FID services. The findings indicate that
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in order to deliver care that is perceived by service users as trauma-informed, FMH and FID services
should promote a sense of safety, foster a sense of belonging, and encourage the development of an
autonomous identity. These findings highlight specific actionable approaches that could enable
service users to adapt positively after experiences of trauma. The identification of these approaches
allowed for the development of a scale to measure TIC supportive climates in forensic services from
service users’ perspectives.
This research has stimulated interest from practitioners and service users in FMH and FID
services, as demonstrated by the involvement of 10 secure forensic hospitals. This research benefits
them and other secure forensic hospitals in several ways. First, they now have an insight into how
service users perceive TIC and what practices and procedures enable them to adapt positively after
trauma. Second, they have at their disposal a scale to measure the extent to which service users
perceive their care and treatment as trauma-informed. Further research is required to strengthen
the psychometric properties of the TICSCale. However, it offers a promising first step toward
developing a robust measure of TIC supportive climates in forensic services. Once the psychometric
properties of the TICSCale have been strengthened, FMH and FID services can use it to determine
the extent to which their existing approaches are trauma-informed. The findings can then inform
data-driven decision making about the need for trauma training and/or other TIC interventions. For
FMH and FID services that have already implemented TIC, the strengthened TICSCale can provide a
way to engage in ongoing evaluation, and determine whether their efforts to implement TIC are
experienced as such from service users’ perspectives. In addition, the strengthened TICSCale can be
used to determine whether particular trauma-informed approaches have positive outcomes for
service users, and whether these outcomes have been sustained over time. The strengthened
TICSCale can also support practitioners to consider their impact on therapeutic relationships and
milieus in FMH and FID services.

Student number: 616383

90

This research provides reflection on the therapeutic relationship between service users and
staff, and the importance of creating sufficiently safe conditions for service users to connect with
others and develop a positive and independent sense of self. The link between the therapeutic
relationship and recovery in forensic settings is well-established in the literature (Brookes, 2018;
Drennan & Alred, 2012; Needs, 2018). This research contributes to existing research by providing
insight into how the therapeutic relationship functions in promoting recovery from trauma in FMH
and FID services. Several theoretical implications can be drawn from the findings from this research.
Firstly, rather than ameliorating the impact of single and/or non-interpersonal trauma, it appears to
be the case that TIC ameliorates the impact of multiple or sustained interpersonal and attachmentrelated trauma. In this way, TIC may be related to relational models of harm and healing such as
betrayal trauma, moral injury, procedural justice, and restorative justice (Birrell & Freyd, 2006;
Griffin et al., 2019; McKenna & Holtfreter, 2021; Oudshoorn, 2016). The findings from this research,
and the wider literature on interpersonal trauma, support the relational and attachment-based
approaches used in TCs and PIPEs. Secondly, TIC appears to be a unidimensional construct which is
significantly positively correlated with the helping alliance and significantly negatively correlated
with restrictiveness. In this way, the findings place TIC within a network of constructs related to
service users’ perceptions of quality of care.

Methodological Approach
This research used a mixed methods research methodology. Although much is written about
the relationship between qualitative and quantitative methods (Griffin & Phoenix, 1994), mixed
methods research remains a developing methodology (Johnson et al., 2007). By definition, a mixed
methods research methodology is a procedure for collecting, analysing, and mixing both quantitative
and qualitative data at some stage of the research process for the purpose of gaining a better
understanding of the research problem (Clark & Creswell, 2008). The four major types of mixed
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methods designs are the triangulation design, the embedded design, the explanatory design, and the
exploratory design (Creswell et al., 2003). This research used an exploratory design. This design is a
two-phase approach, and is often referred to as the exploratory sequential design (Ivankova et al.,
2006). The exploratory sequential design has two common variants; the instrument development
model and the taxonomy development model. This research used the instrumental development
model. In this model, the researcher begins by qualitatively exploring the research phenomenon
with a small group of participants. The model is based on the premise that an exploration is needed
for one of several reasons; measures or instruments are not available, the variables are unknown, or
there is no guiding framework or theory. The qualitative findings then guide the development of
items and scales for a quantitative survey instrument. In the second data collection phase, the
researcher implements and validates this instrument quantitatively.
Using a mixed methods research methodology required me to be proficient in the use of
qualitative, as well as quantitative, methods. Ponterotto and Grieger (1999) suggest that researchers
using mixed methods should “wear two hats and shift in sequenced and integrative fashion between
small-group descriptive and large-group normative approaches to effectively capture the true
complexity of the research phenomenon” (p. 56). Small-group descriptive qualitative data provided a
means through which I could obtain content-related validity of TIC in FMH and FID services. Largegroup normative quantitative data, on the other hand, provided me with a means through which to
obtain construct-related validity of its appropriate cross-cultural use. My ability to shift between
these approaches, and their underlying assumptions, was particularly important in this project.
However, I encountered several practical and philosophical challenges whilst doing so. These
challenges are described in detail below.

Practical Challenges
While the emphasis and priority in an exploratory sequential design is on the quantitative
phase of the study (Creswell et al., 2003), I spent considerably more time on the qualitative phase of
Student number: 616383

92

the study. In qualitative research, the process of data analysis requires time and space for the
researcher to develop their interpretations and reflections (Braun & Clarke, 2016). Upon reflection, I
realise that I lacked appreciation of the time that qualitative analysis takes to complete and this had
implications for the timescale of the research. It meant that I had less time than I had planned to
develop and validate the TICSCale. This in turn impacted significantly on the timescale for obtaining
ethical approval and collecting data, which is reflected in the sample size for the quantitative phase
of the research. In addition, the Covid-19 pandemic greatly impacted the timescale of the research.
It goes without saying that during the pandemic, non-Covid-19 related research was not a high
priority for frontline staff in FMH and FID services. Thus, local collaborators involved in Study Two
had little time to recruit participants and collect data. In addition, service users experienced
deterioration in their mental health and motivation, which hindered their ability to participate in the
research. It became clear that the identified research sites could not provide the number of
participants that I needed. This led to a period of constant review and adaptation, whereby new
research sites were identified and enrolled in the research. However, participant recruitment and
data collection remained slow, and I had to accept that the ethically appropriate position at the time
was to apply for an extension to the research.
While I was aware that research is often delayed due to unforeseen circumstances, I had
naively believed that if I planned my project rigorously enough that this would not happen to me.
Upon reflection, I recognise that I had succumbed to the optimism bias (Weinstein, 1980). This bias
likely stemmed from overestimating the degree of control I had over the research, and over my life
circumstances in general. This realisation shook my perception of control, which resulted in an
uncomfortable feeling of powerlessness, similar to that which my research participants had
described. In addition, due to the Covid-19 pandemic, I experienced a loss of connection with others
due to periods of working from home and social distancing. This loss impacted greatly on my sense
of belonging within social groups, particularly with my colleagues at the FMH and FID service and my
peer group at the University. This in turn impacted on my identity as a forensic psychologist in
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training and as a researcher. Whilst these feelings were uncomfortable, I realised that I had
experienced first-hand how a difficult, challenging and threatening situation had elicited feelings of
insecurity, powerlessness and isolation. This experience allowed me to truly appreciate the
prevalence of adversity in society as a whole, not just amongst those designated as service users. It
also allowed me to appreciate that interventions based on the relational approaches identified by
service users in Study One could assist anyone to adapt positively after experiences of relative
adversity.
Handing over control of participant recruitment and data collection to local collaborators,
many whom I had only met in a virtual capacity, elicited overwhelming feelings of anxiety and loss of
control. Although initially daunting, this process made me acknowledge the importance of asking for
and receiving support from others. Initially, I thought that in order to provide an original
contribution to the field, I had to do everything by myself. However, through continued engagement
in supervision, I realised that this thought stemmed from an underlying belief that asking for help is
weakness. Although often written once the other areas of the thesis are completed, it was at this
point that I wrote my acknowledgements page. I referred back to it when I was feeling alone or
overwhelmed to remind myself of the support that I had around me.

Philosophical Challenges
Mixed methods research methodology follows a pragmatic paradigm that “sidesteps the
contentious issues of truth and reality” (Feilzer, 2010, p. 8), and focuses instead on ‘what works’ as
the truth regarding the research questions under investigation (Tashakkori & Teddlie, 2003). This
anti-dualistic stance, referred to as synechism, regards the world in terms of continua rather than
binaries (Johnson & Gray, 2010). Adopting this ontological pluralism was initially difficult for me
because the NHS outlook that I had adopted is prone to the use of dichotomies and diagnoses.
However, the perspective offered by the professional doctorate training programme emphasised the
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consideration of the social systems within which individuals are inherently a part of. Through
continued engagement in the University block teaching weeks, supervision, and independent
learning, my ontological and epistemological position evolved from a position of positivism and a
naïve belief in exact truth, to a position of social constructivism and interpretivism. Social
constructivism assumes that knowledge is constructed through interaction with others (Benton &
Craib, 2010), and interpretivism presumes that reality is socially constructed and subjective (Blaikie
& Priest, 2019). Stein and Tuval-Mashiach (2015) suggest that when “one’s surroundings fail to
understand the taken-for granted subjective meanings that are the basis of all relationships” (p.
214), failed intersubjectivity (Wood, 1986) and feelings of loneliness ensue.
Through the process of completing this research, I have begun to view research methods on
a continuum that can be drawn from in response to the research question, giving equal status to
qualitative and quantitative methods (Dellinger & Leech, 2007). I have also begun to feel more
comfortable using mixed methods, and have a more pragmatic appreciation for, and flexible
application of, research methods. I now consciously try to resist methodocentrism; the belief that
the method one chooses to guide research determines its truth, its legitimacy, its validity, and its
trustworthiness (Weisner, 1996). In doing so, I am beginning to accept that all methods are intended
to bring us closer to the phenomenon of interest; help us discover truths about the world; produce
research findings that are meaningful, valuable, and supportive of the research claims (Lieber &
Weisner, 2010). In the next section, I reflect on the appropriateness of my chosen research methods
and consider the contribution of alternative research methods.

Study One Research Methodology
Considering my interest in capturing service users’ experiences of interpersonal and social
processes related to TIC, focus groups were considered an appropriate research method to address
the research questions in Study One. I acknowledge that interviewing participants separately would
have provided the opportunity to elicit more detailed responses (Bryman, 2006). However, Bion
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(1961) suggests that group processes should be studied at group level. Service users at the low
secure service regularly participate in group treatment programmes and are encouraged to be open
and reflective in these spaces. Therefore, the process of sharing their experiences in a group setting
was familiar to them. As a facilitator of the aforementioned group treatment programmes, I was
familiar with facilitating group discussions and eliciting data from groups. In addition, the
participants were familiar and somewhat comfortable with discussing sensitive topics with me.
In my decision to use reflexive thematic analysis, I was influenced by the nature of my
research question, method of data collection, and ontological and epistemological position.
Generally speaking, other analytic approaches including grounded theory and interpretative
phenomenological analysis (IPA), have inbuilt theoretical frameworks and ontological and
epistemological assumptions, advocate the use of particular types of research questions, and the use
of particular methods of data collection (e.g., qualitative interviews). Reflexive thematic analysis is
theoretically flexible and therefore compatible with my ontological and epistemological position. In
addition, it does not advocate the use of particular methods of data collection, however it is suitable
for use with focus group data (Braun & Clarke, 2019). In addition, I am relatively new to conducting
qualitative research and reflexive thematic analysis is considered more accessible and easier to
implement than other qualitative methodologies (Braun & Clarke, 2019). However, upon reflection, I
recognise that other research methods such as content analysis or IPA, might have been better
suited to the task of scale development.
While content analysis is often understood as an atheoretical method, positivist assumptions
are often imported into the method through the counting of particular categories within the dataset
(Braun & Clarke, 2019). Most content analysis results in a numerical description of data. For this
reason, content analysis is often used in scale development research to classify responses into
categories from which items are derived (Hinkin, 1998). Content analysis is a particularly useful
method when researchers wish to generate items inductively (Hinkin, 1998), as was the case in this
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research. It is therefore acknowledged that content analysis may have been a more appropriate
research method. However, whilst Study One was primarily conducted to generate data to inform
scale development, it is a study in its own right with an identified aim and research questions. Study
One aimed to explore service users’ perceptions and experiences of TIC in a FMH and FID service.
Using content analysis in the way described above would not have allowed for the analysis of
meaning in the service users’ narratives, and would therefore not have been able to answer the
research question adequately. IPA may have been able to address the research question adequately,
because it is able to illustrate how individuals describe and make sense of their experiences (Smith
et al., 1999). IPA helps the researcher to stay close to the data, because codes and themes are
developed on the actual data item, and to focus on the unique characteristics of each individual
participant because codes and themes are developed for each data item in turn (Braun & Clarke,
2019). In this way, IPA would have allowed me to explore the unique key differences between
service users’ perceptions and experiences of TIC in the FMH and FID service. Service users’
perceptions and experiences may have been impacted by factors such as their mental illness, ID, or
gender. It is possible that analysing the data using IPA may have produced a greater range of factors
associated with service users’ perceptions and experiences of TIC, although the use of focus groups
rather than individual interviews may have reduced this possibility.

Study Two Research Methodology
While Study Two followed Hinkin’s (1998) rigorous stages of scale development, time did not
allow for full completion of each stage. Upon reflection, I recognise that the expert review stage
could have benefitted from further analysis to establish content validity. There seems to be no
generally accepted quantitative index of content validity of psychological measures (Hinkin, 1998),
however methods do exist to examine the consistency of judgements with respect to content
validity. During the expert review stage, respondents commented mostly on the format of the

Student number: 616383

97

preliminary TICSCale, rather than the appropriateness of the content. This was problematic because
it did not allow for the deletion of items that were deemed to be conceptually inconsistent (Hinkin,
1998). Upon reflection, I could have adopted Schriesheim et al.’s (1993) approach to establish
content validity. The first step of Schriesheim et al.’s (1993) approach is to administer a set of items
that have been developed to measure various constructs, along with definitions of these constructs,
to reviewers. Respondents are then asked to rate on a Likert-type scale the extent to which each
item corresponds to each definition. A Q-correlation matrix can then be calculated and subjected to
a principal components analysis to extract the number of factors corresponding to the theoretical
dimensions under examination.
In addition, I recognise that once a scale has been developed, it should be administered to
another independent sample and the scale testing process replicated (Anderson & Gerbing, 1991).
Replication was not within the scope of this study; however, it is a recommended area for future
research. Replication should include confirmatory factor analysis, assessment of internal consistency
reliability, and convergent, divergent, and known groups validity (Hinkin, 1998).

Disseminating Research and Receiving Feedback
Throughout my research, I disseminated my findings and sought feedback from a variety of
different people. These included my supervisors, colleagues at the University and in FMH and FID
services, service users, and carers of service users. In the early stages of conducting my reflexive
thematic analysis, I received feedback from my colleagues at the University that my themes were
underdeveloped. Upon reflection, this was likely due to a premature closure due to my anxiety
about how to analyse the data. Connelly and Peltzer (2016) suggest that fully developed themes
require knowledge about the methodology and paradigm of qualitative research, and analysis that
goes beyond superficial reporting of what participants have said. Engaging in the further reading
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regarding the methodology enabled me to identify the pitfalls that I had fallen into, and more
importantly how I could rectify them. In addition, reminding myself of my paradigm
(action/participatory research) refuelled my motivation to raise my analysis from a description of
what participants said to fully realised themes in order to achieve actionable outcomes. With further
knowledge of the methodology and paradigm, and a renewed motivation, I re-analysed my data
using a bottom-up approach; identifying codes and themes from the data (Braun & Clarke, 2006). I
also presented my findings as thematic statements, which Sandelowski and Leeman (2012) suggest
can be translated into the language of intervention and implementation.
In the early stages of developing the TICSCale, I received feedback from a carer of a forensic
service user that she found it difficult to see how the scale items related to the concept of TIC.
Initially, I perceived this feedback as criticism and I worried that the TICSCale would not be accepted
by key stakeholders within the field of TIC. However, upon reflection, I realised that the carer had
exemplified the exact problem that my research had set out to explore; the variation in people’s
perceptions, definitions, implementations and evaluations of TIC. After receiving this feedback, I
considered adding items to the TICSCale from the literature and discussions with experts in the field
as all other TIC measures have done (Bassuk et al., 2017; Goodman et al., 2016; Hales et al., 2017). I
noticed that I felt conflicted between wanting to please others and wanting to present the data
exactly as it was intended. Noticing this, I reflected on why service users’ perceptions would be any
less credible than experts’ perceptions, which led me to identify how power was shaping the
research. I reminded myself that my research set out to understand what was occurring for service
users from their perspectives rather than imposing my own or other people’s judgment (Freeman &
Edmonstone, 2006). Engaging with this feedback gave me an appreciation of how difficult it can be
for service users to use their voice and to stick steadfastly to their views in the face of people with
power telling them that their experiences may not be as they seem. Ironically, this perspective
featured in Rogers and Law’s (2010) critique of the increased use of trauma-informed approaches.
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Engaging with this feedback also gave me an appreciation of the challenges that lie ahead in
attempting to convince people that TIC is not an entirely new concept. Upon reflection, engaging in
the peer review process allowed me to explore my fear of criticism and failure in a safe environment,
and as a result I now feel less anxious at the prospect of receiving constructive feedback on my
research in the future.

Power and Privilege
Whilst engaging with the literature base on TIC, I was struck by its inextricable link to
systems of power and oppression, specifically who was and who was not invited to comment on the
definition, implementation and evaluation of TIC. This realisation led me to reflect on the power and
privilege that I held in my position as a researcher. I am a white British female in her late 20s. I come
from a middle-class background and hold liberal political views. I do not have an ID or a diagnosed
mental illness, nor do I have personal experience of accessing forensic services. I am aware that
many of my personal characteristics are sources of power and privilege, whereas many of my
participants’ personal characteristics are sources of marginalisation and disadvantage. While my
personal characteristics made me somewhat of an outsider, my employment and familiarity with the
FMH and FID service made me somewhat of an insider (Råheim et al., 2016). Taking on this dual role
in the facilitation of the focus groups and the analysis of the data was emotionally challenging. For
example, I found it difficult to assimilate participants’ negative experiences of the service because
my own experiences of the service had been so positive. In addition, taking on this dual role was
ethically challenging. For example, I worked therapeutically with many of the participants in Study
One, thus highlighting a potential conflict of interest.
I explored these emotional and ethical challenges during supervision and training events
focusing on conducting research within the workplace. The learning I took from these events
enabled me to put in place several safeguards that allowed me to manage my dual role effectively.
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These included removing myself from the recruitment process; making it explicit that service users’
participation (or lack of) would not affect their clinical treatment; affirming my role as a researcher
at the beginning of the focus groups; and making clear my affiliation with the University by
displaying the logo on all written communication to participants. However, the presence of these
safeguards does not mean that this research is objective and impartial. Initially, I was concerned that
my dual role may invalidate the research, however having a clear epistemological framework
underpinning the research helped me to manage these concerns. Planning my research from the
perspectives of social constructivism and interpretivism made me feel more confident about not
being impartial about practices at the FMH and FID service, and about my prior assumptions and
experiences impacting on data collection and analysis.

Personal Development
I used the Researcher Development Framework (RDF) developed by Vitae (2010) to evaluate
the development of my research skills and abilities over the course of the research (see Figure 1).
The RDF categorises skills and abilities into four domains: knowledge and intellectual abilities;
personal effectiveness; research governance and organisation; and engagement, influence and
impact. The domains are rated in five phases (1= lowest, 5= highest). The RDF is based on qualitative
data generated from interviews with researchers regarding the attributes they possessed at
different stages of their careers. Being able to align myself with the skills and abilities of other
researchers allowed me to challenge my feelings of incompetence and inadequacy in the early
stages of my research.
Vitae (2010) suggest that early career researchers’ skills and abilities are likely to populate
phases one and two of the RDF. This was true of the majority of my skills and abilities at the
beginning of my research in April 2019, which reassured me that my level of competence was
normal. It also allowed me to look ahead to phases three, four and five to help me to develop a plan
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of action to improve my skills and abilities in the four domains. Over the course of the research, I
utilised supervision, and the researcher development seminars and workshops offered by the
Graduate School to develop my research skills and abilities in the domains of the RDF. My biggest
development over the course of the research was in the domain of personal effectiveness.
Specifically, my self-reflection skills improved from phase one to phase four, which gives credit to my
commitment to reflecting on my practice in my practice log and in supervision. Additional areas of
development include creativity, research management, working with others, and engagement and
impact. Domains for further development include research governance and organisation, and
engagement, influence and impact. I plan to develop my skills and abilities in these domains by
continuing to disseminate my research findings at conferences and by submitting the research
articles within this thesis for publication in a peer-reviewed journal.
At the beginning of the research, I enjoyed using a comprehensive framework against which
I could assess my skills and abilities, and produce professional development targets. However,
towards the end of the research, I noticed that I relied on it less as I was able to identify more clearly
areas of improvement and areas for further development without the reassurance of the
framework. Upon reflection, I have identified that the need for the RDF may have been due to my
own underlying schemas about needing to demonstrate my competence. I have noticed over the
course of the research, that my need for approval has lessened and I am less concerned about how
my skills and abilities ‘measure up’ in comparison to others researchers. In addition, I have noticed
that I am less critical of, and more compassionate about, my skills and abilities. I recognise now that
the journey to competence is both personal and continuous. I am looking forward to continuing my
journey with my new found confidence and compassion.
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Figure 1
Evaluation of the Development of my Research Skills and Abilities Using the Researcher Development Framework

April 2019

April 2020

April 2021

A1 Knowledge base
5
D3 Engagement and impact

A2 Cognitive abilities

4
3
D2 Communication and dissemniation

A3 Creativity
2
1

D1 Working with others

0

C3 Finance, funding and resources

B2 Self-management

C2 Research management

B3 Professional and career development
C1 Professional conduct
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Appendix 2 - Semi-Structured Focus Group Guide

This semi-structured focus group guide was developed by the author and guided by existing
literature on trauma-informed care. These questions served as a guide to the interviewer. They may
not represent all questions that that were asked in the focus groups because the focus groups were
flexible to allow for exploration of the participants’ personal experiences.

Preamble
Thank you for taking the time to take part in this group. My name is Eavan and I am facilitating this
group as part of a research project to help me get a doctoral degree. Some of you may recognise me
and have worked with me before. Today I am here as a researcher from the University of
Portsmouth, not as an employee at the hospital. What you say in this group will not affect your care
or treatment in any way. Taking part in this group is your choice. If change your mind and want to
leave at any point, please let me know and you will be allowed to leave. You don't need to agree
with what other people say in this group, but you must listen respectfully as others share their
experiences. Please do not talk about what you’ve heard in this group to anyone outside of this
group. If you feel upset or have any questions or concerns once the group has finished, you can talk
to a member of staff that you trust. If I ask a question that makes you feel uncomfortable you do not
have to answer and you do not have to give any details about why you are in hospital. I am tape
recording the session because I don't want to miss any of your comments. Please speak as loudly
and as clearly as you can.
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A lot of people who live in secure hospitals have experienced scary, dangerous, violent, or lifethreatening events in their lives. These events are sometimes called traumatic events. Some people
who have experienced traumatic events are still bothered by them today. They have scary thoughts,
memories or flashbacks of the traumatic events. I am interested in hearing from you how secure
hospitals can be helpful or unhelpful to people who are trying to move on from traumatic events.
Research conducted by people working in universities and secure hospitals have suggested that
there are five important things that secure hospitals can do to help people move on from traumatic
events. These include making sure that service users feel safe, are able to trust others, are able to
make their own choices, are able to work collaboratively with others, and feel empowered.

Progressive Questions
Safety
• What does safety mean to you?
• What does safety look like?
• Is feeling safe on the ward important to you?
• What are the consequences of not feeling safe on the ward?
• Can you tell me about a time where you have felt safe/unsafe on the ward?
• What was it like? How did it feel? What did you like/not like?
• Are there particular times on the ward when you feel more/less safe?
• What things happen on the ward that make you feel safe/unsafe?
• Is the ward a safe place to live? Why? Why not?
• What things could be done to make you feel safer on the ward?
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Trust
• What does trust mean to you?
• What does trust look like?
• Is being able to trust others on the ward important to you?
• What are the consequences of not being able to trust others on the ward?
• Can you tell me about a time where you have felt able/unable to trust others on the ward?
• What was it like? How did it feel? What did you like/not like?
• Are there particular times on the ward when you feel more/less able to trust others?
• What things happen on the ward that make you able/not able to trust others?
• Is the ward a trustworthy place to live? Why? Why not?
• What things could be done to make you more able to trust others on the ward?

Choice
• What does choice mean to you?
• What does choice look like?
• Is being able to make your own choice on the ward important to you?
• What are the consequences of not being able to make your own choice on the ward?
• Can you tell me about a time where you have/have not been able to make your own choice on
the ward?
• What was it like? How did it feel? What did you like/not like?
• Are there particular times on the ward when you feel more/less able to make your own choice?
• What things on the ward can you make/not make your own choice about?
• What things could be done to make you more able to make your own choice on the ward?
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Collaboration
• What does collaboration mean to you?
• What does collaboration look like?
• Is working collaboratively on the ward important to you?
• What are the consequences of not working collaboratively on the ward?
• Can you tell me about a time where you have/have not worked collaboratively on the ward?
• Who did you work collaboratively with?
• What was it like? How did it feel? What did you like/not like?
• Are there particular times on the ward when you work more/less collaboratively?
• What things on the ward do you get/not get to work collaboratively on?
• Is the ward a collaborative place to live? Why? Why not?
• What things could be done to give you more opportunities to work collaboratively on the ward?

Empowerment
• What does empowerment mean to you?
• What does empowerment look like?
• Is feeling empowered on the ward important to you?
• What are the consequences of not feeling empowered on the ward?
• Can you tell me about a time where you have/have not felt empowered on the ward?
• What was it like? How did it feel? What did you like/not like?
• Are there particular times on the ward when you feel more/less empowered?
• What things on the ward happen on the ward that make you feel empowered/powerless?
• Is the ward an empowering place to live? Why? Why not?
• What things could be done to give you more opportunities to feel empowered on the ward?
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General questions
•

Think about each of the five principles that we have discussed. Are any more/less important to
you? Why? Why not?

•

Is it possible to achieve any/all of the principles in secure hospitals? Why? Why not?

•

Is there anything that happens on the ward that reminds you of previous traumatic experiences?

•

What is it? Why does it remind you? How does it remind you? Could it be avoided? How?

•

Is there anything that happens on the ward that helps you move on from traumatic experiences?

•

What is it? Why does it help? How does it help? Is there anything more that could be done?

•

Is there anything that happens on the ward that doesn’t help you move on from traumatic
experiences?

•

What is it? Why is it unhelpful? How is it unhelpful? Could it be avoided? How?
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Appendix 3 – Study One Participant Information Sheet

Information about the Study
Title of Project: Co-production of a Measure to Understand Trauma Informed Beliefs
Name of Researcher: Eavan Owens
Eavan is a student at the University of Portsmouth. She is doing a
study to help her to get a doctoral degree. Any reference to ‘we’
means the University of Portsmouth and not Kent and Medway NHS
and Social Care Partnership Trust.

Before you decide whether or not to take part in the project, I
would like to read this information sheet with you. We hope this
will help you to understand why we are doing the study and what it
will be like for you to take part. Please ask me if you have any
questions.

Some people find the care and treatment they receive in secure
hospitals helpful and others do not. We are inviting you to come to
a group to talk about your experiences of receiving care and
treatment at the Allington/Tarentfort/Brookfield Centre. We would
like to hear about good and bad experiences. You will not get in to
trouble if you talk about bad experiences.

The group will last for approximately 1 hour. It will take place in the
activity room on your ward.

There will be up to 5 other patients from your ward in the group.
You will be told who these patients are before the group starts.

You might feel upset talking, or hearing others talk, about their
recovery. You do not have to talk about your recovery if it makes
you feel upset. You can ask to leave the group at any time without
giving a reason. If you do get upset you can get support from your
primary nurse and other staff on your ward that you trust.
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Eavan will use a dictaphone in the group. A dictaphone records
people’s voices.

Once the group has finished, Eavan will listen to the recording and
write down what each person said in the group.

Eavan will invite you to attend another group a few weeks later to
check that she has written down everything that each person said
properly. If she has made mistakes you can tell her. The group will
last for approximately 45 minutes. It will take place in the activity
room on your ward. The same patients that were in the first group
will be invited to attend. This group is optional. This means that you
can say no.

The things that people say in the group will help Eavan to write a
questionnaire. The questionnaire will look at patients’ beliefs about
how much the treatment they receive in hospital helps with their
recovery. The questionnaire will be used at this hospital, and maybe
other hospitals, in the future. Answers from the questionnaire could
help staff at this hospital see how they can improve the care and
treatment they provide.

If you talk about an offence that is not already on your record, plans
to hurt yourself or someone else, and/or allegations that have not
already been investigated then Eavan will come and talk to you
after the group. If Eavan thinks that you or other people might be at
risk of harm then she might raise a safeguarding alert. Depending
on the seriousness of the harm, the police might be called. This is to
make sure that you, other patients and staff are kept safe.

You and other members of the group will be asked not to talk about
what you have heard in the group to any other patients.
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We will tell the staff on your ward and the wider multidisciplinary
team that you will be taking part in the group. You can talk to them
about the group.

We will need to use information from you for this research project.
This information will include your age, gender, ethnicity, length of
stay in hospital, diagnoses and Mental Health section. Eavan will use
this information to do the research. She will keep all information
about you safe and secure.

You can find out more about how we use your information by
asking Eavan or contacting the University’s Data Protection Officer,
Samantha Hill, on 023 9284 3642.

Once we have finished the study, we will keep some of the data so
we can check the results. The results of the project will be written in
a report. We will write our report in a way that no-one can work out
that you took part in the study. The report might be presented at
meetings or printed in a journal. A journal is a book of research
projects.

The recording and the written version of what is said in the group
will be stored safely on a locked computer. Only Eavan and her
supervisors will be able to look at it. We will not share your data
outside of the European Union. The information will be deleted
from the computer after 10 years.

If you have a question, concern or complaint about the study you
can talk to Eavan or her supervisor, Dr Claire King. If they cannot
help you, you can contact the Patient Advice and Liaison Service
(PALS) on 0800 587 6757 or the Independent Mental Health
Advocacy on 0330 440 9000 (or ask Eavan to find out when they are
next visiting the ward).

The project is being funded by the University of Portsmouth. None
of the researchers will be given any money to do this project. You
will not receive any money or rewards for taking part in this project.

The project has been reviewed by the NHS Ethics Committee to
make sure that patients that take part will be comfortable, happy
and healthy.
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Taking part is your choice. You can stop being part of the study at
any time, without giving a reason, but we will keep information
about you that we already have. We need to manage your records
in specific ways for the research to be reliable. This means that we
will not be able to let you see or change the data we hold about
you. Choosing not to take part or to stop being part of the study will
not affect your care or treatment.

Thank you for taking the time to read this information sheet.
If you would like to take part in the project please read and sign a
consent form. You will be given a copy of this information sheet and
signed consent form to keep. A copy of your signed consent form
will also be uploaded to RiO.
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Appendix 4 – Study One Consent Form

Consent Form
Title of Project: Co-production of a Measure to Understand Trauma Informed Beliefs
Name of Researcher: Eavan Owens
Please initial box when you have read and understood the information
I have read the information sheet telling me about the
project. I know that I will be asked to attend a focus group if
I agree to take part in the project. Eavan has answered all of
my questions about the project.

I know that my voice will be recorded in the group.
I know that the recording will then be written down.

I know that the information from the focus group
will be used to make a questionnaire. I know that
this will help Eavan to get her doctoral degree.

I know that the recorded and the written version of the
group will be stored safely on a locked computer and only
Eavan and her supervisors will be able to look at it.

I know that the results of this project will be written in a
report. I know that the report will be written in a way that
no-one can work out that I took part in the study.
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I know that the report might be presented at meetings or
printed in a journal.

I know that staff on my ward and the wider multidisciplinary
team will be told that I am taking part in the study. I know
that I can talk to them about the study.

I know that taking part in the study is my choice.
I know that I can stop being part of the study at any time,
without giving a reason, but the information that the
researchers already have about me will be kept. I know that
I will not be able to see or change the data the researchers
hold about me. I know that not taking part or stopping the
study will not affect my care or treatment.

I know that the data collected during this study will be
processed in accordance with data protection law as
explained in the Participant Information Sheet (Version 1.1).

I would like a copy of the summary of the findings (this
could take at least 1 year).

I agree to take part in the first group to talk about my
experiences of receiving care and treatment at the
Allington/Tarentfort/Brookfield Centre.

I agree to take part in the second group to check that Eavan
has understood what was said in the group before she
makes the questionnaire. You do not have to take part in
the second group. This is your choice.

Your name:

Date:

Signature:

Name of person taking consent:

Date:

Signature:
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Appendix 5 – Study Two Participant Information Sheet

Information about the Study
Title of Project: Validation of a Measure to Understand Trauma Informed Beliefs
Name of Researcher: Eavan Owens IRAS ID: 270713
Eavan is a student at the University of Portsmouth. She is doing a study
to help her to get a doctoral degree. Any reference to ‘we’ means the
University of Portsmouth and not Kent and Medway NHS and Social
Care Partnership Trust.

Before you decide whether or not to take part in the study, we would
like to read this information sheet with you. We hope this will help you
to understand why Eavan is doing the study and what it will be like for
you to take part. Please ask us if you have any questions.

We are inviting you to fill in 3 questionnaires about your experiences of
receiving care and treatment in hospital. Answers from the
questionnaires could help staff at the hospital see how they can
improve the care and treatment they provide. You will be asked to fill
in one of the questionnaires again two weeks later. This is to help us
check whether the questionnaire works. You do not have to complete
the questionnaire again. This is your choice.

If you talk about you or someone else being at risk of harm whilst you
are filling out the questionnaires then staff might want to know more
about this. If staff think that you or other people might be at risk of
harm then they might raise a safeguarding alert. Depending on the
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seriousness of the harm, the police might be called. This is to make
sure that you, other patients and staff are kept safe.

We will tell the staff on your ward and the wider multidisciplinary team
that you will be taking part in the study. You can talk to them about the
study. You can talk to them if you feel upset after filling in the
questionnaires.

We will need to use information about you for the study. This
information will include your age, gender, ethnicity, length of stay in
hospital, diagnoses and mental health section. Your data will have a
code. This will help us to match your answers from the questionnaires
at two different points in time. We will keep all information about you
safe and secure.

You can find out more about how we use your information by asking
Eavan or contacting the University’s Data Protection Officer, Samantha
Hill, on 023 9284 3642.

Once we have finished the study, we will keep some of the data so we
can check the results. The results of the study will be written in a
report. We will write our report in a way that no-one can work out that
you took part in the study. The report might be presented at meetings
or printed in a journal. A journal is a book of research projects.

Your answers to the questionnaires will be stored safely on a locked
computer. Only Eavan and her supervisors will be able to look at it. We
will not share your data outside of the European Union. The
information will be deleted from the computer after 10 years.

If you have a question, concern or complaint about the study you can
talk to Eavan or her supervisor, Dr Suzie Lemmey. You can ask staff to
call 01322 622222 to speak to Eavan or Suzie. If they cannot help you,
you can contact the Patient Advice and Liaison Service (PALS) on 0800
587 6757 or the Independent Mental Health Advocacy on 0330 440
9000.
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The project is being funded by the University of Portsmouth. None of
the researchers will be given any money to do this project. You will not
receive any money or rewards for taking part in this project.

The project has been reviewed by the NHS Ethics Committee to make
sure that patients that take part will be comfortable, happy and
healthy.

Taking part in the study is your choice. You can stop being part of the
study at any time, without giving a reason, but we will keep
information about you that we already have. We need to manage your
records in specific ways for the study to be reliable. This means that we
will not be able to let you see or change the data we hold about you.
Choosing not to take part or to stop being part of the study will not
affect your care or treatment.

Thank you for taking the time to read this information sheet.
If you would like to take part in the study please read and sign a
consent form. You will be given a copy of this information sheet and
signed consent form to keep. A copy of your signed consent form will
also be uploaded to your electronic notes.
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Appendix 6 – Study Two Consent Form

Consent Form
Title of Project: Validation of a Measure to Understand Trauma Informed Beliefs
Name of Researcher: Eavan Owens IRAS ID: 270713
Please initial box when you have read and understood the information
I have read the information sheet telling me about the
study. If I agree to take part in the study, I know that I will
be asked to complete 3 questionnaires and give some
information about myself. Any questions I had about the
study have been answered.

I know that my answers to the questionnaires will be stored
safely on a locked computer and only Eavan and her
supervisors will be able to look at it.
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I know that the results of this project will be written in a
report. I know that the report will be written in a way that
no-one can work out that I took part in the study.
I know that the report might be presented at meetings or
printed in a journal.

I know that staff on my ward and the wider multidisciplinary
team will be told that I am taking part in the study. I know
that I can talk to them about the study.

I know that the data collected during this study will be
processed in accordance with data protection law as
explained in the Participant Information Sheet (Version 1.0).

I know that taking part in the study is my choice.
I know that I can stop being part of the study at any time,
without giving a reason, but the information that the
researchers already have about me will be kept. I know that
I will not be able to see or change the data the researchers
hold about me. I know that not taking part or stopping the
study will not affect my care or treatment.

I would like a copy of the summary of the findings (this
could take at least 1 year).
If you said yes, please tell us how you would like to get
these results:
1. Tell me the results in one of the morning meetings
2. Ask my primary nurse to tell me the results in a 1:1
3. Send me the results in a letter

I agree to take part in the study.

I agree to complete one of the questionnaires again in two
weeks’ time. This is to help us check whether the
questionnaire works. You do not have to complete the
questionnaire again. This is your choice.
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Thank you for taking the time to read and sign this consent
form. You will now be given a copy of this signed consent
form to keep. A copy of your signed consent form will also
be kept for research purposes.

Your name:

Date:

Signature:

Name of person obtaining consent:

Date:

Signature:

Note: A copy should be given to the participant and a copy should be kept for research purposes.

Appendix 7 - Study Two HRA Ethical Approval Letter
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Appendix 8 - UPR16 Form
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