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Abstract

This thesis explores the narrative identities and self-constructs of individuals
with histories of sexual and violent offences. It comprises of three sections: a
systematic literature review of individuals’ accounts of sexually abusing children, an
empirical research study exploring the narratives of individuals with violent offending
histories after engagement in schema therapy, and a critical appraisal reflecting on the
relational aspects of doing qualitative research in forensic contexts.

The literature review is a meta-synthesis integrating eleven studies. The
findings indicate individuals who have sexually abused children develop narratives of
negating harm or of mutuality, facilitating ongoing abuse and leading to self-
constructs dis-identifying themselves from dominant discourses of “sex offender”
identities. The review presents a framework for considering offence processes within
diverse forms of sexually harmful behaviours, identifying shared perspectives among
heterogeneous groups. It also highlights how social constructions of this population
can distance professionals, and individuals themselves, from personal narratives thus
inhibiting meaningful considerations of risk and rehabilitation.

The research study explores the narratives of nine individuals from medium
and high secure settings with histories of violent or sexual offending, who have
engaged in schema therapy. Narrative analysis of transcripts identified self-constructs
presented in interviews. Developing coherent and holistic narratives through schema
therapy facilitates integration of offender identities within a more holistic self-
construct integrating a multiplicity of selves. Individuals can then relate differently to
themselves and others, suggesting reductions in risk of reoffending. Relationally
secure contexts were crucial for therapeutic gains, and the study emphasises the

fundamental importance of relational security for effective forensic rehabilitation.



The focus of the critical appraisal is congruent with the central role of
relational aspects throughout the literature review and research study. Reflections are
presented on interactions with participants, relating to written and spoken data,

supervision, therapeutic relationships, and impacts of these on the thesis.
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Abstract
This meta-synthesis of individuals’ accounts of sexual offending towards children
explores how such individuals conceptualise themselves and their victims. Findings
of eleven qualitative studies were integrated to construct five core concepts: (1) pre-
empting consequences: preventing disclosure and discovery; (2) inter and intra-
personal processes: sexualised coping, self-esteem, and social status; (3)
objectification and ownership: commodity to conquer, control, or collect; (4)
mutuality: love, care, and consent; and (5) | am not a sex offender: stigmatised
sexuality and disassociation from doing harm. A line of argument derived from
these concepts offers a hypothetical framework for considering different stages of
offence processes within diverse forms of sexually harmful behaviours, highlighting
shared perspectives among heterogeneous groups. Individuals’ offence accounts can
offer rich insights for understanding child sexual abuse, therefore creating space
within research and clinical contexts for these narratives to be heard has implications

for best practice in psychotherapeutic interventions and risk management.

Keywords: child sexual abuse; paedophilia; sex offender; qualitative; review; meta-

synthesis
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Accounts of engaging in sexually abusive behaviours towards children:

A meta-synthesis

The offence accounts of individuals engaging in sexually harmful behaviours
towards children are used in criminal justice processes for determining sentences
(Read & Powell, 2011), in correctional or secure services for assessment and risk
management (Sullivan, 2005), and in rehabilitation for identifying therapeutic targets
(Adshead, 2012; Ward & Marshall, 2007). An individual’s offence account is
therefore likely to be experienced differently by different professionals according to
the motivations of those eliciting that account (Adshead, 1998). Despite these
differences, underlying objectives for hearing such accounts share aims of
understanding offending behaviours and reducing recidivism (Adshead, 2012; Ward
& Marshall, 2007).

Offending behaviours constitute a significant impetus for professionals and
clinicians to develop credible hypotheses, and this explicatory imperative is stronger
for behaviours appearing more incomprehensible such as child sexual abuse
(Adshead, 1998). However, understanding individuals’ perceptions of their own
behaviour is necessary for facilitating rehabilitation and reducing risk of reoffending
(Duff, 2011; Mann & Hollin, 2007). It is only by hearing such stories in research or
therapeutic contexts that professionals can develop hypotheses and theories about
sexual offending on which further research and clinical approaches can be based
(Ward & Marshall, 2007). The process of constructing a narrative offence account
indicates how individuals understand their experiences, and offers insight into beliefs
about self and others, attitudes towards risk, motivations and goals, and values

influencing how goals are achieved (Adshead, 2012; Ward & Marshall, 2007).
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However, individuals’ accounts of offending behaviours are often medicalised,
stigmatised, or sensationalised, reducing rather than enhancing understanding
(Waldram, 2007).

While victim accounts are justifiably given priority and attention, narratives of
those who have offended are often viewed dismissively or sceptically (Presser, 2010;
Waldram, 2007). The voices of those who have sexually abused children are seldom
heard other than in the contexts mentioned earlier. This may be due to personal or
social aversion against hearing such stories (Roberts, 2011), moral viewpoints
considering these individuals to have lost the prerogative of presenting their
perspectives (Waldram, 2007), or because these stories are deemed valueless under
the assumption events will be minimised, denied, or distorted (Bartlett & Canvin,
2003; Presser, 2009).

Such obstacles to meaningfully considering these perspectives mean societal
prejudice and stigma toward this group remains uninformed by professional
discourse, thus perpetuating social constructions of “paedophiles” based upon
dominant narratives in which such individuals are evil, predatory, and inherently
irredeemable (Gavin, 2005). Professionals are constituents of society and may
therefore find it difficult to engage critically with its dominant narratives (Gavin,
2005), and the emotional impact of hearing subjective experiences of sexual
offending may further reinforce professional avoidance (Roberts, 2011; Sollund,
2008; Waldram, 2007). These constructions are therefore infrequently challenged
across most contexts and implicitly considered as realities rather than societal
narratives, inadvertently maintaining stigmatising attitudes and avoidance of

meaningful professional engagement (Gavin, 2005).
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Consequently, expert discourses rather than perspectives of individuals
themselves are often primary sources for developing assessments, care plans, and
interventions (Adshead, 2012; Sullivan, 2005). However, this frequently results in
eisegetical understandings of individuals’ narratives, serving to corroborate pre-
conceived clinical frameworks that inherently emphasise and privilege the legitimacy
of professional perspectives (Sullivan, 2005). This can lead to therapeutic and risk
management strategies incongruent with the ethos of person-centred care (Mann &
Hollin, 2007). While professional conceptualisations are valuable in formulating
strategies for managing risk and reducing reoffending, there also needs to be space for
individual narratives (Gilgun & Connor, 1989; Sullivan, 2005).

Furthermore, a significant proportion of those who sexually abuse children
have been victims of such abuse themselves (Glasser et al., 2001), so engaging with
the narratives of these individuals can provide unique insights into breaking this cycle
(Colton, Roberts, & Vanstone, 2012; Elliott, Browne, & Kilcoyne, 1995; Garrett,
2010; Thomas et al., 2012). Enactments of reciprocal roles of ‘abuser’ and ‘abused’
are often significant factors in offending behaviour, and compassion and care should
not be dependent on whether individuals represent one or both of these roles
(Waldram, 2007). Eliciting offence accounts can also facilitate further
psychotherapeutic interventions, as fragmented narrative identities can reveal
unresolved distress, dissociation, or trauma, which may be pertinent to rehabilitation
and risk management strategies (Adshead, 2012).

Previous Research and Rationale for Review

Research within this domain has largely been quantitative in nature (Sullivan,

2005), and theoretical efforts to understand sexual offending are therefore primarily

based on measurement of factors associated with offending behaviours, treatment
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outcomes, and recidivism, usually through structured questionnaires, clinical data, and
reoffending figures (Gannon & Polaschek, 2006). However, information required to
develop theoretical models and enhance clinical practice cannot be captured
exclusively through such methods, and the richly detailed and nuanced products of
qualitative methodologies can triangulate data to produce innovative hypotheses.

For example, the recent increased use of grounded theory and discourse
analysis to examine cognitions and schemas of individuals with histories of sexual
offending has led to significant theoretical developments such as Ward’s implicit
theories model (Ward & Keenan, 1999). This model suggests individuals develop
theories shaping their perceptions and understanding of interactions and relationships
with children (children as sexual objects, entitlement, dangerous world,
uncontrollability, and nature of harm) (Ward & Keenan, 1999). However, relatively
few other models with equivalent impact have emerged in this domain since
Finkelhor’s four-factor model (Finkelhor, 1984), which was one of the first
comprehensive multi-factorial theories (Gannon & Polaschek, 2006; Gannon, Ward,
& Collie, 2007). This model suggests four factors underlying the reasons individuals
sexually abuse children: emotional congruence, sexual arousal to children, blockage,
and disinhibition. The first three of these four factors comprise one of four pre-
conditions (motivation to sexual abuse) needed for sexual abuse to occur; other pre-
conditions are overcoming internal inhibitions, overcoming external inhibitions, and
resistance by child (Finkelhor, 1984).

Subsequent paradigm shifts in research attitudes, focussing on offence
narratives rather than static measurement of cognitions, have produced richer data
leading to coherent theory development; this enhances clinical practice and strategies

for managing risk thereby potentially reducing reoffending (Burn & Brown, 2006).
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Recognition of valuable outcomes from qualitative studies has encouraged further use
of such methodologies (Webster & Marshall, 2004), but there remains a relative
dearth of such research on this topic (Colton, Roberts, & Vanstone, 2009). Even
within studies adopting qualitative approaches, accounts are often paraphrased or
reduced to be presented in categories constructed by the researcher, and minimal raw
data is presented as direct excerpts (Sullivan, 2005). Findings are therefore frequently
less representative of participants’ voices, and more reflective of the researcher’s
interpretation of how such accounts fit with pre-conceived hypotheses and theories,
limiting opportunities for narratives to be analysed without expert discourses
influencing how they are heard. While it would be erroneous to assume either
researcher or participant constructions are exclusively valid, privileging one
perspective unduly may overlook sources of potentially valuable information
(Sullivan, 2005).

Nevertheless, there are an increasing number of published qualitative studies
engaging directly with offence accounts of individuals who have sexually offended
against children. No systematic review or meta-synthesis of such studies has been
identified, so this is a timely opportunity to consolidate the qualitative evidence
gathered to date, providing a foundation from which to consider directions for further
research. While quantitative systematic reviews and meta-analyses aim to aggregate
findings of similar studies, a systematic synthesis of qualitative studies requires an
interpretative approach (Finfgeld, 2003).

Accordingly, it is proposed a systematic meta-synthesis of the growing body
of empirical research eliciting individuals’ accounts of child sexual offences would
collate and re-interpret findings, clarifying emerging models and concepts (Finfgeld,

2003). Meta-synthesis conceptualises different studies relative to each other whilst
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retaining the individual richness of participants’ experiences, enabling multiple facets
of similar findings to be explored (Sandelowski, Docherty, & Emden, 1997). This
offers a higher level of understanding, and increases the transferable value of current
findings for development of policy and practice, as well as improving their
accessibility for clinicians (Downe, 2008).

A search of electronic databases identified one published (non-systematic)
review in this area (Lawson, 2003), which aimed to examine thoughts, behaviours,
and relationships of individuals with offending histories in order to explore and
understand such behaviours from their own perspectives. Points of difference from
the current proposed review are presented in Table 1.

Table 1

Aims
This meta-synthesis of individuals’ accounts of sexual offending towards
children aims to explore how such individuals conceptualise themselves and their
victims, including an understanding of offending behaviours encompassing
motivations, emotional and relational processes, and cognitive strategies used to
normalise or justify such behaviours to others and themselves. The inclusion of a
heterogeneous sample of studies may also highlight similarities or differences in these
accounts between intra and extra-familial offences and contact and non-contact
(internet) offences.
Method

Search Strategy

Five electronic databases were searched (PsycINFO, CINAHL, ScienceDirect,
Academic Search Complete, and Web of Science), during April and May 2013 using

the following search terms: [Subject / Keyword: (“sex* offen*” OR “sex* abuser*”
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OR incest OR “incest offen*” OR pedophil* OR paedophil* OR “child abuser®*” OR
“child molest*” OR “child pornography”)] AND [Abstract / Text: (qualitative OR
“grounded theory” OR theme* OR phenomenological OR quotations)] NOT [Title:
(survivor* OR victim* OR recover* OR disclos*)]. Some modification was needed
as search functions differed within databases (see Appendix B for database-specific
searches). Subsequently, recent editions of journals relevant to the research question
were searched by hand, and references of articles pertaining to the review were also
checked for any further studies of relevance (Sandelowski et al., 1997).

Inclusion and exclusion criteria. In total, 1040 studies were found through
the systematic search strategy (see Figure 1).

Figure 1

Studies considered relevant to this meta-synthesis were then reviewed with the
inclusion and exclusion criteria presented in Table 2.

Table 2

Final sample of studies. A total of eleven articles were suitable for inclusion
in this meta-synthesis (see Table 3). This was deemed an appropriate number of
studies for a qualitative review, as large numbers can reduce interpretive validity by
preventing sufficient depth of analysis (Sandelowski et al., 1997). To maximise
results, the search was not limited by date, and the final sample included studies
conducted between 1994 and 2012.

Five of the studies (Gilgun, 1994, 1995; Hartley, 1998, 2001; Phelan, 1995)
were included in the previous review (Lawson, 2003); however, the inclusion of six
further studies published after 2001 (Brown, Walker, Gannon, & Keown, 2012; Holt,
Blevins, & Burkert, 2010; Quayle & Taylor, 2002; Sheehan & Sullivan, 2010; Winder

& Gough, 2010) enabled a more current and broader conceptualisation of child sexual
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abuse. This also included studies considering internet-related offences, as differences
and similarities with non-internet sexual offending warrant further exploration
(Williams, Elliott, & Beech, 2013).

Table 3

Methodology

Meta-synthesis aims to explore significant similarities and differences around
a specific topic in order to expand interpretive possibilities of findings through
constructing larger, more encompassing narratives (Sandelowski et al., 1997). The
findings from the eleven qualitative studies included in this review were synthesised
using the meta-ethnographic method proposed by Noblit and Hare (1988) as shown in
Figure 2.

Figure 2

Table 4 presents an overview of the process to demonstrate how the final iteration of
core concepts emerged.

Table 4

Findings

Five core concepts emerged from this metasynthesis of qualitative studies
focussing on individuals’ accounts of engaging in sexually abusive behaviours
towards children: (1) pre-empting consequences: preventing disclosure and
discovery; (2) inter and intra-personal processes: sexualised coping, self-esteem, and
social status; (3) objectification and ownership: commodity to conquer, control, or
collect; (4) mutuality: love, care, and consent; and (5) | am not a sex offender:
stigmatised sexuality and disassociation from doing harm. These concepts and their
comprising sub-themes are presented in a thematic map (Figure 3).

Figure 3
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Inter and Intra-personal Processes: Sexualised Coping, Self-esteem, and Social
Status
Many individuals reported using sexualised coping for negative or distressing

emotions, with limited alternative coping strategies (Quayle & Taylor, 2002). Such
emotions were most frequently triggered by unsatisfactory emotional and sexual
relationships (Hartley, 2001; Quayle & Taylor, 2002). When individuals experienced
emotional rejection or a lack of affection, they sought consolation from children who
were powerless to refuse their sexual advances: “...the sexual contact was just a way
for me to feel better, to feel accepted. To feel wanted...” (Hartley, 2001, p. 465), and
sometimes imagined themselves as peers of their victims: “...I had friends...I’d go
right back to damned loneliness after the weekend was over, even with my wife
there...with kids there, the loneliness went away...” (Gilgun, 1994, p. 474).

Accessing images of child sexual abuse was also effective for coping with
negative emotions by enabling individuals to create and inhabit a secret space,
providing alternative sources of pleasure and excitement (Quayle & Taylor, 2002;
Sheehan & Sullivan, 2010). This emotional and physical escapism facilitated
avoidance of aversive situations or relationships through sexual arousal as “...it shut
out the...part of my life that [ was finding difficult to deal with...it was sort of my
time, it was my space...” (Quayle & Taylor, 2002, p. 349). Furthermore, viewing
abusive images also enabled individuals to gain a sense of control and power missing
in their lives, since “...it was just a picture...they couldn’t talk back to you...they
couldn’t argue...they couldn’t run away...” (Quayle & Taylor, 2002, p. 349). Abusive
images facilitated development of new sexual fantasies, and masturbation to these
compensated for unsatisfying relationships (Quayle & Taylor, 2002; Sheehan &

Sullivan, 2010). Moreover, some individuals considered masturbation to such images
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an acceptable alternative to satisfying sexual needs without committing contact
offences (Quayle & Taylor, 2002; Sheehan & Sullivan, 2010).

Viewing, trading, and producing abusive images allowed individuals to feel
connected to others, as “...pornography was there almost as much to facilitate the on-
line relationship as an end in itself...” (Quayle & Taylor, 2002, p. 345). Exchange
and trading of abusive images facilitated access to a community where “...these
images were currency...because it allowed me to maintain my relationship with the
people...” (Quayle & Taylor, 2002, p. 348). Individuals who produced images
themselves, especially of their own children, enjoyed greater social status (Quayle &
Taylor, 2002; Sheehan & Sullivan, 2010), increasing their self-esteem: “...the only
reason | was getting all the, this attention was that it was known that | was a
producer...” (Sheehan & Sullivan, 2010, p. 163). This created hierarchies where
membership of select groups facilitated privileged access to personal images (Quayle
& Taylor, 2002). Social status also increased with the number of images possessed,
encouraging individuals to develop large collections accessible to selected others, also
enabling them to feel they were serving the online community (Quayle & Taylor,
2002).

Pre-empting Consequences: Preventing Disclosure and Discovery

Individuals’ offence accounts frequently referred to planning and preparatory
behaviours prior to or during initiation of sexually harmful activities. Such
behaviours were covert to avoid detection; for example: ““...look at the boys with their
mothers next to them. If a friend notices that your attention is elsewhere, just
comment on the mother...” (Holt et al., 2010, p. 18). Individuals engaging in
incestuous behaviours incorporated sexual advances within normative family

activities: “...I would put her to bed, I would give her a goodnight kiss, another hug,
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and then little-by-little I started touching her and caressing her...I started caressing
her under her dress and stuff like that, inside her panties...” (Phelan, 1995, p. 11).
Moreover, subtle approaches avoided eliciting negative reactions from the child, who
would initially be unsure whether touching was intentional thus inhibiting disclosure,
and meant individuals could withdraw and seek alternative opportunities if children
became suspicious (Phelan, 1995). However, if children did not resist or complain,
sexual activity gradually progressed in both frequency and severity.

Conversely, some individuals did not consider their behaviour harmful,
especially if they had not had intercourse (Gilgun, 1995), and were therefore
unconcerned with potential consequences or discovery:

...I just caressed her. Ididn’t grab her breasts or try to have sex with

her or anything like that. Or make her touch me or anything like that. 1

was just caressing her. And I kept telling myself...I didn’t really do

nothing that was that bad (Hartley, 1998, p. 131).

Others thought children did not mind or actively wanted to continue sexual activities
(Hartley, 1998; Phelan, 1995), or formulated pre-emptive justifications for their
behaviour to render it permissible to others: “...although I wasn’t drinking, I could
say I was. ‘Cause I knew there was a huge tolerance for crimes committed by people
who were drinking...the alcohol made him do it...” (Hartley, 1998, p. 30).
Nevertheless, the majority of individuals were aware such behaviours were
impermissible; some considered moral or religious perspectives, while others
mentioned societal taboos around incest and child sexual abuse (Hartley, 1998;
Phelan, 1995; Sheehan & Sullivan, 2010). Most individuals were apprehensive about
the impact of discovery on their lives and relationships (Gilgun, 1995; Hartley, 1998;

Holt et al., 2010; Phelan, 1995), although such fears lay on a continuum with some
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preoccupied with discovery and others claiming they never thought about it or
blocked out such thoughts (Hartley, 1998). Similarly, awareness of legal
consequences ranged from knowing it was illegal to realising one could face long
custodial sentences (Gilgun, 1995; Holt et al., 2010; Phelan, 1995). While many
individuals were aware of legal sanctions against child sexual abuse, others had only
considered familial and social penalties: “...I figured that *All I got to do is deny
this...I never am going to get prosecuted for it.”...I don’t remember fear of the law,
just the embarrassment of losin’ my family...” (Hartley, 1998, p. 30).

Given the seriousness of potential consequences, most individuals attempted
to pre-empt and prevent disclosure / discovery. Some used bribery, threats, or
manipulation to avoid disclosure and compel the child to continue engaging in sexual
activity (Gilgun, 1995; Phelan, 1995). If children became aware such behaviours
were impermissible, individuals portrayed responsiveness in order to continue the
abuse:

...I’d tell her, “Yeah, I know that. I’m sick, and someday I’ll get help,”

...If I’d tell her that, she would usually leave her guard down...I told her

it was wrong because that’s what she wanted to hear. I didn’t really feel

it was wrong (Gilgun, 1995, p. 273).
Individuals also pre-empted accidental discovery through precautionary measures
such as only engaging in sexually harmful behaviours when they could ensure
privacy, which included steps to maintain anonymity online (Gilgun, 1995; Holt et al.,
2010). Some planned denials that sexual abuse had occurred, and considered
measures to conceal evidence including encryption and secure destruction of
computer software and hardware (Hartley, 1998; Holt et al., 2010). Awareness of the

impermissibility of sexually harmful behaviours did not lead to cessation of such
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activity, as potential consequences were outweighed by the pleasure and excitement
derived from sexual contact with children (Gilgun, 1995; Phelan, 1995).
Objectification and Ownership: Commodity to Conquer, Control, or Collect
Sexual gratification was frequently identified as a primary motivation for

engaging in sexually abusive behaviours (Gilgun, 1994; Hartley, 2001; Phelan, 1995;
Quayle & Taylor, 2002). Some individuals stated sex was important to them
generally, and perceived children as sources of stimulation to overcome sexual
frustration (Gilgun, 1994; Hartley, 2001; Phelan, 1995). There were nuances in how
they attained this, with some stating:

...I didn’t want to physically hurt her, but...I was after more of what I

wanted for me...[If she said it hurt]...I would say, “OK. We’ll wait a

minute and we’ll try again.” And just continue like that until | got what |

wanted (Gilgun, 1994, p. 472).
Others acknowledged “...I knew I was hurting her the whole time I was doing it...”
(Gilgun, 1994, p. 472), but continued because there was no compulsion to stop
(Hartley, 2001; Phelan, 1995). Individuals did not consider the appropriateness of
sexual contact with children, and children often became equivalent to adults as sexual
partners (Hartley, 2001; Phelan, 1995). Others saw children as additional, accessible
sources of sexual gratification available to them (Phelan, 1995). Some were sexually
aroused by the child through developing sexual fantasies, increasing desire and
frustration until they felt compelled to initiate sexual contact (Hartley, 2001). Sexual
fantasies involving children were forbidden and novel and therefore exciting, and
abusive images were one way of developing these, although satiation led to searching
for more extreme images (with regard to age of children or type of sexual activity) to

maintain arousal (Quayle & Taylor, 2002).
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Motivations other than sexual gratification were frequently reported. Some
behaviours were expressions of anger, punishment, or revenge directed towards a
third person who loved the child, such as a partner who had been unfaithful or
withholding sex (Gilgun, 1994; Hartley, 2001). Anger could also be directed toward
persons who had abused them during their own childhood (Hartley, 2001), or toward
the child perceived as being sexually provocative (Gilgun, 1994) or disrespectful
(Phelan, 1995).

For several individuals, sexual gratification was a secondary consideration:
“...there was some [sexual] excitement, but it was also power and control...I
remember saying to myself, ‘This person is not 10 years old, it is an adult-Size body—
a female that I have control over’...” (Phelan, 1995, p. 14). Sexual pleasure derived
from dominance and control was frequently mentioned (Gilgun, 1994, 1995; Phelan,
1995; Quayle & Taylor, 2002), with manipulation enhancing this: ...this is going to
be my conquest...I was setting her up to be a person the way | wanted her to be for
my gratification and my needs...” (Gilgun, 1994, p. 473). Individuals used power
from caregiving or authoritative roles to take advantage of children’s vulnerability,
trust, and dependence: “...in your daughter's eyes, Dad can do no wrong...If Dad says
it's okay, it's okay...” (Gilgun, 1995, p. 276); however, they also used bargaining,
threatening, or blackmailing tactics for overcoming resistance (Gilgun, 1994). There
was therefore a sense of the child as an object to provide sexual gratification or elicit
feelings of power and control (Gilgun, 1995; Phelan, 1995; Quayle & Taylor, 2002).

Obijectification removed consideration of the child as a person with their own
mind and enabled a sense of ownership over them, especially apparent when
individuals discussed paternal rights: “...she’s my daughter. She needs to take care of

my needs...” (Gilgun, 1995, p. 276); they felt they were entitled to sexual contact
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because the child was “theirs”, whereas sexual abuse of children outside the family
was unacceptable (Gilgun, 1995; Phelan, 1995).

This sense of the child as a possession was most explicit in relation to abusive
images, where these functioned to depersonalise children so “...it wasn’t a person at
all it was...it was just a flat image...it was a nothing...” (Quayle & Taylor, 2002, p.
344). Since the image was an object, the child also became an object: “...there was a
sense that...although these represented real people...because they were
photographs...that kind of material...was in no way really connected with the original
act...” (Quayle & Taylor, 2002, p. 344). Language used to describe how images were
collated, organised, and commercially valued was similar to that describing other
collectibles or commodities, and collections were compared to stamps or baseball
cards (Quayle & Taylor, 2002).

Mutuality: Love, Care, and Consent

The majority of individuals indicated they considered children as sexual beings
(Brown et al., 2012; Durkin & Bryant, 1999; Gilgun, 1994, 1995; Hartley, 1998,
2001; Holt et al., 2010; Phelan, 1995). This sometimes originated from personal
experiences of childhood sexual abuse (Brown et al., 2012) but often, certain
behaviours of children were perceived as implicit invitations to initiate sexual contact:
“...we were wrestling, afterwards she sat on my lap and kissed me on the mouth and
put her tongue in mine [daughter was 6 years old]...” (Phelan, 1995, p. 16). Another
common example was the child coming into the bed of the individual (Brown et al.,
2012; Hartley, 1998; Phelan, 1995), and such behaviours did not need to be of a
sexual nature: “...I would go in and say goodnight to my stepdaughter. I'd kiss her on
the cheek...I got the impression that she was giving me a signal...She'd put her arms

around my neck and she would hold me to her...” (Phelan, 1995, p. 16). Children’s
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lack of resistance or overt negative responses were interpreted as acceptance and
active participation, thereby reinforcing understandings of children as sexual beings
(Brown et al., 2012; Hartley, 2001; Phelan, 1995).

Progression of abuse resulted in sexualisation of children’s behaviour,
confirming individuals’ perceptions of children’s sexuality and the reciprocity of
sexual activity (Brown et al., 2012; Gilgun, 1995; Phelan, 1995). Individuals
therefore conceptualised children as capable of consenting to or requesting sexual
activity, and having desires to provide and experience sexual arousal and pleasure:

...I'd ask him if he enjoyed this or that. He'd say, "Yes, Dad, I love it,"

and I'd say, "Do you want to quit...he’d say, "No," and when he would

masturbate me or fellate me, he would tell me, "I'm going to make you

feel good” (Gilgun, 1995, p. 272).

Some argued children had equivalent rights to adults regarding sexual relationships
(Durkin & Bryant, 1999; Holt et al., 2010) because “...a child is a sexual
being...children can and do have the ability to decide for themselves what they
want...children that are sexually active should be left to themselves to decide who
should be their sex partner...” (Durkin & Bryant, 1999, p. 117).

Considering children as sexual beings often resulted from perceptions of the
child consenting to sexual activity when they could have objected (Brown et al., 2012;
Gilgun, 1995; Hartley, 1998; Phelan, 1995). Such perceptions were based on
observations such as the child “...just seemed to accept it as normal part of life and
attitudes towards me didn’t change so still hugged us still cuddled us, I was still
dad...” (Brown et al., 2012, p. 10); when relationships with children did not change as
anticipated, individuals assumed the child assented to sexual contact (Brown et al.,

2012; Hartley, 1998; Phelan, 1995). Some perceived tacit consent in a lack of
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physical resistance (Hartley, 1998; Phelan, 1995) or ongoing interaction (Brown et al.,
2012; Hartley, 1998; Phelan, 1995).

Many individuals reported they had not forced sexual contact but only
engaged in activities children agreed to (Brown et al., 2012; Gilgun, 1995; Hartley,
1998; Phelan, 1995), and gave examples of asking for permission: ““...I would have
oral sex with her, and I would ask her if she wanted to try something else. If she had
said, ‘No, no, no.’...I’d say, ‘OK.’ But if she would have said OK then it would
have...progressed...” (Hartley, 1998, p. 35). Instances of resistance confirmed
children were capable of refusing if they wished to, and individuals reported
responsivity when this occurred (Hartley, 1998; Phelan, 1995). Some extended this to
a greater degree by designating children as gatekeepers: “...I was afraid that it was
going to come to actual intercourse, and | told her at that time that if | made any
advances to her that she was to reject them...” (Gilgun, 1995, p. 276); however,
individuals admitted continuing despite resistance, confusing the child as to where
responsibility for subsequent abuse lay (Gilgun, 1995).

Many individuals felt they were in love with the child and consequently,
language describing relationships with children referred to infatuation, love affairs,
going out, cuddling, and making love (Brown et al., 2012; Durkin & Bryant, 1999;
Gilgun, 1994, 1995; Hartley, 2001; Holt et al., 2010). Some saw children in the role
of a partner: “...1 thought I could leave my wife and take my daughter with me, and
we would go off to wherever. It was like I had two wives...” (Gilgun, 1995, p. 271).
Individuals who experienced intense feelings of bliss or closeness valued this more
than sexual contact (Gilgun, 1995). Many expressed a deep sense of caring for the
child, and used sexual contact to make children feel loved (Brown et al., 2012) or

demonstrate their own love (Hartley, 2001). Some individuals used sexual contact to
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offer comfort when they identified with loneliness or emotional pain they perceived
(or projected) in a child (Gilgun, 1995). Others stated sexual relationships with adults
could be beneficial for children’s self-esteem and development (Durkin & Bryant,
1999).
I am not a Sex Offender: Stigmatised Sexuality and Disassociation From Doing
Harm
Many individuals felt their sexual behaviour was not harming children (Brown

etal., 2012; Durkin & Bryant, 1999; Gilgun, 1995; Holt et al., 2010; Quayle &
Taylor, 2002; Sheehan & Sullivan, 2010; Winder & Gough, 2010). This was most
strongly emphasised by those whose offending behaviours related to abusive images,
and who felt they had not created any victims (Quayle & Taylor, 2002; Sheehan &
Sullivan, 2010; Winder & Gough, 2010). Fantasising and masturbating over images
did not constitute child abuse because

...there was no harm in looking at pictures... any abuse that had

happened to the children, whether it was a bad or a good thing, had

happened, and my looking at the pictures was not going to change it and

my fantasizing and masturbating was not going to hurt anybody

(Sheehan & Sullivan, 2010, p. 155).
Some individuals were aware of abuse associated with production of sexual images,
but avoided pictures depicting distress and sought those portraying happy children, as
smiling indicated they had not been hurt or coerced and were therefore unharmed
(Quayle & Taylor, 2002; Winder & Gough, 2010). This perception was not limited to
abusive images but was also applicable to sexual activity (Durkin & Bryant, 1999).

Several individuals acknowledged sexual contact with children was abusive,

but denied intent to cause harm (Brown et al., 2012; Quayle & Taylor, 2002; Winder
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& Gough, 2010). Some stated personal experiences of childhood sexual abuse
predisposed them to abuse children, or to believe such contact was permissible or not
harmful (Brown et al., 2012). Others felt their sexually harmful behaviours were
uncontrollable due to substance misuse, over-whelming emotions such as anger
(Brown et al., 2012), or irrepressible sexual arousal to children (Brown et al., 2012;
Winder & Gough, 2010). Responsibility for harm was therefore placed with others
who had failed to provide appropriate supervision and support (Brown et al., 2012).

There was also a discourse where sexual attraction to children was seen as an
alternative sexuality: “...BoyLove is a natural thing, like being born gay or even
straight. It’s something you can’t control or choose...” (Holt et al., 2010, p. 10), with
frequent references to being an oppressed sexual minority, and comparisons with
previous stigma around homosexuality (Durkin & Bryant, 1999; Holt et al., 2010;
Quayle & Taylor, 2002; Sheehan & Sullivan, 2010; Winder & Gough, 2010).
Marginalisation by others reinforced a sense of virtual community (Holt et al., 2010),
and individuals shared frustrations that their sexuality was unacceptable to society
(Durkin & Bryant, 1999; Holt et al., 2010). There was an assertion that “...child rape
[not consensual child love] is bad...” (Holt et al., 2010, p. 14), and terms such as
“minor attracted adult”, “child-love” and “boy-lover” were used in reference to these
relationships (Durkin & Bryant, 1999; Holt et al., 2010). They disagreed with
sanctions on sexual relationships between children and adults (Sheehan & Sullivan,
2010), and highlighted varying ages of consent in different countries emphasising the
arbitrariness of illegality (Quayle & Taylor, 2002; Winder & Gough, 2010).

Many individuals emphatically differentiated themselves from ““sex offenders”

or “paedophiles” who sexually abused children (Brown et al., 2012; Gilgun, 1995;

Holt et al., 2010; Quayle & Taylor, 2002; Winder & Gough, 2010). They did not
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consider their behaviours abusive: “...what [ was doing was different. I was making
love to my daughter...” (Gilgun, 1995, p. 275), or as offences because “...rape was,
um when you fought someone...you didn’t rape a person if um they...were there
waiting...” (Brown et al., 2012, p. 7). Hence they did not wish to be grouped with
“sex offenders” who “...deserve to be castrated and then tossed into prison...See how
they like being used and abused...” (Holt et al., 2010, p. 15). This was especially
pertinent for those with offences related to abusive images (Quayle & Taylor, 2002;
Sheehan & Sullivan, 2010; Winder & Gough, 2010) who did not want to be
considered non-contact offenders either because

...non contact can include flashers...flashers see their victims, it can also

include people who um do sexual things to themselves in front of

people...again they’re creating victims...I’ve not had any contact

whatsoever with any human being...all these children on the internet

pictures...I have never met any of them, | have never seen any of them

(Winder & Gough, 2010, p. 135).

Discussion and Conclusions
This meta-synthesis aimed to explore how individuals who engage in sexually
abusive behaviour towards children conceptualise themselves and their victims. The
findings of this review are summarised by proposing a line of argument encompassing
the core concepts identified through the meta-synthesis. The findings are also
considered in relation to previous research on this topic, and clinical implications are
discussed.
Line of Argument
This serves as a hypothetical framework for considering child sexual abuse

from the perspectives of individuals who have such offence histories, elicited through
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integrating data from offence accounts presented in the eleven qualitative studies
included in this review (see Figure 4).

Figure 4

This framework suggests individuals enact inter and intra-personal processes
maintaining and reinforcing sexualised coping strategies. It is hypothesised
individuals who already use sexualised coping to compensate for negative self-states
may be predisposed to seeking sexual contact with children when experiencing
emotional or relational difficulties. Accessing abusive images and sexual contact
with children may enhance mood and self-esteem, and facilitate social interactions
with others, thereby reinforcing and maintaining further sexually harmful behaviours.

As well as emotional factors, the framework hypothesises there are several
practical factors facilitating sexually abusive behaviours. Awareness of legal and
societal penalties for child sexual abuse means pre-empting consequences of
discovery may be an important consideration even prior to instigating sexually
harmful behaviours. Gradually initiating children into progressively serious sexual
activity, with corresponding efforts to prevent detection, may increase perceptions of
permissibility when no immediate negative consequences are experienced. This
further reinforces and maintains sexually harmful behaviours, as well as facilitating
their continuation through ongoing efforts to avoid discovery or disclosure.

The framework hypothesises individuals may develop certain narratives
enabling them to continue sexual contact with children. One such narrative focuses
on mutuality, where desires for connection and intimacy take precedence over
considering harm. In such instances, individuals develop beliefs around the
reciprocity of sexual relationships with children, convincing themselves they are

providing love and care. The absence of physical resistance, objection, or disclosure,
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coupled with feelings of love and ongoing normative interactions and sexualised
behaviour by the child, serves to reinforce the mutuality narrative thus rendering
issues of harm and consent irrelevant.

An alternative narrative focuses on objectification and ownership, where
children are depersonalised and perceived as objects for sexual gratification. Some
individuals feel familial roles entitle them to sexual contact with children considered
“theirs”, while others perceive sexual activity with children as conquests where
evoked feelings of control, dominance, and power become compelling drives to
continue such behaviour. Alternatively, the child is considered irrelevant, and sexual
abuse perceived as a means of inflicting pain or taking revenge on others.
Objectification and depersonalisation is extended further for abusive images where
children become pictures and therefore commaodities to be collected, traded, or used.
In all these instances, consent and harm are not considerations, as these concepts are
inapplicable to possessed objects.

The proposed framework® suggests such narratives result in self-constructs
enabling sexually abusive behaviour to be incorporated within an individual’s identity
while disassociating from acknowledging harm caused. When children are
considered objects to be owned or consensual partners in a relationship, harm is
minimised or negated. The belief that sexual attraction or arousal towards children is
uncontrollable also nullifies harm by mitigating personal responsibility and intent.
Individuals therefore dis-identify from being “sex offenders”, and may position

themselves in condemning roles in relation to others convicted for similar offences

! This framework has been developed solely from data in the studies reviewed, therefore factors not
identified by this analysis may also need to be considered. For example, some individuals may accept
and disregard transgression of societal or legal codes thereby making no effort to prevent discovery of
offending behaviours. Gradual progression of sexual activity may also serve purposes other than
preventing disclosure, such as overcoming personal inhibitions or children’s resistance. Similarly,
mutuality narratives may have other effects not highlighted here, such as reinforcing sexualised inter
and intra-personal processes.
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but who transgress boundaries of behaviours considered permissible. Some
individuals extend this concept further and perceive sexual attraction to children as an
alternative sexuality, albeit one stigmatised and marginalised by society.
Previous Research

The findings of this meta-synthesis are considered in relation to models
offering a framework for understanding child sexual abuse from the perspectives of
individuals committing such offences, namely Ward’s implicit theories (Ward &
Keenan, 1999) and Finkelhor’s four-factor model (Finkelhor, 1984) since these are
frequently cited in the literature and form the basis of many empirical studies on this
subject. While the focus of this meta-synthesis was not on cognitions and beliefs
underlying sexually harmful behaviours towards children (as in these two models),
these findings complement both models through triangulation via qualitative
methodologies, thus enriching understandings.

There are many overlaps and similarities between Ward’s implicit theories and
the concepts emerging from this review’s findings (see Figure 5).

Figure 5

Outcomes of empirical studies providing support for Ward’s model often consider
these implicit theories as a priori themes when analysing data (e. g. Mannix, Dawson,
& Beckley, 2012; Marziano, Ward, Beech, & Pattison, 2006). The current review
lends further support to this model by presenting core concepts (derived from
integrating qualitative studies on this topic) congruent with implicit theories, despite
not holding them as a priori categories for developing these concepts. Furthermore,
the concepts identified by this meta-synthesis provide a richer and more nuanced
description of many of the beliefs and cognitions comprising the implicit theories, as

well as identifying links between them. Similarly, the core concepts identified by the
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current review also map onto Finkelhor’s four-factor model as presented in Figure 6.

Figure 6

Implications

The core concepts emerging from this review offer a framework for
considering different stages of offence processes and encompassing diverse forms of
sexually harmful behaviours. The line of argument (Figure 4) constructs an over-
arching narrative integrating individuals’ accounts of intra and extra-familial child
sexual abuse, as well as contact and non-contact (internet) offences. Although studies
included in the review tended to focus on specific offence types, derivation of core
concepts from across these heterogeneous studies (see Appendix J) indicates
underlying similarities between perspectives of individuals engaging in a range of
sexually harmful behaviours. There were variations in how concepts were applicable,
for example, objectification and ownership was pertinent in a different way to
individuals involved with abusive images than to individuals engaging in incestuous
behaviours, but both groups shared perspectives based on this core concept thus
demonstrating the capacity of the framework to incorporate nuanced interpretations.

The finding that individuals with contact and non-contact offending histories
share some perspectives indicates risk management strategies and therapeutic
interventions need to consider underlying beliefs and motivations for child sexual
abuse rather than the behavioural manifestations of these. However, individuals
committing internet offences often receive shorter sentences and are not offered the
same therapeutic opportunities as those committing contact offences (Winder &
Gough, 2010). Moreover, most abusive images are produced in the home by
individuals known to the child (Sheehan & Sullivan, 2010), further indicating it may

not be helpful to consider internet offences as separate to other child sexual offences.
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Individuals who had committed non-contact offences disassociated from causing
harm or creating victims, thereby differentiating themselves from those with contact
offence histories; supporting such individuals to understand the process of producing
abusive images, and their harmful impact in reinforcing sexual attraction / arousal to
children, may be beneficial.

However, many individuals with histories of contact offences also refused to
identify themselves as “sex offenders”. Those who had not physically coerced
children into sexual activity, who perceived sexual contact as consensual or as
providing love or comfort, or who abused children within their families, could not
identify with dominant societal narratives of predatory “paedophiles” (Gavin, 2005).
They agreed “sex offenders” should be punished but perceived their own behaviours
as incongruent with societal discourses around child sexual abuse by violent
strangers. Social constructions around those who sexually abuse children can
therefore inhibit insight into the consequences and permissibility of such behaviours,
and may contribute to denial and reluctance to engage in rehabilitation (Hudson,
2005).

Furthermore, this has a corresponding impact on child victims who are warned
of the dangers of strangers and urged to disclose sexually inappropriate advances to
parents or caregivers, but not of the possibility that familiar individuals could harm
them despite the fact that most child sexual abuse occurs in the home (Schultz, 2005).
While it is certainly not suggested children should be encouraged to be suspicious of
those close to them, these dominant narratives may inhibit disclosures of abuse and
engender feelings of confusion, complicity, and guilt in victims; especially since child
sexual abuse is already under-reported, and tends to be disclosed to family members

(Finkelhor, 1984).
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Although many individuals mentioned childhood abuse in their narratives,
most were unable to connect such experiences to their own offences (Hartley, 2001)
apart from those who described abusive behaviours as a means of expressing
unresolved anger. Therapeutically supporting individuals to process such experiences
can result in positive outcomes and reduce reoffending (Eldridge & Findlater, 2009).
Understanding and incorporating these experiences into a coherent narrative identity
(Adshead, 2012) can increase awareness of the long-term impact of abuse, potentially
forming a basis for developing victim empathy and addressing beliefs about children
as sexual beings (Drake, Ward, Nathan, & Lee, 2001; Hartley, 2001; Jones, 2009).

However, psychoeducation on the impact of childhood sexual abuse would
still benefit individuals without such histories through learning about what constitutes
sexual abuse, children’s lack of capacity to consent to sexual activity regardless of
objection, resistance, or acquiescence, and the aetiology of sexualised behaviours
taken as cues to maintain abusive behaviours and reinforce abuse-supportive
perspectives (Phelan, 1995). This review’s findings suggested children who
displayed sexualised behaviours inadvertently reinforced their roles as victims,
strongly indicating such intervention is necessary in managing risk and promoting
rehabilitation for those with sexual offending histories.

It is therefore suggested addressing individuals’ beliefs and conceptualisations
of themselves and their victims requires therapy focussing on these underlying
maladaptive schemas developed through previous experiences (Bernstein, Arntz, &
Vos, 2007; Mann & Shingler, 2006; Young, Klosko, & Weishar, 2003). Current
practice around addressing “cognitive distortions” focuses on statements or thoughts
identified as justifications or minimisations but frequently fails to explore the origins

of these (Ward, 2000). This approach isolates such cognitions from individuals’ life
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contexts and can be experienced as confrontational and pathologising, leading to
increased defensiveness and self-monitoring of utterances in therapy (Aubum, 2005).

Creating therapeutic spaces for more contextual narratives to emerge would
facilitate self-generated understandings regarding the origins of such cognitions, as
well as linking them to broader relational patterns; this reduces defensiveness through
normalising and validating the development of such beliefs from life experiences, and
encourages more meaningful engagement (Drake et al., 2001). Schema-focussed
therapy can therefore promote more effective and enduring changes in offending
behaviour than relapse prevention techniques based on monitoring and restructuring
cognitions alone, and have greater impact on future reoffending as individuals
become aware of how underlying schemas may be triggered in different contexts and
relationships (Bernstein et al., 2012; Drake et al., 2001; Jones, 2009; Ward, 2000).

Furthermore, this review’s findings suggested individuals’ conceptualisations
of themselves and their victims facilitated and justified using sexually harmful
behaviours to cope with negative emotions, experience positive self-states, and
connect with others. These conceptualisations communicate the values and goals of
these individuals, as well as preserving their sense of self whilst engaging in harm
towards others (Waldram, 2010). Efforts to create explanations for offending
behaviours suggest recognition of impermissibility (O Ciardha, 2011) thereby
indicating capacity for moral agency (Waldram, 2010).

This is congruent with the Good Lives Model (GLM) of sexual offending
suggesting all human beings seek certain goods such as relatedness, mastery,
autonomy, and well-being through various means; when individuals lack personal
resources to achieve goods in healthy and prosocial ways, they resort to alternative

antisocial means (Ward, 2002). Indeed, this review highlighted a search for



INDIVIDUALS> ACCOUNTS OF SEXUALLY ABUSING CHILDREN 1-30

connection to others, emotional dysregulation, and needing to feel powerful. Such
issues are frequently identified as therapeutic targets and risk factors (Mann &
Marshall, 2009; Serran & Marshall, 2006), but would be effectively addressed by the
GLM which suggests individuals should be supported to understand how offending
behaviours were efforts to obtain these goods, alongside exploring alternative means
to achieve the same goals (Ward, Collie, & Bourke, 2009; Ward & Fisher, 2006).

This approach facilitates the development of a new narrative identity,
consistent with values and goals of one’s old self, but achieved through a new self
capable of utilising socially functional strategies thereby reducing reoffending (Ward
& Marshall, 2007). Relapse prevention is more effective with approach rather than
avoidance strategies (Ward, 2002), and accounts reviewed in this meta-synthesis were
congruent with this concept as individuals acknowledged the sexual gratification and
positive emotions experienced through sexual contact with children meant they made
no attempt to avoid high-risk situations, and consequences of discovery did not deter
them.

Narrative identity as conceptualised by the GLM implies individuals who have
sexually abused children are capable of reflecting on contexts and experiences leading
to offending behaviours, and reconstructing their identities with the aim of avoiding
recidivism (Ward, 2012). However, this needs to be mirrored by reconstruction of
dominant societal narratives to reflect that such individuals are social beings whose
contexts have contributed to their offences, but who are capable of change if offered
appropriate opportunities (Schultz, 2005).

Limitations and Further Research
This meta-synthesis reviewed eleven studies from a total of 1040 identified by

the systematic search strategy, and a larger sample may have facilitated further



INDIVIDUALS> ACCOUNTS OF SEXUALLY ABUSING CHILDREN 1-31

development of the core concepts or emergence of other interpretations improving the
applicability and validity of the proposed framework. However, this review did not
aim to produce unequivocal and universally generalisable findings but rather to
develop greater understanding of individuals’ perspectives of their sexually abusive
behaviours towards children through integrating the (currently limited) qualitative
literature on this topic, although it is hoped the interpretations offered will be
meaningful in professional and clinical contexts (Finfgeld, 2003).

It should be noted the process of integrating qualitative studies is iterative and
reflexive, therefore the derivation of core concepts is influenced by the researcher
conducting the meta-synthesis. However, the inclusion of Table 4 and the mind-maps
in Appendices D-H increase transparency around the process of constructing these
concepts. Furthermore, evidentiary quotations demonstrating the original context of
the data are presented to improve credibility and support the inferences made
(Finfgeld, 2003).

The paucity of qualitative research on this topic meant a heterogeneous sample
was utilised, including offence accounts of various sexually harmful behaviours. The
proposed framework is broad enough to capture these experiences as it is based on
collective narratives, but important nuances differentiating perspectives of individuals
convicted for different offences could have been overlooked. Although Table 3
presents contextual details for participants from each study, this highlights the
importance of conducting further research in this domain.

Future meta-syntheses could then focus on homogenous groups with regard to
type of offence, enabling more detailed understandings to emerge and improving the
robustness of findings. Moreover, there are even fewer qualitative studies in this

domain focussing on female, adolescent, and learning disability populations therefore
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further research with such individuals is needed to explore how their perspectives
may differ. Creating spaces within research contexts for these narratives to be heard
would enable clinicians to consider how diverse groups of individuals understand
their offending behaviours, with significant implications for enhancing responsivity of
risk management and person-centred care.
Conclusion

Individuals’ offence accounts detailing perspectives of sexually abusive
behaviours can offer valuable and rich insights for understanding child sexual abuse,
with implications for psychotherapeutic interventions and risk management.
However, this meta-synthesis has also indicated how social constructions of
individuals who have sexually abused children can distance professionals, and
individuals themselves, from such stories thus inhibiting meaningful considerations of
risk and rehabilitation factors. Emotional aversion to hearing, reading, researching,
and working therapeutically with such narratives reinforces this distance at the
expense of holistic considerations of an individual’s context, thereby maintaining a
position where individuals who have sexually harmed children become defined by
their offences and continue to be perceived as “others” who cannot (and should not)
be understood. Without greater engagement by professionals in research and clinical
contexts, valuable opportunities to reduce risk or provide care may continue to be lost,

ultimately perpetuating cycles of abuse, re-victimisation, and reoffending.
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Table 1
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Comparison of Previous Review (Lawson, 2003) and Proposed Meta-synthesis

Previous review

Current review

Search strategy

Databases searched:

e PsycINFO
e CINAHL
e Medline

Minimal details of search strategy

Databases searched:

e PsycINFO

o CINAHL

e Academic Search Complete
e Science Direct

e Web of Science

Systematic search strategy

Characteristics of studies
included in review

Fifteen studies included, published
between 1982-2001

Eleven studies included, from all studies
published to date (additional 12 years)

(Note: studies before 2001 do not include offences related to sexually abusive

images of children)

Participants from prisons or outpatient
settings

Mainly open-ended interviews

Mainly grounded theory or IPA

Participants from any setting

Also include studies based on written /
audio records

Include studies using any methodology

Methodology

Identified as meta-synthesis in the
Implications section, but actually used a
selective reading approach (van Manen,
1990):

e Identified phrases used to
describe thoughts, behaviours,
relationships

e Considered what statements /
phrases seemed particularly
revealing about the
phenomenon or experience
being described

e  Statements then grouped by
similarities into themes

Meta-synthesis to integrate findings of
individual studies with each other to
produce new themes and emerging
concepts, rather than grouping by
existing themes

Findings

Three themes emerged from the analytic
process: isolation (in early childhood, in
adolescent / adult relationships, of
victims), gratification (sexual / non-
sexual, entitlement, intimacy, self-
esteem / affirmation, offence pathways),
and justification (excuses, cognitive
distortions, reframing behaviour as non-
abusive).
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Figure 1. Flowchart of Study

Selection

databases

1036 studies found by
searching through 5

4 studies found through
hand search

A 4

Filter by peer-reviewed
journal articles

A 4

802 studies remaining

A 4

Check for duplicates

A 4

238 studies
excluded

A 4

554 studies remaining

A 4

Screen titles / abstracts
/ text for relevancy and
then review relevant
studies with inclusion /
exclusion criteria

A 4

248 studies
excluded

A 4

11 studies remaining

A 4

Review with quality
criteria

A 4

543 studies
excluded

A 4

11 studies identified for
inclusion in meta-
svnthesis

A 4

0 studies
excluded

1-43

Figure 1. Only studies from peer-reviewed journals were considered as they had undergone a quality review, and
since meta-synthesis relies on secondary data analysis, it is important to consider the quality of the original data
source (Finfgeld, 2003). Following the removal of duplicates, studies were screened for relevance to the topic of
this review using the following criteria: (1) use of qualitative methodology; (2) participants previously charged /
convicted with a sexual offence against children (under the age of sixteen). Screening was initially conducted by

checking article titles, but abstracts and / or full texts were also read if there was any ambiguity regarding the

relevance of the study. Due to the relatively limited number of qualitative studies on this topic, studies were not
excluded according to type of offence or victim as long as it was categorised as a form of child sexual abuse, hence
intra- and extra-familial offences as well as contact and non-contact offences were included. Relevant studies were

then reviewed with the inclusion / exclusion criteria presented in Table 2.
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Table 2

Inclusion and Exclusion Criteria

Criterion

Application

Participants

Only studies with adult male participants were included, as the majority of
the body of qualitative research in this domain is conducted with this
demographic. Since a sufficient number of studies are required to conduct
a credible meta-synthesis (Finfgeld, 2003) and there is limited qualitative
research in this area, it was decided to conduct the review focussing on the
perspectives of those individuals most frequently recruited as participants.
Studies with adolescent (under eighteen years) or female participants were
excluded on this basis, as were studies that recruited individuals with
learning difficulties. Similarly, studies presenting findings related to
specific groups (for example, priests or professionals working with
children) were excluded, as contextual factors relating to such roles may
have had specific effects on the perspectives of these individuals. Inclusion
of mixed populations would have reduced the robustness of any findings,
thereby impacting on their transferability and generalisability.

Study focus

Avrticles focussing solely on physical actions and behaviours when
committing an offence were not included, as the aim of this meta-synthesis
is to develop insight into individuals’ perspectives of their offending
behaviour from their offence accounts, rather than exploring descriptive
processes of how offending behaviours are carried out. While such
descriptions were frequently a part of included studies, studies focussing
exclusively on these were not included in this review due to their topical
dissimilarity (Sandelowski et al., 1997).

Raw data

Studies where findings were inadequately evidenced through the use of
raw data were excluded (Finfgeld, 2003); for example, some studies used
only brief quoted phrases to evidence the interpretations offered, and
others did not present any raw data for some of the themes emerging from
their analysis. Meta-syntheses rely on qualitative interpretations as their
primary data source, rather than raw data from interview transcripts,
therefore the credibility of further interpretation in this review would be
limited if findings of included studies were not appropriately supported by
raw data in the form of quoted material (Downe, 2008).
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Methodologies

Studies using any qualitative methodology were included provided their
findings were presented thematically so they were comparable
(Sandelowski et al., 1997). The final sample contained studies using a
variety of approaches including thematic analysis, interpretative
phenomenological analysis (IPA), and grounded theory. Although these
methods vary in their epistemologies, triangulation of different
perspectives can enhance the credibility of this review’s findings by
allowing strengths and weaknesses of differing methods to complement
one another (Finfgeld, 2003), and the inclusion of studies based on
different approaches provides a multi-faceted perspective of the topic
(Jensen & Allen, 1996).

Quality criteria

An adapted version of a quality framework proposed by (Walsh & Downe,
2006) was used to evaluate the studies considered for inclusion. This
framework was chosen because it enables quality criteria to be applied
reflexively rather than rigidly, thus accounting for the variety inherent
within qualitative research generally (Walsh & Downe, 2006) and the
studies identified through the systematic search strategy specifically.
Instead of focussing on the generalisability of results, which would be
incongruent with qualitative approaches, this framework considers whether
findings have “credibility, transferability, dependability and / or
confirmability” (Downe, 2008, p. 6). Furthermore, this framework could be
easily adapted for this review to allow each criterion to be rated thus
increasing the transparency of the grading system.

The following aspects were considered for each study:

e Clear outline of the research question and the rationale

e Apparent and appropriate choice and use of methodology

e Apparent & appropriate methods of data collection

e Appropriate sampling strategy used

e Apparent & appropriate choice and use of analytic methods

e Whether interpretations were plausible and evidenced appropriately

with raw data

e Whether findings increased understanding of the topic

e Discussion of clinical implications

e Discussion of any ethical issues and appropriate managed of these

e Presence of an audit trail

e Discussion of limitations of the study
For each study, a rating was given for each of these aspects; these ratings
were then summed to produce a total. Although Walsh and Downe (2006)
provide a grading system of A to D, adapting the framework to provide an
individual rating for each of these aspects within each study facilitated a
more thorough and transparent consideration of the quality of each paper.
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Numerical cut-offs were decided for each grade, and each study was then
graded accordingly (see Appendix C).

Studies under consideration for inclusion received scores from B to C-.
Although Walsh and Downe (2006) exclude studies scoring below C+,
they do not advocate prescriptive or rigid application of any quality
criteria, including their own. There is some debate over the use of quality
criteria to exclude studies from meta-syntheses (Downe, 2008). Some
argue appropriate appraisal is essential (Dixon-Woods, 2004), but
Sandelowski et al. (1997) have suggested methodological flaws should not
be a criterion for excluding findings that may still be useful since they
describe unique elements of human experience. For this review, this latter
approach was adopted whilst acknowledging the potential impact of using
poor quality data for secondary analysis. No studies were therefore
excluded based on quality criteria provided they scored C- or above
according to the framework.
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Table 3

Details of Studies Included in this Review

1-47

Study Aims of Study Participants Offences Therapy * Setting Country Coll:l):(t:fion Methodology Themes %:;Ir'];y
Winder, B., To facilitate 7 Internet-based Yes Prison UK Semi- IPA Distancing from B
& Gough, B.  person-centred sexual structured victims
(2010) accounts about Aged 30-60 offences interviews Dis-identifying

downloading and (downloading from the label of
“Inever possessing child and viewing “sex offender”
touched pornography, images of Minimising
anybody - explore how such children) responsibility for
that’s my offences are offending
defence’’: A rationalised and Sexual assault Reduction of
qualitative defended of a minor distancing
analysis of following
internet sex treatment
offender
accounts
Holt, T.J., To explore the n/a All forum nla n/a USA Analysisof ~ Grounded  Marginalisation B
Blevins, K. subculture_ / users web theory Sexuality
R., & enculturation exp_ressed forums Law
Burkert, N. process through havmg_a Securit
(2010) Web forums of sexual interest y
individuals with in/
Considering  sexual interests in fantasising
the pedophile  children, to about / being
subculture explore the norms / aroused by
online values of this children

subculture
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Study Aims of Study Participants Offences Therapy ? Setting Country Data Methodology Themes Quality
Collection Rating
Hartley, C. To explore 8 Sexual Yes Community USA Interviews Grounded A need for sexual B-
C. (2001) motives to contact with theory gratification
sexually offend Mean age  biological / Seeking an outlet
Incest against children, 354 step / adoptive from
offenders' the connections daughter dissatisfaction
perceptions between life (voyeurism, Contact as an
of their contexts and exhibitionism, expression of
motives to motives, and how fondling, oral anger
sexually life context may sex, Contact as an
offend within  create precursors intercourse) inappropriate way
their pastand  to motivation to show
current life love/affection
context
Gilgun,J.F.  To elicit 23 Intra-familial Varied Maximum USA Interviews Grounded Avengers C
(1994) descr_i pti_ons of (20 men, 3 and extra- security theory with Takers
how |nd|V|duaIs_ women) familial _ prison pheno_men- Controllers
Avengers, see themselves in contact child ological Conquerors
conquerors, relation to children sex offences ) approach Playmates
playmates, they have sexually ~ Aged 21-56 Medium Lovers
and lovers: abused security Soulmates
Roles played prison
by child
sexual abuse Community
perpetrators treatment
programmes
Support

groups
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Study Aims of Study Participants Offences Therapy ? Setting Country Colljlsct:?ion Methodology Themes %;Z:;y
Phelan, P. To explore how 40 Sexual Yes Outpatient California  Interviews Findings Sexual C-
(1995) incestuous contact with grouped by gratification

relationships are biological / themes but not  Control, power
Incest and its initiated, step- stated whether  and anger
meaning: maintained and daughter(s) thematic Rights and
The ended, and the (fondling, oral analysis responsibilities
perspectives  meaning sex, vis-a-vis their role
of fathersand  surrounding the intercourse / as father or
daughters events for those penetration) stepfather
involved What fathers
thought daughters
were thinking
Fathers'
definitions of
activity and
thoughts about
consequences
Gilgun,J. F.  To test hypotheses 11 Intra-familial Yes Maximum USA Interviews Modified Care and justice B-
(1995) derived from the (including  and extra- security analytic Distortions of
literature on care 1 female)  familial prison induction justice and care
We shared and justice and to contact child (similar to The absence of
something modify them to fit ~ Aged 32-54  sex offences Medium grounded considerations of
special: The in-depth subjective security theory but justice and care
moral accounts of prison hypotheses/  Other findings
discourse of individuals with concepts pre-  that were not part
incest incest offence Community selected) of the care-justice

perpetrators

histories

framework.
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Study Aims of Study Participants Offences Therapy ? Setting Country Colljlsct:?ion Methodology Themes %;Z:;y
Brown, S.J., Todevelopa 50 Intra-familial 82% not Prison New Semi- Thematic Complete denial C+
Walker, K., model of and extra- engaged Zealand structured analysis Partial denial
Gannon, T. individuals’ use of ~ Mean age  familial interviews Justifications:

A, & empathy and 524 contact child beliefs and
Keown, K. cognition when sex offences attitudes to
(2012) recounting sexual support offending

offences against behaviour
Creating a children Excuses: ignoring
psych- the perspectives
ologically of others
comfortable Taking
position: The responsibility for
link between own actions
empathy and
cognitions in
sex offenders
Quayle, E., To examine the 13 Possessing Varied Varied UK Semi- Qualitative Sexual arousal C
& Taylor, M. ways in which illegal and structured analysis As collectibles
(2002) individuqls talk Qbscene interviews .Withi!] Facil.itatin.g social

about child images of discursive relationships
Child pornography and children framework As away of
pornography  the function this avoiding real life
and the plays in their Producing As therapy
internet: offence accounts pornographic In relation to the
Perpetuating pictures of Internet
acycle of children
abuse

Child sexual

assault
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Study Aims of Study Participants Offences Therapy ? Setting Country Data Methodology Themes Quality
Collection Rating
Hartley, C. To explore the 8 Sexual abuse Yes Treatment USA Interviews Grounded Cognitions related C+
C. (1998) victimisation of a biological agency theory to sociocultural
process of Aged 28-42 [step/ factors
How incest incestuous child adoptive Cognitions used
offenders sexual abuse, daughter to overcome the
overcome focusing on (offences fear of disclosure
internal cognitions / varied from Cognitions used
inhibitions cognitive voyeurism to to diminish
through the distortions used to intercourse) responsibility
use of overcome initial Cognitions related
cognitions inhibitions against to permission
and cognitive  offending and to seeking
distortions maintain offending
behaviour once
begun
Durkin, K. To examine the 11 Admission of n/a n/a USA Analysis of Content Condemnation of B-
F., & Bryant, accounts of a paedophiliac postings on analysis condemners
C.D.(1999) individuals orientation online Denial of injury
expressing sexual involved Claim of benefit
Propagand- interest in children using “boy newsgroup BIRGing (basking
izing who use internet lover” self- in reflected glory)
pederasty: A newsgroups, to descriptively, - like other great
thematic explore the speaking of men
analysis of attitudes they hold having
the on-line in regard to relationships
exculpatory deviant orientation with boys, or
accounts of and behaviour indicating an
unrepentant affiliation
pedophiles with a
paedophile

organisation
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Study Aims of Study Participants Offences Therapy * Setting Country Data_ Methodology Themes Qua_llty
Collection Rating
Sheehan, V.,  To explore the 4 Taking / Only1 Prison UK Semi- IPA Formative life B
& Sullivan, J.  experiences of possessing / engaged structured experiences
(2010) individuals Aged 28-46 trading in Community interviews Blocks to
convicted of child indecent therapy offending
A qualitative  pornography images of Overcoming
analysis of offences, and to children blocks to
child sex identify offending
offenders similarities / Rape / sexual Abuse-supportive
involved in differences in their assault / thinking
the experiences, taking Role of fantasy in
manufacture  perspectives, and indecent subsequent
of indecent behaviours images of offending
images of daughter / Planning and
children stepdaughter preparation for
abuse
Produced Offending
indecent behaviour
photographs Function of taking
of himself images
sexually
molesting
sons

4 Many of the studies reviewed for inclusion in this review considered previous or current engagement in therapy as part of their inclusion criteria. Engagement in therapy
would be expected to impact on an individual’s narrative through restructuring their perceptions and understanding of their offending behaviours. Accordingly, there may be
differences in the offence accounts of individuals who and have not engaged in psychotherapeutic interventions, although this review did not include / exclude any studies on

this basis.
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Figure 2. Process of Meta-synthesis

Each study was read repeatedly and themes recurring across studies were identified.

Original findings and themes were not deconstructed but ideas, concepts, and metaphors from these
formed the first iteration of key themes. These iterations comprised the raw data for the meta-synthesis.

These key themes were then considered relative to each other within and across studies
(see Appendices D-I for mindmaps illustrating this process).

Relationships between themes across different studies appeared to be directly comparable. These
similarities enabled findings from studies to be translated into each other, resulting in the derivation of
the final iteration of the key themes.

Formulation of a single, higher-order concept integrated the key themes and highlighted the relationships
between them.

These key themes were then synthesised and expressed in the form of key concepts. This first iteration
of key concepts was subsequently refined further to produce a final iteration of core concepts.
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Table 4

Development of Core Concepts from Preliminary Themes
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Themes identified in

Content of themes

Key themes:

Key themes:

Core concept: Core concept:

Relevant studies

studies first iteration final iteration first iteration final iteration
o Minimising o Ways in which responsibility for their actions
responsibility for was reduced
offending . .
. . . I . Can’t help it, )
o Viewpoint that ignores e Offender as the victim, externalising locus of ngltlmyef;ullt \évcl)ﬂdﬁr’g &
the perspectives of control gn, b.
(2010)
others
Sheehan, V., &
e The internet and child e Internet as a medium to facilitate interests Not really a Not 2 sex Sullivan, J.
ornograph . 2010
pornograpny _ : sex offender if offender (2010
o Dis-identifying from the e Distance themselves from label / stigma of sex ;
no contact / because no Gilgun, J. F.
label of ’sex offender”’ offender Iy
. . didn't use harm done (1995)

o Law e Influence of law in structuring ways of force / child h ‘th ﬂ
relstingl] to children and others in / out of the agreed, sex anil\c;t;]ré nc;lt -t | am ot a sex \?\;z(;lvlgenr' SKJ
sub-culture ¥ ’ Ko,

. . offenders fault, i ; .

« Partial denial « Do not deny sexual contact occurred but deny should be stig mL;ti <ed S;L?(T:Hf;d sg;fr%r;?iesre.d galgnon. T.KA..
. X . , eown, K.
it could be defined as abuse punished due to nobody harmed  sexualityand  (2012)

sexualit i iati

» Overcoming blocks to e Distortions, abuse-supportive thinking Nothing Y /hu(;:c,f;?;earsex d;s:;s;og:)e:’;:g " Holt, T.J.,

of_fendlpg o _ _ wrong with Subthemes: harm Blevins, K. R,,

e Distancing from victims e Distance themselves from notion that they had looking / o Not like those & Burkert, N.
created victims — lack of contact, images as fantasising sex offenders (2010)
innocuous, child appeared happy - '

. . o children were No harm done

o Child pornographyand e Child pornography as means of achieving enjoying it, no .. Others do not _I(?ualyle’l\li" &

sexual arousal sexual arousal harm doﬁe understand (268/0%' '

o Marginalisation e Relationship with society at large Durkin, K. F.,

o Not incest e Love / care rather than abuse Others don't & Bryant, C. D.

e Condemnation of e Attempts to shift the focus from paedophiles understand, (1999)

condemners and their behaviour to the actions of those child love
who condemn them rather than
child abuse

¢ BIRGing (like other
great men)

e The assertion that ‘“great men’’ have also
been paedophiles
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Themes identified in Content of themes Key themes: Key themes: Core concept: Core concept:  Relevant studies
studies first iteration final iteration first iteration final iteration
o Life context prior to o Life stresses Coping with Wanting to
onset of offending stress or feel better
o Seeking an outlet from e Needing an outlet for dissatisfaction, coping feeling about oneself, Sheehan. V.. &
dissatisfaction with unhappiness unwanted / sexualised Iele. an, v.,
unaccepted coping, _ Sullivan, J.
i ; : ; Inter and intra-  (2010)
o Child pornographyasa e Social support to replace unsatisfactory making Feeling better ersonal
way of avoiding real life  relationships in the real world Escapism, friends / emotior?all and Fr)ocesseS' Hartley, C. C.
e Accessing child e Satiation, addiction, controlling interests feeling in social lati )I/I P I d (2001)
ornography as therapy control relationships relationally Sexuallse
P through coping, self- Quayle, E., &
Child pornography Social contact with others who trade images Subthemes: sexualised esteem, and Tavior, M.
¢ Nid pa ; * i o copin social status (2002
facilitating social S(cj)é:lzllgta}:]us, » Sexualised ping ( _ )
relationships \;ocig: 9 coping Gilgun, J. F.
e Function of taking « Feeding arousal, power and control, social A e Enhancing (1994)
. . relationships, If-
images function, self-esteem making selt-esteem
¢ Playmates ¢ Viewed themselves as peers of the child friends e Impact on

social status
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Themes identified in
studies

Content of themes

Key themes:
first iteration

Key themes:
final iteration

Core concept:
first iteration

Core concept:
final iteration

Relevant studies

o A need for sexual
gratification
o Sexual gratification

o Takers

¢ As a primary motive, generally important in
their lives

e Sexual gratification / curiosity as primary
motivating factor

e Children as a commodity to be used and then
discarded

o Control, power and
anger

e Contact as an expression
of anger

o Controllers

o Avengers

¢ Wanting to have control / power over the
child, anger

e Expression of anger towards wives / own
abuser

e Controlling routine activities of children by
bargaining for sexual favours

¢ Objective was to harm the child or someone
who loved the child

e Conquerors

o Children’s vulnerability

¢ Rights and
responsibilities vis-a-vis
their role as father or
stepfather

e Used age-‘appropriate’ ploys to get children to

become sexually involved

e Taking advantage of children’s lack of
knowledge / trust / dependence to keep
relationship going

¢ Having special / unique rights based on status
as ‘father’, offence not so serious because
their own child

o Child pornography as
collectibles

e The importance of collecting pictures

Sexual
gratification/
desire, taking

what you need

Control,
power, anger,
revenge

Belongs to
me, taking
advantage of
trust

Like any other
collection

Can do what
you want
when child
belongs to
you, child as
an object to
use for sexual
gratification /
to control / to
collect

Subthemes:
o Sexual
gratification
e Control,
power, and
anger
e Something
that belongs
to me

Objectification:
commodity to
be owned, used,
controlled, or
collected

Objectification
and ownership:
commodity to
conquer,
control, or
collect

Hartley, C. C.
(2001)

Phelan, P.
(1995)

Gilgun, J. F.
(1995)

Quayle, E., &
Taylor, M.
(2002)

Gilgun, J. F.
(1994)
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Themes identified in

studies

Content of themes

Key themes:
first iteration

Key themes:
final iteration

Core concept:
first iteration

Core concept:
final iteration

Relevant studies

e Incest as wrong

¢ Blocks to offending

e Explicit / implicit recognition that it was
wrong, inconsistent / confused about whether
it was wrong

e Conflicted core beliefs, detection
apprehension

e Planning and preparation

for abuse

o Sexual activity and its

progression

e Victim identification and selection,
manipulating perceptions of victims / others,
creating opportunity to offend, preventing
suspicion / disclosure / discovery

e Progressed slowly and became increasingly
more serious, initiation using nonverbal means
as extension of routine activities, child
initiated and / or enjoyed it if no overt
negative reaction

o Cognitions used to
overcome the fear of

disclosure
o Security

¢ Knowledge of mother-daughter relationship,
lack of disclosure after first incident taken as
interest, not thinking about disclosure at all

o Careful management of personal information
and activities to avoid legal sanctions

o Fathers' definitions of
activity and thoughts
about consequences

e Cognitions related to
sociocultural factors

o Aware it was wrong from moral / marital /
legal standpoint, legal ramifications,
concerned about wife finding out, guilt over
moral rather than legal aspect

e Messages / images / expectations of society
used to overcome internal inhibitions

e Verbal interaction about

participation and
disclosure

¢ Unresponsiveness to
children’s attempts to

stop

e Threats of family splits or jail, bribing

e Unresponsive or cruel when child wanted to
stop

It’s wrong /
illegal / taboo

Planning,
preparing,
progression of
sexual activity
without
arousing
suspicion

Not getting
caught, pre-
empting
discovery

Considering
consequences,
continuing
despite fear of
discovery,
nothing wrong
so nothing to
worry about

What the child
might say,
preventing

discovery and

lowering
resistance
through
persuasion /
threats

Planning abuse,
progression of
sexual activity,

preventing
disclosure /
discovery, Planning, pre- ;
potential empting CE;@?TE&”&.
consequences - consequences, e \?enting :
and preventing ;e joure and
Subthemes: disclosure / discover
o Permissibility discovery y

¢ Planning and
preparation
¢ Preventing
discovery

Sheehan, V., &
Sullivan, J.
(2010)

Phelan, P.
(1995)

Gilgun, J. F.
(1995)

Holt, T. J,,
Blevins, K. R.,
& Burkert, N.
(2010)

Hartley, C. C.
(1998).
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Themes identified in
studies

Content of themes

Key themes:
first iteration

Key themes:
final iteration

Core concept:
first iteration

Core concept:
final iteration

Relevant studies

e Lovers

e Contact as an
inappropriate way to
show love/affection

o Love

e Being infatuated with or in love with the child
¢ Way of showing love / affection

¢ No love, sexualised affection, believing self to
be in love, intense drive for connection

o Sexuality o Normative order sexuality, acceptance of
sexuality by society

o Mutuality e Love was mutual, wanting sexual activity to
be mutually enjoyed

e Soulmates ¢ Confusing themselves with children, drawn to

e Promoting the child’s
welfare

/ seeing self in child victim

e Teaching, satisfying, increasing sexual
awareness, showing love, comforting,
consoling

o Cognitions to support
offending behavior

¢ What fathers thought
daughters were thinking

e Cognitions used to
diminish responsibility

¢ Offloading responsibility to the child,
normalisation of the situation, sex
demonstrates love

e Presuming child was asleep / unaware but
some ambiguity, child initiated / acquiesced /
positively participated in sexual activity

e Seeing sexual contact as game, not using
force, starting accidentally or initiated by
child, child’s ‘positive’ reaction

e Cognitions related to
permission seeking

o Children as gatekeepers

e Claim of benefit

¢ Asking child directly for permission, assessing
/ interpreting child’s response as permission

e Asking children to be gatekeepers for
incestuous acts by delegating authority /
responsibility

e Such behaviour is actually beneficial for the
child involved

We were in
love, it was a
real
relationship

Providing care
/love/
comfort

Child wanted
me to do it,
child didn't
object, child

initiated /
participated /
enjoyed it

It was up to
the child, child
could have
stopped it if
they wanted to

In love with /
caring for
child, mutual
relationship,
children as
sexual, child
consented /
responsible
for
continuation

Subthemes:
e Being in love
e Children as
sexual beings
e Child
consented,
could have
objected

Consensual /
caring / loving
relationship,
child as sexual
partner

Mutuality: love,
care, and
consent

Hartley, C. C.
(2001)

Phelan, P.
(1995)

Gilgun, J. F.
(1995)

Brown, S. J.,
Walker, K.,
Gannon, T. A,
& Keown, K.
(2012)

Holt, T. J.,
Blevins, K. R.,
& Burkert, N.
(2010)

Quayle, E., &
Taylor, M.
(2002)

Gilgun, J. F.
(1994)

Hartley, C. C.
(1998)

Durkin, K. F.,
& Bryant, C. D.
(1999)
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Figure 3. Thematic Map

and anger

belongs to me y quer, :
or collect

Accounts of engaging in
sexually abusive behaviours
towards children:

Pre-empting a meta-synthesis
- consequences:
Permissibility preventing disclosure
and discovery

Inter and intra-
personal processes:
sexualised coping,

self-esteem, and social

Planning and
preparation Preventing
discovery status
Sexualised
coping Enhancing
self-esteem

Figure 3. Shaded ovals represent the core concepts, and clear ovals represent sub-themes within these.

Sexual
Control, power gratification

I am not a sex
offender:
stigmatised sexuality
and disassociation
from doing harm

Mutuality:
love, care, and consent

Children as
sexual beings
Impact on
social status

Not like those
sex offenders
No harm

done

Others do not
understand

Child

consented,
could have
objected
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Figure 4. Diagrammatic Representation of the Line of Argument

inforcing, and mgj
cilitating, 1€ ’
TG ngaging in sexual activity with chzlf fa%r

practical
factors

emotional
factors

Inter and intra-
personal processes:
sexualised coping,

self-esteem, and social

status

Pre-empting

consequences:
preventing disclosure
and discovery

ment ¢ of narratives aroyp .
eﬂe\ op™ exual activity with chj ldre t”’lled <

Objectification and ownership:
commaodity to conquer, control,
or collect

Mutuality:
love, care, and consent

L ent of self- constry

Y of sex
QS ent A O ReTial acty Ll

| am not a sex
offender:
stigmatised sexuality
and disassociation
from doing harm

Figure 4. The framework suggested by the current findings aims to develop further understanding of individuals’ perspectives of their sexually harmful behaviours towards children. Emotional
factors related to inter and intra-personal processes, in conjunction with practical factors preventing disclosure and discover, serve to initiate, facilitate, reinforce, and maintain sexually abusive
behaviours towards children. Ongoing abuse results in the development of a narrative facilitating these behaviours and negating issues of harm and consent, so the child is objectified with a
corresponding sense of ownership, or the relationship is perceived as mutually consensual and loving. Individuals develop a self-construct dis-identifying themselves from being “sex offenders”
by disassociating themselves from harming the child and considering their sexuality as uncontrollable and involuntary, and therefore unfairly stigmatised by others. The three different levels of the
framework represent different levels of understanding these behaviours, starting with factors related to motivations, justifications, and functional aspects, moving to cognitions and normalising
narratives that indicate how individuals conceptualise their victims, and then hypothesising how individuals may integrate such behaviours into their self-constructs during the above processes.
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Figure 5. Findings in Relation to Ward’s Implicit Theories (1999)

objectification
and ownership

entitlement __ dangerous world

inter and intra-
personal
processes

children as e
sexual objects uncontrollability
I 'am not a sex pre-empting

mutuality offender consequences

nature of harm

Figure 5. Circles with italicised text represent implicit theories; circles with bold text represent the core
concepts emerging from this meta-synthesis. The overlaps between the circles demonstrate how the findings of
this review may be positioned in relation to Ward’s model. The concept of objectification and ownership
involves entitlement to sexual gratification, the right to have sex with a child, perceptions of conquest and
control, and using the child as a means of revenge; this overlaps with implicit theories of entitlement and
dangerous world. The concept of inter and intra-personal processes is based on difficulties in coping with adult
relationships and seeking compensatory relational experiences involving sexual activity with children, which
overlaps with elements of dangerous world and uncontrollability. The concept of pre-empting consequences
also overlaps with uncontrollability as they both include content based on understandings around permissibility
of sexually harmful behaviours. | am not a sex offender is a concept that shares aspects with implicit theories of
nature of harm, children as sexual objects, and uncontrollability; these include denial of harmful intent, lack of
control over sexual desires / behaviours, assertions that children are not harmed but benefit from sexual
relationships with adults, societal prejudices around sexual contact with children, and such behaviours not being
considered as abusive or harmful. Children as sexual objects also shares similarities with the mutuality concept,
where children are considered capable of consenting to, initiating, and enjoying sexual activities.
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Figure 6. Findings in Relation to Finkelhor’s Four-Factor Model (2004)
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Figure 6. Finkelhor’s four-factor model is represented diagrammatically by clear boxes and solid arrows. Shaded boxes represent the core concepts emerging from this meta-synthesis, with
dotted lines demonstrating how they may be positioned in relation to Finkelhor’s model. The concept of inter and intra-personal processes and the factors of emotional congruence and

blockage share underlying similarities including a lack of adaptive strategies to cope with relational difficulties and an increase in self-esteem through engaging in sexual activity with

children. Obijectification and ownership links to the factors of blockage and disinhibition, as well as the pre-conditions of internal inhibition and resistance by child, through aspects of
using the child for sexual gratification, a sense of entitlement to have sexual contact with the child, feelings of power evoked by being in control of the child, and the use of physical force
when needed to dominate the child. The concept of mutuality also links to resistance by child as well as the factor of sexual arousal to children through considering the child as a sexual
being capable of consenting to and voluntarily engaging in sexual activity with an adult. Pre-empting consequences maps onto the pre-conditions of external inhibitions and resistance by
child as it is concerned with how sexually harmful behaviours are initiated and continued without being discovered. Lastly, the concept of | am not a sex offender relates to the factors of
sexual arousal to children and disinhibition, as well as the pre-condition of internal inhibition, through considering sexual contact with children as not harmful and therefore acceptable, and
feeling it is permissible to act on one’s sexual preference whilst disregarding legal and societal sanctions / consequences.



INDIVIDUALS” ACCOUNTS OF ENGAGING IN CHILD SEXUAL ABUSE 1-63

Appendix A: Author Guidelines for Journal of Sexual Aggression

Journal of Sexual Aggression
An international, interdisciplinary forum for
research, theory and practice

Alert me Published In assoclation with the Mational Organlsation for the Treatment of
Abusers [NOTA)

Routledge N

Sample copy

ISSN Publication Frequency
1355-2600 (Print), 1742-6545 [(Online) 3 Issues per year

u n E |l Add to shortlist Recommend to: S A friend %A librarian

Instructions for authors

SCHOLARONE MAMUSCR
This journal uses ScholarOne Manuscripts (previously Manuscript Central) to peer review manuscript

submissions. Please read the guide for ScholarOne authors before making a submission. Complete guidelines
for preparing and submitting your manuscript to this journal are provided below.

The Instructions below are specifically directed at authors that wish to submit a manuscript to Journal of
Sexual Aggression . For general Information, please visit the Author Services section of our website.

Journal of Sexual Aggression considers all manuscripts on the strict condition that they have been
submitted only to Journal of Sexual Aggression, that they have not been published already, nor are
they under consideration for publication or in press elsewhere. Authors who fail to adhere to this
condition will be charged with all costs which Journal of Sexual Aggression incurs and their papers
will not be published.

Contributions te Journal of Sexual Aggression must report original research and will be subjected
to anonymous review by referees at the discretion of the Editorial Office.

Please note that Journal of Sexual Aggression uses CrossCheck™ software to screen papers for unoriginal
material. By submitting your paper to Journal of Sexual Aggression you are agreeing to any necessary
originality checks your paper may have to undergo during the peer review and production processes.

This journal is compliant with the Research Council's UK DA policy. Please see the licence options
and embargo periods here .



INDIVIDUALS” ACCOUNTS OF ENGAGING IN CHILD SEXUAL ABUSE 1-64

Manuscript preparation

The Editor welcomes the opportunity to consider papers which examine the nature and Impact of sexual
aggression, as well as Its prevention and treatment. Priority is afforded to articles containing criginal material
and which are likely to contribute to the advancement of knowledge in the fleld. As such, several types of
contribution are welcomed:

a) Research and conceptual dcevelopments - papers reporting the findings of emplirical research or the
development of theory/ conceptual models.

b) Reviews - literature reviews or commentaries focusing upon specific issues of relevance.
c) Practice - articles presenting clinlcal practice or programme descriptions.

d) Debate - brief responses to articles which have appeared In previous [ssues of the Journal.

The Editor can be contacted by potential centributors wishing to discuss a proposal or seeking advice or
guldance on preparation of a submission. If you are planning to submit an overlength paper, please contact
the Editorial Office In advance:

1. General guidelines

+« Papers are accepted only In English. British English spelling and punctuation Is preferred.

« A typlcal article (Research and conceptual development) will not exceed 6,000 words ; 'Reviews' up to
B, 000 words ; 'Practice' articles between 4,000-6,000 words ; 'Debate' articles up to 5,000 words.
Tables, figures and references are not Included In this word count. Papers that greatly exceed this will be
critically reviewed with respect to length. Authors should Inclede a word count with their manuscript.

+ All the authors of a paper should Include their full names, affillations, postal addresses, telephone and
fax numbers and email addresses on the cover page only of the manuscript. One author should be
identified as the Corresponding Author.

+ Manuscripts should be compilled Iin the following order: title page; abstract; keywords; main text;
acknowledgements, appendixes (as appropriate); references; table(s) with caption{s) (on individual
pages); figure caption(s) (as a list).

+ Abstracts of 150 words are required for all papers submitted.

+ Each paper should have six keywords .

+ Section headings should be conclse and legically seguenced. Biographical notes on contributors are
not reguired for this journal.

+ For all manuscripts nen-discriminatory language |s mandatory. Sexist or racist terms should not be used.

+ Authors must adhere to S1 units . Units are not italicised.

+ When using a word which Is or Is asserted to be a proprietary term or trade mark, authors must use the
symbol & or TM.

2. Style guidelines and referencing

+« Description of the Journal's article style , Quick guide

+ Description of the Journal's reference style , Quick gulide

+ Please use British spelling (e.g. colour, organise) and punctuation. Use single guotation marks with
double within if needed.

+ If you have any guestions about references or formatting your article, please contact
authorgueries@tandf.co.uk (please mention the journal title in your emaill}.

Word templates
Word templates are avallable for this journal. If you are not able to use the template via the links or If you
have any other template guerles, please contact authortem plate@tancf.co.uk



INDIVIDUALS” ACCOUNTS OF ENGAGING IN CHILD SEXUAL ABUSE 1-65

3. Footnotes and Tables

Footnotes are not normally permitted but endnotes may be used If necessary. Tables should be lald out
clearly and supplied on separate pages, with an indication within the text of their approximate location.
Vertical lines should be omitted, and horizontal lines limited to those indicating the top and bottom of the
table, below column headings and above summed totals. Totals and percentages should be labelled clearly.

4. Figures

It is in the author's interest to provide the highest quality figure format possible. Please be sure
that all imported scanned material is scanned at the appropriate resolution: 1200 dpi for line art,
600 dpi for grayscale and 300 dpi for colour.

+ Flgures must be saved separate to text. Please do not embed figures in the paper flle.

+ Flles should be saved as one of the following formats: TIFF (tagged Image file format), PostScript or EPS
(encapsulated PostScript), and should contaln all the necessary font Information and the source file of the
application (e.g. CorelDraw/Mac, CorelDraw/PC).

+ All figures must be numbered In the order in which they appear in the paper (e.g. Figure 1, Figure 2). In
miulti-part figures, each part should be labelled (e.g. Figure 1(a), Figure 1{b)].

+ Flgure captions must be saved separately, as part of the file containing the complete text of the paper,
and numbered correspondingly.

+« The filename for a graphic should be descriptive of the graphic, e.g. Figurel, FigureZa.

5. Colour

Authors of accepted papers who propose publishing figures in colour in the print wersion should consult Taylor
& Francls at proof stage to agree a financlal contribution to colour reproduction costs. Flgures that appear in
black-and-white In the print edition of the Journal will appear in colour In the onling edition, assuming colour
originals are supplied.

6. Reproduction of copyright material.

As am author, you are reguired to secure permission to reproduce amy proprietary text, illustration, table, or
other material, including data, audic, vidgeo, film stills, and screenshots, and any supplementary material you
propose to submit. This applies to direct reproduction as well as “derlvative reproduction™ (where you have
created a new flgure or table which derives substantially from a copyrighted source). The reproduction of
short extracts of text, excluding poetry and song lyrics, for the purposes of criticism may be possible without
formal permission on the basis that the guotation is reproduced accurately amd full attribution Is given.

For further Information and FAQs, please see http://journalauthors.tandf.co.uk/ preparation/ permission.asp

Coples of permission letters should be sent with the manuscript upon submission to the editors. Copyright
permission letter template

7. Supplementary online material
Authors are welcome to submit animations, movie files, sound files or any additional Infermation for online

publication.

Information about supplementary online material



INDIVIDUALS> ACCOUNTS OF ENGAGING IN CHILD SEXUAL ABUSE 1-66
Manuscript submission

All submissions should be made cnline at the Journal of Sexual Aggression ScholarOne Manuscripts site .
MNew users should first create an account. Once logged on to the site, submissions should be made via the
Author Centre. Online user guldes and access to a helpdesk are avallable on this website.

Manuscripts may be submitted in any standard format, including Word, EndNote and PDF. These files will be
automatically converted Into a PDF file for the review process. LaTeX flles should be converted to PDF pricr
to submission because Manuscript Central Is not able to convert LaTeX files Into PDFs directly. This journal
does not accept Microsoft Word 2007 documents. Please use Word's "Save As" option to save your document
as an older [.doc) flle type.

Manuscripts should be typed, double-spaced throughout, allowing 4 cm minimum margins. A standard 12 point
font should be used.

Authors should prepare and upload two versions of thelr manuscript. One should be a complete text, while in
the second all cocument Information ldentifying the author should be removed from flles to allow them to be
sent anonymously to referees. When uploading files authors will then be able to define the non-anonymous
version as "Flle not for review".

Copyright and authors’ rights

It is a condition of publication that all contributing authors grant to the MNational Organisation for the
Treatment of Abusers (NOTA) the necessary rights to the copyright in all articles submitted to the Journal,
which Is published for the National Organisation for the Treatment of Abusers (NOTA) by Taylor & Francis.
Authors are reguired sign an Article Publishing Agreement to facilitate this. This will ensure the widest
dissemination and protection against copyright Infringement of articles. The “article” Is defined as comprising
the final, definitive, and citable Version of Scholarly Record, and Includes: ([ & ) the accepted manuscript In
its final and revised form, Including the text, abstract, and all accompanying tables, Illustrations, data; and (
b )y amy supplementary material. Copyright policy is explained in detail at

http: //journalauthors. tandf.co.uk/ preparation/ copyright.asp .

Free article access

As corresponding author, you will recelve free access to your article on Taylor & Francis Online. You will be
glwen access to the My suthored works section of Taylor & Francls Online, which shows you all your published
articles. You can easlly view, read, and download your published articles from there. In addition, If someone
has cited your article, you will be able to see this information. We are committed to promoting and increasing
the visibllity of your article and have provided guidance on how you can help .

Reprints and journal copies

Corresponding authors can receive 50 free reprints and a complimentary copy of the issue containing their
article. Complimentary reprints are avallable through Rightslink® and additional reprints can be ordered
through Rightslink® when proofs are recelved. If you have any gueries about reprints, please contact the
Taylor & Francis Author Services team at reprintsi@tandf.co.uk . To order extra coples of the Issue containing
your article, please contact our Customer Services team at Adhoc@tandf.co.uk .

Page charges

There are no page charges to Individuals or Institutions.



INDIVIDUALS” ACCOUNTS OF ENGAGING IN CHILD SEXUAL ABUSE 1-67

Open Select

Taylor & Francis Open Select provides authors or their research sponscrs and funders with the option of paying
a publishing fee and thereby making an article permanently available for free online access — open access —
immediately on publication to amnyone, anywhere, at any time. This optien s made available cnce an article
has been accepted In peer review.

Full detalls of our Open Select programme

Disclaimer

Journal of Sexual Aggression |5 published under the auspices of the Matienal Organisation for the
Treatment of Abusers (NOTA). Meither NOTA, nor the Editorial Board, hold themselves responsible for the
views expressed by contributors.

Upoated July 2013

Taylor & Francis

Author Services

Visit our Author Services website for further resources and guldes to the complete publication process and
beyond.



INDIVIDUALS’ ACCOUNTS OF ENGAGING IN CHILD SEXUAL ABUSE 1-68

Appendix B: Database Specific Search Terms

Database Search terms (based on APA descriptor terms)
Subject: (“sex™ offen*” OR “sex* abuser®” OR incest OR “incest offen*” OR
pedophil* OR paedophil* OR “child abuser*” OR “child molest*” OR “child
pornography™)
AND

PsycINFO Abstract: (qualitative OR “grounded theory” OR theme* OR phenomenological OR

quotations)
NOT
Title: (surviv* OR victim* OR recover* OR disclos*)

Academic Search
Complete

Subject: (“sex™ offen*” OR “sex* abuser*” OR incest OR “incest offen*” OR
pedophil* OR paedophil* OR “child abuser*” OR “child molest*” OR “child
pornography™)

AND

Abstract: (qualitative OR “grounded theory” OR theme* OR phenomenological OR
quotations)

NOT

Title: (surviv* OR victim* OR recover* OR disclos*)

CINAHL

Subject: (“sex* offen*” OR “sex* abuser*” OR incest OR “incest offen*” OR
pedophil* OR paedophil* OR “child abuser*”” OR “child molest*” OR “child
pornography™)

AND

Abstract: (qualitative OR “grounded theory” OR theme* OR phenomenological OR
guotations)

NOT

Title: (surviv* OR victim* OR recover* OR disclos*)

Science Direct

Keyword / abstract / title: (“sex* offen*” OR “sex* abuser*” OR incest OR “incest
offen*”” OR pedophil* OR paedophil* OR “child abuser*” OR “child molest*”” OR
“child pornography”)

NOT

Title: (surviv* OR victim* OR recover* OR disclos*)
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Text: (qualitative OR “grounded theory” OR theme* OR phenomenological OR
quotations)

Web of Science

Topic: (“sex* offen*” OR “sex* abuser*” OR incest OR “incest offen*” OR
pedophil* OR paedophil* OR “child abuser*” OR “child molest*”” OR “child
pornography”)

NOT

Title: (surviv* OR victim* OR recover* OR disclos*)

Search within results:

Text: (qualitative OR “grounded theory” OR theme* OR phenomenological OR
quotations)
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Research Data . Analytic . —_— - .
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Study que§tlor|1/ apparent & collectlog strategy methods& plausible & increase implications issues Aud:t L(;!“"a“"gs Grade
rationale appropriate apparent appropriate apparent evidenced understanding discussed managed trai Iscusse
clear appropriate appropriate
Quayle, E., & Yes Qualitative Interviews Minimal No inter-rater Yes Yes Yes — within No details No No C
Taylor, M. analysis within  audio- details coding conclusions except
(2002) discursive recorded & regarding how Raw data regarding
framework — transcribed final sample Emphasis on presented to data storage
Child precise was selected subjective support themes
pornography methodology 1:1 open- meanings for Used initials
and the internet: unclear ended participants to identify
Perpetuating a interviews quotes
cycle of abuse Rationale Details of
provided for analysis
qualitative provided
methodology
Rating 2 1 2 05 1 2 2 1 0.5 0 0 12
Gilgun, J. F. Yes Makes Interviews Volunteers No details of Yes Yes Yes No details No Some brief C
(1994) reference to audio- from variety method of discussion
both recorded & of settings analysis Raw data
Awvengers, phenomen- transcribed presented to
conquerors, ological Large sample Mentioned support themes
playmates, and approaches Field notes size (23) for importance of
lovers: Roles and grounded taken for qualitative subjective
played by child theory additional study meanings for
sexual abuse techniques — details participants
perpetrators specific
methodology Wide range of
unclear interview
sessions /
duration with
each
participant
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Research
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Study que§tlor|1/ apparent & collectlog strategy methods& plausible & increase implications issues Aud:t L(;!“"a“"gs Grade
rationale appropriate apparent appropriate apparent evidenced understanding discussed managed trai Iscusse
clear appropriate appropriate
Hartley, C.C.  Yes Grounded Interviews Details of Details of Yes Yes Minimal No details No Some C+
(1998) theory audio- purposive analysis discussion discussion
recorded & sampling provided Raw data regarding
How incest Rationale transcribed strategy presented to sample
offenders provided for including No inter-rater ~ support themes selection
overcome qualitative 3interviews (1  inclusion/ coding
internal methodology — 1.5 hours) exclusion
inhibitions but not for each criteria Used software
through the choice of for coding
use of grounded
cognitions and theory
cognitive
distortions
Rating 2 15 2 2 15 2 2 05 0 0 0.5 14
Durkin, K.F., &  Yes Content Raw data was Details of Inter-rater Yes Yes Yes No details No No B-
Bryant, C. D. analysis postings from  selection coding with
(1999) online processes and reliability Raw data
No rationale newsgroup inclusion coefficients presented to
Propagandizing provided for criteria calculated support themes
pederasty: A choice of Rationale provided
thematic methodology provided for Details of
analysis of the choice of raw analysis
on-line data provided
exculpatory
accounts of
unrepentant
pedophiles
Rating 2 1 2 2 2 2 2 2 0 0 0 15

Note. Each criterion was rated as follows: 0: absent; 1: partially present; 2: definitely present. The sum of these ratings was then used to provide a final grade as follows:

A B
22— A+ 19-20-B+ 13-14—C+ <7D (reject)
21-A  17-18-B  11-12-C
20- A 15-16-B- 8-10-C-
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Appendix D: Mind-map of Core Concept - I am not a sex offender: stigmatised sexuality and disassociation from doing harm
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Appendix E: Mind-map of Core Concept - inter and intra-personal processes: sexualised coping, self-esteem, and social status
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Appendix F: Mind-map of Core Concept: Objectification and ownership: commodity to conquer, control, or collect
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Appendix G: Mind-map of Core Concept - Pre-empting consequences: preventing disclosure and discovery
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Appendix H: Mind-map of Core Concept - Mutuality: love, care, and consent
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Appendix I: Mind-map of Themes from Studies Grouped by Core Concepts
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Abstract
Schema therapy is an effective intervention for interpersonal difficulties, and has been
adapted for forensic populations. This qualitative study explored narratives of nine
individuals in medium secure and high secure settings following engagement in
schema therapy. Narrative analysis was used to identify the self-constructs presented.
Some individuals developed coherent, schema-based narratives integrating multiple
selves, including offending identities, and their narratives were congruent with
therapeutic changes associated with reductions in risk and reoffending. Self-
constructs were shaped by relational experiences and contexts, highlighting the

importance of relational security for forensic rehabilitation.

Key words: schema therapy; violent offending; secure hospital; narratives;

qualitative.
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Narratives of Individuals With Violent Offending Histories

After Schema Therapy

Treatability Discourses and Therapeutic Narratives in Secure Settings

The introduction of schema therapy (ST) into forensic contexts is a
development in service provision for individuals with both offending histories and
mental health difficulties. While such individuals are often diagnosed with
personality disorders (PD), comorbid diagnoses of schizophrenia or schizoaffective
disorder are also common?. Historically, individuals with PD diagnoses were often
excluded from many services (National Institute of Mental Health in England, 2003).
Professional pessimism prevailed since few therapeutic interventions were deemed
effective with this population (Young, Klosko, & Weishar, 2003); especially for those
with offending histories (Willmot & Tetley, 2011). However, policy changes
highlighting unmet needs (National Institute of Mental Health in England, 2003) led
to the development of new therapeutic approaches (such as cognitive analytic therapy,
mentalisation-based therapy, and dialectical behaviour therapy), displacing previously
nihilistic discourses considering this population as “untreatable” (Willmot & Tetley,
2011)3,

These individuals’ complex presentations mean a significant proportion are
admitted to secure settings; forensic populations therefore have a high prevalence of
individuals with interpersonal difficulties (Fazel & Danesh, 2002). High rates of
recidivism (Jamieson & Taylor, 2004) highlight the importance of appraising what

works with this population, and indicate a closer examination of therapeutic

2 Although debate continues regarding the validity of these terms (Boyle, 2007; Mason, Caulfield, Hall,
& Melling, 2010; Reimer, 2010).

% Removal of the treatability clause from the Mental Health Act (MHA) in 2007 also had a significant
impact in driving these changes forwards, as services now needed to offer interventions for individuals
that were not previously detainable (Willmot & Tetley, 2011).



INDIVIDUALS’ NARRATIVES AFTER SCHEMA THERAPY 2-4

interventions is warranted. Secure settings aim to maintain therapeutic environments
whilst providing appropriate restrictions. This is a difficult balance to achieve when
dominant societal narratives around “dangerousness” lead to an emphasis on physical
and procedural security over a therapeutic milieu (Deacon, 2004). However,
relational security is integral to reductions in risk and recidivism (Exworthy & Gunn,
2003).

There is now greater awareness of the damaged attachment histories of this
population (Sainsbury, 2011), and disempowerment and marginalisation from
childhood trauma can be re-enacted in services (Stowell-Smith, 2006). Relational
patterns developed in childhood leading to offending behaviours (Pollock & Stowell-
Smith, 2006) also mean engagement can be difficult due to mistrust and hopelessness
(Sainsbury, Krishnan, & Evans, 2004), and secure therapeutic relationships are a core
feature in forensic rehabilitation (Beckley, 2011b). ST for forensic populations is
therefore a significant and timely step forwards in offering a relational approach
encompassing features of “what works” from the criminal justice literature and the
evidence base for working with interpersonal difficulties (Willmot & Tetley, 2011).
The Schema Model

The original schema model* formulated by Young et al. (2003) proposes early
maladaptive schemas (EMS) are developed in childhood or adolescence to understand
and cope with toxic experiences, but continue to be perpetuated through adulthood
even when the individual’s immediate relationships and environment have changed,
thereby causing significant distress and dysfunction. EMS?® are pervasive patterns of

powerful emotions and cognitions regarding individuals’ self-constructs and

* See Appendix A for further details on the schema model.
5 Eighteen different EMS have been identified by Young et al. (2003), including abandonment, mistrust
/ abuse, defectiveness, emotional deprivation, entitlement, etc.
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relationships, and are linked to personality traits and emotional distress (Nordahl,
Holthe, & Haugum, 2005; Nordahl & Nysaeter, 2005).

However, Young et al. (2003) found individuals with extremely traumatic
early experiences were unable to benefit fully from ST since they had a large number
of different schemas, and presented with rapidly shifting emotional states which
seemed un-integrated (Young et al., 2003). They therefore developed the concept of
schema modes for working therapeutically with these individuals. A schema mode is
a dominant state of mind resulting from a characteristic grouping of schemas and
coping responses that become activated in response to specific triggers, and manifests
as distressing emotions or maladaptive behaviours (Young et al., 2003). An individual
may present with a number of different modes® and these may be dissociated from
each other to different extents, so the individual may appear to shift rapidly from one
to another with varying degrees of awareness and control (Young et al., 2003).

ST offers a validating and normalising approach to exploring relational
difficulties, and empirical studies (Farrell, Shaw, & Webber, 2009; Giesen-Bloo et al.,
2006) and a recent review (Masley, Gillanders, Simpson, & Taylor, 2012)
demonstrates its effectiveness.

Schema Therapy in Forensic Contexts

ST is increasingly implemented in forensic settings (Beckley, 2010, 2011b;
Bernstein, Arntz, & de VVos, 2007; Bernstein, de Vos, Jonkers, de Jonge, & Arntz,
2012a), and the original theoretical model has been adapted to include four additional
over-compensatory modes commonly observed in these populations’ (Bernstein et al.,
2007; Bernstein et al., 2012a). Therapeutic aims remain to moderate or eliminate

maladaptive schema modes while strengthening healthy adult modes, enabling

® For example, vulnerable child, angry child, detached protector, punitive parent, etc.
” Angry protector, conning and manipulative mode, predator mode, and over-controller mode.
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emotional needs to be met more adaptively (Young et al., 2003). In forensic
populations, ameliorating schema modes also impacts on an individual’s risk of
violence and recidivism (Bernstein et al., 2007; Bernstein et al., 2012a). ST is offered
in individual and / or group sessions and usually consists of approximately two years
of intensive therapy (Beckley, 2010).

Previous Research

The only completed study identified focussing on outcomes of ST with
forensic populations did not find a statistically significant treatment effect for ST
when compared to treatment as usual (Tarrier et al., 2010). Although significant
clinical improvements were found, confounding factors meant these could not be
conclusively attributed to ST. A study (currently ongoing) exploring the impact of ST
for individuals in high secure hospitals has reported encouraging pilot data in the form
of reliable improvements in assessment scores for risk and symptomology (Bernstein
& Arntz, 2009). Another study (also ongoing) is monitoring changes in affective
capacity of individuals diagnosed with psychopathic traits to determine whether ST is
effective in producing changes in emotional functioning (Nentjes & Bernstein, 2011).
There have been no other studies identified as exploring the impact of ST in forensic
populations.

Al the studies mentioned previously® and those included in the systematic
review (Masley et al., 2012) used quantitative methodologies, and there is insufficient
research on individuals’ actual experiences of engaging in ST. Only one published
qualitative study was identified (ten Napel-Schutz, Abma, Bamelis, & Arntz, 2011),

and this produced valuable insights and the proposal of clinical practice guidelines for

8 Bernstein & Arntz (2009); Farrell et al. (2009); Giesen-Bloo et al. (2006); Nordahl et al. (2005);
Nordahl & Nysaeter (2005); Tarrier et al. (2010).
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improving therapeutic experiences, promoting future responsivity and engagement to
enhance implementation of ST (ten Napel-Schutz et al., 2011).

Positive outcomes are paramount with forensic populations, and exploring
their therapeutic experiences can be valuable in informing clinical practice and risk
management (Sullivan, 2005; Yorston & Taylor, 2009), and complement quantitative
findings by capturing data missed by other methodologies (Webster & Marshall,
2004). Furthermore, eliciting personal stories provides opportunities to hear the
voices of an often disempowered population (Blagden & Pemberton, 2010) who have
few opportunities to express their perspectives (Bartlett & Canvin, 2003). There is
also an increased focus on narrative approaches with forensic populations (e.g.
Adshead, 2012; Canter & Youngs, 2012; Green, South, & Smith, 2006; Presser, 2009;
Ward & Marshall, 2007). Understanding how individuals perceive themselves in
relation to others and their contexts informs clinicians’ perspectives of individuals’
self-constructs, and provides insights into goals, relationships, and therapeutic
experiences, enhancing responsivity to individual needs and risks® (Adshead, 2012;
Ward & Marshall, 2007). Narrative identity has been linked to the Good Lives Model
(GLM) (Ward, 2002) and has clinical utility in risk management and relapse
prevention (Ward & Marshall, 2007).

Rationale and Aims

Using a narrative approach to explore the experiences of individuals with
offending histories who have engaged in ST provides a timely and much-needed
insight into ST from their perspective, enabling evaluation of whether personal
narratives incorporate ST concepts when reflecting on offending behaviour, and how

ST might have influenced their sense of self. A core element of narrative analysis

® Individuals in forensic settings often have fragmented and impoverished narrative identities due to
unresolved distress, dissociation, or trauma, and the construction of a coherent and holistic self-
narrative can be central to rehabilitation (Adshead, 2012; Dimaggio, 2010).
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(NA) is uncovering participants’ self-constructs, and exploring how the topic under
question has impacted on these (Weatherhead, 2011). This method is therefore an
appropriate approach for exploring this topic, as ST essentially reformulates self-
constructs to develop integrated narratives (Young et al., 2003).

NA allows participants to present stories in their preferred way, reflecting
influences of local and wider systems and facilitating exploration of how different
contexts have shaped individuals’ self-constructs and meaning-making processes
(Emerson & Frosh, 2004) — an issue especially pertinent in secure mental health
services. Moreover, NA is a useful approach for research where only a small number
of individuals fit the inclusion criteria, as each narrative can be explored in depth
(Weatherhead, 2011).

Research Question

What are the personal narratives of individuals with a history of violent
offending, following engagement in ST? Secondary aims include exploring
individuals’ narratives of engaging in ST, whether they have found the approach
helpful in understanding their previous offending behaviours and risk, and if their
therapeutic experiences have impacted on their self-constructs and ways of relating to
others.

Method
Design

This qualitative study had ten participants. Individuals meeting the inclusion
criteria comprise a small and hard to reach population (Ruane, 2003), and the scarcity
of qualitative research with such individuals means there is a high value to hearing
their stories. Furthermore, NA does not require large samples as it aims to elicit rich,

detailed accounts for developing deeper understandings of a particular phenomenon in
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a specific cohort rather than producing generalisable findings (Emerson & Frosh,
2004). However, it is hoped findings will have clinical utility for best practice of ST
with forensic populations. Eliciting narrative accounts enabled exploration of
whether individuals® stories reflected understandings congruent with ST*°.

NA was conducted on transcriptions of interview recordings. The interview
guide was semi-structured rather than open-ended, using reflexive conversational
prompts and questions to cover areas not addressed spontaneously by participants.
This design was informed by previous research with individuals who have histories of
sexually harmful behaviours (Emerson & Frosh, 2004).

Participants

Ten individuals were recruited from a medium secure (MS) service and a high
secure (HS) hospital (see Table 1 for demographic information). Individuals who met
the inclusion criteria had previous conviction(s) for violent offending, and had
engaged in ST on an individual and / or group basis for a minimum of twelve
months™.

Table 1

Procedure

The project proposal underwent peer review at Lancaster University giving
trainee clinical psychologists, research tutors, and service users opportunities to
comment. The study was reviewed and approved by the Liverpool East Research
Ethics Committee, and research governance approval was sought from relevant NHS

Trusts (see Ethics Section).

10 See Appendix B for further details on the choice and use of NA in this study.

11 Violent offending includes sexual offending and arson. Individuals were excluded if they were
experiencing emotional distress during the recruitment period, or if they had been involved in a recent
serious incident (depending on the type of incident and length of time prior to interview — risk
assessments conducted by clinical staff on site). Participants were not excluded based on when they
completed therapy (e.g. if they had completed therapy at the medium secure service and had been
discharged into the community by the time of recruitment).
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A phased recruitment strategy was used (Figure 1), where successive stages

were implemented as required.

Figure 1

All processes in relation to data collection and storage were conducted in line with the
approved research protocol. Interviews were audio-recorded and transcribed
verbatim.
Analysis

The epistemological foundations of NA are incongruent with defining a
“correct” method (Mishler, 1991), therefore researchers are encouraged to develop
their own frameworks for analysing data (Riessman, 2008). Previous narrative works
inform but do not determine how NA is best utilised for analysing a particular dataset,
allowing greater independence and flexibility (Emerson & Frosh, 2004). Analysis in
this study was informed by a number of key NA texts (Emerson & Frosh, 2004; Gee,
1991; Lieblich, Tuval-Mashiach, & Zilber, 1998; Riessman, 1993, 2008) and other
academic NA sources (Burck, 2005; Weatherhead, 2011). Literature focussing on
narratives in forensic contexts was also referred to (Maruna, 2001; Presser, 2005,
2008, 2009, 2010, 2012). Based on analytic processes outlined in these works, a
framework for examining and deconstructing transcripts was developed (Figure 2).

Figure 2

Following multiple readings and annotations of transcripts (Appendix C),
analytic processes outlined in Figure 3 were followed, and individual summaries were
created based on significant narrative threads (Appendix D). Developing summaries
at this stage in analysis protected the narrative’s gestalt from fragmentation during
later stages, when these aspects may not have remained visible. Similarities and

differences were examined within and across transcripts, and a shared narrative was
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constructed that did not merge stories and minimise diversity, but incorporated
nuanced differences reflecting multi-dimensional aspects of individual experiences.
Reflexivity

The researcher is a trainee clinical psychologist with experience of working
with individuals in secure settings who have offending histories. Her epistemological
position is outlined in Appendix E. The academic supervisor is a clinical
psychologist and lecturer with clinical and research interests including narrative
approaches. The field supervisors are both clinical psychologists using ST in MS and
HS settings.

Forensic research can have an emotional impact on researchers (Sollund,
2008) therefore supervision was accessed to ensure analysis and interpretation were
not affected (Roberts, 2011), and a reflective diary was kept to facilitate this.
Recruitment and analytic processes were regularly reviewed in supervision, including
feedback on interviews and transcripts, and discussion around analysis to minimise
potential researcher bias. Audit trails are included in appendices to evidence the
analysis.

Findings

Analysis of individuals’ narratives after engaging in schema therapy centred
on exploring their sense of self, as this created space for reflections on therapeutic
experiences without an evaluative focus. Strategies and psychological processes
involved in presenting a preferred story of oneself, and wider influences shaping the

construction of these stories were also considered. Findings? are outlined in Figure

12 Findings are not presented in chapters as many narrative analyses are since these stories were often
fragmented and reflected chaotic lives; framing them within chapters would therefore be incongruent
with the nature of these narratives. Instead, they are presented in three sections focussing on self-
constructs, processes leading to construction of presented narratives, and influences shaping these.
Appendix F presents additional supporting material related to these findings, which offers a more
nuanced perspective on these three sections by including more voices than is possible in this section.
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4, and a diagrammatic representation of the shared narrative conceptualising
relationships between the findings is presented in Figure 5.

Figure 4

Individual maps are also included in Appendix G to illustrate how this shared
narrative retains space for individual differences within it.

Figure 5

Section One: Self-Constructs Presented in the Narratives

Destruction and deprivation. Nearly all participants described damaging
childhood experiences of abuse by family members or caregivers, with the exception
of George who mentioned minimal childhood details. Accounts were presented at
various points within narratives, and were always framed as starting-points for
journeys into secure services: “what started that off was like, because I was abused
twice, sexually abused twice when | was younger” (Terry).

Childhood abuse had a shattering impact on individuals’ developing identities.

For Andy, being “treated like a piece of meat” meant he was “psychologically...*?
destroyed [...]* and suffered sexual abuse, psychological abuse, and...at the hands of
my dad”. Abuse also influenced how individuals positioned themselves with others;
Eddie and Andy noticed other children were loved and cared for, highlighting
deprivation in their own lives. These experiences led individuals to develop negative
beliefs about themselves and their immediate contexts so “the world were a bad
place” (Matthew).

Fear is the path to the dark side. Damaging experiences led individuals to
believe others were “after something when they were talking to me [...] all my life,

I’d never trusted nobody. I didn’t trust friends, [ didn’t trust family, I trusted nobody”

13 Indicates pause in speech.
% Indicates words removed from quote.
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(Eddie). They felt vulnerable and expected others to hurt them, consequently taking
steps to protect themselves and ensure “I won’t ever become a victim again” (Danny).
George described fear due to psychotic experiences when he “thought people was
after me, were going to kick at me and kill me [...] I was walking around the
bungalow like, with a knife on me and a hammer in my pocket”. Vulnerability led to
reactive violence in attempts to retain power and control, and resulted in “fighting all
the time” (Ben). For Terry, a sense of loss triggered destructive behaviours as he tried
to: ‘take something back what other people, or what other men took from me”.

Individuals developed “pure violent” (Ben) self-constructs. For most, this
identity was shaped and reinforced by behaviours, such as “tearing people’s throats
out, fighting, violence, using weapons [...] very, very violent. Actually, it was
horrendous violence. Graphic, brutal violence” (Danny). This violent self was the
“dark side” (Danny), referred to by many individuals, which committed the index
offence. An inevitable consequence of offending behaviour was detention in secure /
custodial settings. All individuals reported previous institutions had been unhelpful
with minimal impact on offending behaviours. Eddie experienced re-enactment of
previous traumas when staff at another HS hospital physically and emotionally abused
him, and Carl also described “being abused by the system”, reinforcing
disempowerment and mistrust of others.

Connecting and disconnecting narratives. A key feature of ST was
realising “we’ve all had a...sh*t childhood and been abused in one way or another”
(Andy). Understanding there was something beyond individual differences
contributing to offending behaviours promoted a shift in self-constructs as individuals
began to position themselves differently, “because usually, you think it’s all just

happened to you and it’s all in your head, do you know what I mean? You’re the



INDIVIDUALS’ NARRATIVES AFTER SCHEMA THERAPY 2-14

wrong ‘un in all this” (Ben). Hearing staff share information about their own schemas
was also a powerful, normalising experience.

When individuals started conceptualising themselves as similar and connected
to others, they accepted their potential to change their sense of self and their futures.
They were aware of negative outcomes for similar others, and felt they “deserve a
second chance, the same as anybody else” (Danny). Individuals also disconnected
themselves from others based on diagnoses or index offences. Those with PD
diagnoses felt “I’m glad I’ve not got a mental illness [...] I’ve come here as a PD and
that’s it” (Carl) whereas those with schizophrenia diagnoses felt “I don’t want to be
classed as a psychopath. I’ve got no problem being mentally ill” (Dave).

Discovering and disowning identities. The relational context and therapeutic
experiences created space for reflections on multiplicities or contradictions in self-
constructs. Different identities were reconciled and integrated through awareness that
the same self lay underneath varying presentations: “everyone has to wear a different
mask for different places” (Ben). Others disassociated from offending selves,
considering themselves “a bit like Jekyll and Hyde” (Matthew) and felt “it weren’t
me” (Matthew) who committed the index offence, echoed by George and Dave
considering their index offences as “totally out of character” (George). Disowning
this self meant George and Dave struggled to hold compassionate positions in relation
to themselves. Neither Dave, George, nor Matthew presented schema-based
narratives for index offences.

Regardless of whether different selves had been reconciled, all individuals felt
their current self was very different from previous selves: “now I’ve got a completely
different mind” (Matthew). ST was depicted as central in changing self-constructs,

which was an arduous process as described in Danny’s metaphor:
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...you have to change everything you believe in. You have to change

your core beliefs of what you’ve grown up with. What your

foundations have been built on. It’s stripping that back to the bare

necessities and then building the new person, with new schemas, the

right schemas, the right ideas, and the right thought patterns and

behaviour.

Individuals who felt they had achieved this spoke at length about their new sense of
self.

The hospital at the heart of it all. For individuals in HS, the hospital itself
was as essential as therapy in developing different self-constructs. The safe relational
context was frequently highlighted, and realising others cared was a significant step in
creating space to reflect on narratives always held about oneself and others. Many
felt “thankful really, I’ve been given a chance to come here to do therapy, because
obviously there’s a lot of people out there that don’t” (Andy).

Most individuals felt they had become older and wiser during their stay, and
the experience of having spent a long time in hospital was part of their identity. Terry
did not want to leave after forty years as “this is my home, and moving from...to
somewhere else, I feel is a bit, you know, a bit scary...and you know, going to
somewhere where | don’t really know anybody, and, you know, it’s starting again”.
Section Two: Strategies and Processes for Constructing and Presenting Self-
Constructs

Reformation: recognition, realisation, and reflections. Individuals
presented different measures to demonstrate self-change, including the ability to
explore and reflect on emotions, and the amount of medication prescribed. Many

individuals used metaphors of physical space or travelling to emphasise how far
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removed their current self was from previous selves. Change was conceptualised as a
journey, described as “a straight and narrow path” (Andy) leading to “the road to
recovery” (Andy), and “keeping on my pathway” (Eddie) was important.
Dichotomies were also used to express difference from previous selves, especially by
Eddie (for example “violent / non-violent”, “good / bad”, “right / wrong”).

Change was further emphasised by descriptions comparing individuals’
progress to others, since they had been “one of the worst ones in here” (Eddie). Carl
was proud he had “come far more...ahead of myself in six years than some people
have in seventeen years” despite: “my psychologist has told me I’ve got one of the
worst abuse schemas that’s she’s ever seen” and Terry had been an “equal player” in
the ST group notwithstanding learning difficulties. Such changes were the basis for
individuals’ believing they would desist from offending behaviours. Developing a
coherent narrative was a crucial step for Andy

understanding myself now. I can look back and go...I can look back

and see what was going on, and understand why | was acting the way |

was acting, why | was doing what I, what | was doing.

In contrast, Terry felt since he had finished therapy and was due to be transferred to
MS, “I don’t think I’m a risk to anybody else” but offered no connections between
this risk and therapeutic experiences.

Dave and George presented narratives describing how mental ill-health led to
index offences, and how a lack of insight meant they had not accessed support in
time. These narratives meant index offences would “never have happened” (George)
in the absence of mental health difficulties, or if support had been available. Both

Dave and George used the concept of “insight” repeatedly, and emphasised how

awareness of relapse signatures meant they could not become unwell again, and were
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therefore unlikely to reoffend since “it happened because I was mentally ill”
(George). This “diminished responsibility” narrative left little space for considering
other factors influencing offending behaviours; George presented no understandings
not based on a mental illness model, and although Dave reflected on how childhood
experiences had shaped his adult self, he excluded his index offence from that part of
his self-construct.

Evaluating again: empathy and accountability. Reflecting on changes in
themselves, individuals emphasised “I’m not a villain. I know I’ve done wrong in my
life. I’'m not really a bad person” (Carl). This was conveyed in varying ways;
Matthew mentioned his first impulse before committing his index offence had been to
leave the victim alone, and Dave described how his index offence had not been
premeditated but “on autopilot, I just reacted to things”. George explained a Hospital
Order rather than a prison sentence proved he had been unaware of his actions.
However, Ben described previous experiences of caring behaviour to demonstrate
‘goodness’: “I used to go and nick rabbits...because they just looked lonely. Now I
walk past a garden and saw a rabbit in a shed, I think “ahh...that’s proper lonely, I’1l
take it home with me’ ™.

Terry and Matthew both mentioned victim empathy as a measure of change,
with Terry making links to his own childhood abuse and Matthew considering ripple
effects of offending behaviour: “when I was doing that, I didn’t care and it’s like, in
them times, when you think back how much damage I have caused...sadness”. Dave
shared responsibility for his index offence with those who failed to help him, whereas
Carl saw accountability and regret as drivers for personal change.

The significance of schema therapy — struggling through it with others.

ST discourses were reflected throughout narratives, but most individuals also spoke



INDIVIDUALS’ NARRATIVES AFTER SCHEMA THERAPY 2-18

directly about therapeutic experiences. Nearly all gave ST an active voice at various
points in their narrative, positioning themselves as passive, for example, “it’s made
me into a better person. It’s given me insight” (Eddie). Different metaphors were
used to describe how ST created space to develop richer, more validating narratives.
Dave realised

you’re programmed like a bloody computer, like, from language like a

computer as a child, and then you grow up [...] stuff like what worked

for you as a child doesn’t work for you as you grow up, and it can cause

problems in your life.
Danny’s metaphor suggested a healing aspect to ST where damage to his narrative
identity was repaired:

you tend to pick yourself up from any relationship [...] there’s always a

piece missing, so when you build yourself up, eventually you see all the

cracks inside that need filling and that’s where for me schema come in,

it filled them cracks for me.
Carl and Eddie felt ST was key in changing their identities, and Andy’s definition of
recovery included changes in his sense of self: “having self-respect and respect for
others is part of my recovery...part of realising...coming to terms, coming to terms
with who | am”. Developing other narratives about themselves allowed them to relate
adaptively to others, and to hold and reflect on distress or negative thoughts
differently.

ST was not a significant theme in Matthew’s and Terry’s narratives aside from
some generally positive comments, and George’s account of therapy was superficial.
He initially emphasised the helpfulness of ST but was unable to describe any specific

aspects, mirroring how the theme of ST seemed to disintegrate through the course of
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his narrative. Matthew and Terry both referred to schemas in the past tense,
suggesting they only considered them applicable to their previous selves.

Most individuals found ST challenging, but acknowledged meaningful
engagement was rewarded with powerful changes in self-constructs. Many
individuals were encouraged to engage by peers, who were a significant factor in
motivation, engagement, and therapeutic changes. Group ST was highly valued as a
forum for sharing perspectives, and modelling of trust and honesty by peers could be
transformative. Ben shifted to a self-compassionate stance towards his younger self
after hearing about others’ abuse and being able to talk about his own: “I felt sorry for
myself. Ithought “f*cking hell, at that age...”. Do you know what I mean? Because
he f*cked my life up, do you know what I mean? He did f*ck my...beforeI...I
wouldn’t talk about it”.

Therapeutic relationships with psychologists and group facilitators were
central to these processes, and consistency was highly valued:

my psychologist, it’s took her two years to get my trust. Two years of

hard work. And she’s always been there for me, every time I’ve seen

her. Every week I see her, she’s never failed because she’s always

there. She doesn’t go away (Carl).

Despite its challenges, all individuals were glad they had engaged in ST and spoke
positively about gains they had made.

Difficult narratives: what was done to me and what | did to others. Most
individuals frequently referred to how violent they had been previously, describing
harming others and themselves. When describing previous violence, individuals used
several strategies; Carl and Eddie repeatedly used “violent” in reference to

themselves, others, and their environments, Eddie presented a fate narrative removing
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some agency from himself, and Andy’s narrative contained vivid imagery. Some
experiences were distressing to discuss; Andy seemed to dissociate when discussing
his offending self, and Dave’s detailed description of his index offence was
disjointed. Danny’s, Carl’s, and Andy’s narratives became fragmented when
describing childhood abuse, reflecting underlying trauma. Most individuals were
wary of exploring traumatic memories in therapy, and of looking too deeply at the
“bottom of the pond where you don’t want to murk the water up” (Dave). However
by doing so, they made links between childhood abuse and offending behaviours.

Constructing narratives including previously dissociated selves meant
individuals developed self-constructs reflecting deeper understandings of experiences.
For example, Carl’s understanding of his diagnosis was more nuanced: “I’ve got traits
of paranoid personality disorder. My paranoia, it’s...it’s not like I’'m paranoid of
everybody [...] my paranoia revolves around mistrust / abuse, so...it’s not like,
it’s...it’s understandable really, you know. I’'m wary of people so...especially
males”. Dave also made links between experiences and diagnoses, but Matthew was
unable to integrate his index offence into his narrative and considered it external to
himself: “the sex thing [...]  don’t know where it came from”.
Section Three: Influences on Constructing and Presenting Self-Constructs

It’s a secure world: managing in the midst of men. Residing in HS could
be complex due to “living in a PD environment - it is difficult” (Carl). Physical
security processes meant individuals had a constant audience, and Ben experienced
many security processes as enactments of power or control rather than care. Carl,
Eddie, Ben, and Terry also found it challenging becoming accustomed to largely male
contexts as they found it difficult to trust men. This had obvious implications for

living together, and for safety in therapeutic relationships. Danny struggled with
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relational dynamics in male contexts, especially since previous experiences within
gangs and prison meant he had had to constantly position himself within power
hierarchies, and construct a self that needed to be powerful if it was not to be
vulnerable.

Gender scripts also shaped therapeutic engagement, as “boys don’t cry”
(Dave) was incongruent with therapy. Danny found it difficult in groups to avoid
dominating others and be vulnerable:

I think you find it hard when you come from, like, cultures that are

gangs and roughy-toughy, [...] some stuff as a geezer, you don’t talk

about between other geezers. It’s not, it’s not the thing to do. You

don’t sit there and tell your mates, “ah...bit sad this, that...” You

just...you just don’t do it.

Gender scripts were also evident in narratives about offending behaviours by Eddie,
Danny, and Ben, and generally reflected attitudes towards women that were
simultaneously protective while enacting power and domination.

While the immediate context of the wards shaped individuals’ narratives,
wider social constructions about HS also had an influence. The combined stigma of
mental health difficulties and offending histories could become unhelpfully
internalised in self-constructs. Separation from wider society exacerbated
stigmatising narratives and disconnection: “it doesn’t really matter where I am as part
of society” (Terry), and society became irrelevant and unsafe, so Terry experienced
the wall as containing rather than confining:

I’ve felt secure here. When we’re let out, you know, when I was round

HS that was, you know, a big fence and that, | felt that | was secure,

that I was in, so to speak, you know. Ididn’t want to go out of it.
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All individuals spoke about the hospital as a helpful and safe space, and gains
from ST were placed within this wider context. Relational security was crucial, and
experiencing ‘“understanding and caring, really, and...I’m going to use that word
again...being given respect, shown respect” (Andy) provided foundations for
constructing different narrative identities. Most individuals had pervasive and long-
standing mistrust issues and it took many years to develop trusting therapeutic
relationships.

The length of time individuals had spent in this setting was largely considered
beneficial. Time was essential in changing self-constructs that were damaged and
destructive to a degree that short-term interventions would have had minimal benefit.
Over forty years, HS had become home for Terry and he struggled to engage with
institutional discourses framing moving on as positive when he felt he was leaving his
home. The hospital seemed to become a world unto itself with a sharp division
between inside and outside, including dichotomies in selves before and after
admission. Life on the outside could become unfamiliar and challenging: “I think
we’re lucky when we’re locked up [...] life outside is a lot harder” (Matthew).

The power of placement. Although HS was part of a larger mental health
and criminal justice system, most individuals mentioned negative experiences in other
institutions. The lack of preventative interventions was frequently identified as
maintaining destructive self-constructs, but the system was also given an active voice
and experienced as a damaging entity: “the system was completely hate back then,
and it used to use violence upon people in children’s homes, nursing units, all over the
system” (Danny), and individuals were “labelled as just being like as a failure”

(Danny), further impacting on identities.
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Prison was the most frequently mentioned part of the wider system, and was
described negatively by Carl, Ben, Andy, George, Terry, Matthew, and Danny. Lack
of rehabilitative opportunities meant individuals felt they “just get left to rot” (Carl),
reinforcing their sense of being worthless, irredeemable, and excluded from society.
In contrast, HS made them feel valued as “it costs a lot of money to treat somebody in
here” (Carl). Prison was something to be endured at best, and a “lion’s den” (Carl) at
worst.

Not mad or bad. Individuals knew societal narratives about them were
extremely stigmatising, and were aware of reductionist, dichotomous views so “either
we’re mad or bad. And I was mad. Not bad. And some people will be mad and bad
[...] That is a lot of the way that a lot people see us” (Dave). There was reciprocal
stigma between diagnoses of PD and mental health, and Dave emphasised “I didn’t
really want to be classed as a psychopath or a...whatever, you know. There’s one
thing saying “yes, you’ve got a mental illness”. It’s another thing saying that you’re
a, that you’re...that you’re a...or are...have a PD”. Hospital discourses were also
influenced by these wider narratives, and Eddie and Carl both engaged with
therapeutic scripts congruent with their diagnosis to present themselves as no longer
at risk of reoffending.

Rejection, responsibility and space for rehabilitation. Systemic and
societal discourses had powerful effects on how violent or sexual offending was
conceptualised as part of identity. Prison greatly reinforced these narratives, although
hierarchies of offending identities were somewhat negated in hospital where context
conferred a degree of equity. Ben’s self-construct was considerably influenced by

such prison discourses and he would “try and not to know what people are in for”.
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Different selves were constructed for different contexts, with relational experiences
primarily determining identity:

you can’t be...who you are here. Like if | was talking to a nonce in jail,

I’d be as good as that nonce. Do you know what I mean? Or if [ was

like...like, go to someone and say “look, you did my head last night”

when they said this, did my head in - be seen as a pussy, do you know

what | mean? A coward (Ben).

Disassociating offending behaviour from identity, and conceptualising the
offending self as a part of one’s self-construct rather than the whole of it, created
space for change. However, dominant societal and institutional discourses about their
inherent criminality were significant barriers for feeling changes were validated and
accepted by others. While such narratives were previously internalised and sources of
hopelessness, relational experiences and therapeutic opportunities meant individuals
disengaged from this script and felt deserving of second chances.

Childhood abuse and isolation, and understandings developed subsequently
about how experiences had shaped them, meant many individuals struggled to balance
responsibility for offences with blaming systems that had failed them. Most
individuals emphasised they accepted responsibility for offences, conveying they
were not attributing responsibility to others but highlighting the role of wider society
in developing self-constructs held previously. A particularly challenging aspect of
identity was the role of “victim”. Societal splitting of victim and offender roles meant
individuals struggled to integrate both into their identities. Most individuals had been
victims during childhood, but this felt incongruent with self-constructs after

committing violent offences so they saw themselves as offenders, mirroring dominant



INDIVIDUALS’ NARRATIVES AFTER SCHEMA THERAPY 2-25

societal narratives: “society are very naive and don’t realise that, you know...we’re
the victims too, do you know what I mean? We’ve actually been a victim” (Carl).
Discussion and Conclusions

This study explored narratives of individuals with violent offending histories
who engaged in ST in secure settings. This offered an understanding of how
therapeutic experiences impact on self-constructs and relational patterns, and how ST
was helpful in understanding previous offending behaviours and risk. Analysing
these narratives yielded insights into how individuals’ sense of self and meaning-
making processes developed and changed due to experiences and contexts. Findings
of this study are summarised diagrammatically in Figure 6, presenting a framework
for processes of change in self-constructs as elicited from these narratives.

Figure 6

Childhood abuse was a critical factor in how individuals started to understand
themselves and others. Abuse destroyed their identities, damaging their sense of self
and leaving them mistrustful of others. Individuals therefore saw themselves as
vulnerable, and developed ways of relating and behaving to protect themselves from
becoming victims again, often enacted through violence. Abuse also meant
individuals positioned themselves as rejected and disconnected from others, evoking
drives to punish others or to meet unmet needs in any way they could, frequently
manifesting in violent behaviours.

Using violence was another significant factor in how individuals’ self-
constructs changed. The self had become bad and detention in secure or custodial
settings reinforced this. A critical turning point here depended on where individuals

were placed. Individuals did not benefit from unsafe or unhelpful settings such as
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prisons'®, and continued to be violent within the setting or frequently reoffended upon
release, some entering into cycles of reoffending and incarceration, reinforcing bad
self-constructs. Having no opportunities for changing this self, and thus no space for
holding hope for the future, re-enacted rejection and exclusion from society and
reconfirmed individuals’ identities as offenders.

Individuals who eventually found safe places (such as HS) could exit from this
process through experiencing relational security, meaning they were gradually able to
reduce mistrust of others, thereby considering themselves less vulnerable and others
as less threatening. Realising they were not alone in their experiences enabled
recognition of the role of experience in shaping their sense of self, and awareness that
they were not inherently bad as previously concluded. Experiences such as engaging
in ST enabled individuals to create new narrative identities incorporating validating
perspectives of themselves and integrating different selves including child and
offending selves. Understanding how experiences and contexts had shaped self-
constructs and behaviours allowed individuals to realise they could develop new
narratives and have their needs met through different ways of relating to others.
Previous Research

Findings of this study indicate ST is a valuable approach to assessment,
formulation, and intervention in forensic contexts. Table 2 positions these findings in
relation to previous research on ST and narrative identities.

Table 2

Implications
The high prevalence of childhood abuse identified here is typical in forensic

settings (Kolla et al., 2013). Since childhood abuse often instigates damaging self-

15 Or some other institutions such as children’s homes or some secure settings.
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constructs, increased drive and investment to offer early intervention for families
experiencing difficulties could have a significant impact on reducing numbers of
individuals eventually detained for violent offences (Lowell, Carter, Godoy, Paulicin,
& Briggs-Gowan, 2011). Creating more safe spaces for children / young people
would reduce feelings of disconnection, diverting individual trajectories from
experiences of rejection and blame towards more supportive and restorative
encounters (Corrado & Freedman, 2011). Damaging childhood experiences that are
not processed result in fragmented narratives of self (Adshead, 2012), and the focus
on such issues in ST means it is particularly suited to this population who may not
have had opportunities to do this previously.

The length and intensity of ST means it is infrequently offered in mental
health services struggling with ever-decreasing resources (Nadort, 2012), but this
does not preclude offering other therapeutic strategies with similar functions.
Detention in HS indicates multiple system failures and missed opportunities for
changing narratives, and individuals should not need to be admitted into these settings
before finding space to change self-constructs. Attempting to resolve years of
psychological damage with short-term interventions or in unsafe environments is
unlikely to be successful in addressing offending behaviours, and forensic mental
health services need to balance resources required to adequately support individuals
against costs of repeated reoffending to potential victims and wider society (van
Asselt & Bloo, 2012).

Financial differences between prisons and secure services should not justify
imprisonment or closing expensive services such as HS hospitals. Violent offending
is a relational process (Pollock & Stowell-Smith, 2006) and such relational difficulties

cannot be addressed without secure therapeutic relationships in contexts where secure
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attachments can develop (Sainsbury, 2011). Forensic rehabilitation cannot occur in
environments that are not relationally secure, which is rarely a priority in prisons
(Exworthy & Gunn, 2003). Individuals in this study did not consider ST as effective
in isolation but in the context of HS offering relationally secure contexts to make
therapeutic gains, in contrast to prison reinforcing destructive behaviours. The
function and effectiveness of prison for violent offending needs to be re-evaluated
(Welldon & van Velsen, 2007) as there is a conflict of values between rehabilitation
goals and objectives of the criminal justice system (Welldon, 2007).

Nevertheless, individuals also referred to the stigma of HS. The separateness
of HS is a societal demand for physical and psychological exclusion of “dangerous”
individuals (Stowell-Smith, 2006), but extreme segregation maintains a lack of
awareness among the public (and some mental health professionals) thus increasing
stigma (Williams, Moore, Adshead, McDowell, & Tapp, 2011). However, the
findings of this study also highlighted how prolonged separation evokes reciprocal
fear responses of the outside world. Hospital discourses around discharge are
generally encouraging (Madders & George, 2014), but space to voice less positive
perspectives is needed.

Much of the fear and stigma around HS is based on social constructions of
offending identities, often created through media representations of “monsters”
(Adshead, 2012) that are then internalised, as mentioned by many individuals in this
study. Dominant narratives about inherently irredeemable identities of those
committing violent offences leave little space for meaningful rehabilitation
opportunities (Schultz, 2005). Even when offered, privileged institutional discourses
often attempt to reconstruct individuals’ identities within socially acceptable

parameters, defining boundaries around cognitive distortions, justification /
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minimisation, and risk (Fox, 2007). Cognitive and behavioural attempts to change
self-constructs through discursive and psychological control (Foucault, 1977) do not
always correspond to meaningful changes in offending behaviours, as seen by
ongoing debate around the effectiveness of manualised therapeutic programmes for
sexual offending (Levenson & Prescott, 2013) and comments of individuals in this
study regarding previous therapeutic interventions*®.

Some individuals described others (and themselves) doubting their capacity to
change. Such individuals were previously “untreatable” under the MHA (Willmot &
Tetley, 2011), resulting in hopelessness and stagnation (Stowell-Smith, 2006), and
confirming dominant narratives about fixed identities. However, ST holds a more
optimistic position, and outcome evidence!’ is promising in its potential for becoming
the basis of a new narrative of hope for individuals previously not offered any.
Increased dissemination of positive outcomes (including case studies, for example,
Chakhssi, Kersten, de Ruiter, & Bernstein, 2014) utilising avenues widely available to
the public (such as social media) could contribute to deconstructing negative societal
and professional discourses.

While holding hope must be balanced with managing risk, believing
individuals can change “their identities from monsters to protagonists in human
tragedies” (Adshead, 2012, p. 8) is essential for clinicians and services. A central
finding of this study was that understanding oneself through developing integrated
narratives was key to reformulating self-constructs. Understanding cannot occur

without a capacity for hearing and working with narratives of being hurt and hurting

18 However, engaging in ST was challenging, and parallels may be drawn with therapeutic programmes
for sexual offending where strategies such as offering preparatory motivational sessions, encouraging
peer relationships, and additional support around shame elicited by therapy can be beneficial in
promoting positive outcomes (Marshall & Moulden, 2006; McAlinden, 2004; Walji, Simpson, &
Weatherhead, 2014).

17 See studies referred to previously (Bernstein & Arntz, 2009; Bernstein et al., 2012b; Farrell et al.,
2009; Masley et al., 2012; Nentjes & Bernstein, 2011; Tarrier et al., 2010).
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others, but while stories of victimisation are distressing, there is more space to hear
these than stories of victimising others (Waldram, 2007). Individuals marginalised by
society are frequently also marginalised by services, maintaining the inexplicability of
their destructive behaviours (Adshead, 1998) and allowing dehumanising social
constructions to continue portraying such individuals as inherently different and
deviant (Waldram, 2007).

Essentially, these discourses propound that self-constructs of individuals who
have committed violent offences contain no multiplicities and consist only of an
offender self (Schultz, 2005). Other identities such as a victim self are split off,
without conceiving of the potential for more integrated self-constructs reconciling
different identities to include both victim and offender, and yet being more than these.
This disempowering and discouraging narrative creates false dichotomies between
victimising and victimised reciprocal roles, and inhibits new learning about cycles of
abuse (Welldon & van Velsen, 2007). Clinicians can struggle to hold both identities
compassionately (Stowell-Smith, 2006), and this study highlighted this is mirrored by
individuals who find it challenging to integrate both aspects into self-constructs.
Changes in societal and professional beliefs are required to prevent such attitudes
being obstacles to change for individuals who already face many barriers. Increased
teaching on forensic issues in clinical psychology, psychotherapy, and psychiatry
training programmes could be a way forwards in prompting reflections on working
with forensic populations.

It should be noted some individuals were unable to arrive at integrated
understandings of themselves, and their new narratives reflected self-constructs where
offending selves were disassociated and remained inexplicable or were attributed to

uncontrollable factors. Violent offending is a traumatic experience (Gray et al., 2003)
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and needs to be integrated into personal narratives similarly to other traumas.
However, these individuals were unable to hold agency for offending behaviours and
therefore could not fully connect their risk of reoffending to changes in self-constructs
as their selves did not include their offending self, which they anticipated controlling
through skills learnt or medication prescribed. This was especially true for those with
diagnoses of schizophrenia as medical understandings of psychosis left no space for
personal agency. Professionally privileged discourses became incorporated into
personal narratives, reflecting superficial understandings of offending behaviours.
While these individuals avoided distress arising from accepting offending selves as
part of them, understanding offences through diagnostic lenses meant they were
unable to consider any risk factors for reoffending other than a relapse of their mental
health. This has obvious implications for managing risk, and offering meaningful,
relational explanations for psychotic experiences could help to create more integrated
narratives (Taylor, Perry, Hutton, Seddon, & Tan, 2014).

Moreover, the ST model itself can become a categorical framework rather
than a language to conceptualise difficulties. Some individuals described schemas as
actual traits rather than constructions of interactional patterns, and this can potentially
become a new language to label or categorise individuals. ST facilitates
individualised, contextual profiles but clinicians may need to take care that schemas
do not become alternative PD diagnoses or form foundations of other potentially
reductionist narratives.

Limitations and Further Research

NA offers in-depth perspectives and is therefore well-suited for small samples

(Weatherhead, 2011). Lengthy interviews with nine participants generated large

amounts of data in this study, and fewer participants may have allowed deeper
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analysis. Co-constructed narratives and the reflexive nature of analysis mean these
findings are influenced by the researcher; however, Appendix C is presented to
increase transparency and provide an audit trail. Findings may be further influenced
by a response bias as they are based on experiences of a small self-selecting cohort
from a limited number of settings. However, the value of these findings lies not in
their generalisability but in their utility for developing richer understandings of how
individuals in this context understand themselves and their offending behaviours.
Qualitative research is a valuable and robust method of capturing voices that remain
largely unheard, even though “understanding service users’ perspectives and learning
from their experiences are crucial to developing secure services” (Centre for Mental
Health, 2011, p. 43).

As ST develops and is hopefully offered more widely in forensic contexts,
research on narratives of particular populations, such as those with sexual offending
histories, could produce new insights into their self-constructs. Such research with
women who have committed violent offences is also much needed, especially since
social constructions of females who offend are different from those of males
(Clements, Dawson, & das Nair, 2014). The importance of relational security was
highlighted in these findings, and exploring how different forensic settings are
experienced would enhance the responsivity and effectiveness of rehabilitation
programmes. Prisons in particular were not seen as safe or helpful spaces by
individuals in this study, and research focussing on relational experiences in prison

would be valuable in shaping referral pathways for forensic rehabilitation®.

'8 This may be particularly pertinent for those imprisoned at a young age or who receive life sentences.
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Conclusions

Narratives of individuals with violent offending histories in secure settings
offer valuable insights into how ST can effect changes in self-constructs. However,
this study also highlights the crucial importance of relational contexts in the
development of self-constructs, and how connecting with others in safe spaces
enables individuals to discover hope, and believe in changes they feel empowered to
make. The relational context essentially determines the self, and relational contexts
are within wider contexts of society and its institutions.

Detention and incarceration mean these individuals are physically and
psychologically removed from society, but societal neglect and stigma remain part of
their narratives. Moreover, damaged childhoods and subsequent failures of services
to offer exits from destructive patterns of relating mean society is an integral part of
their formulations, and therefore of factors contributing to offending behaviours. We
expect these individuals to own and change aspects of formulations we hold them
responsible for but it is imperative that we, as a society, must also reflect on our roles

in constructing offending identities.
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Table 1

Demographic Information

George Matthew Carl Terry Danny Ben Andy Eddie Dave
Site MS HS HS HS HS HS HS HS HS
Age 33 61 53 64 40 34 44 60 49
index in other HS)
offence
(years)®
Index
offence:
Grievous Grievous (Bscr)lc?i\;oﬁarm
Multiple Rape and Sexual Bodily Harm Murder Bodily Harm ~ ~ Sect%/on 18
Index Manslaughter  rapes ap violenceand - Section 18 - Section 18 . Manslaughter
violence - (adult) . Wounding
offence (adult) (adult murder Wounding Wounding - (adult)
(adult) . - . with Intent
women) (child) with Intent with Intent (adults)
(adults) (adults) (Previous
sentence for
manslaughter)
Antisocial PD L
Antisocial, Antisocial PD  Borderline Borderline ggtr';:rcl:ﬁlepD Paranoid PD
. . PD Borderline PD Avoidant  PD -
. Paranoid Antisocial PD . L . PD Antisocial PD
Diagnoses . . ; Borderline Antisocial PD PD PD Avoidant PD . .
schizophrenia  Avoidant PD . . L Paranoid PD  Paranoid
PD Avoidant PD  Paranoid PD  Schizoid PD Schizotvoal Schizonhrenia
Paranoid PD Paranoid PD  Narcissistic PD w P
PD

# Rounded up / down to whole years.
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Figure 1. Phased Recruitment Strategy
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Stage 1

Stage 2

Stage 3

(A) Preliminary discussions with |
field supervisor to identify
potential participants

(A) Addition of of another site to |
further increase the pool of
potential participants

A4

A4

Modification of inclusion
criteria to include individuals
who have engaged in schema
therapy on 1:1 and / or group
basis for a minimum of six to

B) Initial visit to site for the B) Modification of inclusion
purposes of introductions, criteria to include both males

outlining study, and distributing L and females J L

months)

nine months (instead of twelve

J

information sheets [
J

-

C) Follow-up visit to site to month later

. ([ Repetition of recruitment
process identified in Stage 1 one

J

answer questions, ascertain -
interest and arrange dates / times

for interviews
\\ J

Al

4 T\
D) Interviews conducted on site
— dates / times arranged in
collaboration with participants,
\field supervisor, and ward staff.)

A4

E) Interviews conducted
individually, audio-recorded,
and transcribed

Figure 1. The first stage of recruitment strategies aimed to recruit enough (5-10) participants for the
study. If insufficient numbers were recruited from this stage, the subsequent stages would be
implemented as required. Stages One and Two needed to be undertaken to facilitate expressions of
interest from appropriate numbers of participants. From a potential pool of twenty-five across both
sites, twenty individuals were approached. Of the five who were not approached, one was imminently
due to be transferred to prison and another was unsettled in presentation. Three were not approached as
sufficient other potential participants had already expressed interest. Although a random sample is
difficult to achieve with such a small pool of potential participants, individuals were approached as and
when they were available on the wards rather than based on any other factors. Of the twenty
individuals who were approached, eight declined, ten agreed to participate, and two were unsure. The
ten individuals who had expressed interest were recruited, and no more individuals were approached,
as an appropriate depth of analysis would have been difficult to achieve with greater numbers. If these
individuals had changed their minds or had withdrawn their consent during / after the interviews,
interest would have been ascertained amongst the two individuals who were unsure about participating,
and the three who had not yet been approached.
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Figure 2. Framework Developed for Narrative Analysis
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Are therapeutic discourses (re 5T) refiected in
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How and wiy, does this person, in this
context, construct this particular
‘narrative, and what does this reveal
about their self-construct? How has
schema therapy confributed to |
impacted upon these processes?

» q\ L

how & wiy has this conceptuaisation of the
seif been constructed & presented?

what pychological processes ane atwork
here?

ceffing
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experiences of narrating
how previous narrations may be influencing
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genres [ standard plots (cuttural templates)
resisted [ rejected
power
gender
research encounter
co-constnuction
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I criminal jusfice systems I—I “refiorm [ desistance’ namatives ]
narratives around PD/ schizophrenia’ &
schema therapy
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hospital orders)
"Dangerous individuals' & the psychiatnic
gaze
Discursive reality / control / power, Systemic dichotomies:
privieged | dominant narratives Moral ! deviant
Mad | bad
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Figure 3. Process of Analysis

Each transcript was initially read multiple times to increase familiarity with the data. It was

then re-read while adding initial analytic comments relating to content, process, and structure.

George’s transcript:
The whole story was re-
told, informed by the
analytic comments and a
holistic understanding of
his narrative and the
context within which it was
constructed.

Other transcripts:
Key ideas based on the transcript and

analytic comments were initially added to
the transcript. This facilitated further
interpretation of each story through
considering thematic and linguistic
connections and boundaries within the text
(Weatherhead, 2011).

The process of re-telling
the story highlighted
several key ideas within it,
which were then used to
restructure the narrative
into segments (Gee, 1991).

A particularly significant thread within each
narrative was chosen as a focus for telling
the individual’s story (Lieblich et al., 1998;
Riessman, 2008), and text relating to this
aspect was restructured to produce a
summary story in poetic form (Gee, 1991;
Riessman, 2008).

The key ideas were then grouped into themes within each transcript, and were subsequently
compared across transcripts to identify similarities and differences across the data set,
including the themes from the George’s transcript.

2-49

Figure 3. Due to delays between recruitment and transcription from the MS and HS sites, a slightly different
process of analysis was used for the first transcript (George).
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Figure 4. Outline of Findings

(

narratives

\.
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J

(- )

How and why has this conceptualisation of
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*Reformation: recognition, realisation, and
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«Evaluating again: empathy and accountability

«The significance of schema therapy —
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+Difficult narratives: what was done to me and
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Figure 5. Narrative Map of Findings

Rejection, responsibility, and
space for rehabilitation

Not mad or bad

The power of placement

It’s a secure world: managing
in the midst of men

v v

Reformation: recognition, realisation,
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Evaluating again: empathy and
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me and what | did to others

Narrative presented in
— p

Difficult narratives: what was done to /

The significance of schema therapy — Lo individual
struggling through it with others |

this context

Destruction and
deprivation

Fear is the path to the
dark side

Connecting and
disconnecting narratives

Discovering and
disowning identities

The hospital at the heart
ofitall

Self-construct
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Figure 5. Clear boxes represent the results of narrative analysis and the shaded boxes represent immediate and wider contexts. The immediate context was the research encounter

(darker shaded box) that comprised the presentation of a particular narrative by the individual. Analysis of this narrative allowed consideration of the impact of ST on the

individual, the strategies and processes leading to the construction of the chosen narrative, and the self-construct that was presented to the researcher. All processes took place

within the wider context of a secure setting (lighter shaded box), and analysis also highlighted how dominant discourses related to this context influenced these narratives.
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Figure 6. Framework for Processes of Changes in Self-Constructs
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Relational security:
others = ok, less
vulnerable, developing
trust

v

Normalising,
validating through
others - not alone, self
not all bad

v

Understanding self /
offending behaviour,
developing new
narrative (e.g. ST)

v

No opportunity for
change / future hopes

]

Unsafe / unhelpful spaces
(e.g. prison)

Mi :
Abused: self = othelf;rlzjst:ad
nothing / victim / Mistrust /
blamed / hated
abuse
Rejected, worthless Fear,
Defectiveness vulnerability
Nobody cares 5| Punish others, take Not a victim,
Emotional deprivation what I never had protect self
< Protector
N\ N l modes
I \
N !
I \\ Violence / offending behaviour
: \\ Overcompensatory modes
I
. K v
| R
1 ‘J Self = bad / monster / ||| Safe space,
I offender time (e.g
i .g.
I A HS)
: 1
: Violence /
1 reoffending
I
I A
1

Offending self is not
whole self, but
integrated self

includes offending self

Healthy adult mode

v

Can change self, can
change behaviour,
meet needs / relate to
others differently

Figure 6. Double-outlined boxes represent critical turning points for changes; dashed arrows represent processes occurring
in unsafe / unhelpful spaces; bold italicised text identifies schemas and modes mapping onto this process. This framework
identifies the key experiences and turning points contributing to development and changes in self-constructs for

individuals participating in this study.
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Table 2

Findings Positioned in Relation to Previous Research

ST
studies

ST suggests risk of reoffending is reduced through ameliorating maladaptive schema
modes and strengthening healthy adult modes (Bernstein, Arntz, & de Vos, 2007;
Bernstein et al., 2012; de Vos et al., 2014), congruent with the framework of change
presented here as schema modes map onto the different selves individuals described as
parts of self-constructs, with healthy adult modes corresponding to a more integrated self.
This study did not directly explore the impact of ST so cannot be compared with
quantitative studies (Bernstein & Arntz, 2009; Nentjes & Bernstein, 2011). However,
narratives were analysed for congruence with therapeutic change, and many individuals
presented narratives reflecting changes in self-constructs and schema modes leading to
different relational experiences.

Maruna
(2001)

Maruna (2001) found desisting individuals developed self-constructs where the offending
self was not the real self. This dissonance initiated agency in changing behaviours
previously attributed to uncontrollable factors, which they could now control (Maruna,
2001). However, this study argues individuals need to accept their experiences holistically
into an integrated self to effect change. Disassociating from an offending self not
considered part of the real self means offending behaviour is not fully integrated into
narratives, but offender identities need to be reconciled with other selves to change
(Adshead, 2011). Individuals in this study used ST as a vehicle for this integrative process,
and such intensive interventions may not have been available to those in Maruna’s (2001)
study.

Presser
(2008)

There are similarities between narratives in this study and those of Presser (2008). She
found some individuals constructed “elastic” narratives, where the self had no agency in
offending behaviours, and offending behaviours were attributed to broad causal
mechanisms such as substance misuse or mental health difficulties (Presser, 2008). Some
individuals in this study also constructed similar narratives, and struggled to reconcile
offending selves with other selves. Presser (2008) found others presented “reform”
narratives returning to the good / moral self they had always been (similar to those in
Maruna’s (2001) study) or “stability” narratives (the self had always been moral and was
positioned as a victim of circumstances). A fully integrated narrative where multiplicities
of self were reconciled was not presented in Presser’s (2008) study and is therefore a new
finding emerging here. It is possible that without the combination of context and
intervention, namely relational security and ST, such change is difficult to achieve.

Ward
and
Marshall
(2007)

Findings of this study lend support to the crucial role of narrative identity in forensic
rehabilitation. Ward and Marshall (2007) conceptualised identity as dynamically
constructed narratives emerging from individual’s interactions with social contexts,
reflecting accounts of individuals in this study who described how their self-constructs
were shaped by relational experiences. Ward and Marshall (2007) link narrative identity to
the GLM (Ward, 2002) and suggest effective forensic rehabilitation requires developing
narratives linking offending behaviours to values and goals. Integrating offending
behaviours into personal narratives means a continuous sense of self develops, with new
narratives retaining values and primary goals of offending selves but incorporating
prosocial means to fulfilling these (Ward & Marshall, 2007). If offending selves are not
seen as real selves, thin narratives are constructed with fewer therapeutic targets for
rehabilitation, as was the case for some individuals in this and previous studies . The
findings of this study suggest ST is an effective means of developing integrated narrative
identities through reformulation of self-constructs.

%It should be noted that there may have been many factors determining whether individuals presented thin narratives,
including quality / quantity of therapy, degree of previous psychological damage, etc. or interactions between these.
Anxiety or triggering of mistrust / defectiveness schemas during interviews may also have flipped them into detached
modes which could have reduced what they presented.
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Appendix A: The Schema Model

An important point to note regarding the schema model is that it posits all individuals
develop schemas and present with certain schema modes, and it is specifically when core
emotional needs are unmet that schemas become maladaptive (Genderen, Rijkeboer, & Arntz,
2012; Young et al., 2003). EMS are functional in enabling the individual to cope with
difficult relationships or environments, but become dysfunctional when they are triggered in
situations that do not require the same response as when the schema was developed.
Similarly, schema modes are present for all individuals but tend to be less integrated in those
with interpersonal difficulties, leading to inflexible patterns of cognitions, emotional
responses, and behaviour that dominate an individual’s presentation (Genderen et al., 2012;
Young et al., 2003).

Offending behaviours are conceptualised as extremes of behavioural strategies that an
individual employs in an attempt to compensate for core unmet childhood needs and related
schemas (Beckley, 2011a). This formulation helps to minimise defensiveness, shame, and
guilt that can interfere with therapy and risk management (Tangney, Stuewig, & Martinez,
2014), as ST aims to engage directly with the (often violent) over-compensatory modes that
individuals may have developed to cope with underlying feelings of vulnerability,
humiliation, or abuse, as well as with the child modes that experience such emotions, and the
protective modes that enable individuals to detach from them (Bernstein et al., 2012a).

ST for forensic populations is a non-pathologising framework, offering a common
language for individuals and therapists to co-construct contextual narratives incorporating
early psychological trauma, offending behaviours, and current psychological distress
(Beckley, 2011a). Adjusting the focus away from diagnostic descriptions that limit
professional perspectives to challenging behavioural manifestations of underlying needs and

vulnerabilities (Beckley, 2010) enables clinicians of all disciplines to work empathically,
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effectively, and safely in these settings (Beckley, 2011b; Gordon, Beckley, & Lowings,
2011). It is recommended individuals engage in ST prior to offence-focussed interventions
(Beckley, 2010), as improved engagement and outcomes are reported when maladaptive
behaviour patterns are framed within developmental contexts, with a focus on meeting core
needs in prosocial ways as exemplified by the Good Lives Model (GLM) (Ward, 2002),

rather than on manualised cognitive-behavioural relapse prevention (Sainsbury, 2010).
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Appendix B: Choosing and Using Narrative Analysis

The process of telling one’s story provides insights into how individuals make sense
of experiences, including offending behaviour. A narrative approach therefore provided a
more nuanced indication of whether participants had internalised new learning from therapy
in comparison to qualitative approaches such as interpretive phenomenological analysis
(IPA), which may have posed more direct questions relating to therapeutic experiences.
Furthermore, unlike other qualitative methodologies, NA allows an individual's story to be
considered as a whole, rather than being fragmented into codes across the dataset, facilitating
holistic and contextual understandings of individuals and their experiences.

For this method, interviews would usually be minimally structured and open-ended in
order to elicit participants’ self-generated narratives, thereby giving priority to their
perspectives and their processes of making sense of their experiences (Mishler, 1991).
Possible drawbacks of this method include the difficulties in eliciting participants’ narratives
when the population is difficult to engage or the interview topic is sensitive or distressing;
both these issues were potentially pertinent in this study.

A narrative approach does offer a way of approaching the interview from a more
person-centred and less 'expert’ position; however, it was acknowledged that a balance needed
to be achieved between allowing narratives to emerge naturally and eliciting the information
required to answer the research question. The resulting interview was therefore still flexible
and responsive to individual participants’ responses and way of telling their story. It was
anticipated participants might have been more willing to discuss their therapeutic experiences
than aspects of their personal experiences, but the aim of this approach was to create space for
participants to feel comfortable with sharing both types of narratives. The co-constructed
understandings generated by such semi-structured interviews prioritised subjectivity because

of the emphasis on each participant's unique process of sense-making and also ensured



INDIVIDUALS’ NARRATIVES AFTER SCHEMA THERAPY 2-57

participants' perspectives were privileged, rather than those of the researcher, which cannot be

achieved to the same extent through rigidly structured interviews (Mishler, 1991).
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Appendix C: Stages of Analysis
The process of analysis is explained further below, illustrated by examples of transcripts and

tables. Steps 1-3 below present Danny’s transcript as an example.

Step One: transcripts were read multiple times, adding analytic comments based on the NA
framework developed for this study (Figure 2). A subsequent re-reading of a hard copy
allowed further hand-written notes to be incorporated into the electronic document. Reading
the document in different formats ensured familiarity with the content did not result in
superficial readings, as written notes can facilitate a deeper level of processing (Mueller &
Oppenheimer, 2014).

142 happened to me| and | grew up & product of the system, and the system was completely hate back ; -

143  then, and |t used to use violence| upon people in children's homes, nursing units, all over the sysiem|

144 o | grew up being involved in violence|and.. .| never belonged to anybody when | was growing up| But

145  then | was invited to join this gang| It was just a normal street gang at first, and |t was my first taste of

146 what you call family] We got firms in the gangs now, it's your family. Thev've aol your back, you gt

147 heits. f you need anytning, they. need anyihing. you help each ner. That's what | mesn by familyf | )

148  belonged fo something for the first time in my life. | felt proud that | was doing something. Yeah, it
g Irram VWal
148 wasn't nice, it wasn't right, but | belonged. That was my biggest need, to belong to s::mﬂirgﬂemuse

ALEES

160  growing up, | had nothing. | had no identity. [That was taken away from me”hadwmm

Page 9 of 12

161 sorof life | was abused in the eariy..in children's home. Not only sexually, but mentally, physically

Irram VWal

152 and...| was...| was passed in...paedophile...paedophile ring when | was a child Growing up into
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Step Two: notes were made on key ideas (highlighted) for each narrative, based on both the
transcript text and the analytic comments. Starting line numbers of each narrative segment
were also noted. Key ideas were labelled according to which part of the analytic framework

they corresponded to, as indicated below:

What is the self-construct presented in this How he accounts for himself / his experiences 1A
narrative? Reflections - multiplicities & contradictions 1B
How does he position himself in relation to similar others | 1C
/ society?
How & why has this conceptualisation of What was said / selected / revealed? what was unsaid / 2A
the self been constructed & presented? omitted / hidden? when key events were introduced
What purpose does this narrative serve? Motivation for 2B
telling this story? What is the plot being developed here?
What is the desired identity? 2C
Are therapeutic discourses reflected in the narrative? 2D
What has shaped / influenced how the self- | Context 3A
constructed has been presented here & now? | Wider discourses 3B

145  then | was invited to join this gang| It was just a normal sireet gang at first, and |t was my first taste of

ndes made batwean wicksn? upbringing and
iqang meolvemn: 2
pigially mirimising chilihaod abuse but then

iquabs up in fhe sysiem ~ same ove where,

146 what you call family| We got firms in the gangs now, it's your family. They've got your back, you.oof, o e i voee usod hato and

N Irram

147 Iheirs. If you need anything, they need anyihing, you help each other. That's what | mean by family |

Irram Wl

148  belonged to something for the first time in my life. | felt proud that | was daing something. Yeah, it

7 Irram YWal

149 wasn'tnice, it wasn't right, but | belonged. That was my Diggest need, to belong to mmeﬂingﬁec.ause

Irram WWal

150 prowing up, | had nothing. | had no identity. That was taken away from me| | had ng..0o way of any .

g Irram YWal

151 sortof life} | was abused in the early...in children’s home. Not only sexually, but mentally, physically
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Step Three: key ideas were collated and tabulated for each narrative, ensuring line numbers of text were kept for subsequent reference to the raw

data in Step Eight. The final column in the table allowed themes within these key ideas to emerge.

Lines

Key ideas

What is the self construct
presented in this narrative?

Burck
Weatherhead

How he accounts
for himself [ his
experiences (1A)

1A (3)

Themes

whole story = prison and |
lots of transiticns between prison and [

1A, 1B, 3B (30)

used to be a bit of a knob - bullying, fighting, always had drugs and weapons

differentiating between name and identity

labelled as a failure in the system - eliciting hopelessness - failure of person or system?

He'll always be the same - realistic gxpectations of change ad transformation or pathologising
labels?

Changing because | want to - retaining power, control, agency

1A, 1B {37) change is hard
upraoted since 16, no secure base
Invalved in gangs since 16
maore time spent n prison than outside - no difference between prison self and outside self?
cycle of prison and reoffending — inevitable, unstoppable
14, 1B, 2C (68) Invalved in violence, crime, hostage-taking, riots - horrendous violent acts

past always mentioned — space to add new chapters to his story?

1A, 1B, 1C (109)

old self would knock people out, tearing out throats, fighting, violence, using weapons
new self more reflective — considering motivations of others — destroying others
not my problem, their problem - not going to be pulled back any more

1A, 1C, 2A (147)

links made between violent upbringing and gang involvement

Initially minimising childhood abuse but then names

brought up in the system - same everywhere, no care / protection

system. given acfive voice — used hate and violence

grew up involved in violence - never belonged to anybody, unwanted, rejected

1A, 2B (144)

furning. point - invited to join gang

first taste of family - got your back

wasn'l nice { right - but | belonged - biggest need was to belong — powerful need
finding family, help, protection in other ways - GLM

1A, 1B, 1C (150)

| had nothing, no identity, taken away from me = no childhood self

Abused in children's homes, passed into paedophile ring — sexually / mentally / physically
abused

Won't ever become a victim again

Joined gang to belong, be protected - nothing else mattered

Transitions
between prison
anc N

Bullying,
fighting, drugs,
weapons,
viclence, crime,
hostage-taking,
riots

Failure in the
system, brought
up in the system

Uprooted since
16, involved in

gangs

Cycle of prion
and reoffending,
more time in
prison than
outside

Violent
upbringing,
sexual /
physical /
emotional
abuse,
paedophile ring
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Step Four, part one: themes for each narrative, based on groupings of key ideas, were transferred into an overall table. These themes were then

further grouped together under titles (shown in uppercase). Information for each participant was colour-coded to ensure identification during

subsequent steps.
Eddie Danny Andy Ban Carl Dava Maithew Terry

What is the self. How ha INSTITUTIONS REDFFEMDMNG, 1M AND ABUSED, DESTRUCTION | ABUSE, PAIN, HARD LIFE | DRUGGED, NEEDING HELPFUL BUT TOQLONG | WORKING HARD, LEAVING HOME,
consick accounts for | 20years— 2x HE ouT OF SELF AMD OTHERS BUT NOT AVICTIM SPACE TO CHAMGE Treatment has been SKILLED, ALWAYS STARTING AGAIN
prasenied in this | himself / his Insfiufions sinca aga 15 Trensifions bebween prson Sexually abusad by dad, Always pain, Ba's shit Drugged in prison for penedicial LEARNING Living in thizis
narrativa? axpariences and psychologically dastroyed Chikdhood sexual abuse fighting, chemical; restraint, | Sentence was feo long bul Duaing lots of activilies, my homa

11A) LCVELESS CHILDHCOD Cydla of prison and Dastruction - sel, others, Had a hard life, not & vickm, | drug-abused by the syslem | wan't recffend now working hard Maoving on, messing peoole
Burk siamg from childhood refianding, mare ima in sabotaga can't blame tha past Sort mysalf cut but can't do 8T - learni skils Stariing &ll over again,
Weslihertesd perants ddn love me, prizon than outside Being hurl, huring self, it in prisen, nead fo coma ABUSED, DAMAGED Always laaming, goad &t averything will be difierent,

didn't know what love was

VICLEMT WORLD, BEING
THE DEVIL, MOTHING TO
MY LIFE

doog some bad crimes
vinlanze befora, not now
winlanf world, nothing to my
life, i othars, fried hilling
myzalf, baing the devil,
listaning to rack

WEr
god my life back, seved my
lifia, got this far

grog fate and bad fate,
can't changea it

BELOMNGING, JICTIMISING
AND NOT VICTIM
VIOLEMCE,
DESTRUCTION
Bullying, fighting, drugs
weapons, viclence, crime
hosiage-taking, riotz
oying
umisad again
fo hurd ofhars then

fo be hurt

Gang was family, bekanging
Mever be & viclim egain,
objectified ! explofed by

gang

SYSTEM FAILURE,
ABUSED, HATE ! PAIN/
SAD, UPRCOTED

Failure in ihe system,
breught up in fhe sysiem
Viclent upkringing, sewusl |
physical | emotionel abusa,
peadaphile ning —no
dentity, had nathing

Hale, pain, lonaly, sad
Uprooted since 16, invobed
n gangs

Lone parson, den't like
qgraups

Can't teke praizs,
ambamassing from man
Found myseif — Litila Danrny

huriing ofhars
‘Would have ended up kiling
zalt | cthars

CHADS

Life was chaotic
Confusad viclent mass,
didn't undersiand mysalf

BLAMING, ATTACKING,
PLUINISHING
Disconnected, alona,
nobody o halp

Blarna, hafa, angar — dad,
zalf, sociaty — hur them |
zalf

Mo salf-warth, salf-respect
‘Wanfad ba kill dad, blamed
averyona

Masty bastard, hurling
averybody

wsr
Prezan routine = drugs
Putting an a front, using
drink ard drugs

Mo lova, ol

DARUGS, SELF INJURY,
DISCLOSURE

Links — past, self injury,
drugs

Imgests of disclosure

Self injury

| was crazy, fucked up, off-
kay

UNCONTROLLABLE
Couldn't handie ma
Powar end control

CHILDHOOD ROBBING
AND VIOLENCE

Lowad robbing

Violenca, unde made us
fight othar chidren

MG
Immatura but grown-up

hera

ABUSED, ALONE
MEETING CHILDHOOCD
MEEDE, GIVING BACK
VIOLENCE

Dad didn't show feelings but
aggressiva, no boundaries
Children grow wild i naeds
nod med, infer-panerefional
and systemic resporsiility
Moulded &5 & child by
system, made mea bitter end
angry, horific abuse by
mem, giving back the
violence 1o othars
Self-dependent since 9, on
siraets at 14-12 — surviving
alone, reugh childhood

ROLE OF PAST, MAKING
CHOICES

Pasi played rola in
persanality but shll my
choica of how 1o bahave
Leshing out &i othars, didn't
heva skils, no choicas,
doing whalewer it {ekas

Biill struggle with
relationships, would be
heppy to live slone
‘Wenbad my idantity back,
god miy life back now

Physically sbused, racist
altacks — children furnad
rito mionstars

Abuse caused F[L BR
caused M

MOT A CRIMINAL,
DIMINISHED
RESPONSIBILITY,
Diminizhed responzibiity,
heepital order

Dan't have big criming
record

ndex offence was mament
of madness, hed sioppad
medication, coukdn' explain
ihan or now, skabbed him

NS
Hard work, exparienced
Coping by cutfing off but

nesad to talk ebout it here

making things, different
types of skills, been in & lot
of jobs

Long time in prson, leami &
lot, atways somathing to
laam

MISTRUST,
ABAMDONMENT,
BULLIED, WORLD WAS A
BAD PLACE

Mum ebways busy, did what
| wanted, gat inko broubla,
sacrels — dad diad when §,
deprived of ioys, sbaaling —
misirust, abandanment
Stealing fo mee unmet
neads

'World wes & bad place, sad
child, bulbed & schoal for

speach difficufies, fruanfing,

low confidence socially

OTHERS DO BETTER

Slow o laam, others do
betler

Always been a worker,

poorly paid, missed out

FAMILY, FRIENDS

Got on with family, spoiled
my marriaga by geffing inlo
trouble

Did have friends

MIEC

Semual offences - nothing in
my past, new and exciling,
just happened, stoppad but
caught when police found

adusting, don't knaw
anyaody thare

Leaving work, gardens
Make the next place home,
stay thare unlil | die

ABUSED, VULNERABLE,
MISTRUST

Sexualy sbusad, beaten up
Being backwards

Took 10 yeers {o start
frusting men, fasling
wulnarable, mistrust

MAKING CHANGES,
WANT TO 5TAY,
ACCEPTANCE / CHOICE
Prison didn't changa
anything

Coming hare was the best
thing, laamt sa much,
changed & lok

Chenged so much, so can't
stay

‘Would choose to stay here
Meed fo accapt changes
Been hare a long bme,
worked hard, need o rast
now

MsC
Oldar and wisar
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Step Four, part two: themes from George’s story were identified.

f
|

Therapy was good...but | can’t explain how

I'm glad | did schema therapy, it was really
helpful, it helped me to understand but |
don't know where a schema comes from, |
had other therapy foo, it was all good,

psychologists don't judge me

-frequent repetition of ‘schema therapy
-stans by emphasising how helpful schema
therapy was but talks about this in a very
superficial and sometimes odd way, but
then struggles to explain when askedin
further detail

-wonder whether it was the nonjudgmental
of psychology he found helpful rather than
the therapy itself?

-theme seems to disintegrate [ drift through
course of transcript — reflects how his
narrative around this becomes increasingly
vague after having initially tried to present a
coherent account of therapy?

Relationships with self and others. . judging
and being judged

| don't like myself after what | did, totally out
of character, others don't like me for what |
did either but it doesn’t bother me, hard
telling my girtfriend about i

Jots of repefitions and hesitations

-although initial question was about others,
brings it o how he sees himself, while
stressing that offence was out of character
-{alks about reactions of others, followed by
experience of being unable to tell his
girifriend what he did — directly linked?
Linked more to others’ perceptions of him or
his own?

-what i5 he frying to wash off? This was said
in context of questions relating to
interactions / relationships, not psychosis —
is the offence something that if scrubbed
away would mean others saw him
differently?

-ots of ‘nof bothered about others but with
his girfriend, couldn’t look her in the face
and tell her’

-

Vo o - - - - - - - S S S S S S - -

o o e e e . s s . T

Sadness comes and goes...| lie down and
wait

| just deal with it, | lie on my bed, | feel sad
but it comes and goes, | wait unil | feel
betier

-short, repetiive phrases, not much to
expand on — x happens, | do y, no other
options, nothing to think about — mirroring
the experience? Feel sad / guilty, lie down /
wait for it to go away — nothing else to say
because nothing else | can do about it?

|

e e e e e e e s e e e e - e e e e e

What was meant to be will be, everything
happens for a reason.._.and yet it can

happen to anyone

| didn’t understand untl others made sense

of it for me, a chain reaction, happened for a
reason, can happen to anyone, could things
have been different?

-making sense of things and understanding
his experiences comes from others who
‘know what they're talking about’

-he’s been left with a fatalisfic outiook —
‘getting ilf, "and then'...., ‘and then'..., etc
-links everything together in sequence but
theme ends with 1 don’t know, it just

. . . . . . .y

happens’ summing up his understanding

It all happened because | was ill.__guilty
and { or happy but not both

Happiness always tingad with guilt, | didn't
know what | was doing because | was ill,
wouldn't have happened if | hadn't been il
or | would have gone to prison

-offence introduced in context of psychosis,
and theme finishes within same context too
-happiness and guilt positioned as mutually
exdusive

——

s e . s S

e —

=

1
I
|
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-

. . S

Life was good.. then | became ill and | didn't
even know it

F'm nat ill now but | was then, the TV spoke
to me, | was ill that | didn't know | was ill but
now | know, | used to be different, life was
great and then the schizophrenia kicked in,
could have been the drugs too

-initially making it clear he’s not ill now, then
explaining he was definitely ill then even if
he didn't know it, then how he came fo
reglise he had beenill, then how this
experience links to knowing right / wrong
and the offence, finishing with
demonsirating how much he knows now
about his iliness

-starts with ‘mood swings’ but then vivid

descriptions of psychosis

r
1

——— e e e e e e

J

e s . . s s s . . e, . s e S, . s s . S s . S s . d

Rehabilitation and recovery...my mental
health’s better but Fm sfill sad somefimes

I'm recovered / informal / rehabilitated /
free / independent, things could be worse,
nothing could be better, it's great except
when 'm not happy

-starts by talking about how things are
great, but then talks about how he's not
happy all the time, but *could be worse’, and
then presents evidence of how far he's
come, finishing with emphasising how his
original symptoms are “better’

-just’ mental health at the end — because
this underpins everything? Or ‘only’ mental
health is better?

. e . . . . . . e . . e, . e e .

e et e e e e e

The places I've been.__could have been
worse

Being homeless, secure unit sheltered me,
there was help there, it was hard but it
would have been worse in prison

-stark conirast between how he talks about
hospital vs prison

-always where he ‘ended up’' —as if he
drifted there

o s e e s S o . S S S S T — — —— — T———— —— —
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Step Five: Grouped themes from across transcripts were collated together and grouped
further. The mind-map below shows how similar themes were grouped for the first sub-part of

the analytic framework (1A).

BLAMING. ATTACKING, PUNISHING

Ollder and wiser, needed o be locked up to

change ROLE OF PAST MAKING CHOICES

VIOLENT WORLD, BEING THE DEVIL,
NOTHING TO MY LIFE

BELONGING, VICTIMISING AND NOT
VICTIM, VIOLENCE, DESTRUCTION

INSTITUTIONS MISC

got my life back, saved my e, got this far
REQFFENDING, INAND CUT
Fiourd mysedf — Littie Canny
DRIMGGED, NEEDING SPACE TO
Wanted my idenfity back, got my life back
oW

MISC
MAKING CHANGES, WANT TO STAY, Sl siruggle with relationships, would be
ACCEPTANCE / CHOICE

Hard work, experienced

Mind Map How he accounts for himeeff | hiz

WORKING HARD, SKILLED, ALWAYS EXPENENCES
LEARNING

Can't izke praise, embarrassing from men

ABUSED, VULNERABLE, MISTRUST

MISC
Prigon roufine = drugs ABUSED, DESTRUCTION OF SELF AND
i OTHERS

Coping by cutfing off but need to talk about
it here

ABUSE, PAIN, HARD LIFE BUT NOTA
VICTIM

DRUGS, SELF INJURY, DISCLOSURE MISTRUST, ABANDONMENT, BULLIED,

WORLD WS A BAD PLACE

good faie and bad fate, can't change it

ABUSED, ALONE, MEETING CHILDHOOD

LEAVING HOME, STARTING AGAIN NEEDS, GIVING BACK VIOLENCE

SYSTEM FAILURE, ABUSED, HATE /

RIM AINIS!
NOT ACRIMINAL, DIMINISHED R —

RESPONSIBILITY

MISC CHILDHOOD ROBBING AND VIOLENCE

Sexual offences — nofhing inmy past, new

and exciting, just happened, siopped but LOVELESS CHILDHOGD

ABUSED, DAMAGED
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Step Six: the groups of themes identified in Step Five for each sub-section (1A, 1B...etc.) of the analytic framework were collated into a single

mind-map for each section (1, 2, 3). The groups identified in Step Five were named, and then organised into further groups, as shown below for

section 1. Some nodes of the mind-map have been unfolded to show how this mind-map connects to that in Step Five.

ABUSED, VULNERABLE, MISTRUST

BLAMING, ATTACKING, PUNISHING
"

ABUSED, DESTRUCTION OF SELF AND
OTHERS
A

ROLE OF PAST, MAKING CHOICES

ABUSE, PAIN, HARD LIFE BUTNOTA
CHAOS

VICTIM
om o e ORI, BULLIED, VIOLENT WORLD, BEING THE DEVIL, SHCONTROILILE
NOTHING TO MY LIFE
= NSTITUTIONS
ABUSED, ALONE, MEETING CHILDHOOD wae e . - ;
NEEDS, GIVING BACK VIOLENCE self was destroyed BEL VICTIMIS | no helpful spaces RN A
— = — VIC JCE DES | REQOFFENDING, IN AND QUT
’
_____ ’ | /
| /. DRUGGED, NEEDING SPACE TO
I/ CHANGE
how |usedtobe = I Vi
- | 7

LOVELESS CHILDHOOD

No love, cold

ABUSED, DAMAGED \
- AY
vulnerability and power =
:

[ integrating / dissociating selves ]—
LY found me now worth a second chance =
e
\\ ”, - \\ -
/s o \ x -~
) _ ~ | better than those others =
totally different @ — ——— Mind Map o ————-@ the fnalseff = "\\ \ _a J Mind Map t___
e e 4 ® M =
s
7 \\ [ Mind Map noton my own = /
o \ hard working —— "
staying and leaving | =
! not a sex offender =

[ struggling with relationships ]- AY ‘

contng s J- e -
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Step Seven: the groups from Step Six were transferred into the first columns of the three tables below, corresponding to the three sections of the

analytic framework. Underlying concepts for each group were identified, and final themes were identified through several iterations of refining the

concepts.

Themes identified across narratives

What is the self-construct presented in this narrative?

First iteration

Second iteration

Final iteration

Abused . .
Self was destroyed Abused, self dest_ro_yed, life always been  Damaged and_ destroyed, deprived and Destruction and deprivation
. more difficult for me disadvantaged
Harder life
Violence

The dark side
Vulnerability and power
How | used to be
No helpful spaces
Coping

The dark side, navigating power and
vulnerability (mistrust / fear), no
containing / safe spaces

Mistrust / fear / unsafe spaces leading to
the dark side

Fear is the path to the dark side

Worth a second chance
Only human
Ml vs. PD
Not on my own
Not a sex offender

Deserving second chances, negotiating
differences, like others but not like
them, not on my own

Shared narratives, similarities and
differences to peers / society

Connecting and disconnecting
narratives

Integrating / dissociating selves
Found me now
The final self
Conflicting selves
Total different
Struggling with relationships

Finding me, being different, splitting /
conflicting / integrating selves, still
have struggles

Finding me, owning and disowning
identities, differences

Discovering and disowning identities

Older and wiser
Better than those others
Hard working
Luckyto be here
Others do care
Staying and leaving

Growing up here, making the most of
being here, people care here, staying /
leaving

Hospital / others as a backdrop for
experiencing self

The hospital at the heart of it all
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How & why has this conceptualisation of the self been constructed & presented?

(What strategies have been used to construct the narrative in this way? What psychological processes are at work here?)

Themes identified across narratives

First iteration

Second iteration

Final iteration

Different now

Different understandings / interactions
Better / recovered / no more offending

Better relationally
Owning self

Different to others — better now, worse before

Repetitions
Dichotomies

Metaphors — physical spaces, travelling
Turning points, alternative endings

Different / better person now, better
relationships, owning self, done better
than others

Differences relating to self and others,
achievements

Reformation — recognition, realisation,
and reflections

Not just another group
Schemas in past
ST — active, metaphors, tenses
ST — metaphors, active

Accessibility / motivations / expectations

Recommended

Therapeutic relationships, not alone

Challenging, hard work

Hard-working, controlling the demon

Not a quick-fix

Active voices for ST, powerful /
transformative / insight / understanding
self, role of relationships, hard /
challenging

ST as active, changed me, relationships,
hard

The significance of schema therapy —
struggling through it with others

Past regrets
Victim empathy
Not a bad person
Did care about others
The self
Determining responsibility

Regrets, empathy, not bad,
responsibility

Empathy for others, not being judged

Evaluating again — empathy and
accountability

Talking about violence / chaos / lack of control

How violent | was
Index offence
Fragmented sections
Links to childhood

Understanding offences / diagnoses / childhood

Fragmented narratives, childhood,
violence, index offence narratives,
understanding links

Difficult to talk about childhood /
violence / index offence

Difficult narratives - what was done to
me and what | did to others
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Themes identified across narratives

First iteration

What has shaped / influenced how the self-constructed has been presented here & now?

Second iteration

Final iteration

Research encounter (multiple)

Couldn’t / wouldn’t talk to you before

Story on demand

(discussed in Critical Appraisal)

Understanding / responsibility / blame

Offending and identity

Second chances, people / patients / monsters

Negotiating understanding /
responsibility, offending identities,
second chances, not monsters

Understanding and not judging,
offending identities, second chances

Rejection, responsibility, and space for
rehabilitation

PD / Ml / recovery
Expectations of MH / PD
Hospital discourses

Reciprocal stigmas, mad / bad,
recovery, learning hospital language

Recovered now, not mad or bad

Not mad or bad

Moving from prison
System failures / power
Prison discourses
Resources / costs

Prison damaging / not helpful,
traumatising / abusive systems, HS is
expensive

Power of different places to help or
harm, punishment or therapy

The power of placement

Living environment
The good side of HS
Secure / safe world
Masculinity
Relational context
HS narratives, separation
Time
Timescales
Changes over the years

A separate world, relational security,
living with others but away from
society, enacting masculinity in male
environments, lengths of time

A secure world, being around men, time

passing

It’s a secure world — managing in the
midst of men




INDIVIDUALS’ NARRATIVES AFTER SCHEMA THERAPY 2-68

Step Eight: referring to the line numbers recorded in Step Two, quotes from each narrative

were collated for each theme in table form.

What is the self-construct presented In this narrative?
. i Themes identified
Final iteration across namafives Quotes
Abused Sexually abused, beaten up - T8
Being backwards - 124
Taok 10 years to start trusting mean, feeling vulnerable, mistrust— 83, 100
Sexually abused by dad, psychologically destroyed - 80
Destruction — self, others, sabotage - 35, 50, 55, 98
Being hurt, hurting self, hurting others — 64, 100
Would have ended up killing self / others - 64
Mo love, cold - 82
Always pain, life's shit - 501
Childhood sexual abuse — 11, 52
Had a hard life, not a victim, can't blame the past - 233
Loved robbing - 233
Violence, uncle made us fight other children - 300
Mum always busy, did what | wanied, got inio frouble, secrets — dad died
when &, deprived of toys, stealing — mistrust, abandonment - 16
Stealing to meet unmet needs - 56
World was a bad place, sad child, bullied at school for speech difficulties,
fruanting, low confidence socially - 40, 63, 72
Dad didn™t show feelings but aggressive, no boundaries - 629
Children grow wild if needs not met, inter-generational and systemic
responsibility - 610
Moulded as & child by system, made me bitter and angry, horrific abuse by
men, giving back the vialance to others - 268
Sel-dependant since 9, on streets at 11-12 - surviving alone. rough
childhood
Failure in the system, brought up in the system - 141
Violent upbringing, sexual [ physical [ emotional abuse, paedophile ring —

DEEZ::""" no identity, had nothing — 141, 150
. e
deprivation Hate, pain, lonely, sad - 585

Uprooted since 16, involved in gangs - 37

Stems from childhood - 3

Parents didn't love me, didn't know what love was — 174

Physically abused, racist attacks — children turmed into monsters — 134
467

Abuse caused PD, PD cawsed Ml - 159

Self was Sell-destruction - 35
destroyed Self psychologically destroved by dad - 80
Childhood self- had no identity, won't be victim again - 150

S RN | TS R | N L
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Appendix D: Individual Participant Summaries

NA research projects / theses often include summary stories of participants. These
offer an overall sense of each participant through a summary of the individual’s story
constructed by the researcher. For the first participant in this study (George), a different
version of a summary story was created, where his story was re-told by the researcher after
considering what was being implicitly conveyed in the narrative and the wider discourses that
may have shaped it. Re-telling George’s story as a simple summary would have resulted in a
thin, reductionist narrative mirroring the narrative he presented during the interview. It felt
important to contextualise and explore why he might have presented the story he did, and
consider how interactions during the research encounter could have influenced the story and
self he preferred to present. The resulting re-told story is presented in this appendix.

However, re-telling George’s story in this way evoked feelings of self-doubt, since it
seemed the researcher’s voice was being used to convey his story rather than his own words,
despite ensuring interpretation and analysis was grounded in his narrative. A different method
was therefore used for the other participants, and the summaries presented here have been
developed based on Riessman’s (1993, 2008) adaptation of Gee’s (1991) structural analysis.
While Gee (1991) restructured unbroken narrative segments into stanzas, Riessman (1993,
2008) adapted his method to produce poetic structures where interactions, non-lexical
expressions, false starts and non-related text were excluded. This results in narratives that
(despite being highly interpretative®®) can convey an aspect of the story that may evade
understanding if fragmented into themes.

During multiple reading and annotations of each transcripts, notes were kept on any
threads within the narrative that seemed to stand out due to repetition, vivid use of imagery /

metaphor, or significance to the overall story (Lieblich et al., 1998). These were often threads

19 Complete transcripts have been kept to evidence the development of each summary from raw data.
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that could not be conveyed through the final analysis since they pertained to an individual’s
unique story and experiences, and there would not be scope in the Findings section to present
them. Text pertaining to this thread was then extracted from the transcript, and restructured
into a more poetic form as a summary for the participant (Gee, 1991; Riessman, 1993, 2008).
This meant summaries could be presented in individuals’ own words, and felt more congruent
with the researcher’s aims of using NA to hear the voices and stories of those who are seldom

offered such opportunities.
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Andy:

Understanding my Dark Side

When [ was about six...

my mum disappeared

we stayed and lived with my dad...

who’s very abusive...and psychologically...

I was psychologically...destroyed, I think.

and I was suffering...

and suffered sexual abuse, psychological abuse, and...

at the hands of my dad

| used to blame myself.

I used to take overdoses, various suicide attempts, and it
| got sick of doing that, so what I started to do was...
blame everybody else...

Blaming everybody for...the life that I had...

I had no self-respect,

absolutely no self-respect at all,

and I didn’t respect anybody else...

I was just going round and...hurting people...

| used to make weapons...
with the intent of using them...

ultimately, to use them on my dad.

...got to a point,

2-71



INDIVIDUALS’ NARRATIVES AFTER SCHEMA THERAPY 2-72

I wanted to kill my dad basically...

There was something inside saying “no, get help, get help, get help”,

but then this other side, this other part...

and saying “right, I’'m going to become the, the most evil...person...that that I could possibly
be, to be able to make him suffer”.

So what I did is, | made, | made weapons.

I made a...I made like a glove...

it was in a film called Nightmare on EIm Street,

and it’s like a, like a...blades on each finger.

I made one of those to...to attack my dad

| was going out hurting people on a regular basis.
I mean, I’d come home,

wake up in the morning,

the place would be a mess,

and my glove would be on the side...

with one of the blades bent, with blood on it...
Yeah, | just wanted to make him suffer,

but I blamed everybody else and...

that’s why I’m here.

But what is, but what is good...eventually,
if anything good can come out...it is...

obviously being at HS’s gave me insight, you know,
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So much insight,
and so many bells are ringing

and so...made so much sense, you know...

A part of that was...part of that was schema therapy...
it just made sense, you know.

I won’t say,  won’t say it’s helped,

because it’s far more than a help.

It’s changed my way of thinking in a sense,

that I’ve been able to...understand myself a lot more,
and...and by understanding myself...

given me that self-respect back...you know,

instead of blaming other people,

instead of blaming myself...

understanding,

and realising what a sh*t life I’ve had basically,

and what my problems were

[ wouldn’t be where I’'m at now without... HS...
I just wouldn’t be,

[ wouldn’t be where I am.

I wouldn’t be at a point in my life...

because it’s...just changed my life.

I think...turned me around...you know,

changed my way of thinking,

2-73
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changed my way...
changed my way of thoughts about people,

thoughts about understanding myself and...yeah, yeah.

There is still...parts of me that used to go round hurting people.
Punishing people...for feeling that I wasn’t helped...

blaming society for the life | had

a part that...that, that I decided to call...Dark Andy

I’d just change into that Dark Andy...

and just mindless...a mindless brute

But that person hasn’t gone

It’s there,

it’s always going to be there...
because that was part,

that’s part of me

but...I...I’ve moved on from that...

I can’t say that “oh no, I’'m not that person anymore”

that’s sort of almost saying, almost like denying that...that part of me exists.

Yeah, it does, but I’ve dealt with it,
that part of me,

that is part of me that’s been dealt with,
and it’s been filed

and it’s been put away.
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Ben:

Who wants to be a Big Man in HS? There’s Pain Underneath the Mask

I’ve always been violent, always...

I’m trying to get rid of it now,

but there’s people on the ward now that I’d just love to smash.

But I just think “do you know what? Go to your room”

Or the way people talk to me some days...

I think “what the f*ck are you talking to?”

In jail I was...I was fighting all the time

F*ck that, I wouldn’t let no-one talk to me like a d*ckhead, but here...
I’m trying to change

I’'m trying to step away from it all.

I thought “forget about it. They’re idiots. Who wants to be a big man in HS?”

Because, when I were younger, [ were violent...

| was a violent person, yeah.

But now, I try and get a better life by having a laugh

So I have a laugh with people instead,

instead of being violent or...

I think I’m trying to...come across as someone different
I can’t go around being violent no more...

I just...I don’t want to be in here for the rest of my life
So I like this person now...

| like the way | cope with things now.
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| think everyone has to wear a different mask for different places, innit?
In jail...you can’t let your guard down in jail...

you can’t be...who you are here

there’s been a violent one...

a criminal one...

that’s about it really...

violent one and a criminal one.

Don’t know if self-harm is a mask?

Some of it, that was a mask...yeah.

This is the good me mask.

This is the mask | want to be

I feel as though...I’ve changed

| like it.

I like this...being happy

there’s always pain underneath, in’t there?
You’re always thinking about things in life, aren’t you...
like the, the abuse or...

there’s always pain...

but it’s how you...come across,

how you act...

how you treat people

there’s always pain underneath...

but it’s how you...how you come across to other people
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That kind of...that kind of a mask.

I know, I know how it comes across...

I don’t mean like that,

I don’t mean pretending to be this person to just get out
Or where it’s like...how I come across

Because that’s a different...not mask,

but a different personality if you know what | mean.
But I like this personality.

I like being...having a laugh with people
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Carl:

Finding my Identity - Being Me

I decided, one day...

you know, | were looking in the mirror at myself
and [ couldn’t...

all I saw was an angry Carl,

I didn’t see an angry...anybody,

I just saw...I saw an angry person there

and I made a...I realised that I needed to sort myself out.

Plus | wanted my identity back.
| want to be me.

I don’t want to be what other people wanted me to be.

I don’t want to be like my dad.

My dad was a professional boxer and he had no...he had no skills,
how to deal with emotions...

he was quiet and shut off...

and | developed his personality

I didn’t have my own identity.

L, I, T get it from my father and his personality and behaviour...

I wasn’t myself.

You know, like when I come here...
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they’ve...I...they’ve allowed me to be myself
But like I said, you know, I have my dad’s personality.
and...I’'m now glad that I’ve got away from that

and am now myself.

So I can be...

| can be who | want to be, you know what | mean?
Not be what other people want me to be.

And I’m now Carl Williams,

not somebody else

It’s given me my life back...

like I'said, I am...

I am me now, you know what | mean?

I’m not being what the system wants me to be.
I’m actually being Carl.

That’s good, that.

I’ve got my identity back.

I’ve got my life back and I’m happy with that.
For once in my life, I’'m me...

and that’s a big buzz for me
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Danny:

Belonging to Myself — Finding the Little Boy Inside

| come from very a violent upbringing

| grew up a product of the system,

and the system was completely hate back then,

and it used to use violence upon people in children’s homes
So I grew up being involved in violence and...

I never belonged to anybody when | was growing up.

But then | was invited to join this gang.

It was my first taste of what you call family.

It’s your family.

They’ve got your back, you got theirs.

That’s what I mean by family.

| belonged to something for the first time in my life.
Yeah, it wasn’t nice,

it wasn’t right,

but I belonged.

That was my biggest need,

to belong to something.

Because growing up, | had nothing.
| had no identity.

That was taken away from me.
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I had no...no way of...any sort of life.
I was abused in the early...in children’s home.

Not only sexually, but mentally, physically

and...I was...I was passed in...paedophile...paedophile ring when I was a child.

Growing up into adulthood,

I thought to myself, “I won’t ever become a victim again”.

So I joined this street gang,

purely to have somebody who I could belong to.

Growing up, even though most of these people weren’t good friends
and | never would be part of them,

| was prepared to overlook that

because I felt | belonged.

To join the gang when | was sixteen for me

was to have...to belong to something.

I belong to myself now, not nobody else

it was hard,

hard for anybody because...it’s...

you have to change everything you believe in.

It’s not easy,

it doesn’t take...it doesn’t happen overnight.
There’s a lot of hard work involved in it

I think you find it hard when you come from, like,

cultures that are gangs and roughy-toughy
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some stuff as a geezer,

you don’t talk about between other geezers.

It’s not, it’s not the thing to do.

You don’t sit there and tell your mates, “ah...bit sad this, that...”

You just...you just don’t do it.

I’m too much of a man, to, to, to be pampered and given compliments of how you’re doing
really well.

Course I’'m not doing really well or I wouldn’t be doing it.

But it’s nice to hear sometimes

I’ve changed massively, massively.

| feel really good for changing,

| feel really good and positive.

| found something in life | care about now

and that’s myself, because I never used to.

| used to self-harm,

| used to try and take overdoses,

I used to...I used to have no care about myself whatsoever

and | would have no quibbles or anything about hurting people.

I didn’t like myself.

I used to say to people “you can do whatever you want to me because it won’t bother me one
bit”.

You can’t hate, hurt me or hate me more than I hate myself.

| hated myself so much,
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I didn’t care if I lived or died
because I have nothing,

I have nobody to care for,

I have nobody to understand...

it’s a lonely, sad place to be in.

But now, I’m happier,

I found...

| found what | needed to find,

| found myself

and it’s like, it’s like this little boy just being surrounded...

the Big Bully Danny protects the Little Danny behind all of this,
and he closes them all off so nobody can get in.

Now I’ve sent him away,

and I’'m opening up,

and I’'m letting people in
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Dave:

I Was Mad, Not Bad

I wouldn’t say ‘serious personality disorder’
I don’t want to be classed as a psychopath

I didn’t want to be classed as a PD,

When | go to an RSU,

I’ll be going to a mental health ward.

I won’t be going to a PD ward

Most of us moving on from this side will go to PD...
the dual diagnosis,

most of them go to PD...

but in my case,

because my mental health’s more predominant than my PD...

I mean everyone’s got PD traits,

it’s just to what degree you’ve got them and stuff.
Some people worse than others.

My mental health is more predominant...

my index offence was more mental health,

there was no PD

Either we’re mad or bad.

And | was mad.
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Not bad.

And some people will be mad and bad
I’d rather be neither,

neither bad nor mad

That is a lot of the way that a lot people see us

I would say that the mad and bad thing just relates to either...
when you come in here, you’re processed as either...

life sentence or hospital order...

one’s mad,

one’s bad.

Even the courts do, so it’s, you know...

and in some cases, where some people have been bad

and they try and get mad,

because they prefer mad to bad, you know, it just...

I mean, that’s one thing I can say for myself.

I’ve never been...

from day one of being in here,

I’ve never been, like, confused over my index offence.
I’ve always, like, give...

it was like a moment’s madness
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Eddie:

A Tale of Two Selves — Taking the Devil to Church

I’ve been a very violent person in the past and...
as I’ve got older, I’ve calmed down, but...

| was still violent when | come to this hospital,
and I did schema, and something just clicked...
and...

I don’t want to be violent —

well, I don’t want to be violent anymore.

| try not to be violent,

and | want to live that way

| was always brought up with violence around me.
And | lived a violent life,

and I didn’t know why I was being violent,

just knew that | was violent

| always got told that | was wrong,

and my mum used to tell them,

tell everyone that | was the devil and...

saying | were a violent thug

| even had the devil tattooed on my arm

but...at one time, I thought I was the devil but now...

I’ve started going to church again.
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| went to church yesterday

and I’ve give a lot of thought to prayers.
I’ve changed my life

From being like...

evil and violent

to being good...

well, I hope I’'m good.

| tried Killing myself in jail

I thought “well...I can’t live outside and I can’t live inside...
maybe my mum was right,

maybe | am the devil

and | should be in hell”,

so I tried killing myself...

and...I nearly died...

I don’t listen to a lot of rock music now
Because | used to associate rock music with the devil,

and I associated the devil with my mother...

and the rock music...used to drive me crazy at times because...the things that I’ve done

It’s just fate
I think that the world just keeps turning and...
you can’t change...

it’s just fate...
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And...you’re here one day,

you could be dead the next.

You’ve got to live your life...as best you can while you’re here

I’ve had fifty odd year of violence and...

now I’ve no violence in my life,

and that’s like fate.

That’s good fate because...

I never thought I’d change from being violent, whereas...

that’s come along in my life where it’s just by fate that it’s happened.
But I think everything happens in your life has got a lot to do with fate.
You either get a good fate

or bad fate

I knew what happened in your life were fate, and...

whatever happens, happens.

You couldn’t change it.

Who we are is who we are
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Matthew:

Learning to Survive

Ever since I’ve been a child

| was very slow in learning

I tend to be independent...independent, yeah.

I do things a lot myself

but that is one of the skills what I learnt over the years
I’ve been in quite a lot of jobs

| learnt a lot in skills-wise

The schema course has brought a lot out
in how people behave and stuff like that,
so | learnt a lot.

It was good and | learnt a lot about myself

But of course, I can’t remember the big words and all that

| found prison all right.

It...it was just the length obviously,

it’s a long time to spend in jail.

But | learnt a lot.

I’d done the...a course in prison, the offending course.

It learnt me a lot
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All the skills that what | learnt in the coursework and stuff like that,
I think that I’ve got the skill to keep out of trouble too.

Been a long time being locked up

and I have learnt a lot while I’ve been here,

it’s been good, it’s been good...

There’s always something to learn.
Say you learn until your death.
There’s always something what you can learn,

you’re learning all the time, yeah.

| keep learning and yeah, try to take it.

I find it hard sometimes to...if people give me too much information, or too much in one go,
it...I cannot take it in.

Well, | do take it but, like,

maybe not well as other people probably do.

It takes a while for it to click sometimes, and when it does click, well, I’m...I understand,
but if you told me to take this tape to bits and put it back together again,

I can do that with my eyes closed.

It’s funny, it...

| got skills,

| got good skills in one way where | can do things,

but other ways it’s...

| always find it difficult,
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I’m not an emotional person though,

that’s the only trouble

I don’t show my emotions so much,

and that’s what they keep on about it.

I don’t show my emotions.

I think they get...they see it...

I don’t think they see it in me,

I don’t think...they do see it

but I don’t think they realise I can cope all right.
You know, | mean | can cope

| coped all right.

| came out ok where a lot of people gone downhill,
a survivor,

a survivor.

| can cope myself and do things myself.

I don’t have to, like, go and pester somebody else to do it for me.
So is that a good thing

or is that a bad thing?

These are saying it’s a bad thing

because they got to go and ask people for help

But if you can do it yourself within a short time,

why go and worry about somebody else to get them to do it?

That’s a hard one, innit?
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| tend to like to be independent.

I can do it myself,

I don’t need anybody else.

| think, yeah, they want people to help you.
independent...

been doing it for years, you know,

| always been the one what done it myself

and | get to know myself how to do things.
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Terry:

Missing my Home

I’ve been in HS just over forty years
I’m just, I’m just waiting now to...
to get the ok to move on to another, less secure, a unit

I feel that I’'m ready now, really for moving on.

I’m a bit nervous about it, but...

it’s a, it’s a new thing for me,

moving on from here to somewhere else.

I’m not so keen in moving on in a sense

because this is my home,

and moving from...to somewhere else,

I feel is a bit, you know, a bit scary...

and you know, going to somewhere where I don’t really know anybody,

and, you know, it’s starting again.

I’ve got to go back, go, move on

it’s like a new, you know, a new home you know,
for me it is anyway,

as it’s been my home for so many years.

Moving on...to somewhere else

I’ve got to try and...adjust myself to that, which is...

might be a bit hard for me, you know,
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I shall miss being here, put it that way.

| want to stay where | am.

I suppose I’m looking forward to it in another way

I’m quite chuffed with myself

that I’ve actually proved to myself, you know,

that I’'m moving on

Being in here for so long.

when my gatekeeper come up and said

“well, we think, you know, I’m thinking that, you know, you don’t need to be here, you
should be moved on, you know”.

my old heart was going a lot quicker

and [ was...course [ was getting a bit panicky.

And | think, well, do I really want to go?

Because people are starting to tell me that “oh, we’re going to miss you”
and that makes me feel...

mostly already home.

I’d stay here to be honest

because | know everybody, yeah,

and I’ve got good relationships you know, with some of the staff.
It’s...so different to where I’'m going,

I think “can I adjust to that sort of, sort of that move?”

And yeah, it’s going to be, it’s going to be hard.

This is my home.
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| class it as my home.

The first one | went to,

there’s no fence or anything around there
a bit scary when you got a big wall around me here
| was glad to be back,

back to my home.

Back here and...

so it has been scary.

And where I’'m going to

it’s got a big fence around it as well,

I’ve felt secure here.

a big fence and that,

| felt that | was secure,

that | was in

I didn’t want to go out of it.

It’s accepting what, you know,

changes and that, you know,

that has come, you know,

you can’t be doing, you know,

nothing about it so just go along with it, you know,

go along with the flow

They’ve got that fence down there
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so I’'ll be living in that fence

where I feel I’ll be safer...moving on.

I’ve never been out on my own, you know...

for over forty years | should think,

and, and, it’ll probably be frightening to go out on your own
I’ve got so used to having a wall around me,

that’s what’s changed me from wanting to go out on my own

because I spent so many...you know, so long here...

There’s no...problems of me running off or whatever
because I wouldn’t,

because I can’t,

all the years I’ve been here,

I’ve never even thought about running off,

it doesn’t really matter where I am as part of society,

I feel what I’ve, what I’ve done is wrong in the first place,

and I don’t deserve to be back out there in society after what I’ve done.

I’m locked away from the outside world

I shall be going...
I’1l just stay there...

until | die.

I’ve got to make that opportunity to make that the next place another home

that will be my home.
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George’s Story

Dhrng the mterview, George provided an account of expenencmg mental
health difficulties, commitiing his index offence (manslanghter due to dimmished
responsibality), bemg amrested and detamed in two medium secure hospitals for seven
years, before moving fo a rehabihtation hospital just under two years ago. George
mentions several different settings throughout the interview, including his home, “the
streets’, two MS umfs, prison. los flat m the rehabilitation hospital, and his
gulfnend’s residence. However, he does not see any mmltiphaty of selves m these
vanous confexts, statmg they had not changed the way he thought about or
expenenced himself Nonetheless, there have been some challenges to his sense of
self when expenences have coniradicted lus conceptualisation of ., such as his mdex
offence: “I wasn't a violent gy at all. Totally out of character, totally out of
character”. To reconcile these different selves, George presents a self-construct that
enables lum to mamtam lis deswed idenfity, whilst accoumting for behaviours
meongruent with this ideal self

The namrative he constructs for this purpose 15 one that reflects the wider
discourses within the services and systems he has been in. George’s story cenires on
iz dhagnosis of paranmd schzophrema, and this 15 the keystone he uses to comnect
and understand s expenences. After being amested and charped for hus offence,
George was detamed under the MHA (he reports he was expenencing psychosis
dunng this period) rather than bemg processed through the crimmal justice system
and receiving a custodial sentence. This shapes s understanding of us offending
behaviour as a product of “mental 1llness’, and he becomes subject to the dichotomies
mherent within forensic mental health systems of ‘mad / bad’ and “moral / deviant’.

Nawvigating through forensic mental health services requires engagement with the



INDIVIDUALS’ NARRATIVES AFTER SCHEMA THERAPY

dominant narratives within those systems. Detention under the MHA and luerarchies
within multidisciplinary teams of mental health professionals mean a diagnoshc
discourse has greater power mn these settings and 15 frequently prvileged over other
narratives. This enhances the leshmacy of this discourse and therefore grants it more
control over defermining the assessment and management of nsk and care for
mdividuals in these settings. Such individuals therefore need to accept and subscribe
to the discursive reality of the mshtwhon m order to move through a system that
decrees they are “ill” upon admission and “well’ upon discharge.

In George's case, the nammative offered to lom was one of paranmd
schizophrema, where he commutted the mdex offence when psychotic. While this 15 a
thim, reductiomst version of a (probably) much more complex and mianced story, 1f 15
likely to have been appealing m its muphecit offer of hope and redemption. By framing
his offence wifhin sympéoms of an 1llness. George could work fowards “recovery”™ by
complying with “reatment” offered to him This also allowed lum to posifion his
previcus self on the desired pole of the “moral / deviant™ dichotony through aligning
himself with the “mad”™ position rather than the “bad™ one. He 15 not a “bad”™ person if
his 1llness cansed s offence: “it happened because I was mentally 1ll, so there’s the
Ik there”. Indeed, George first mentions lus index offence durmg a descniphion of
psychobic expenences: “that’s why I ended up mside, becanse I hstened to what the
TV was saymg . He emphasises thus link further by stressing that lus illness meant he
was unable to distingmsh ‘nght’ from “wrong’:

the simple reason being, when I first came m_ I didn’t think I'd done

anything wrong. But now In hindsight with time to deal with my

illness and different things and this and that, and now I know it was
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wrong. But at the fime, I wasn't really that bothered because I didn’t
think I"d done anythmg wrong
George descnbes bemg so “ill” that he was not even aware he was "1ll", thereby
distancing homself firther from his offence through ns diagnosis:
George  my parents, well nry mum and ny sister were [__7] saying
like, you're 1ll, you need to go to hospital, and stuff hike that.
But when [ was on the outside, even though I was heanng
the TV speaking to me, I didn’t thimk I was 11l.
IW What did you think?
Gecrge  Ican't [ 7] what I thought, I just, I just didn’t think [ was
Ul And they're saymg “you're ill’, I'm saymg T'm not 11l at
all
He also uses lns detention n secure hospitals rather than m pnison as evidence that he
did not offend dehberately, and deserves care rather than pumshment:
people don't go out debiberately and do stupd thimgs hke that so they
can get, | mean, but if like, some people do do 1t and end up m prison
becanse they're not mentally ill, know what I mean, but I'm mentally ill.
Although he spent a week m prison at one pomt, he quckly tells me he was m the
hospital wing with others who were “mentally 111”. George 15 unable or umalling to
mention any reasons why mdriduals mught commmt offences when they are not
mentally unmwell maybe because this 15 an 1ssue that feels umsafe to thimk about as it
coniradicts lns personal namative.
In his response above, George refers to hus offence as a “stupid thmg™, which
nuay mifially seem as if he 15 mommmsing 1t. However, 1t 15 notable that throughout the
mterview, he refers to it as the “offence” without ever menfioming what 1t was. [ am
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not sure whether be assumed I was already aware of it, and 1f so, how he thought I
percerved him and whether [ judeed him; this nught have been an additional mapetus
for hum fo present a self that was “well” and therefore “good”. Alternatively, George's
repeated use of “the offence™ as a descrptor, may mumor language used by
professionals m the semvices he has been m who may have referred to it m ths
manner. Such language may be used to comvey a degree of objectimity or
professionabism or to mimmmse distress ehcited through frequent or ongeing menhon
of wiolent acts. However, it can also serve to samibise and reduce the offence,
distancing oneself from hearing about or menhonmg a violent act, wihich may mhabit
processing of any frauma or other emotions tnggered by 1t George may be ubhsmg
the phrase for smmlar purposes as professionals, or it may be a strategy to mnimise
the meclusion of 1t within lis narrative and therefore lus identity. His mdex offence can
therefore almost become a separate entity, situated externally to lum: “T couldn’t get
any leave at the MS because my mdex offence was just up the road™. He also states
that the offence 15 part of lus past, and was such a disparate expenence that he has
almost dismussed 1t and 15 unable to compect with 1t: “the old stuff, 1t’s not fresh in the
mind so I can’t really identify with if”. It seems his thonghts and feelngs related to
the psychosis and ns offence are like an mfectious contammant that needed to be
cleansed or washed away:

George Iused to have, hike, five baths a day trying to get nd of the

stoff out of my head, hke 1f T scrub my face hke frymg to
get nid of the stuff that was going on in my head.
W When was that?
George That was when [ was m_._the M5, when [ was upstairs on

the. . _acute ward
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W And would that help?
George Yeah But like then it would come back, and I'd have to
jump back n the bath again.

By adopting the illness narrative as his prefemred story and hence “mentally ilI” as part
of his identity, George is compelled o demonstrate that be 1s no longer i1l m order to
present a self that is “good” and congruent with a desistance or reform narmafive. He
does this by reminding me frequently that he 15 not ill now, for example: “like I've
said like, I'm not 11l any mere. I just get sad from time to ttme”. When he shps mnto
talkmg in the present tense when refemng to being ill, be 15 quick to correct himself
“Because I'm 1ll. “Cause I'm ill basically was why, you know...just, you know, I'm
just... well, I'm not poorly now but I was poorly then™. Although George 15 adamant
that be needed care m hospital rather than pumshment mn pnson, s descoptions of
his feelings towards lumself are not congmuent with the namative of an essentially
“good” self:

I feel temmble hke. and even now, 1t’s still hard because hke. 1t’s like. . .1tz

hke [ can’t feel because of what I've done yeah I can’t feel real pleasure

m my life because when I do feel happy, I feel mnlty at the same time.

Like, almost hike I'm not supposed to be happy like, I need to be sad all

the tme or something.
By ahgning lumself with a scnpt that reduces the offence to a symptom of an illness,
he may have lost the opporhumty to fully acknowledge the mopact of lus behaviour
and process any shame or remorse associated with 1t. He 13 able to adout to gmlt, as i
seems mult 15 “acceptable’ and mdeed required for rehabibtaton. Gult and mnocence
15 part of the discourse m forensic systems, and denymg gmlt may be equated to
lacking msight nto mental health difficulties or mmmmsmg offendmg behaviours,
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therefore George freely acknowledges feelings of gmlt However, he may feel that
comnectng with feelinps of shame or remorse would mply he had Imowmgly
committed an action he knew was wrong, and this creates dissonance with a narrative
that stresses he was not m control of lus behaviour. Feelings of remorse may therefore
tngger negative emotions mcongruent with his desire / expectation of happmess, but
services may not have offered lum therapeutic spaces or opporhmities to explore this
conflict fully.

George does not offer a narmative I unmtermupted story form rather, this s
elicited through frequent and ongomg questions, prompts, and follow-up statements.
Hhs narrative 15 therefore embedded mn, and a product of, the dialogue that was co-
constructed between us; this seems to reflect other narratives he has developed around
significant personal experiences where others have provided a framework for im to
attach his story to. He displays a sinmlar passivity m the mterview, warting for me to
ask him questions before offenng any mformation, and frequently mumormg the
words and phrases I use. For example, when be talks about his parancia and his
mmsual audifory and gustatory percephions, and I ask hum how he “made sense’ of
those expenences, he replies:

I didn't make sense of it. It's not till you go mside and you, you see

people who, who deal wath this 1ssue, sort of thing, every day of ther

hives “canse that’s their job. I didn’t know amything till I came mside.
The “kmowledge” that was shared with im forms the basis of psychiatne care and
domumnant discourses within forensic mental health settings, and it seems this
constituted a narrative that subjugated any other he nmght have constmcted pnor to
engaging with services. This further reinforced his semse of powerlessmess
helplessness, and passivity by highlighting how his lack of “knowledge™ had
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conimbuted to s mental health difficulties and mdex offence; lus ‘recovery” was
therefore dependent on this “kmowledze”™ being mparted to him by others. When he
expeniences difficulbes now such as mood swings, gulty feelmes. or low mood, he 15
passive in his coping strategies and simply waits for them to pass.

I also noticed that when I ask George a question leading on from or refermg
to something he has just mentioned, he frequently stll wants me to renund lim what
I'm askmg about. It 15 unclear whether flus 15 due to cogmtive 1ssues (e.g. aftenhon,
concentration, working memory, processing speed) that may be mherent or affected
by medication or mood, or George's attemapts to keep the conversations as closed as
possible and limited to those questions he feels safe answenng. A sigmficant omission
from George's story 1s any menhion of earher life expenences. He closes down these
conversations as soon as [ start them, leaving a space i the transcnipt that 15 almost
defined by what is umsaid. There 15 no reference to any expenence before 1999 when
he first became umwell, except for one occasion when he mentions himself as a chold-

George  Because my nmm said I was a nght pain mn the arse when I

was a child.
W Faght What do you thmk?
George 1 probably was.
W Do you remember”
George  Yeah

He then declmes to discuss this any further by warting silently unfil I ask him another
question. George does not actively refise to answer any of my queshons; mdeed. he
attempts to answer them all, even the ones he does not have answers for such as how
therapy might have been helpful to lim When George does not want fo or cannot talk

about an 1ssue, he adopts a passive posihion with his silence and waits for me to move
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the conversation elsewhere. Passvaty is a theme that nms throughout George’s story.
He uses a passive voice n relafion to lumself when descnbng his expenences, and
conveys the message that things “happened” to lum and he was swept along by events.
In contrast, the schizophrema 15 given an active voice, as 1s the TV that commanded
him to do fhings, and the illicit dugs that mught have mduced his psychosis. His
external locus of control leads him to construct a narmative that emphasises his lack of
agency and autononny throughout his expenences but especially durmg lus psychosis,
further remforcmg a prefemmed self-construct that presents lum as a good or moral
mdividual who would not have actively commmtted a violent offence if he had not
become umwell.

Dhrmg the mterview, [ was hopmg to hear that services had created a
therapeutic space for George to imderstand huis mdex offence with reference to lns hfe
experiences. | frequently use terms such as “understanding™ and “make sense of ' in
an attempt to ehcit the responses I was looking for, and as the mterview progresses
and such responses are not forthcoming, my questions become more direct, repetifive,
and more closed reflecting my need to find fhos. However, George’'s accoumt of thos
process descmibes a path from bemng “1l” to becomung “well” that did not seem to
have explored any such aspects. Consequently, another facet of George's
understanding 15 that the illness was something that happened to him, that 1t was a
random occurrence disconnected with any previous expenences, and he was smnply a
passive recipient without amy control over what happened to lum: “Could happen to
anyone, couldn’t 1t? Could happen to anyone at any time. There's no specific reason
for 1t.” He seems unaware of any nsk factors associated with developmg psychosis,
and [ was uncertam whether this was doe to limuted comprehension / retention of a

more detailed narrative, or whether he had only been provided wath the version he
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was recounting. It 15 possible that psychotherapeutic formmlations are subugated by
more medical discourses, which negate some of the legihmacy of any other narratives
that cannot be understood or incorporated within the dommnant framework, as
Ulustrated by George’s dismmssal of my suggeshon that umderstandmg early
experiences could be helpfil-

W Were there sort of earlier expeniences when you were a cluld

of when you were a teenager or. . .that schema therapy helped
you to understand?
George  Notreally, no. I wasn’'t really 11l you know.
In my hope of discovermg some form of meamng-makmg process he has not
mentioned, [ eveniually resort to summansmg a hst of s expenences towards the
end of the inferview, and then asking hum explicitly if he connects them in the form of
astory:
George  Yeah, yeah yeah It's like, yeah you're nght, it’s hike a story,
yeah.

W And do all the bats of the story sort of. . fit together?

George  Yeah qust, 1t’s like a hink, yeah, 1t’s hike a cham. Like lmks of
a cham

W Are there any links that maybe. . seem a bit odd or don’t seem

to fit?

George No. No.
George 15 emphatic in s response and agrees with me, using the metaphor of “links
of a chamn’ to reinforce fhos. However, the mterview as a whole indicates the only way
m which he links amy of us expenences together 15 through the 1llness narrafive, and
1t does not seem any other framework for constructing a coherent story of these events
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has been offered fo hom His use of “hnks’ imphes a senes of separate moidents
occunng one after another, as well as a sense of mewitability where one “hmk’
follows another in a sequenhal mamnmer When I enquire fiwther (493) about any
disparate Imks, such as commutting an offence that he reports 15 “out of character’ for
lim he changes the metaphor to “cham reachion’:
W -.-50 I'was qust wondenng if maybe_ . how you nmght see
those hinks, like. . do those lmks seem as confimaous as other
links?
George  It's just like, it's sort of the same really. It's just hke a cham
reaction
W What do you mean, cham reaction?
George  Just the way thmgs went like, you know, obviously getimg
ill and losing my flat, and then getting 1ll and domg what I
did and then ending up in MS and then endmg up in MS5-2,
then ending up in [rehabilitation hospital] — it’s just all a big
thing.
He disnmisses the 1dea of separate links and 1t seems lus expenences of psychosis and
the offence may merge fogether mto an mdescnbable or unmmentionable “thing” that
happened to him, rather than a senes of lived expenences where he was an active
agent. A “chain reachon’ can also convey more of an mevitable sense of destruction
than “Imks of a chamn’, thus mplymg a catastrophic conclusion to events. This may be
how George perceives the expenences that he mentions, and there 15 a recurrence of
the passive voice In narmating where he “ended up” without any conirol or choice over
his destiny. Both meanings are accenfuated by s subsequent companson of mental
health difficulties to a senous accident or 1llness:
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Why does, why do people get knocked over on the road and killed every

day, you know? You know, why do people get cancer, you know what I

mean? It's just one of them mmt, you kmow, why, I don’t know, 1t just

happens.

George seems to believe m a script where he was pre-destined to become
unwell and commut s offence: T think things happen for a reason, and this happened
for a reason. I don’t know what the reason was but I thmk i1t you know, I think
everything. .. you know, what was meant to be was meant to be”. This extemnal locus
of confrol frees lum from searching for amy pmltipheity of meamngs when
considering why and how these expenences might have ocourred. However, if he has
already been provided with a legthmate discourse from services that accounts for and
explains these expeniences, he may not feel the need to look for other answers. This
fatahstic outlook may anse from the underlying constmction of the illness narrative
that posits schizophremia as ansmg from a hiclogical vulnerability over which George
had no control and which was always destmmed to stnke lum down. Life 15 therefore
starkly divided mto “before’ and “after’: “hfe was great before. Well, no. . not.. not
great. I've been 1ll smee 2000, s0 "99 or 2000 yeah, but before that, hke 1t, life was
good and that before I became ill. Then I became 1ll, hife became an absolute
nightmare”. Simlarly, his low moods and feelings of guilt become an mevitable
consequence of his index offence. which m tum was something that *happened’ in lus
hfe, rather than being actively commutted by lum

This may also reflect the mphcit perspectives of professionals and / or services
that do not or can not mmvest fime or resources to discovering and explonmg indvidual
stones, but mstead often overlay them with a dominant narrative that does not requure

an understanding of personal meanmgs and expenences. The goal of “reatment™ 15
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then linmited to a reduction of an mdividual’s presenting symptomology, which m turm
15 defined by pnwvileged diagnostic discourses and an improvement mn currently
observable / measurable symptoms and nsk factors. George may not have been
encouraged to consider altemative perspectives and 15 therefore unlikely to have
encountered any multipheity of meaning. and this may impact on lus view of how s
nsk factors for psychosis or offending may fluctuate m the future; it 15 possible
George sees these as stable rather than dymamuc, and by considermg himself
“recovered”, he may not be aware of potenbal dufficulties that may anse if Ius
emotional, relational, or sifuational expenences become imstable. While this may
mspmre hope of a future where these 1ssues need not be considered, it may conversely
mpact negabively on his hope / motivation for the fuhwe if he has needed to
mcorporate a permanent biological defect or vulnerability mto his narrative 1dentity. It
may also contmbute fo a reluctance to seek help or engage with services mn the fuhure,
and reduce awareness and ackmowledgment of early sigms of mental health
difficulties, which has negative mmplications for managme nsk and providing care
before an mdvidual reaches cnsis pomt or re-offends.

At times. George does use phrases mplymg choice, agency, or autonomy that
apparently confradict the themes of mevitability and passiaty, for example: “when I
came 1n and [ was geting myself better”. However, it 15 obwvious George would have
had no choice n being detamed or in bemg compelled to receive “treatment™.
Nevertheless, George presents limself as compliant and motivated to engage with
services, and using lansuage mplymg choice fits with the preferred self he chooses to
constroct bere. Sumilarly, 1t seems clear that schema therapy has not coninbuted to the
process of meanmg-making for George, and yet he stll engages with a scopt of
therapy being helpful His descnptions of schema therapy are superficial and use
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clmical terms incomrectly at times, and 1t seems as if he had remembered key phrases
for the purpose of tellng a preferred story about lus engagement with therapy:

if | was m a certam mood, like before I did schema therapy, I wouldn't

know what it was about but like with schema therapy, there’s like

different schemas, m’t there, hke compliant surrender, pumitive parent . ..

Through doing schema therapy, when I weren't feeling too good, I could

understand what mode I was in, and how to deal with it better.
George seems to be very keen throughout to provide positive feedback about amy
therapy he had engaged m. At several pomnfs m the mferview, we refum fo lus
expeniences of therapy and whether he thmks 1t was helpful, and George 1s emphatic
m his responses: “Yeah defiutely was, therapy was really useful, veah Like I sad, ot
helped to understand what schema I was in”. However, he 15 unable to answer my
questions about possible choldhood ongins of schemas, and when [ try and explore
how this therapy was useful and specifically what 1t belped him to understand, he
struggles to arficulate thas:

[ just didn't know how to...I didn’t really understand what was gomg

with me. Like I knew I was 1ll but I didn’t know, hike what kind of mode

[ was i But with this schema therapy, I could identify how feelings, the

mode of the schema therapy.
Sumilarly, he provides a very thm descnphon of a substance mususe group he had
attended, but 15 more focussed on frymg to tell me what the group was called than
how he expenenced 1t “Can’t remember the name of the group. . yeah, I have had
other therapy but I can’t remember the name of the group now. It was group therapy,
it was. [ can’t remember the name of the group 1t was though™
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George 15 hikely fo have narmated a similar account to nmltiple andiences since
he commutted lns mdex offence and was detained m a secure hospital, and many of
these narrations would have been mn chmeal contexts where lns msight. engagement
and progress were being evaluated (e.g ward roumds, CPAs, MHETs). To move
forwards within these services, be would have nesded to offer a parbicular story that
his audience wanted to hear. In the context of s diagnosis and his index offence. thas
namrative would be likely to mchede aspects such as knowledge of lis diagnosis, a
willmgness to engage with therapy, comphance with medication, acknowledsement
of lus mndex offence, and “good’ conduct. Feferences to groups he has engaged in and
the helpfulness of therapy are also part of this story, although it 15 clear that thin
descniphions have sufficed to comvince previous audiences. Nevertheless, such a
narrative would have served him well n those confexts, and would be self remforcmg
m that George would be deemed “well” by the same mstitution that had evaluated lum
as ‘1l

I am mmdful that George may have been unsure what my role was and the
degree of confidenfiality around the mterview. He had agreed to participate in the
study with mimmal awareness of 1ts am. and although I had spent some time before
starting the interview going through the study details with lim he did not seem very
concemed with reading any of the information himself, for example, he would have
signed the consent form without looking over it if I had not msisted on reading it to
him ] wondered if George’s motivations for participating mcluded dissepminating his
redemption and “recovery” scnpt, and this also raised concemns for me about whether
he was aware that the mterview would not be shared with any professionals mvolved
m his care, especially since 1t seems that the story he told me was one which might

have echoed previous accounts provided to professionals and those in positons of
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power. Altematively, a lack of clanty over my role may have prompted lim to
construct this particular narrative; staff had mistakenly signed me n and greeted me
as ‘Dr IW°, and our meeting fook place In an mterview room within a forensic mental
health service setting where he usually attends outpatient appointments. These factors
may have recreated an encounter simular to contexts where George had leamt a
specific story that his andience expected to hear, and lis previous expeniences of
providing them with that narmative had been posibively remforcing.

He therefore uses the interview as an opportumty to emphasise these aspects
of his story. When he 1z descnbing the rehabilitation hospital, he emphasises the
freedoms he emjoys with regard to no longer bemg detamed under the MHA and
positions himself favourably relative to others m sinmlar contexts through such
descniptions:

['ve got my own kitchen my own bathroom and you kmow, 1t's just

there. But all the others, they've all got rooms, I've got a flat and 1t's

oreat. [ can cook at hike, 1f I wanted, at two in the moming for mstance,

or make a brew anytime I want, or. . .so 1t's great.
George therefore has a great deal to lose if he does not engage with the narrative he
expects others want fo hear from lum Whle he 1s unable to envisage how lLife may
have been better for im mven the theme of mevitability that nms through s story,
be 15 adamant that life could be worse; for example, be could be In pnsen or m an
acute ward i the medmm secure umt. However, this 15 incongmuent with us earher
statements of being in hospital rather than prison becanse his offence was only due to
a mental illness, but maybe he mophcitly recogmses the power of semices to
determine which lens lns behaviour 15 viewed through and how others percerve him
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George may also be more willmg to internahse the namative provided by
professiomals if services have offered one of the few opportmmbes for him to
experience a secure base. George descnbes chaotic and mmstable expenences for the
5-6 years prior fo commithng lis ndex offence mcluding being homeless, and s
descriptions of secure hospitals convey a sense of shelter and safety:

George At least [ had somewhere fo stay, warm and dry, and I was,
vou know, and they fed me. I know 1t was hike a medium
secure, but it was still better than being on the streets.
W Were there any other ways it was better?
George  No. Just the part.. basically, it was better because I had
somefhing to eat and a bed to he m And that’s what was,
vou know, but it was better than the streets.
W And in other ways, it nmst"ve been hard
George  In other ways, yeah In other ways it was, yeah. If's hike you
know, 1t’s the toss of a coin. It was hard, but 1t was ok as
well if you know what I mean.
It 13 vmusnal to hear a MS hospital bemg descibed m this manner; indeed earlier,
George refers to lns admission as a “bonus™. The phrases he uses to construct this part
of his story imply a degree of helplessness and needing to be taken care of, as well as
gratitnde towards those who “fed him”™ and provided somewhere for um to stay.
Deprivation of his hiberty and restnction of lus freedoms in this context may almost
be equated to feeling contamned and safe, and this may be why he uses the metaphor of
“the toss of a coin” to commumcate an alternative perspective of how this hospital
admission was expenenced by him
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A central character in George’s story 1s lus glfniend One of the few times
George talks about his feelings is when he is describing telling his girlfnend about his
offence. He states he felt “scared and nervous™ and was unable to “look her i the face
and tell her”, so lns social worker helped lnm wath thes disclosure:

we were discussing it [ 7] and er, different ways with which we can

oo around 1, and I decided the best way for me personally 15 that she had

the word from sort of herself rather than . becanse I didn’t want to go

there, look her in the face and tell her that, and put her in a position

where she felt gty or she omght have to stay with me becanse I was

there at the tme. [ thought 1f Susan tells her and I'm not mn the picture,

1t s easier for her to make a decision
This 15 from the longest exiract i the mterview where George speaks imprompted
and 1t 15 evident that this relatonship 15 very mmportant to lum as he becomes more
ammated and expresses greater emotion here than at any other pomt He displays
some ability to mentalise and carefully considers how his disclosure may impact on
her and on their relationshap, but it is notable that this is an mportant part of his story
that he felt tnable to tell her nmself. His repeated use of “look her in the face” mphes
undertymg feelmgs of shame and a fear of bemng beld m a dismmssive or rejectng
gaze. and suggests he has stuggled to reconcile the offence with lus narrative 1dentity
- he may be wmable to disclose 1t to others without fear of being rejected or judged if
he 15 shll rejectmg and judgzing lhumself, hence lus feelings of gult and sadness:

George I'mnot a big fan of meself anyway, do you know what I mean”

So like. ..

W What, what does that mean?
George Just I'm not that keen on myself after what's happened. .. you
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know, I don't really like myself.

George uses three different phrases here, with mereasmg mtensity of meanmg, to
commumcate that he has a negative perception of himself since the offence. His self-
formmlation of ns offending behaviour 1s so thin that there 15 no scope for connecting
or making sense of this expenence within the context of ns hfe story, therefore he 15
unable to have compassion for himself and assumes others will not do so erther.
While this may have 1fs ongms in the roles others have played m relabon to hum
George 13 now enacting a judeing / rejecting role toward lumself

The relatonship with his girlfnend may be more precious to George if lus
other relabonal expenences have not been positive. He mentions farmly members
brefly but it 15 fo say that they recogmsed he was expenencing mental health
difficulties before he did, and that they would not allow him fo stay at home after a
certamn point because of lis behaviour. Other characters m his story are largely
divided mto two categories — those who engage with lum and those who do not. T ask
George at several points i the interview about his relationships with others n the
settings where has been, and how he thinks they percerve him but he porfrays himself
as unconcemed with the views of others:

George  Stll the same, yeah I talk to people. They don’t talk to me,

that’s fine But I talk to people anyway.
W Have you always been hike that?
George  Yeah I'm not bothered if somebody doesn’t like me. I don’t
have to like them you know.
W So has that always been, like even from school, and stuff?
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George  Yeah yeah I'meanit's the same, there’s people in your Life
you can't stand and they can’t stand you but, you know, I'm
not really bothered.
W Are there times when 1t does bother you?
George It doesn’t bother me at all. I nught be just with my fnends
I've got, I don’t need . if | make new friends, fair play, that’s
good, but you know, people don’t want to talk to me, I'm not
really bothered nether.
However, 1t 15 clear he 15 careful to present limself in a parbcular way to avoid
negative reactions from others:
George  Because if people know what I did, they’ll give me all the
gnef.
W What gnef?
George  They'll just, you know, just make hfe difficult for me.
W What kind of things have people done to make life difficult?
George  Just by not speaking to me and spreading nmmours round about
this and that, so everyone tums therr back on me and that —
spreadmg rumours and then everybody 1l tum ther back on
me and I won't have nobody to talk to.
The mmber of tmes George msists he does not care how others perceve lum
mdicates this 15 an 1ssue he 15 likely to have spent considerable ime reflecting on, and
suggests he may feel more strongly about this then he adnmts, despite maistmg he
does not care. This may anse from a desire to be seen as strong and not vulnerable,
possibly stenmming from ahignment with societal / cultural scripts around gender roles,

and / or early expenences. Most of George's relatonships seem to be based on a
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dispmssive / avoldant attachment style where he anbicipates rejection, and therefore
remains guarded to amehorate amy distress he may feel when others reject lum
because they do not see the self he wants them to see. George says litfle about s
therapeutic relationships but does mention a parficular inferaction with his
psychologmst:

It was hard, yeah, 1t was, 1t was hard that, at the beginning. But then you

get used to going there and talking about it and. . .and like, hke Lisa said,

she went “with psycholomists”, she smd “T'm not here to judge you™, do

you know what [ mean so that was, you know, that was ok.
It 15 reassunng o hear of at least one safe space where George was able to feel heard
without being judged, although one would hope to hear nmltiple mentions of such
encounters durmg his seven years within secure services. However, I wonder how it
could be possible to avold overwhelming feelings of udeement when detamed under
a hospital order In a secure mental health seting. Previously mmmdane activities such
as gomng for a walk alone mmst be approved by multiple others meluding the Mimstry
of Justice, inherently conveymng the mophecit judgments of society as a whole, as well
as those In proxmufty to him and those with apparent authonity over him.

In summary, George's story conveys his struggles to reconcile his offendmg
behaviowr with lus desired 1denfity, and how prevaillng discourses within services
have shaped the narrative he constructs m order to keep hold of this prefermed self
While he seems fo have achieved thos, lus story has been restncted to those
experiences prvileged and legiimmsed by previous audiences. George 15 subsequently
left with a thm fragmented and reduchomst namatrve rather than a nch
understanding and enhanced awareness of ns expenences and nsk factors.
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Appendix E: Epistemology

The researcher positions herself within a social constructionist framework,
considering “knowledge” as a social enterprise constructed through the medium of language
(Polkinghorne, 1988). “Knowledge” therefore consists of interpretations and narratives
validated through societal discourse, where some interpretations inevitably become
privileged and more powerful in the relational construction of “reality” (Foucault, 1976).
However, there can be no “reality” that is not socially constructed through linguistic means,
therefore “reality” is dynamically defined within a multiplicity of relational contexts rather
than being an objective “truth”, although this is often overlooked within privileged discourses
(Polkinghorne, 1988).

Consequently, individuals’ personal narratives are socially constructed by themselves
and others, dependent on context and discourses available within those contexts (Presser,
2009). Narratives cannot be conceptualised as reflecting “reality” since “reality” is a social
and relational representation constructed within a particular context, therefore individuals’
narratives convey information about how they make sense of their “reality” and implicitly
communicate discourses and contexts shaping meaning-making processes (Emerson & Frosh,
2004). Veracity is of little pragmatic relevance within this framework (Presser, 2009), as
personal narratives are not considered records of events since there can be no de facto
representation of “reality” (Polkinghorne, 1988). For clinicians and researchers, the value of
forensic narratives lies not in their utility for obtaining authentic experiential records, but in
identifying how individuals construct multiplicities of selves in social and relational contexts

and the wider discourses influencing this (Presser, 2010).
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Appendix F: Supporting Material for Findings
This section presents additional quotes and material related to the findings to demonstrate the

nuances of different individuals’ narratives, and lend support to the final themes reported.

Section One: Self-Constructs Presented in the Narratives

Destruction and deprivation

I had nothing. I had no identity. That was taken away from me. I had no...no way
of...any sort of life. I was abused in the early...in children’s home. Not only sexually,
but mentally, physically and...I was...I was passed in...paedophile...paedophile ring

when | was a child (Danny).

Fear is the path to the dark side

Ben would “wear three coats in summer and make myself look big, so everyone
wouldn’t touch me”, and Carl tried to “keep them at a distance. That way, they can’t

hurt you and you can’t hurt them”.

“I'was so...insecure and...scared of people and society, that I carried a weapon”

(Andy).

Isolation and disconnection felt during abusive experiences led Andy to
blame myself. | used to take overdoses, various suicide attempts, and
it...got to a point, I got sick of doing that, so what I started to do
was...blame everybody else [...] I was attacking people on a daily

basis. Blaming everybody for...the life that I had.

Eddie developed a violent self-construct partly because “my mum used to tell them,
tell everyone that I was the devil and...saying [ were a violent thug [...] I even had

the devil tattooed on my arm”.

Violent behaviours could also be driven by revenge:
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I wanted to kill my dad basically [...] there was something inside
saying “no, get help, get help, get help”, but then this other side, this
other part...and saying “right, I’'m going to become the, the most
evil...person...that that I could possibly be, to be able to make him
suffer”. [...] I made a glove, so it was in a film called Nightmare on
Elm Street, and it’s like a, like a...blades on each finger. I made one of

those to...to attack my dad (Andy).

For Danny, prison had been ineffective: “I’ve spent more time in prison than | do on
the outside. I go outside for a few months, year or two, back in with the same crowd,

ended up doing something, get sent down, start the whole process over”.

Most individuals made attempts to block distressing feelings during this period of
their lives through a “detached protector, angry protector” (Dave) mode to self-soothe
or numb emotions; Andy, Ben, Danny, George, and Eddie used drugs or alcohol,

while Ben was a “self-harmer”.

Connecting and disconnecting narratives

“I’ve had mates that’ve killed theirselves...because they had similar kind of

lives...and they’re dead now...and...that could’ve been me” (Eddie).

The exception to individuals feeling they deserved second chances was Terry, who

thought he did not “deserve to be back out there in society after what I’ve done”.

Those with violent (not sexual) offending histories said: “I don’t like anyone that’s in

for like...a naughty offence, to do with kids or women” (Ben).

Discovering and disowning identities

Andy described how
I’d just change into that Dark Andy...and just mindless...a mindless

brute [...] that person hasn’t gone [...] It’s there, it’s always going to be
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there...because that was part, that’s part of me but...I...I’ve moved on
from that... yeah. I can’t say that “oh no, I’'m not that person anymore”
because that part...that’s sort of almost saying, almost like denying

that...that part of me exists.

Dave was critical toward his previous self, often referring to himself in the third

person as if that self had been completely removed from his identity.

Eddie used a sharp dichotomy in his narrative to illustrate that “at one time, I thought

I was the devil but now...I’ve started going to church again”.

Carl felt “it’s given me my life back...like I said, I am...I am me now, you know
what I mean? I’m not being what the system wants me to be. I’m actually being Carl.

That’s good, that. I’ve got my identity back”.

The hospital at the heart of it all

Individuals valued therapeutic and occupational opportunities offering new
experiences to incorporate into narratives. They were critical of others perceived to be
“sitting on the ward all day, head down, they’re not doing things and them are the
ones what I’'m on about, the ones what don’t think to push themselves to get better”
(Matthew), although they also acknowledged “some people come here, you know,

and they can’t survive, you know, that’s because they’re not ready for change” (Carl).
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Section Two: Strategies and Processes for Constructing and Presenting Self-Constructs

Reformation: recognition, realisation, and reflections

Danny said he had taken “giant steps in the right directions” despite obstacles to
changing, which felt like
two steps backwards but then one step, you take forward. It seems like

an endless...an endless road that you’re going to go down constantly
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when people are down...get half way down, and someone pulls you

back to the beginning, and you have to start all over again.

Differences in interactions with peers and family members were also frequently
mentioned as evidence of change. Andy attributed these different relational
experiences to “understanding myself and then to...respect myself”, repeating the
words “understanding” and “respect” in relation to himself and others frequently
throughout his narrative. Ben described himself as “cheeky [...] I say what I’'m
thinking. I’'m always having a laugh, up for a laugh”, and these qualities enabled him
to hold power differently and “try and get a better life by having a laugh...do you

know what I mean? So I have a laugh with people instead, instead of being violent™.

Ben initially described behavioural strategies for avoiding reoffending, saying “I want
to stay away from the things that f*cked me up”, but then also explained how he was
managing to react differently to previous triggers:

I thought “what the f*ck’s he just swore at me like that?” I had to take

myself away and go to my room and listen to some music for a bit. |

thought “forget about it. They’re idiots. Who wants to be a big man in

HS?”

If I had insight into my mental illness, I wouldn’t be sitting here now. It’s because |
didn’t have insight into my mental illness [...] it’s a classic mistake you find in
psychiatric services where a patient stops taking medication because they think they
didn’t need it, but you need it all the time. It’s important because you have no insight

into mental illness, that’s what I had, no insight at the time (Dave).

Danny’s self-construct was holistic:
Gangs have always been my life. It’s what made me the person I am

today. This may sound a bit strange but [ wouldn’t change anything to
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do that...I wouldn’t want to change any part of my life. Every part of
my life so far has been...in here and care and everything with that...and
I become a stronger and stronger person. [...] I belong to myself now,

not nobody else.

Evaluating again: empathy and accountability

Dave was “deeply sorry for what I’ve done”, but while saying “I didn’t blame anyone.
I just took the blame myself for what had happened...my name but...I didn’t, like,
hide behind mental illness”, he also felt “resentment for the fact that they hadn’t done
anything with us in the community, which I should have this treatment in the

community”.

The significance of schema therapy — struggling through it with others

Ben used a variety of vision-related metaphors saying ST had helped him see things
more clearly and picture things, whereas Andy said “it’s almost as though...I’ve
wrote a short, a short...a few pages about myself and, and...there’s a bell ringing, you

know...this is what’s been happening”.

I found what I needed to find, I found myself and it’s like, it’s like this little boy just
being surrounded...this is a schema term, like you have the Big Bully Danny protects
the Little Danny behind all of this, and he closes them all off so nobody can get in.

Now I’ve sent him away, and I’m opening up, and I’m letting people in (Danny).

Emotions were given agency and active voices by many individuals so they became

entities in the narrative, and individuals felt equipped with strategies to “battle with

them” (Ben).

ST discourses were sometimes difficult to grasp, as Matthew said “I probably have
half a dozen more schemas, but | cannot say them because it’s...it would be nice if

they made it more simpler to understand”, echoed by Danny who explained
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not all the lads here are the brightest bunch in the toolbox, and we find
things hard to understand unless you tell us in our terms. If you use big
long words and...meanings we don’t understand, we will say “yes, I
understand” when we don’t understand, because we don’t want to look
stupid.
Danny also had suggestions for increased flexibility with modules and a more
interesting introduction to the ST group to improve motivation and engagement. In

contrast, Eddie refused to say anything about ST was unhelpful.

ST was “the worst one, it’s one of the most difficult courses out the lot” (Carl). Dave
felt vulnerable in the group when describing childhood experiences, and Danny found
it difficult to discuss emotions with other men. Danny and Ben both struggled with

hearing about others’ sexual offences against children.

Carl moved from a position of “you have to paddle your own canoe” to “we’ve all

been in the same boat and put trust in each other”.

Consistency and trust in therapeutic relationships also applied to staff outside the
therapeutic programme:
my named nurse is spot on, man. I’ve told her everything, she knows
some right f*cking naughty things about me...not naughty, do you
know what [ mean? I’ve cried in front of her and everything. I’ve never
done in that front of anyone, do you know what | mean? So | trust her,
and I’ve had the same named nurse for...four and a half years now

(Ben).

Ben, Danny, and Carl all mentioned they had originally thought “I’ve done groups in
jail...and I think “yeah alright...yeah, yeah, yeah...do these groups”... To me, people

do groups just to get out...do you know what I mean? And I just think...I thought

2-123



INDIVIDUALS’ NARRATIVES AFTER SCHEMA THERAPY

they were all bullsh*t” (Ben).

Expectations for ST were high before starting it, but individuals quickly realised that
it was not “a miracle cure” (Danny), and developed realistic goals:

Schema can’t solve all my problems for me. All the schema does is just

give you an insight into what my problems are and how | go about

dealing with them from day-to-day, do you know what | mean? They

give me the tools to cope with that. And that’s where your DBT comes

in (Carl).

Difficult narratives: what was done to me and what | did to others

Ben and Dave named their index offences at the beginning whereas Carl and Matthew
mentioned it two thirds of the way through without naming it. Andy and Danny did
not explicitly name their offences but presented descriptions of offending behaviours.
Eddie also did this albeit in a much briefer manner. Terry and George never
mentioned their index offences. Andy and Dave offered detailed descriptions of
offences, and Matthew and Danny gave partial descriptions whereas Ben, Carl, and
Terry presented no details. Danny was the only person who never used a passive
voice when referring to offending behaviour, and Andy also mostly used an active
voice. However, Matthew’s description was very passive and removed agency from
himself, and Dave’s narrative similarly referred to his offence as an accidental
occurrence. Matthew and Terry only described acquisitive offences, and George and

Dave emphasised they had not been violent prior to their index offences.

I’ve hurt three or four women and...I showed [ ?]. It’s just because of the way I
was brought up in a violent world and...I’ve hurt, I’ve hurt men as well, and I’ve

stabbed, and I’ve shot, and I’ve done all sorts (Eddie).

So then | started self-harming. The very first time | ever self-harmed. ..l self-harmed
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all night...[...]...I took 52 paracetamols, cut my arms, and got in bed. Thought “f*ck
it, ’'m dead”, do you know what I mean? [...] I were self-harming and

putting...sticking things through my feet and...oh, [ were doing everything (Ben).

I’ve had fifty-odd year of violence and...now I’ve no violence in my life, and that’s
like fate. That’s good fate because...it came along and I didn’t have anything come
along in my life. I never thought I’d change from being violent, whereas...that’s

come along in my life where it’s just by fate that it’s happened (Eddie).

I was going out hurting people on a regular basis. I mean, I’d come home, wake up in
the morning, the place would be a mess, and my glove would be on the side...with

one of the blades bent, with blood on it (Andy).

“I think the abuse that’s caused...psychological and mental abuse, and the physical
abuse at the children’s homes that’s caused them problems...caused the PD, and the

PD obviously caused the mental illness” (Dave).

Section Three: Influences on Constructing and Presenting Self-Constructs

It’s a secure world: managing in the midst of men

This place is mad, plus you’re listened to 24 / 7 [...] They invade, they invade you,
[...] they’re sat on top of you with visits. I’m not saying I want to talk about criminal
things and that, but...my family has got f*ck all to do with this place. I’m here, that’s
me innit? [...] you can’t have owt personal...do you know what [ mean? There’s no

private (Ben).

| started to talk to men a bit more freely and that, and only recently that I’ ve started
to...I’ve had a male key nurse, now doctors, and that...I feel alright, and, and
relaxed, you know, chatting to them and that, than what I used to do. Many years

ago, I wouldn’t, it was quite bad (Terry).
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If people call me “what a monster”, whatever, you know what I mean? That’s fine...I
never saw myself as a human being when I come here [...] [ didn’t see myself as a
man because what I done was not, was not the nature of the man. I think...I think I
was a monster, you know. | saw myself as a monster who didn’t care about other

people and who | hurt (Carl).

Andy, Eddie, Carl, and Danny all said the hospital had “saved my life basically. It’s

like you said earlier on... you know, what would you be doing if you hadn’t, sort

of...not been here. I’d be dead” (Andy).

Danny, Dave, and Matthew reframed their long sentences in a different way, as did
Carl:

my getting a life sentence, it’s probably the best thing that’s happened

to me. Because if I’d have been doing something like ten years or

twelve years, I’d have gone back out on the street, doing exactly what

I’ve been doing, being the same person, not changing, being violent

again.

Time could have a confusing effect on individuals’ sense of self when their
environment remained unchanging and they had nothing to measure their developing
self against:

if you come away at a certain age, it’s like time stops...I am, I feel the

age | am when I come away...it’s a mind f*ck, do you know what I

mean? And I don’t feel any older, right, I still feel inside as though I’'m

21. But ’'m not, I’'m 35 (Ben).

The power of placement

Increasing levels of security seemed to be a common strategy for addressing

difficulties, although this was internalised as evidence for individuals to believe they
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were uncontainable:
they couldn’t handle me in the end...because I...I was just crazy, [ was
just off-key. So this this was at a Cat B jail, so because of my
behaviour...they moved me to a Cat A jail, which is dispersal...for
like...that’ll sort out...they put me on constant watch down there, and
then they put me on the wing [...] And then I come here (Ben).
Ben tried to hold on to agency and control in a disempowering system by refusing to
let others have power over him: “I said “I’m not arsed, so there’s nothing you can do
to me”, do you know what | mean? And they realised that. Because once they lose

that, once they lose control over you, yeah...that’s when they don’t like you”.

Not mad or bad

Dave’s narrative contained frequent repetition of “insight”, whereas Eddie presented
aspects of a desistance / reform narrative, and Carl acknowledged “it’s about

respecting the system” rather than “pushing boundaries”.

Rejection, responsibility and space for rehabilitation

In prison, you get preconceived ideas about people. These are the bad people, these
are the good people [...] “I’m better than him or I don’t...sexually assault kids and
stuff like that. I’'m a better person [...]” no-one’s better than nobody. I’'m not any
better than him, or just because he’s got a sexual offence and I’ve got an offence for

violence doesn’t mean that I’'m better than him (Dave).

Ben seemed to define identity through offending history, and realised his own index
offence was perceived very differently in different contexts:

we killed a security guard on an armed robbery, yeah? In jail, that’s not

a bad offence...my nephew’s still up there living off my

reputation...for what we did, do you know what I mean?
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So...people...I don’t like telling people what I’'m in for, because people

think that I’'m bigging myself up.

No matter how hard I try...well, my past always comes up and it always will do. You
know, this is the sad part because what | have done is going to tarnish me for the rest
of my life. And as I say, I think about...because no matter how much work or
progress [ am...it’s going be in someone’s back of mind, “is this a game, is he just

playing the system again?” (Danny).

They do have an old saying that a leopard never changes its spots. I don’t agree with
that. I think people do change if they’re given the right help and support. Not just
kicked out into the street and expected...well, they just expect them to survive. It

don’t work (Carl).

Society’s failing people big time out there. [...] when Margaret Thatcher was in
power...you know, the biggest thing that I ever agreed with her was...she said to
me...one day she said on telly, “that’s not a society, that’s a native of individual

people who don’t care about nobody but themselves™ (Carl).
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Appendix G: Individual Narrative Maps

Blamed others for my life

Defining recovery —
understanding myself

Prison — biding my time,

taking drugs, no respect HS saved my life

v

Bells ringing, not enough to say help,
story about me, still work to be done

Understanding & respecting self &
others, coming to terms with myself

Hurt others, sabotaged everything,
blamed others, mindless brute

Protective wall comes up, vivid
imagery of glove, chaotic childhood

Sexually abused by dad,
destroy self & others

Blame & hate, Dark
Andy, fear & attack

Liberating not to be the
only one

Can’t say not that person
any more, still part of me

Understanding & caring,
thankful I got this chance

Self-construct
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Reputation & identity based . Therapy jail, increasing levels Being invaded, nothing
. L2 Want a normal life . . : ;
on offending histories of security to control me private, time stops in here

v v v v

[} .

Others’ perspectives, trusting staff, L
intense, self-compassion e

_

Sexually abused by uncle,
robbing & fighting

Nobody can touch me,

Substituting laughter for violence,
power & control,

nobody could handle me before

Don’t like people with
‘naughty’ offences

Narrative presented in
this context

Always had a softer side — rescuing /
helping others

Different masks, being

Self-injury, abuse given active voice, ;
the bigger man, good me

don’t want to talk about what I did

Immature but grown up
here

Self-construct




INDIVIDUALS’ NARRATIVES AFTER SCHEMA THERAPY

Victim but not a victim,
owning responsibility / blame

Hospital discourses, glad |
haven’t got mental illness

den, left to rot

Drug-abused in prison, lion’s

PD environment, has good
side, people need to see

v

Haven’t hit anyone for 12 years, had
worst abuse schema ever seen

Remorseful, what I did to others,
changing myself, not a villain

World of violence, understanding / ________

abuse cycle & diagnosis

i
Most difficult therapy, consistent L
therapeutic relationship, it works e

Narrative presented in

this context

Abused in the system,
surviving, no identity

Wary of men, lashing out
from age 9, monster

All in the same boat,
everyone’s human

I can be me now, not a
bad person

Lifeline for a lifer

Self-construct
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Understanding the

Past as barrier to change psychobabble

labelled me a failure

System used hate & violence,

Alpha male, being a geezer,
having time to change

v

Finding Little Danny, filling the
cracks, caring about me, not miracle

Belong to myself now, taking giant
steps, not playing the system

Know what ’m capable of, accept
pain | caused to others

Narrative presented in
this context

Owning what I did, graphic violence,
fragmented childhood, list of abuse

Paedophile ring, no
identity, pain, uprooted

Belonging / power in
gang, hard, not victim

Lots of guys like me
trying to change

Controlling the demon,
reconstructing identity

Been here before, leaving
gangs behind this time

Self-construct
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helped me, took the blame mentally ill on therapy here too long now

Asked for help but nobody I’m not a psychopath, I was Less people in prison & more Meeting ethnic needs, been

v v v v

Preventative, murking up the water,
unhelpful childhood programming

Physically abused in
children’s home, racism

Pathetic, cutting off, had

Got insight now, know my relapse c, !
no insight, ignorant

signature, better now

I’m not PD, anyone can

Didn’t lie, classic mistake of stopping . Narrative presented in :
—> ' have mental illness

medication, accidental killing this context

Out of character,

Gutted to kill somebody, inexplicable, /
moment of madness

hesitant, detached, passive [ TR

Seasoned veteran

Self-construct
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Thought I’d see really mad

Being motivated to change people here

Did nothing in prison

Others get institutionalised
but not me

v v v

Working hard, gained skills & learnt
about myself, schemas in past

Independent, always learning,
survivor, have skills now

Narrative presented in
this context

Stuck with myself, ripple effects,
didn’t care about damage before

Can’t explain it, just got aroused, just / ____________________________________ §

happened, dispassionate, detached

Deprived when dad died,
left alone, bullied

World was a bad place,
stealing to meet needs

others are cleverer

Jekyll & Hyde, knew it
wasn’t me who did it

Older & wiser, I’ve
leamnt a lot being here

1
1
1
1
1
I
1
1
1
1
I
1
1
1
1
_ I
All in the same boat, '
:
I
1
1
1
1
:
1
1
1
1
I
1
1
1
1

Self-construct
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Rejection, responsibility, and

space for rehabilitation Not mad or bad

Living in the wall, couldn’t

Go with the flow, no choices talk to men, 10 years to trust

v v

Schemas as past, should have had it
earlier, shown me myself

Not a risk, wouldn’t run off, worked
hard here, equal player

Victim empathy & own abuse, could
have been a different person now

Abstract, distancing from victim,
unmentionable offence

Sexually abused by
carers, beaten up

Taking back what others
took from me

Should be kept away

Narrative presented in
from others

this context

Second life, better person
now

This is my home

Self-construct

2-135



INDIVIDUALS’ NARRATIVES AFTER SCHEMA THERAPY

My mental health’s better,

Prison was hard
completely recovered

Being judged & rejected

MS gave me shelter

v v v

Therapy was good...but I don’t know
where schemas come from

Schizophrenia kicked in, never would
have happened if I hadn’t been ill

Guilty so never happy, diminished
responsibility

Narrative presented in
this context '

Missing childhood, chain reaction,
what was meant to be will be

Thought people were
going to get me

Others don’t like me but
girlfriend stayed with me

Completely out of
character

They gave me knowledge
so now | know

Self-construct
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Reflections on the Relational Aspects

of Qualitative Research in Forensic Contexts

Violent offending is an essentially relational process (Pollock & Stowell-Smith,
2006), and throughout the thesis process, | repeatedly returned to the central concept that the
ways in which individuals relate to others reflects their own relational contexts. Research
itself is also a relational process since it is not conducted in a vacuum but is shaped by our
relationships with participants and data, supervisors and colleagues, and situated within wider
societal discourses (Riessman, 2008). The reflective notes | made whilst completing the
literature review and the empirical study also happened to focus largely on relational themes,
but traditional forms of academic writing for publication leave little space for these aspects
within reflexivity or discussion sections. This critical appraisal presents and explores those
reflections in greater detail*.

Structuring this paper around relational themes is also more congruent with a
narrative focus, which urges researchers to consider their roles in the co-construction of
narratives and analytic processes (Emerson & Frosh, 2004). Moreover, researchers exploring
forensic narratives are especially encouraged to tell their own story as well as those of their
participants’ (Farrant, 2014; Presser, 2005). This paper therefore explores my relational
experiences during the thesis process and considers how these may have impacted on
different parts of the research. The paper outlines my interactions with participants in the
empirical study, how I related to written and spoken data, the use of supervision as a safe

relational space, and the impact of this research on my clinical work and therapeutic

1 Although the critical appraisal often resembles an expanded discussion section of the empirical paper, it can
also serve as a space to discuss and reflect on process issues arising during the thesis as a whole; this is more
pertinent to qualitative studies and a particular aspect may be chosen to focus upon.
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relationships. Relationships with wider systems and discourses will not be explored here as
these have been discussed in the literature review and empirical study, albeit indirectly.
Interactions with Participants

Narrative interviews are considered a co-construction where the story presented
develops as a result of interactions between the participant and the researcher (Randall, Prior,
& Skarborn, 2006). Interactions in my interviews were also shaped by power dynamics
pertaining to the encounter itself and inherent in the wider context of forensic settings
(Presser, 2005). For example, everything in high secure settings (HS) is video-recorded in
case a serious incident occurs, and | wondered how confidential interviews could feel for
individuals when they knew this. | was always offered interview rooms in busy corridors so
staff could ensure proximity in case their intervention was required, but this meant interviews
were punctuated by background noises of slamming doors and voices in communal areas.
Interruptions occurred at least once during most of the interviews as staff checked whether
there were any problems, or if | wanted a drink. | was apologetic on each occasion but the
interruptions and lack of privacy seemed to be unacknowledged by my participants, and they
would continue with their narratives of often extremely personal experiences as if nothing
had happened. At times, it seemed as if they did not consider these narratives or that space as
private, and | wondered whether being in HS meant little felt personal any more despite the
hospital being described as “home”. Maybe they had told their story so many times to so
many people that it no longer felt owned by them (Adshead, 2012). These frequent
interruptions seemed to convey staff might feel the same way.

Staff also interrupted at times to check | was wearing a personal alarm. As soon as
interviews were completed, | was asked to wait in the ward office for my supervisor so
nursing staff could be aware of where | was at all times. At one point, | was locked in the

office (in full view of the ward) as most staff were off the ward and they felt this would be
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safest for me. While I understood the need for risk management, | also felt this implicitly
conveyed a sense of fear and set up a dynamic for interviews where it was possible
participants might have thought I felt unsafe with them (Presser, 2005). 1 did not actually
feel unsafe, and tried to convey this by conducting the interviews in a relaxed and informal
way, but nearly all individuals mentioned their previous violent presentations meant they
would not have been able to participate in interviews with me prior to the therapeutic gains
they had made, and | wondered whether these were efforts to reassure me that they were now
safe to be with. Gender may also have influenced this, and they may not have made such
comments to a male researcher (Presser, 2005). Alternatively, this could have been an
attempt to re-establish power through enacting masculinity by reminding me that | was in a
room with somebody who was more physically powerful than me (Sollund, 2008).

There were several occurrences that highlighted how participants perceived power
dynamics during the interviews. Individuals seemed to assume | had certain expectations of
them and they needed to fulfil these, for example, many of them brought flashcards or
formulations from ST and read them out during the interview, evidencing the therapeutic
work they had done, and some said they hoped the interview had been helpful in providing
what | needed. One individual was apologetic for not being able to say things in “the right
way”’, and another was overwhelmingly positive about ST, refusing to mention any
difficulties or challenges in the group. | was assured by one individual of the veracity of his
narrative by him explaining it was the same offence account he had presented in court, and
another asked me not to judge him based on the story he had shared. Such dynamics were
openly named by one individual, who also explained he was not using strong language as he
respected women who were in authoritative roles.

These experiences initially led me to believe that | held too much power during the

interviews, and | attempted to resolve this by allowing participants to guide the interviews



RELATIONAL ASPECTS OF FORENSIC RESEARCH 3-5

and decide how much they wanted to share (Mishler, 1991). | was also aware these were
individuals who had been through mental health and criminal justice systems multiple times,
as well as engaging in extensive therapy, and | wanted to create a different space where they
could decide what to share with me rather than presenting the narrative that they thought was
expected of them (Emerson & Frosh, 2004). In doing so, | realised that the power dynamic
was not as imbalanced as | had assumed since | was completely reliant on individuals to
share their stories in a way that would be useful to my study therefore they actually held the
power (Enosh & Buchbinder, 2005). Despite the power derived from my professional role
and the restrictions inherent in the context, they had the power to resist (Foucault, 1976).

Nevertheless, individuals approached the interview within the context of their own
relational frames (Enosh & Buchbinder, 2005), exemplified by one participant where power
and control were pervasive themes throughout his story; unlike any of the others, he swore
throughout the interview as he described how he had always been perceived as uncontrollable
by others. He frequently used phrases such as “do you know what [ mean?” to draw me into
his narrative (Blagden & Pemberton, 2010), as well as giving voices to many of the other
characters in his story and turning it into a performance (Farrant, 2014). | found myself
laughing at many points during the interview, and it was only afterwards that | realised how
he had used humour to prevent me from either judging him during descriptions of violence,
or seeing him as a victim when he talked about his childhood.
Relating to the Data

While completing the literature review and empirical paper, |1 was wary of imposing a
professional or academic voice onto personal stories and offence accounts, as | wanted to
analyse and discuss the narratives based on an understanding of the processes underlying
their construction (Emerson & Frosh, 2004). In trying to achieve this, | immersed myself in

the data as fully as possible. | found with both papers that the nature of the content of these
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narratives meant this was an extremely difficult and distressing process at times. 1 could
have completed both papers without engaging with the data to this degree but I felt this
would be incongruent with my reasons for doing these studies, and I valued the “connected
knowing”?2 that came from reflecting on my emotions and experiences of relating to the
narratives | read and heard (Gilgun, 2008). Moreover, Jewkes (2012) suggests that the
emotional distress experienced during such work can actually be considered an indicator of
authentic, trustworthy, and ethically sound research.

Spoken stories. Narratives frequently contained accounts of childhood abuse, self-
injurious behaviours, and violent or sexual offences. Some individuals briefly referred to
such experiences whereas others gave much fuller descriptions. In qualitative interviews, the
researcher is the instrument through which data is collected and analysed, and empathically
connecting with individuals’ narratives is central to these processes (Rager, 2005b). My
professional background meant | was also using my clinical skills of empathically engaging
with others and developing rapport to relate to my participants (Coles & Mudaly, 2010). The
content of interviews with this population can be extremely distressing to hear and frequently
causes secondary traumatisation in researchers (Blagden & Pemberton, 2010; Coles &
Mudaly, 2010; Gilgun, 2008; Roberts, 2011; Sollund, 2008). The intense processes involved
in qualitative research from interviewing through to completion of presenting findings meant
I remained connected to these stories for a considerable length of time (Woodby, Williams,
Wittich, & Burgio, 2011).

| listened to narratives of self-injury that felt physically painful to me, and accounts of
childhood abuse that left me in tears afterwards. | heard descriptions of violent and sexual
offending that sometimes shocked me due to the passive tone in which they were described,

and at other times left me with graphic images of victims. However, | also witnessed

2 Gilgun (2008) describes this as a process where the reflexive use of self and emotional connection is a strategy
for furthering a deeper understanding.
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individuals becoming tearful when they told me about powerful moments during therapy
(Lalor, Begley, & Devane, 2006), and was often struck by the incongruence of their
vulnerability with the dominant “monster” narratives society holds about them (Waldram,
2007). These distressing emotional experiences did not just occur during the interviewing
phase; | lived with these stories throughout the ongoing processes of re-listening to
recordings, correcting transcripts, reading and re-reading transcripts, spending months
making detailed analytic comments, and then finally writing up the results of the analysis
using quotes from interviews (Coles & Mudaly, 2010).

There was one individual in particular whose story stayed with me. He was initially
anxious about participating but was willing to try. He relaxed soon after the interview
started, and reflected insightfully on his developing understanding of himself and his
experiences. He described a horrific childhood of being sexually abused by his father, and
his subsequent hate and rage directed at himself, his father, and society who had neglected
him. He mentioned he was experiencing traumatic flashbacks at some points, and his
account of offending behaviours was vivid and so powerful that | thought he might have
dissociated in one instance. He was open and courageous about sharing his story, and | was
moved that he chose to do so despite it evidently being challenging for him. | felt so touched
by it that unlike the other narratives where | had listened to recordings for a group of them,
then corrected all those transcripts before starting analysis on each, | decided to complete
these steps in a continuous process for him which meant | spent a few days completely
absorbed in his story. | started to feel inhabited by this individual as other researchers have
described (Jewkes, 2012), and this was followed by an extremely vivid and distressing dream
where | had replaced him in his abusive life experiences. Intrusive memories of this affected
me for some time afterwards and | was unable to return to his transcript for a while, although

this may have been beneficial in preventing me from engaging with it in a superficial way
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(Coles & Mudaly, 2010). This also gave me space to come to a position of “connected
knowing” where I could reflect on how individuals who have lived through such experiences
endure these feelings, and what it might feel like to disclose or discuss these issues (Gilgun,
2008).

Power over others’ stories: abusing the data? Although power dynamics during
interviews fluctuated between the participants and myself, this relationship shifted during the
analysis and writing stages as the researcher then has power over presenting findings (Enosh
& Buchbinder, 2005). | chose narrative analysis partly because | felt some other qualitative
methodologies prioritised data over participants so personal narratives became fragmented in
the search for themes, and | wanted my research to privilege individuals’ meaning-making
processes. However, | was aware the highly subjective nature of analysis in qualitative
research meant it was inevitable the analysis would reflect my interpretation of their
narratives as much as it would offer a framework for presenting their stories, although this
evoked guilt and self-doubt (Woodby et al., 2011). In retelling their stories and considering
the psychological processes underpinning the construction of their narratives, I initially felt |
was “stealing” their stories (Farrant, 2014) and having power over the data in this way felt
almost abusive when | was presenting the self-constructs of individuals who had experienced
a lifetime of disempowerment.

Similarly, I realised the language I used reflected my relationship with the individuals
who were the focus of the research and would also shape readers’ perceptions of them. For
example, I do not describe people as “offenders™ as this is incongruent with my position of
wanting to understand an individual’s whole story rather than reducing them to a label. 1
discovered there were no alternatives that | was comfortable using, and | wondered whether
this reflected a social, academic, and clinical desire to designate such individuals as “others”

(Farrant, 2014), facilitating an increased distance and disconnection to them while
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disregarding the damaging experiences that contribute to destructive self-constructs and
behaviours (Schultz, 2005).

Reading written accounts: being abused by the data? | had assumed that despite
the potentially distressing topic of my literature review, analysing written offence accounts
would be a manageable albeit difficult endeavour. | had clinical experience of exploring
individuals’ sexual offences with them in therapeutic contexts, and | anticipated that reading
offence accounts divorced of this context meant | would not relate as empathically to the
content therefore it would not be as distressing. | was very wrong — the absence of a clinical
context meant | had no therapeutic tasks to shield me from emotion (Coles & Mudaly, 2010),
and | found myself defenceless against the words | read and re-read through the intensive
analytic process. | felt submerged in vast amounts of details from a large number of people
regarding their experiences of having sexually abused children.

This was very different to therapy when a single story emerged gradually with an
attached context, and where | could understand how and why sexual offending had become
part of an individual’s narrative. In contrast, reading multiple offence accounts was an
unrelenting series of largely context-less stories, and as | progressed with analysis, | felt
saturated with graphic, explicit details of how children had been sexually abused, often by
primary caregivers. Moreover, | was working with individuals clinically at the time who had
been sexually abused as children and / or had sexually abused children themselves, so | felt
surrounded by horrific narratives until it seemed as if child sexual abuse was happening all
around me. | found this more distressing than my experiences of interviews in the empirical
study, as those participants presented a whole narrative and there was never the level of detail
that these accounts included.

There is an assumption that secondary data does not have the same emotional impact

as interpersonal encounters, but Jackson, Backett-Milburn, and Newall (2013) argue that
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narratives are not passive but have affective agency in mediating a relationship between the
researcher and the participant. The power of the narratives | was connecting with meant |
was vicariously witnessing children being sexually abused again and again (Gilgun, 2008),
and | frequently felt tearful and upset. When reading the accounts, I could not help
imagining the events described and seeing the abuse, and these images became quite intrusive
(Jackson et al., 2013).

| felt trapped in a project that seemed never-ending and consequently, I felt helpless
without any control or power over how these narratives were affecting me. | could only
passively experience my emotions, as attempts to block them were unsuccessful due to their
invasiveness, even when | was not working. | started to become numb at times, and could
not watch or read anything that even indirectly related to others suffering as it felt
overwhelming. I was reluctant to share how I was feeling with anyone because I did not
want to offload traumatising details onto others, and I also felt ashamed | was not more
resilient and that it was my own fault for not anticipating how distressing this was going to
be; this left me feeling very isolated (Roberts, 2011). When I discussed how | was feeling
with my thesis supervisor, he remarked that my narrative resonated with others he had heard
from individuals who had been abused, and I realised that through these offence accounts, |
was relating to and identifying with sexually abused children (Gilgun, 2008). Indeed, when |
completed the literature review, I felt as if I’d escaped from an abusive situation.

| found I related to the data differently throughout this process. At times, | felt
completely immersed in it, but at other points, it was almost like | was trying to read the data
without getting too close to it as this muted some of the emotional intensity of the words.
However, | was concerned this could result in a superficial or distorted analysis (Jackson et
al., 2013) so I tried to keep myself fully engaged with it. Despite this, there were still times

when | felt disconnected from the data, and | worried this meant | was becoming desensitised
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to descriptions of child sexual abuse, before realising this was a reflexive attempt at self-care
through numbing distress (Jackson et al., 2013). Using supervision to explore my emotional
reactions, and personal reflection subsequently, helped to frame my experiences as
“connected knowing” and leave me with a deeper understanding of child sexual abuse that is
helpful in both clinical and research contexts (Gilgun, 2008).

The Supervisory Relationship

Although peer support is part of my self-care, | found it was not as helpful during the
experiences described above. Comments from peers about my choice of research topics
implied I was too empathic towards individuals who had harmed others, leaving me feeling
judged and marginalised, much like the populations | was focussing upon (Farrant, 2014). 1
found I was becoming defensive in justifying my choices to others, both verbally and when
drafting the rationale for these studies, and started to avoid discussing my research in detail.
| also became concerned with what these completed studies would convey about me and
whether others might interpret the quotes | had chosen to use or the conclusions | had come
to as arising from a condoning or voyeuristic perspective (Farrant, 2014).

During the most emotionally difficult periods, and indeed throughout the whole
thesis, | found supervision invaluable for processing these issues. While thesis supervision
can often focus solely on practical or academic aspects of research (Johnson & Clarke, 2003),
there is a growing awareness that research involving potentially distressing subjects,
including secondary data analysis (Jackson et al., 2013), can have a harmful impact on the
researcher (Rager, 2005a) and this needs to be addressed in the same way potential harm to
participants is considered by ethics committees (Dickson-Swift, James, Kippen, &
Liamputtong, 2008).

I had given little thought to this before my supervisor mentioned it and suggested this

might be an issue we needed to be aware of during my thesis. Despite this, I initially felt |
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was inflicting a traumatic experience on him through my choice of projects, as supervisors
can also experience distress when encountering this material via supervisees (Lalor et al.,
2006), and I was aware this could lead to some refusing to continue supervising such research
(Schultz, 2005). However, being able to explore these experiences within a safe supervisory
relationship helped me to process and connect with what | was feeling, and having space to
create my own narrative around this research has been central in helping me think about
creating spaces in interviews and reports for others’ stories to emerge (Jackson et al., 2013;
Roberts, 2011).

The process of doing research in forensic settings can be a lonely and isolating
journey with many personal and emotional difficulties, but is also fraught with logistical,
methodological, and ethical challenges (Roberts, 2011). | encountered frequent obstacles
such as finding field supervisors and locating / recruiting individuals who fit the inclusion
criteria. There were several points at which 1 might have had to restart my thesis, and
containing relational experiences in supervision were prompts for me to reflect on how |
related to the uncertainty inherent within forensic systems, and whether I could hold this
differently in future.

Therapeutic Relationships

| completed my literature review whilst | was on a forensic learning difficulties
placement, and my interviews for the empirical paper while on placement in a high secure
hospital. Doing these placements during this time also meant | was surrounded by narratives
of individuals being hurt and hurting others, regardless of whether I was on placement or at
home, and it became increasingly difficult not to ruminate over clinical issues while at home.
| also found the research had a significant impact on my clinical work at both placements; for
example, | became more aware of issues in high secure settings regarding prison transfers and

personality disorder diagnoses that I might have otherwise remained unaware of.
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At times, it was difficult to hold in mind perspectives of both those who had abused
and those who had been abused, as it could feel as if | was almost betraying abused
individuals | was working with on placement while continuing to focus on and understand
those who had committed such abuse when I returned home.

Simultaneously, | found myself more sensitised to reading or hearing about historical
childhood sexual abuse, and empathy in clinical contexts could feel almost painful when the
images and narratives embedded in my mind were triggered directly or indirectly. 1 initially
reflected on whether this meant | was a better or worse clinician than I had been previously,
before realising that | was just different but | valued being able to hold empathy and
compassion for individuals who have been in both abused and abusing roles. Paradoxically,
this can be easier than having self-compassion for being able to do that, as the reactions of
colleagues can make it feel like this should not be possible if one truly feels empathy for
victims of abuse (Waldram, 2007). I realised this mirrored a societal “victim-offender”
dichotomy (Welldon & van Velsen, 2007), and found this was also reflected in my empirical
study findings where individuals struggled to hold both roles within their self-constructs.
Conclusions

While my therapeutic roles initially led me towards the research topics | chose, my
role as a researcher has also influenced my sense of who | am as a therapist. The narratives
shared with me during research interviews reaffirmed my beliefs in the importance of
relational contexts and the value of understanding an individual’s story holistically. The
relationships between my different roles in different contexts have been shaped by the other
relational aspects described above, and | feel that working in forensic settings means this
connection is valuable in facilitating a more nuanced perspective than either a research or

therapeutic role alone. | hope to continue in both roles as this creates more space to consider
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how research and clinical work can lead to better outcomes and best practice for forensic

populations.
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Introduction

Schema therapy has been shown to be an effective peychotherapeutic intervention for indniduals wha
present with chronic psychological distress related to interpersonal difficulties (Giesen-Bloo et al., 2006).
Such mdividuals are often given a diagnosie of ‘personality disorder’, and most other therapies are often
unzuccessful or have only imited effects due o issues in developing and mamtaining therapeufic
relationships, and the complex and chronic nature of the presenting difficulies (Young, Klosko, &
Weishar, 2003). However, a recent systematic review demonsirated that with such client groups,
schema therapy shows clinically effective outcomes with medium to large effect sizes (Masley,
Gillanders, Simpeon, & Taylor, 2012).

Forensic populations have a high prevalence of indnaduals with such interpersonal difficulties; a
systematic review of prison population surveys found that 65% had a diagnosis of personality disorder
(Fazel & Danesh, 2002). Two thirds of offenders with personality difficufties are likely to reoffend within
two years of returning to the community after leaving secure hospitals, and they are seven times more
likely than those with diagnoses of mental health difficulties to be comacied of a serious offence
(Jamieson & Taylor, 2004). This high rate of recidivism highlights the importance of considering what
works with these individuals, and also indicates that a closer examination of the therapeutic
inferventions these indnvaduals engage in i= warranted.

Increasingly, schema therapy i= being implemented in forensic setiings in countries such as Brtain, The
Metherlands, Canada, and the United States (Bernstein, Amtz, & Vos, 2007). The interpersonal
difficuliies of forensic populations obwously vary significantly in degree, compleaaty, and presentation
from those individuals for whom schema therapy was developed, and there are also important
differences in aspects of the therapeutic context. However, adaptations to the onginal theoretical model
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hawve been proposed, which allow the integration of schema therapy into forensic settings with the aim of
meeting the needs of this challenging client group (Bemstean et al., 2007).

The orginal schema model by Young et a. (2003) proposes that adverse or abusive eary experience,
which mean that a childs core emotional needs are unmet, result in the development of eary
maladapiive schemas (Young et al., 2003). These are pervasive and self-defeating patiems of powerful
emotions and cogniions regarding the individual’s self-construct and their relationships with others; they
are developed in childhood or adolescence as a way of understanding and coping with fowic
expenences, but confinue to be pempetuated through adulthood =ven when the indnadual’s immediate
relationships and erwironment have changed, thersby causing significant distress and dyshunciion
('foung et al., 2003). Bighteen different early maladaptive schemas have been idendified by Young et al.
(2003}, such a= abandonment, mistrust / abuse, defectiveness, emotional deprivation, enfilement, efc.,
and studies have chown that they are linked fo personality traitz and emotional distress (Nordahl,
Holthe, & Haugum, 2005 Nordahl & Nysaeter, 2005). However, Young et al. (2003) found that those
indnaduale with the most severe and complex difficulties, often resulting from extremely traumatic and
gbusie early expeniences, were unable to benefit fully from schema therapy since they seemed to have
a large number of different schemas; moreover, they presented with rapidly shifting emobional sfates
which seemed disconnected and un-integrated (Young et al., 2003). They therefore developed the
concept of schema modes for working therapeutically with these individuals. A schema mode is a
charactenistic grouping of schemas or coping responses that become activated in response to specific
triggers, and manifests as distressing emofions or maladaptive behaviours (Young et al, 2003). An
indiadual may present with a number of different modes (e.g. vulnerable child, angry child, detached
protecior, punifive parent, etc), and these may be dissociated from each other to different degrees so
the indnadual may appear to shift rapidly from one to another (Young et al, 2003).

Bernstein et al's (2007T) adaptation of the schema model for forensic populations suggests that schema
mode work is the preferred therapeutic intervention, and they propose four addiional schema modes
commonly observed in these indwiduals: angry profector, conning and manipulative mode, predator
mode, and over-controller mode (Bemstein et &l 2007). The aim of therapy remains essentially the
same, that is, fo identify, increase awareness, and moderate or eliminate the maladaptive schema
modez an indnidual has, and to strengthen their healthy adult mode fo enable them mest their
emoational needs in a more adaptive manner [Young et al., 2003). Moreover, in forensic populations, it is
hoped that ameliorating schema modes would also impact on an indnaduals mek of violence and
recidivism (Bemstemn et al., 2007).

However, the only completed study identified dunng this review, focussing on outcomes of schema
therapy with forensic populations did not find a stabistically sionificant treatment effect for schema
therapy when compared to treatment as wsual (Tarner ef al., 2010). This was a randomised control tnal
conductsd at a high securty hospital, and there were significant methodological and design 1ssues that
may have impacted on the results, including therapist competence, feasibility and ethical issues of
limiting the treatment provided fo the control group, attriion and discharge of participants, and a lack of
power and sufficiently large samples (Tamer et al,, 2010). Although significant clinical improvements
were found in the schema therapy group, confounding factors meant these could not be conclusively
aftributed to the effects of the therapy. A study (cumently ongoing) exploring the impact of schema
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therapy for indriduals in high secunty hospitals in The Netherlands has reported encouraging pilat data
in the form of reliable improvements in assessment scores for nsk and symplomology (Bemstein &
Az, 2009). Anather study (also ongoing) is monitonng changes in affective capacity of individugls with
paychopathic fraits to determine whether schema therapy iz effective n producing changes n emotional
functioning (Nenfes & Bemstein, 2011). There have been no other studies ideniified as explonng the
impact of schema therapy in forensic populations.

All the studies mentioned previously (Bemstein & Amiz, 2009; Giesen-Bloo et al., 2006; Mordahl et al.,
2005; Mordahl & Myzaster, 2005; Tamer et al, 2010), as well as the siudies incuded in the recent
sysiematic review (Masley et al, 2017), have used gquantiatve methodologies o measure the
outcomes and effectivensss of therapy. There i insufficent research on indaduals’ actual experiences
of engaging in schema therapy, and only one qualitative study to date could be identified in this area
(ten Mapel-Schutz, Abma, Bamelis, & Amtz, 2011). Although this study only explored one aspect of
schema therapy (expenential imagery re-scripting exercises), the use of qualitative methods enabled a
new perspective on this process to be discovered, resulting in valuable insights and the proposal of
clinical practice guidelines for improving the therapeutic experience, thus promoting future responsnaty
and engagement. The authors conclude that clients” expenences and perspectives are an important
factor in gaining further understanding and ennched insights to enhance the implementation of schema
therapy (ten Mapel-Schuiz et al, 2011), and these cannot be achieved through just quantitative
methodologies and outcome measures.

Positive outcomes are paramount with forensic populations, and prioftsing qualitative meshods n
exploring their therapeutic expenences would be valuable i informing future clinical practice and
effectve nsk management. Furthermare, eliciting the personal stones of indmiduals engaging in therapy
provides an opportunity to hear the voices of a population that is often disempowered, and retums the
focus of research o those who are most directly involved in and affected by the serices provided. This
iz especially applicable to ndinduals in secure settings, as they often expenience the greatest power
imbalances and the fewest opportunities to express their perspectives. Using qualitative methodologies
to explore these perspectives would enable these voices and stories fo be heard to a greater degree,
thereby facilitating a richer understanding of their therapeutic expeniences.

There 1= an increased focus on the use of namatve approaches with forensic client groups, m
assessment and therapy contexts, as well a8 recommendations for future research (Sdshead, 2012
Canter & Youngs, 2012; Green, South, & Smith, 2006; Presser, 2009 Ward & Marshall, 2007).
Marratives can be useful in mforming clinicians’ perspectives of offenders’ self-constructs and identiies,
az well az prowviding an nsight imto their goals and motvations, attachments and relationships, and
therapeutic expenences. The use of narrative identity as a concept In aseessment and intervention with
vickent offenders has been linked to the Good Lives Model (Ward, 2002) and also seems to have utiity
in risk management and relapse prevention strategies (Ward & Marshal, 2007). Understanding how
indiaduals perceive themselves in relation to others and in the context of their settings is an important
part of the engagement, assessment, and formulation process, and can be a factor In Improving
the effectiveness of assessments and interventions by making them more responsive o individual
needs and risks (Adshead, 2012 Ward & Marshall, 2007).
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Rafionale

U=ing a narrative approach to explore the expenences and stones of offenders who have engaged in
schema therapy would provide a timely and much-needed insight into the expenences, effeciiveness,
and oufcome of this therapy from the senice user’s perspective. Focussing this research on ndhiduals
in secure settings would highlight stories that are sekdom heard (Barflett & Caman, 2003} but which are
important for the further development of best practice of schema therapy with forensic populations.
Furthermore, elicting ndhiduals’ stores would enable clinicans fo evaluate whether offenders’
narratives have incomporated the concepts from schema therapy when desonbing offending behawviour,
and the degree to which they have engaged with schema mode work in the way they describe their
zenze of zelf.

The ams of this research are therefore to explore individuals’ experiences of schema therapy and
how thiz fite with their underztanding of their offending behavior and rick, and to consider if therapy has
impacied on the way they percenve themselves and their relationzhips with others, and their previous
EXPENENCES.

A core element of narative analysiz 1= the uncovenng of parficipants’ self-constructs, exploring the
factors that have shaped their views, and how the topic under question has impacted on this process
(Weatherhead, 2011). Thiz method would thersfore be an appropriate approach for explonng this topic,
as the process of schema therapy is essentially one of reformulating indwduals' self-constructs (Young
et al, 2003). Using narrative analysis would also allow an exploration of how the different contexts
which offenders expenence have influenced their self-constructs and their meaning-making processes
regarding their previous expenences and behaviours, as this method allows the participant to present
their story in the way they prefer (Emerson & Frosh, 2004). Moreover, namative analysis is a useful
apprach for research where only @ small number of indviduals are likely fo fit the criteria, as each
participant's narrafive can be explored in depth (Weatherhead, 2011).

Research question

What are the perzonal narratives of mdriduals with a history of violent offending, following engagement
in schema therapy?

Secondary aims include exploring ndhiduals’ narratives of engaging in schema therapy and how they
feel the schema model may or may not apply to them, whether they have found the model helphul in
understanding their previous offending behawiours and rigk, and i their therapeutic expenences have
impacied on their self-constructs and ways of relating to others.
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Method
Parci

Participants will comprise of 5-10 individuals with a history of violent offending recruited fromii D

Inclusion crtera:
*  Previously convicted of wviclent offence{s)
= Has engaged in schema therapy on 1:1 andlor group bastz for a minimum of 12 months

Exclusion critena:
= FRecent senous incident (depending on type of incident and length of tme prior to interview —
risk assessment conductad by clinical staff on site)
= Participants will not be excluded based on when they completed therapy

Design

Thiz will be a qualitative study with a sample sze of five to ten particpants. Individuals who meet the
inclusion critena comprze a small and hard to reach population, and the scarcity of qualitative research
with such mdividuals means there is a high value to heanng their stores. Furthermore, qualitative
rezearch does not require large numbers of parficpants, as the am is to elict nch and detailed
indiadual accounts for the purpose of developing a deeper understanding of a paricular phenomenon in
a gpecific cohort of ndwiduals, rather than producng genmeralisable findings as In quantitative
methodologies. However, it 1= hoped that findings will have utiity and climical implications for best
practice.

Marrative analysis will be conducied on franscriptions of ntervew recordings. For this methodology,
inferviews would usually be minimally structured and open-ended in order to elict participants’ self-
generated narratives, thersby giving prionty to their perspectives and their processes of making sense
of their experences. Eliciting narative accounts would allow a focus on explonng whether ndnaduals’
stories reflect an understanding congruent with the schema therapy they have engaged in. The process
of telling one’s personal story i a reflection of, and provides insight into, the way an indnidual makes
sense of their expenences and behaviours, mcluding offending behawiour. Since schema therapy aims
to promote changes in indniduals’ understanding of themsehves, a namative approach would therefore
provide @ more appropriate indication of whether participants have intemaliced new leaming from
therapy in companson o other qualitative approaches such as interpretive phenomenological anaysis
(IF&), which may pose more direct questions relating to therapeutic expenences. Analysis of namatives
from such interviews would therefore produce different findings from analysiz of responses using IPA or
other qualitative methodologies. Furthermore, unlike other approaches, narative analysis also allows an
indiaduals story to be considered as a whole, rather than being fraomented info codes across the
whole dataset. This allows the researcher fo gain @ more holistic understanding of an ndwidual and
their experiences.



ETHICS DOCUMENTS

Potential drawbacks of this method incude the difficulies in eliciing participants' namatives when the
population 15 difficult to engage or the inferiew fopic is sensitive or distressing; both these issues may
be pertinent in this study. A namrative approach doss offer a way of approaching the interview from a
more person-centred and less "expert’ posiion; however, it 15 acknowledged that a balance will need to
be achieved between allowng narratives to emerge naturally and eliciing the information required to
answer the research question. The interview guide will therefore be semi-structured rather than open-
ended, with reflexive conversational prompts to be used as needed to faciitate responses, as well as
specific prompt questions to cover areas not addressed spontaneously by pariicipants. The resulfing
inferview will therefore still be fleble and responeive to mdividual participants’ responses and way of
telling their story. [t iz possible participants may be more willing fo discuss their therapeutic expeniences
tham agpects of their personal expenences, but it is hoped this interview approach will create space for
participants to feel comfortable with shanng both types of namatives.

Thiz design has been informed by previous qualitative research conducied with individuals who have
histones of sexually harmful behawiours, utilising the above approach to semi-structured interviews and
then using narative analysis (Emerson & Frosh, 2004). The co-construcied understandings generated
by such semi-structured inferviews pronfise subjectvity because of the emphasiz on each participant's
umigque process of sense-making and also ensure participants’ perspectives are privileged, rather than
thoze of the researcher, which cannot be achieved to the same extent through rigidly structured
interviews (Michler, 1991).

Matenals

See Appendc A for the semi-structured mterview format. The questions and prompts included are a
guide for the interview process only, and form the basis of the interview focus. Where neceszary, the
wording, order, and format of the questions will be adapted according to each indnidual parbicipant's
abiliies and interactions.

Procedure

A phased recruiment strategy will be used, where the first stage of recruiiment 1= aimed fo recruit
enough participants for the shudy:

1. Prelimmary discussions with the field supervisor to identify potential participants

2. Initial wisit o the sie for the pumposes of infroductions, oufining study, and distributing
information shests (see Appendices B-C and E-F).

3. Follow-up visit to the site afler one week to answer any questions, asceran interest and
arrange datesfimes for interviews.

4. Interviews to be conducted at the site — dates [ fimes to be amanged in collaboration with
participants, ficld superisor, and ward staff.

5. Interviews will be conducted individually, audic-recorded, and franscribed.

If incufficient numbers of parficpants come forward, the second stage of the recruitment sirateqy will be
implemenied and the options below camed out as required:
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1. The recruiiment process identified above will be repeated one month later.

2. The inclusion criteria will be modified o include indviduals who have engaged in schema
therapy on 1:1 and | or group basis for @ minimum of six to nine months (instead of twelve
months); this will mcrease the pool of potential partopants.

3. Ancther site may be added to further ncrease the pool of pofential participants and thereby
faciltate recruitment; in this case, additional research govemance approval will be sought from
the Ressarch and Development (R&D) Depariment at the relevant NHS Trust.

Fecrutment approaches can only take place when the researcher 1= on site therefore potertial
parbicipaniz will also be offered study information, the opportunity to enguire about the study, and
discuss parficipation on the occasions when the researcher wisits the site o conduct nterviews. This
approach will potentially masdmise recruitment and pariicipation.

In addiion to the detailed parbcipant information cheets, potential participants will also be gven a
summary information sheet providing an overview of perinent information (see Appendices B and E). At
the point of interview, the information sheet will be reviewed and a further opportunity will be provided to
azk any guestions, following which the consent form will be signed (zee Appendices [ and ).

Participaniz will have the option of refracting consent up fo a week after the date of the mterview, after
this point, transcrpSon will have been completed and analysis may have started making it difficult to
identify and remove a specific participant’s contributions from the complete dataset

Up to three interviews may be conducied with each paricpant, depending on the amount of data
obtained and the numker of indnaduals willing to participate, to ensure sufficient depth of analyzis. This
possibility will be made clear to potential participants in the nformation shests and consent forms. If
further interviews are required, the researcher will revisit the site, contact participants, and amange
inferviews a5 appropriate. Inteniews may thersfore take approximately 1-2 howrs in fotal, with each
interview lasting approcamately 45 minutes-1 hour, and breaks will be offered in ine with parficipants’
needs to ensure their comfort.

The recruitment and data collection process will be reviewed in supervision on a monthly basis.
Reflections on reflexivity and audit trails to evidence the data collection and analysis will be provided in
the final report. Supervizion will also be accessed as approphate to minimise potential researcher bias
by discussing and reviewing the analytic process with the academic supervisor.

Data storage -

The audio recorder cannot be encrypled but interiew recordings will be fransferred fo a secure medium
such a5 a password-protected and encrypted computer within two hours of completing each internew;
until this pomnt, the recorder wil be stored securely in a locked case. Interview recordings will be
immediately deleted from the audio recorder once transfer to a secure medium takes place.
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Interview recordings will be encrypted and stored securely on a password-protected and encrypted
computer, and will then be franscribed verbatim by the researcher, and anonymised by assigning
pseudomyms to names and places. Only the researcher and academic superisor will have access to
the data, and only the researcher will be aware of which participant each psewdonym coresponds fo.
Audio files will be securely deleted from the computer once analysis i completed. The computer will be
remotely connected to the university's secure server enabling electronic data to be stored on an
encrypted password-protecied drive. This can also be accessed off-site using a secure VPN connection.

All electronic data and hard copies will be encrypted and kept securely on a password-protected server
and a locked filing cabinet at Lancaster University for a perod of fve years following completion of the
study and any associated publications, afier which they will be destroyed. f publication is achisved,
data will be retained for a further five years post-publication.

Data storage (D

Audio recording equipment provided by the hospital will be used, and the equipment wall remain on site
at all fimes. Transcription will take place on site therefore no recordings will ke removed from the site at
any time. Audio files will be securely deleted once analysis i completed. Transcnpts will be anonymized
by assigning peeudonyms to names and places. Only the researcher and academic supervisor will have
access fo thiz data, and only the recearcher will be aware of which paricipant each pseudonym
cormesponds to.

All electronic data and hard copies will be encrypted and kept securely on a password-protected server
and a locked filing cabinet at Lancaster University and ([ NI io- 2 pericd of five years
followang completion of the study and any assocated publicabons, after which they will be destroyed. If
publication iz achieved, data will be retained for a further five years post-publication.

Proposed analysis

The methodology used will be narrative analysis whereby transcripts will be analysed with a view to
identifying the boundanes of narrative segments; content and underlying themes of these segments will
be noted, followed by the identfication of thematic and linguistic connections (Weatherhead, 2011).

Practical izssues

It iz anticipated that there will be travel costs Incurred through wisiting the sites for interviews, as well as
other costs assocated with recrutment and interviews, e.q. photocopying, printing, efc. The university
will cover these costs. The university will also provide a mobile phone as a point of contact dunng the
rezearch,

Fooms for conducting imterviews will need fo be arranged at the site. Appropriate personne! at the
locations will be contacted to make these arangements during the recrutment process.
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A digital recorder and foot pedal, loaned from the university, will be weed to record and transcribe the
interviews at (I Transcription at (M« b= completed by administration staff
from the peychology department who have previous expenence of franscribing research imterviews. This
will be funded by the university and the researcher (some transcription costs may also be covered by
the chief mvectigator, depending on total cost of transcription which will be determined by number /
length of interuiews).

Ethical issues

The research protocol will be submitted for approval by the Liverpool East Research Ethics Committee.
F&D approval will also be sought from the relevant NHS Trust(s).

Fisk / distress

All interviews will remain confidential unless any concem of nzk to the participants themeelves or fo
others is highlighted. If this should occur, it will be discussed with the research supervisors who would
take appropnate acion o manage the ngk. Thiz may mclude nofifying other professionals at the site.

If participants have any concems about the study or wish to raise any issues, they will be adwised to
cpeak to ward staff or the field superazor, who can communicate these concemns to the researcher or
the academic supervisor. Altematively, parficipants can contact the academic supervisor at the
university directly; contact details are provided on the participant information sheet.

It i= pozzible that parficipation in thiz study could elict negative emotions, as the interviews will imvolve
discussion of expenences parbicipants could potentially find distressing. In the event that this occurs,
parficipants would be adwised to speak o the fisld supenazor and other appropriate ofaff such as ther
primary nurse (or other nursing =taff) as required following the interview. The ressarcher may also offer
to pause or terminate the inferview If a participant becomes distressed, and all particpants will be
offered the opportunity of debnefing to minimise any lasting impact. Potentizl paricipants will be mads
aware of this in advance through the mformation shests. The researcher 15 a fraines clinical
psychologiet and therefore has ckills and training enabling her to conduct the inferviews in a sensifive
and appropriate manner.

Sollund (2008) suggests that there can also be an emotional impact on the researcher in these contexts,
depending on the content and interactional processes of the interviews. If this should oocur, the
researcher will access superision and support as required. Regular superasion will also ensure that
the process of reflecting on the inferviews and the data collected does not negafively impact on the
rezearcher in a way that could affect the analysis and interpretation (Roberts, 2011).

The researcher will conduct all interviews in line with Trust [ zerace policies relating fo nsk management
at each site. The researcher will have already completed breakaway training through the DClinPsy
course, and will also ensure she iz aware of site-specfic aspects of risk management prior to
recrutment processes. All interviews will take place on zite and according to any Trust | senice
guidelines goveming such processes.



ETHICS DOCUMENTS 4-11

Capacity

Indhidual capacity fo consent and participate will not be assessed prior fo recrutment, as the Mental
Capacity Act (2000) states ndividuals should be: presumed to have capacity unless indicated otherwize
(Department for Constitutional Affairs, 2007), and defention under the Mental Health Act (1983) is
insufficient indication to warrant assessment of capacity (Brown, 2003). Furthermore, if individuals did
not have capacity to consent and participate in research, it would be unlikely they would be engaging
with schema therapy.

[t will therefore be assumed that parficipants have capacty fo consent amnd parficpate, wnless it
becomes apparent to the researcher dunng the interview that this is not the case. In such a stuation,
the researcher will take appropriate action in line with the guidelines of the Mental Capacity Act (2003).

Confidentiality / anonymity

The field supervizor will be aware of who is participating due to processes around nsk assessment and
logistics of recruiment in secure setings. Moreover, the field supenasor i, or has been, mvolved n the
care / treatment of potential paricipants. However, the field supernizor will not have access to mterview
recordings or transcrpis and will only see the data at a later point in the analysiz when findings have
suitably anonymised, so she will be unable to identify mdiidual contributions from specific participants.
Lise of pseudonyms throughout transcrption and analysis will serve to further maintain anonymity. The
field superazor will not be directly involved in recrutment approaches to potential participants, thereby
allowing mdiiduals to make decisions on whether or not to participate without undue influence (Bartlett
& Canwin, 2003). Recrutment of participants: from | wi a0 require the ressarcher to
obtain approval letters (see Appendix H) from their Responsible Clinicians (RCs); howewver, RCs will not
have any further direct involvement with the research project or have access to any data from
inferviews

The academic supervisor will have access to all recordings from (il and transcripts from both
sites for the pumposes of supenasion, for example, listening to and providing feedback on mterview
technigque. The academic supervizor is not imvolved with the care | freatment of potential participants m
iy way.

Potential participants will be made aware of the above in advance through the information sheets. It will
b= made ewplict that participation will have no impact on carsftreatment, and their individual
contributions will not be identfiable after analysis has besn completed, so the field superasor will be
unable to ascertain what indrvidual participants have said in their infervews. Any concerms participants
may have about this aspect of the study will be discussed dunng the recruitment approaches and prior
to obltaining consent.
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Timescale

Recruitment will start once ethical approval has been obtained. It i= estimated that interviews will be
conducted duning October-December 2013, The final project report will be completed by May 2014, and
findings will be disseminated following this. Study outcomes will be prepared for publication in a suitable
journa, and may also be summansed and precented in relevant profeszional forums. Participants will be
offered the opportunity to obtain feedback on the findings once the stedy has been completed i they
indicate an interest in the outcomes when asked at interview.
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Appendix A: Interview Guide
LANCASTER
VERSITY

Inferview Guide (¥ 3 11.07.2013

The gueslions and prompts inguded are = guide for fhe inlensew pocess anly, and form the basis of the inkensesr
locus. (Where ecessary, the wovding, ovdler, and fommed of the queslions will be adagted scoonding do esch inodvcusl

perbcpand’s shifes and mdemcions. CIVERICIB OF HEALTH RESEARCH

Ania H i By Logy

1. introguction:

a.
b

Outline @im of 5tudy, review information shest if needed
Process of mtemview (length, recarding)

.. Ay questons of CoNCEms

a.

2. Context

a.
.

Reques! cons=ni

Brief introduction
Presious engagement in therapy — different settings | types of therapy

3. Engagement in therapy:

a
b
C.
d

Duration, fype (121 and / of group)
Preconceptions of therapy

Reasans for engagement, modvations, goaks
Faciors that impact on engagement

4. Experience of therapy:-

[T = T T - T}
-

Pasithie | helpdul experiences

Difficult / unnelpsul eXperiences

Amy difierences between 171 and group therapy

Amy changes in engagement | motivation during course of therapy
{If previows therapeutic expenence — any difierences)

5. Leaming points:

a
b
C

d.

Progress iwands achisvemend of initial goals

Ay changes while here

Changes expected afier leaving here

Impact of therapy on understanding of offending behaviour | risk

6. Broader impact of therapy:

a.
b

Understanding of earfy | previous expesiences
Understanding of seif and relationships with cihers

7. Final refiections | commenta
8. Detrisfing:

d.
b
C.

Whal was it like io @ke pan in is interview?

Diid you find it diSerent from offer imes when you've Glked about similar issues?

\Were Mere some parts that wese more diSicull o 3k about of remember? Was there anything that upset
you to think or Gk about?

I= there anyihing you're womed about now that we've finished?

Are there any questions you would ke 12 35k me, or any comments you woeuld lice o make?

Review relevant information from information sheet § needed

9. offer summary report of findings
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Appendix B: Summary Participant Information Sheet

Summary Informason for Participants v 2 11.07.2013)

Have you engaged in
schema therapy for
at least 12 months? ..

A

DN OF HEALTH RESEARCE

[ile 1} | nical Paychology

Please consider taking part in this research project...

My name is (| and 1 am

a Trainee Clinical Psychologist. |
would like to invite you to take
part in my project: ‘The impact
of schema therapy on narratives
of individuals in  secure

sottings’.
* What is the study about?

This research is looking at
people’s experiences of schema
therapy in secure settings, and
how this fits with the way thoy
make sense of their life stories
and their understanding of
themselves.

* Why have | been
approached?

We are approaching individuals
who have engaged in schema
therapy for at least twelve
months in 1:1 sessions and/or in
a group, while in a secure
setting.

wWhat will | have to do if | take
part?

If you decide you would like to
take part, please let me know
when | return next weok. We
can then arrange an interview
at a date and time convenient
to you; this will take place on
site. You might be asked to take
part in more than one
interview. Interview will be on a
1:1 basis and will be audio-
recorded.

* What will happen to the
results?

All data will be anonymised so
you cannot be identified
individually. The results will be
written up in the form of a
thesis research project. Findings
may also be published in a
journal.

Thank you for taking the time to read this.

| will be coming back next week.
If you would like to take part in the study or want to know more,
please let me know then.

16
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Appendix C: Full Participant Information | ANCASTER / \

The impact of schema therapy on narratives of
individuals in secure settings

Participant Information Sheet - RV £ 26.09.2013)

My name i<l =nc | am conducting this research as a Trainee Clinical Peychologist. |
am studying at the Doctorate of Clinical Psychology programme at Lancaster University.

What is the study about?

The purpose of tis study 15 io explore people’s experiences of schema therapy in secure
setiings, and how this fits with the way they make sense of their life stones and their
understanding of themselves. By doing thiz research with individuals in secure setiings, we
hope to highlight stones that are seldom heard but which are important for the further
development of best practice of schema therapy with forensic populations.

Secure seftings are hospitals | clinics / wards where indnaduals are required to stay for a
certain penod of time =o they can receive help for difficulties with behaviours that may harm
themselves or others, and / or mental health 1ssues.

Why have | been approached?
You have been approached because the study requires information from indniduals who have
engaged in schema therapy for at least twelve months, whether in 1:1 sessions or in a group,
while in a secure setting. Therapy can have been on an outpatient or inpatient basiz.

Do | have to take part?

Mo. It iz up fo you to decide to join the study. We will descrbe the study and go through the
nformation sheet. If you agree to take part, we will then ask you to sign a consent form. Yu are
free to withdraw at any time without giving a reason. This would not affect the standard of care
YOU receve.

What wall | be asked to do if | take part?

If you decide you would like to take part, pleass let me know when | retum next week. You can
also express your interest fo nursing or ward staff. We can then make arrangements for an
nterview at a date and time convenient to you; this will take place on site.

If you are not currently staying at ([ ] we can try to arrange the interview to fit with
when you are next here if you prefer not to make an exdra trip. Travel expenses up o £10.00
will be paid if you bring a receipt | ticket with you.
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At the point of intervew, we will review the informiation sheet to provide an opportunity for you
to ask any guestions you might have. | will then ask you to =ign a conzent form before starting
the interview. The interview will be on a 1:1 basis and will be audic-recorded using a digital
recorder.

It iz possible that | may ask you to take part in more than one ntenaew. If this iz the case, | wall
discuss this with you. Taking part in one interview does not mean you have to take part in any
further interviews. Interviews will last 1-2 hours in total (approximately 1 howr at a ime), with
breaks in between as nesded.

If you decide you no longer wish to take part in the study after your interiew, you can inform
the: nursing or ward staff who will communicate this to Drif ) She will let me know and
| wall ensure any mformation obiained/recorded from you wll be deleted | destroyed. You may
withdraw from the study up to a wesk afier your imterview; at this point; data analyzis may be
underway and it will be difficult o identify your mdrvidual data to remove it
Will my data be confidential?

The information you prowide is confidential. My academic supervisor for this project i Dr
S i | ancaster University and will not be known to you. However, my
field supervisor (Dr (w1 be known to you as she is, or has been, involved in your
care, and this means she will know if you choose fo take part in this study. Whether you
choose fo parbicipate or nat, it will not have any impact on the care and therapy you receive. if
you do choose to participate, what you say will not have any impact on your care.

Part of the purpose of the project iz to explore your expenences of therapy and whether you
think it has besn helpful. Nevertheless, we understand you may fesl uncomfortable about
speaking freely and might not wish the field supervisor to know what you have said. For this
reason, the field supervisor wall not have access fo the interview recordings or transcrpis; they
will only ze= the data once it has been anonymized and amalysed At that poimt, wour
contribution will not be identfiable a2 yours, 2o while the field supervizor will ke aware that you
have participated, she will not be able to identify any of the comments as yours.

Furthermore, the data collecied for this study will be stored securely to ensure it is only
accessed by the researchers involved in the study as appropriate:

o Audio recordings will be stored securely on a password-protected laptop. Only the
researcher and the academic supernsor involved in the: project will listen to them.

o The typed wversion of your interview will be made anmomymous by removing any
identfying information including your name, so you will not be identifizble from the
transcript. Peeudonyms will be used where approprate. Only the researcher and the
academic supervisor involved in the project will read them.

o All computer files will be encrypied (that iz, no-one other than the researchers will be
able to access them) and the computer itself password protected.

o Anonymised direct guotations from your interiew may be used in the reporis or
publications from the study, but your name will not be attached to them.
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o The university will keep al electronic data and hard copies for a penod of five years
following completion of the study and any associated publications, after which they will
ke destroyed.

The only excepions o confidentiality are if what s said in the imteriew makes me think that
you, or someone else, 12 at significant nsk of harm, or f what is said in the interview amounts fo
new offence-related information. In these cases, | will have to break confidentiality and speak
to my superisors. If possible, | will tell you if | have to do this.

| will also be checking with the care team before the mberview fo make sure it has besn
aranged at a fime that will be best for you. If there have been recent siressful events or
noidents for you, the care team might et me know and suggest that we rearrange the

What will happen to the results?
The resuliz will be summanzed and reported in the form of & thesis research paper and
presentation to fulfil part of the requirements for the Doctorate n Clinical Psychaology. This will
be completed by May 2014. Findings may also be submitted for publication in an academic or
professional joumal.
A surmmary report of the findings will be available upon request. If you are interested in finding
out mare, please let me know after your nterview.

Are there any risks?
The interviews may involve discussion of expenences you could find distressing. In the event
that thiz occurs, you would be advised to speak to appropriate staff as required. This may be
your schema therapist, your paimary nurse, or other nureing staff. if you become distressed,
you have the option of pausing or ferminating the nterview. All paricipants will also ke offered
an opportunity to discuss any negative feelings after the inferview.

Are there any benefits to taking part?
Although you may find participation mteresting, there are no direct benefits in taking part.
However, the imterview will prowide you with an opportunity to share your story. Your
experiences can be valuable in further developing schema therapy programmes i secure
settings.

Who has reviewed the project?
Thiz study has been reviewed and approved by the Liverpool East Research Ethics
Commitiee.

Where can | obtain further information about the study if | need it?

If you have any questions about the siudy or require further details, please ask me when |
retum next week. My contact details are also below.
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What if | wish to make a complaint or | have any concems about the project?

If you wish to make a complaint or raise concems about any aspect of this study and do not
want o dizcuss them with me directly, please speak to ward staff or my field superisor (D
B - can communicate these concems fo me or to my academic supervisor (Dr
L

Altematively, you can contact my academic supenasor at the university directhy-

D
Clinical Peychology
Divizion of Health Research

Lancaster Liniversity
Lancaster
LAT 4YG

Tel:

Email: ancs.ac.uk

Thank you for taking the time to read this information sheet.

I will be retumning next week.
If you would like to take part in the study, please let me know when | retum.

e
Clinical Peychology
Divizion of Health Research
Lancaster University
Lancaster
LAT 4YG

Tel:

20
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LANCASTER
Appendix [: Consent Form / \

Consent Form :-E 4 26.09.2013)

Study Title: The impact of schema therapy on narratives of individuals in secure settings

We are asking i you would like to take part in a research project fo explore people’s expenences of
schema therapy in secure settings, and how this fits with the way they make sense of their [ife stones
and their understanding of themselves.

Before you consent to paricipating n the study, we ask that you read the paticipant information sheet
and mark each box below with your infials f you agres. If you have any questions or quenes before
signing the consent form, please ask the principal iInvestigator,

Piease inifial
o after ach
statement

| confirm that | hawe read the information cheet and fully understand what i= expected of

me within this study

| confirm that | have had the opportunity to ask any questions and to have them

anzwered.

| understand that my interview will be audio recorded and then made mto an

anonymised written transcript.

| underctand that audio recordings will be listened to by the researcher and her
a:adﬁmcsr.penmm#y and will be kept untl the research project has been
examned. The field supendsor will mof have access o the recordings or franscrpls.

| understand that | am not obliged to take part in this study and can withdraw my
participation before, during, or up to a week after my interview.

| underctand that the information from my interiew will be pooled with other
participants’ responses, anonymised, and may be published.

| conzent o mformation and quotabions from my interview being used in reports,
conferences, and training events.

| understand that any imformation | grve will remain strctly confidential and anonymous
wriless it is thought that there s a nsk of harm to others or myself, in which case the
principal investigator will need to share this information with her superizors.

| consent to Lancaster Univerzity keeping the project data for 5 years afer the study
has finished, or 5 years after any assodated publicaions (whichever is later).

| consent to take part in the above study.

Data aceess by requiaiory auihonties: | wodersiand thad relevant sechans of my medical nofes and daia
colieciad duning Me Shady may be jooked at by inddiduais from Lancaser Universty or fom the MHS
Trust, where it i5 relevant fo my taking par in this reseanch. | give permission for these inoWiduals 1o have
SCCESS fo My reconds.

Mame of Participant Signature Date

Mame of Researcher Signature Date

21
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Appendix E: Summary Participant Information Sheet

Summary Information for Participants - 107.102013)

Have you engaged in
schema therapy for
at least 12 months? ...

A

TH RESEARCE

Al Paychology

Please consider taking part in this research project...

My name is (I and 1 am

a Trainee Clinical Psychologist. |
would like to invite you to take
part in my project: ‘The impact
of schema therapy on narratives
of individuals in  secure

sottings’.
* What is the study about?

This research is looking at
people’s experiences of schema
therapy in secure settings, and
how this fits with the way thoy
make sense of their life stories
and their understanding of
themselves.

* Why have | been
approached?

We are approaching individuals
who have engaged in schema
therapy for at least twelve
months in 1:1 sessions and/or in
a group, while in a secure
setting.

wWhat will | have to do if | take
part?

If you decide you would like to
take part, please let me know
when | return next weok. We
can then arrange an interview
at a date and time convenient
to you; this will take place on
site. You might be asked to take
part in more than one
interview. Interview will be on a
1:1 basis and will be audio-
recorded.

* What will happen to the
results?

All data will be anonymised so
you cannot be identified
individually. The results will be
written up in the form of a
thesis research project. Findings
may also be published in a
journal.

Thank you for taking the time to read this.

| will be coming back next week.
If you would like to take part in the study or want to know more,
please let me know then.

22

4-23



ETHICS DOCUMENTS 4-24

Appendix F: Full Participant Information |~/ ( *_ | I_:~1) \

CIVES DR OF HEALTH RESEARCH
ran al Fay ogy

The impact of schema therapy on narratives of
individuals in secure settings

Participant Imformation Sheet 10710204

My name is (] an< | am conducting this research as a Trainee Clinical Psychologist. | am
studying at the Doctorate of Clinical Psychology programme at Lancaster University.

What iz the study about?

The purpose of this study is to explore people’s expenences of schema therapy in secure settings, and
how this fitz with the way they make sensze of their [ife stones and therr understanding of themselves.
By doing thiz research with indiaduals in secure settings, we hope to highlight stones that are seldom
heard but which are important for the further development of best practice of schema therapy with
forensic populations.

Secure setings are hospitals | clinics / wards where individuals are required to stay for a certain perod
of time =0 they can recenve help for difficultes with behaviours that may ham themsehves or others,
and / or mental health izswes.

Why have | been approached?
You have been approached because the study requires information from individuals whao have engaged
in schema therapy for at least twelve months, whether in 1-1 zessions or in a group, while in a secure
setting.

Dio | have to take part?
Mo It is up to you to decide to join the study. We will describe the study and go through the information
sheet. If you agres to take part, we will then ask you to sign a consent form. You are free to withdraw at
any fime without gning a reason. This would not affect the standard of care you receive.

What will | be asked to do if | take part?

if you decide you would like to take part, please let me know when | retum next week. You can also
EXpress your interest fo nursing or ward staff. We can then make arrangements for an interview at a
date and fime convenient to you; this will take place on site.

At the point of interiew, we will review the information shest to prowide an opportunity for you to ask
any questions you might have. | will then ask you to sign a consent form before staring the mteniew.
The: interview will be on a 1:1 basiz and will be audic-recorded using a digital recorder.

23
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It iz possible that | may ask you to take part in more than one interiew. If this is the case, | will discuss
this with you. Taking part in one interview does not mean you have to take part in any further
interiews. Interviews will last 1-2 hours in totzl (approxamately 1 hour at a tme), with breaks in
between ac needed.

ff you decde you no longer wish to take part in the study afier your interview, you can inform the
nursing or ward staff who will communicate this to Dr (T She wil It me know and | will
ensure any information obtained/recorded from you will be deleted [ destroyed. You may withdraw from
the study wp to a week after your interview; at this point; data analysis may be underway and it will be
difficult to identfy your ndhndual data to remove it
Will my data be confidential?

The information you provide is confidential. My academic supenvisor for this project is Dr ([
@ Lancasicr University and will not be known to you. However, my field supenisor (Dr
R | - known io you a= she is, or has been, involved in your care, and this means
she wall know i you choese to take part in this study. Whether you choose to participate or nat, it will
not have any impact on the care and therapy you receive. If you do choose to participate, what you say
will not have any impact on your care.

Part of the purpose of the project is to explore your expenences of therapy and whether you think it has
been helpful. Mevertheless, we understand you may feel uncomfortable about speaking freely and
might ot wish the field superasor to know what you have said. For this reason. the field supenasor will
not have accese to the interview recordings or franccnpte; they will only see the data once it has been
anonymised and analysed. At that point, your contribution will not be entifiakle as yours, so while the
field supervisor will ke aware that you have participated. she will not be able o dentify any of the
COMMENts 35 yours.

Furthermore, the data collected for this study will be stored securely to ensure i iz only accessed by the
researchers involved in the study as appropniate:

o Audio recordings will not leave the hospital at any fime. They will be typed up by peychology
administration staff and then securely deleted. Recordings will remain confidential and will not
be discussed with anyone imvoheed in your care.

o The typed version of your interview will be made anomymous by removing any identifying
information including your name, so you will not be identfiable from the transcript. Pseudonyms
will be used where approprate. Only the researcher and the academic superisor involved in
the project will read them.

o All computer files will be encrypted (that i, no-one other than the researchers will be able o
access them) and the computer fself password protected.

o Anonymized direct quotations from your interview may be used in the reporis or publications
from the study, but your name will not be attached to them.

o The unversity and the hospital will keep all electronic data and hard copies for a perod of fve
years following completion of the study and any associated publications, after which they will
be destroyed.

24
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The only exceptions to confidentiality are if what iz zaid in the interview makes me think that you, or
someone elee, iz at significant nsk of hamm, or if what is said in the nterview amounts to new offence-
related information. In these cases, | will have to break confidentiality and speak to my superisors. I
poszible. | will tell you if | have to do this.

| will also be checking with the care team before the interview to make sure it has been arranged at a
time that will be best for you. If there have been recent streecful events or incidents for you, the care
team might let me know and suggest that we rearange the inferview.

What will happen to the resulis?

The rezults will b= summansed and reported in the form of a thesis research paper and presentation to
fulfil part of the requirements for the Doctorate in Clinical Peychology. Thiz will be completed by May
2014, Findings may also be submitted for publication in an academic or professional journal.

A zummary report of the findings will be available upon request. If you are interested in finding out
more, please let me know after your mteraew.

Are there any risks?
The interviews may involve discussion of expenences you could find distressing. In the event that this
oocurs, you would be adwsed to speak to appropriate staff as required. Thiz may be your schema
therapist, your primary nurse, or other nursing staff. If you become distressed, you have the option of
pausing or terminaiing the nterview. All participants will also be offered an opportunity to discuss any
negative feelings after the interaew.

Are there any benefits to taking part?
Although you may find parficipation interesting, there are no direct benefits in taking part. However, the
interview will provide you with an opportunity to share your story. Your expenences can be valuable in
further developing schema therapy programmes in secure settings.

Who has reviewed the project?
This study has been reviewed and approved by the Liverpool East Research Ethacs Commitiee.

Where can | obtain further information about the study if | need it?
if wou hawve any questions about the study or require further details, please ask me when | retumn next
week.

What if | wish to make a complaint or | have any concerns about the project?

if you wish to make a complaint or raise concems about any aspect of this study and do not want to

discuss them with me directly, please speak to ward staff or my field supervisor (Dri D
who can communicate these concems to me or o my academic supervisor (Drii N
Attematively, you can contact ([ ] @ fom the Research and Development Department for
B ¢ ook ward staff for further details on how to get in touch with him.

Thank you for taking the time to read this information sheet.

| will be returning next week.
If you would like to take part in the study, please let me know when | return.

25
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Appendix G: Consent Form ) \

Consent Form 107.10.2013

Study Title: The impact of schema therapy on namatives of individuals in secure settings

We are acking If you would like o take part in a research project to explore people’s expenences of
schema therapy in secure settings, and how this fits with the way they make sense of their ife stories
and their understanding of themselves.

Before you consent fo participating in the study, we ask that you read the participant information sheet
and mark each box below with your mitials f you agree. If you have any questions or queries before
signing the consent form, please ask the pancipal mvestigator,
Pieass inigal
box Rer sach
statement

| confirm that | have read the information sheet and fully understand what iz expected of
me within this study

| confirm that | have had the opportunity to ask any questions and fo have them
ancwered,

| understand that my interview will be audio recorded and then made into an
anonymised written transchpt.

| understand that audio recordings will be listened to by the researcher and franzcnbed
by psychology administration staff at BB undersiand transcripts will be
read by the ressarcher and her academic supenasor omfy, and will be kept until the
research project has besn examined. The field supenasor wall nof have access fo the
recordings or franscrpls.

| understand that | am not obliged to take part in this study and can withdraw my
paricipation before, during, or up to a week after my interview.

| understand that the nformation from my imtereew will be pooled with other
paricipants' responses, anonymised, and may be published.

| consent fo information and quotations from my interview being used in reports,
conferences, and training events.

| understand that any information | give will remain stnctly confidental and anonymous
urless it is thought that there is a nsk of harm to others or myself, in which case the
principal imvestigator will need to share this information with her supervisors.

| consent to Lancaster University and (¥ =<pina the project data for 5
years after the study has finished, or 5 years after any assocated publications
(whichever iz later).

| conzent to take part in the above study.

Da3E access by requiainy aumonies: | undersand had relevant sechons of my medical NoEs and daa
collected duing the smdy may be jooked af by individuais from Lancasmer Universiy or from the NHS
Trust, where i is redevant o my 2king pan in mis research. | give permission for these indiduais o have
SCCASS [0 My recands.

Name of Participant Signature Date
Mame of Researcher Signature Date
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Appendix H: RC Approval Letter LANCAST )\
RC Lefter 1101021
Date:
Dear Or
Re:
Patient name: MHS number;
Patient name: MHS number;
Patient name: MHS number;

Study Title: The impact of schema therapy on namratives of individuals in secure settings

My name i (]} and | am a Trainee Clinical Psychologist studying at the Doctorate of Clinical
Psychology programme at Lancaster University. | am writing to ask your assistance with my thesis
research project that | am conducting st vt aperoval from Dri I (L=ad Ps et
PDS) and the ([l RAD department. My field supenvsor at this site is Dr-%
(Conzultant Climical & Forensic Peychologist).

The ames of this research are to explore indiiduals’ expenences of schema therapy and how this fits
with their understanding of their offending behavior and risk, and to consider if therapy has impacied on
the way they perceive themselves and their relationships with others, and their previous expeniences.
By doing this research with indiaduals in secure settings, we hope to highlight stones that are seldom
heard but which are important for the further development of best practice of schema therapy with
forensic populations.

Thiz will be a qualitative study with a sample sze of five to ten paricipants. Individuals who mest the
inclusion crtena compnse a small and hard to reach population, and the scarcty of qualitative research
with zuch individuals means there iz a high value to hearing therr stories. Furthermors, qualtative
recearch doss not require lame numbers of paricipants, as the am is to elict nch and detailed
individual accounts for the purpose of developing a deeper understanding of a particular phenomenon
in a gpecthc cohort of individuals, rather than producing generalisable findings as in quanttative
methodologies. However, it i hoped that findings will have utility and dinical implications for best
practice.

All paricipants will be intenviewed on a 11 basis; these interviews will be audicrecorded and
transcribed verbatim by psychology admimctration staff at Marrative analysiz will be
conducted on transcriptions of mterview recordings. For further detalls please see the enclosed
research protocol.




ETHICS DOCUMENTS 4-29

My inclusion | exclusion crteria are as follows:

Inclusion critena:
= Previously convicted of violent offence(z)
» Has engaged in schema therapy on 11 andior group basiz for a minimum of 12 months

Bxclusion crteria:
» Receni senous modent (depending on fype of incident and length of time prior to Interaew —
nsk assessment conducted by clinical staff on site)
=  Parficipants will not be excluded based on when they completed therapy

The results will be summansed and reported in the form of a thesis research paper and presentation to
fulfil part of the requirements for the Doctorate in Clinical Poychology. This will be completed by May
2014. Findings may also be submitted for publication in an academic or professional joumal, and | or
presented at conferences. A summary report of the findings for participants will be available upon
request. Mo indnaduals' information will be identifiable.

| would like to include the above named individuals, for whom you are the Responsible
Clinician, and who have been receiving schema therapy for a minimum of one year. Please

could you let me know of any individuals on this list whom, for clinical reasons, you would
prefer not to be included.

if you have any questions about this study, please do not hesitate to contact me.
Yours sincerely,

H Fi
rainee Llinical Psychologist

Email: ﬁt&rﬂ:.uk Consultant Clinical & Forensic Psychologist
Tek

Enc. Research protocol (incuding participant information sheet, consent form, inferiew guide)
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Research Ethics Committee (REC) Form

NHS REC Form Reference: IRAS Version 3.5
13NWIDE53

The integrated dataset required for your project will be created from the answers you give to the following questions. The
systern will generate only those questions and sections which (a) apply to your study type and (b) are required by the bodies
reviewing your study. Please ensure you answer all the questions before proceeding with your applications.

Please enter a short title for this project (maximum 70 characters)
Irmpact of schema therapy on namatives in secure settings

1. Is your project research?

®Yes CrMo

2. Select one category from the list below:

(3 Clinical trial of an invesbgational medicinal product

[ Clinical nvestigation or other study of a medical device

(" Combined trial of an investigational medicinal product and an investigational medical device

(3 Odther clinical trial bo study a novel intervention or randomissed dinical trial to compare mtervenBons in dinical practice
([ Basic science shudy involving procedures with human participants

[ Study administering questionnaires/intenviews for quantitative analysis, or using mixed quantitativel/qualitative
methodology

#) Study involving qualitative methods only

" Study limited to working with human Essue samples (or other hurman biological samples) and data (specifc project
only)

(3 Study Bmited to working with data (specific project only)

[} Research tissue bank

([ Research database

If your work does not fit any of these categories, select the option below:

[ Otther study

2a. Please answer the following question{s):

a) Does the study involve the use of any ionising radiation? *¥es (Mo
b) Will you be taking new human tissue samples (or other haman biclogical samples)?  (sYes  #:Mo
c) Wil you be using existing human tissue samples (or other human biological samples)? (CrYes  #No

3. In which countries of the UK will the ressarch sites be located?(Tick all that apply)
R England

[ Scotland

[wales

[ Northem Ireland

33 In which country of the LIK will the lead NHS R&D office be located:

Date: 18/07/2013 1 128148/474008/1/252
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NHS REC Form Reference: IRAS Version 3.5
1ANWID553
#: England
(" Scotland
 Wales

(" Northern Ireland
[ This study does not involve the NHS

4. Which review bodies are you applying to?

& NHSMHSC Research and Development offices

[ Social Care Research Ethics Committes

4 Reseanch Ethics Committee

[ Mational Information Govemance Board for Health and Social Care (MIGE)
[ Mational Cffender Management Service (NOMS) (Prisons & Probation))

For NH5/H5C R&D offices, the CT must creale Site-Specific Information Forms for each site, in addition to the
study-wide forms, and transfer them to the PIs or local collaborators.

3. Will any research sites in this study be NHS organisations?
®:Yes ('No

3a. Are all the research costs and infrastructure costs for this study provided by an NIHR Biomedical Research Centre,
NIHR Biomedical Research Unit, NIHR Collaboration for Leadership in Health Research and Care (CLAHRC) or NIHR
Research Centre for Patient Safety & Service Guality in all study sites?

Yes  #)No

If yes, NHS permission for your study will be processed fhrough the NIHR Coordinafed System for gaining NHS Permission
[NIHFR C3F).

3b. Do you wish to make an application for the study to be considered for NIHR Clinical Research Network (CRN) support
and inclusion in the NIHR Clinical Research Network (CRN) Portfolio? Please see information button for further details.

Di¥es  # No

If yes, NHS permission for your study will be processed fhrough the NIHR Coordinafed System for gaining NHS Permission
(NIHR C5F) and you must complefe a NIHR Clinical Research Network (CRN) Portfolio Applicafion Form immediately affer

&. Do you plan to include any participants who are children?
iYes  (#No

T. Do you plan at any stage of the project to undertake intrusive research involving adults lacking capacity to consent
for themsehwes?

(»Yes (¥)No

Answer Yes if you plan fo recruit Iving participanis aged 16 or over who ack capacity, or fo refain them in the sudy following
loss of capacily. Infrusive research means any research with fhe Wing requining consent in law. This includes wse of
idenfifiable tissue samples or personal information, excepf where application is being made fo the NIGEB Ethics and
Confidentialify Commifiee o sef aside the common law duly of confidentiality in England and Wales. Please consuit the

8. Do you plan to include any participants who are prisoners of young offenders in the custody of HM Prison Service or
whio are offenders supervised by the probation service in England or Wales?

Date: 18/07/2013 2 12B148/474908/1/252
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NHS REC Form Reference:
1ANWID553

IRAS Version 3.5

CYes ) No

4. Is the study or any part of it being undertaken as an educational project?

®¥es (Mo

Please describe briefy the involvernent of the student(s):
The student is completing the study as part of 3 Doctorate in Clinical Psychology, and will be the chief invesBgator.

Ha. ks the project being undertaken in part fulfilment of a PhD or other doctorate ?

®¥es (Mo

10. Will this research be financially supported by the United States Department of Health and Human Services or amy of
its divisions, agencies or programs?

CiYes  # Mo

11. Will identifiable patient data be accessed outside the care team without prior consent at any stage of the project
[including identification of potential participants)?

CiYes  # Mo

Date: 18/07/2013 3 12B148/474908/1/252
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NHS REC Form Reference: IRAS Version 3.5
1ANWID553

Integrated Research Application System
Application Form for Research involving qualitative methods only

INHS

Health Research Authority

Application to NHS/HSC Research Ethics Committee |

The Chief Investigator should complete this form. Guidance on the questions is avalable wherever you see this
symbol displayed. We recommend reading the guidance first. The complete guidance and a glossary are avalable by
selecting Help.

Flease define any terms or acronyms that might not be familar to lay reviewers of the application.

Short tithe and wersion mumbser: (maximum 70 characters - this will be inserted as header on all forms)
Impact of schema therapy on namatives in secure settngs

Flease complefe these detaiis affer you have booked the REC applicafion for review.

REC Mame:

Morth West Liverpool East

REC Reference Number: Submission date:
13MWIDE58 18072013

Al Full title of the research:
The mpact of schema therapy on namatives of individuals in secure setfings

A2-1. BEducational projects

Mame and contact details of studentis):

Student 1
Title Forenamefiniials Surname
s
Address N
L
L
Post Code .
E-miail B ancaster ac.uk
Telephone L]
Fax
Give detals of the educational cowrse or degree for which this research is being undertaken:

Date: 18/07/2013 4 12B148/474908/1/252
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NHS REC Form Reference: IRAS Version 3.5
1ANWID553

MName and level of course! degree:
Doctorate in Clinical Psychology

Name of educational establishment:
Lancaster Uiniversity

Mame and contact details of academic supervison(s):
Academic supervisor 1

Title ForenamelInitials Sumame
Cr L

Address C15 Fumess College
Lancaster Liniversity
Lancaster
Post Code LAT 4G
E-mail st s uk
Telephone A
Fax ]

Please state which academic supervison(s) has responsibility for which student(s):
Piease click “Sawve now™ before completing this fable. This wiil ensure that all of the student and scademic supenisor

defails are shown comecily.
Student{s) Academic supervisoris)
Stucent 1 = SENED | o ——

A copy of a curent GV for the studenf and the academic supenisor (maximum 2 pages of A4) must be submitfed with the
application.

A2-2 Who will act as Chief Investigator for this study?

% Student
(2 Academic supervisor
12 Otther

A3, Chief Investigator:

Title ForenamefInitials Sumame

s
Post Trainee Clnical Psychologist
T BSc{Joint Hons
Qualifications ey )
Employer Lancashire Care NHS Foundation Trust
Work Address C27 Fumess College
Lancaster Liniversity
Lancaster
Post Code LAT G
Work E-mail B ancasterac uk

Date: 18/07/2013 5 12B148/474908/1/252
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NHS REC Form Reference: IRAS Version 3.5
1MNWID558
* Personal E-mail B oail.com
Work Telephane S
* Personal TelephoneMobie (D
Fax

* This information is opfional it will nof be placed in the public domain or disclosed to any other thind party withowt prior
consent.
A copy of a curent CV (madmum 2 pages of A4) for the Ghief Investigafor must be submitfed witlh the application.

Ad. Who is the contact on behalf of the sponsor for all comespondence relating to applications for this project?
This contact will receive copies of all cormespondence from REC and RED reviewers thaf is sent fo the Gl

Tike Forename/initials Sumame

Mr=

Address B Floor, Bowland Main
Lancaster Liniversity
Lancaster

Post Code LAT YT

E-mail ethics@lancaster.ac uk

Telephone L]

Fax L]

AS-1. Research reference numbers. Please give any relevant references for your study:

Apphicant's/organisation’s own refierence number, e.g. R & D (if nia
available):

Sponsor's/probocol number: nia
Protocol Version: 3

Protocol Diate: 15052013
Funder's reference number: nia

Project website: nfa

Addifional reference number|s):
Ref Mumber Description Reference Number

Regisiration of research studies is encouraged wherever possible. You may be able fo register your study through
your NHS organisafion or a regisfer un by 3 medical research chanty, or publish your prodocol through an open
access publisher. if you have registered your sfudy please give details in the “Additiona! reference numbers)” section.

AS-2. Is this application linked to a previows study or another current application?
CiYes (# Mo

Flease give brief details and reference numbers.

Date: 18/07/2013 L] 12B148/474908/1/252
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NHS REC Form Reference: IRAS Version 3.5
1ANWID553

AB-1. Summary of the study. FPlease provide a brief summary of the research (maximurm 200 words) using language
easily undersiood by Ey reviewers and members of the public. Where the research is reviewed by a REC within the LK
Heaith Depariments Research Ethics Senvce, this summary will be published on the wehsite of the National Research
Ethics Sernvice following the ethical review.

Schema therapy has been shown to be an effective psychotherapeutic intervention for individuals who present with
chronic psychological distress, and who are often given a diagnosis of ‘personality disorder’. Forensic populations
hawe a high prevalence of individuals with such interpersonal difficulties, and research indicates these individuals are
muovre likely to reoffend afier leaving secure hospitals. Increasingly, schema therapy is also being implemented in
forensic seftings and prefiminary outcome data is encouraging.

This research aims to explore whether engaging in schema therapy has an impact on the personal namatives of
individuals with a history of viclent offending, by considering how individuals make sense of their ife stories, their
understanding of their previous offending behaviour, and where schema therapy fits with that understanding.
Focussing this research on individuals in secure settings would highlight stones that are seldom heard but which are
important for the: further development of best practice of schema therapy with forensic populations.

The researcher hopes to recruit 5-10 participants from a medium secure unit, who have engaged in schema therapy
for at least twelwe months. As this is a qualitative study, a flexible semi-structured interview style will be used.
Participants may be asked to take part in up to three intensews. lasting 1-2 hours in total with breaks as appropriate.
Marrative analysis will then be conducted on transcriptions of interview audic-recordings.

AE-2. Summary of main issues. Fiease summanse the main ethical, legal, or management issues ansing from youwr sudy
and say how you have addressed them.

Not ail studies mise significant issues. Some sfudies may have siraighfforwand ethical or other isswes that can be identified
and managed rowdinely. Others may present significant issues requining further considersbion by a REC, RE&D office or other
review hody (a5 appropriale to the issue). Sfudies that present 3 minimal sk fo parficipants may raise complex
mafrmafnriega]‘ms Yow showld fry fio consider all the types of issues thaf the different reviewers may need o

The purpose and design of the project was initially discussed and reviewed by the academic supenvisor and field
supenisor. The proposal was then presented for peer review at Lancaster University to a panel mcluding trainee
clinical psychologists, service users, and two reseanch tutors who are not part of the study. The proposal was modified
on the basis of feedback and has since been reviewed again by the academic supervisor and field supenssor.

RISKIDISTRESS

Al interviews will rermain confidential unless any concem of risk fo the participants themselves or to others is
highlighted. If this should ocoar, it will ke discussed with supesvisors who would take appropriate action to manage the
risk. This may inchude notifying other professionals at the site.

If participants hawe any concems about the study or wish to raise any issues, they wil be advised to contact the Patient
Advice and Liaison Service (PALS) through ward staff. who would then be able to assist them with any concems or
direct them to adwocacy or complaints senvices as appropriate. The chief investigator has contact=d (NI 5L 5
to inform themn of the study and make them aware of this possibility. and copies of the participant information sheets
and consent form have been sent to them.

It is possible that the interviews will nvolve discussion of experiences participants could potentially find distressing. If
this occurs, participants would be advised to speak to the field supervisor and other appropriate staff such as their
primary murse (or other nursing staff) following the interview. The interview may be paused or terminated if a participant
becomes distressed, and all participanis will be offered the opportunity of debriefing. Potential participants will be
made aware of this in adwvance through the information sheets. The chief investigator is a frainee dinical psychologist
and therefore has skills and training enabling her to conduct the interviews in 3 sensitive and appropriate manner.

There can also be an emobonal impact on the researcher, depending on the content and interactional processes of
the intersews. I this occurs, supenision and support will be accessed as requined.

Al interviews will be conducted in line with Trustiservice policies relating to risk management at each site. The
researcher will ensure she is aware of site-specific aspects of risk management prior to starting recnatment. Al
imensews will take place on site and according o Trust/senvice guidelines.

CAPACITY

Date: 18/07/2013 T 12B148/474908/1/252
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NHS REC Form Reference: IRAS Version 3.5
1ANWID553

Capacity will not be assessed prior to recruitment, as the Mental Capacity Act (2005) states individuals should be
presumed o hawve capacity unless indicated otherwise. and detention under the Mental Health Act (1983) is not
sufficient to indicate incapacity. Furthermore, if individuats did not have capacity to consent and parficipate in research,
it would be unlikely they would be engaging with schema therapy.

It will therefore be assumed that participants have capacity to consent and parficipate, unless it becomes apparent
during the interview that this is not the case. In such a situation, appropriate action in e with the guidelines of the
Mental Capacity Act (2005) would be taken.

COMNFIDENTIALITY & ANCNYMITY

The field supervisor will be aware of who is participating due to processes around risk assessment and logistics of
recruitment in secure settings. Moreover, the field supenisor is, or has been, involved in the carefireatrment of potential
participants. However, the field supervisor will not have access to intenview recordings or ranscripts and will only see
the data after analysis, so she will be unable io ideniify individual contributions from specific participants. Ulse of
pseudonyms throughout ranscription and analysis will also maintain anonymity.

The academic supervisor will have access to all recordings and franscripts for the purposes of supervision, for
example, listening to and providing feedback on interview technigue. The academic supenvisor is not invohwed with the
care/treatment of potential participants in any way.

Paotential participants will be made aware of the abowe in advance through the information sheets. [t will be made
explicit that participation will have no impact on careftreatment, and their individual contnbutions will not be identfiable
after analysis has been completed, so the field superisor will be unable to determine what individual participants have
said in their interviews. Any concems participants may have about this aspect of the study will be discussed during the
recruitment approaches and prior to obtaining consent.

AE-3. Proportionate review of REC application The inftial project fiter has identified that your sfudy may be suilable for
proporfionate rewview by a REC sub-commitfee. Flease consulf the cument guidance notes from NIRES and indicate whether
you wish fo apply through the proporfionafe review senvice or, tsking info accounf your answer fo AE-2, you consider fhere
are ethical issues that require considerstion at a full REG meeting.

([ Yes - proportionate review (%) No - review by full REC meeting
Further comments (opdional):

Note: This question only applies fo the REC application.

AT. S5elect the appropriate methodology description for this research. Flease tick ail that apply:

[[] Case series! case note review

[] Case coniral

[] Cohort obsenation

[[] Controdled trial without randomisation
[] Cross-sectional study

[] Database analysis

[] Epidemiclogy

[ Feasibilty! pict study

[ Laboratory study

[ Metanalysis

A Qualitative research

B Questionnaire, interview or chsenvation study
[] Randomised controlled trial

[[] Other (please specify)

Date: 18/07/2013 B 12B148/474908/1/252
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NHS REC Form Reference: IRAS Version 3.5
1ANWID553

A10.What is the principal research questioniobjective? Flease puf this in language comprehensible fio 3 lay person.
What are the personal narratives of ndividuals with a history of viclent offending. following engagement in schema
therapy?

A11.What are the secondary research questionsfobjectives if applicable? Please put this in lamguage comprehensible to
a lay person.

Secondary aims include exploning individuals' namatives of engaging in schema therapy and how they feel the schema
model may or may not apply to them, whether they have found the model helpful in understanding ther previous
offending behawviours, and if their therapeutic experiences have impacted on their self-constructs and ways of relating
to others.

A2 What is the scientific justification for the research? Please put this in language comprehensible fo a lay person.

PURPOSE & DESIGN

Positive cutcomes are important with forensic populations, and using qualitative methods to exporing their
experiences would be valuable in informing future dinical practice and effective risk management. Furthermare,
eliciting the personal stories of ndividuals engaging in therapy prowides an opporumnity to hear the voices of a
population that is often disempowered, and retums the focus of reseanch to those who are most directly involved in and
affected by the senvices provided. This is especially true for individuals in secure seftings, as they often experience the
greatest power imbalances and the fewest opportunities to express their perspectives. Using gqualitative
methodologies to explore these perspectives would enable these woices and stories to be heard to a greater degres,
and facilitate a nicher understanding of their therapeufic expenences.

There s an increased focus on using narmative approaches with forensic dient growps in assessment, therapy, and
recommendations for future research. Understanding how individuals perceive themselves in relation to others and in
the comtext of their seftings is an important part of the engagement, assessment, and formulation process, and can be
a factor in improving the effectveness of assessments and interventions by making thern more responsive o
individual needs and risks. Using a namative approach to explore the experiences and stories of offenders who have
engaged in schema therapy would provide a timely and much-needed insight into the experiences, effectiveness, and
outcome of this therapy from the senvice user's perspective. Moreover, namative analysis is a useful approach for
resiearch where only a small number of ndividuals are likely to fit the criteria, as each participant's namative can be
explored in depth.

Individuals wivo meet the inclusion criteria are a small and hard to reach population, and the scarcity of gualitative
research with such individuals means there is a high value to hearing their stories. Furthermore, qualitative research
does not require lange numbers of participants, as the aim is to elicit rich and detaled individual accounts for the
pupose of developing a deeper understanding of a particular phenomenon in a specific group of individuals, rather
than producing generalisable findings as in quantitative studies. Howewver, it is hoped that findings will have utility and
dlinical implications for best practice.

A1l Please summarise your design and methodology. It should be dlear exactly whaf will happen fo the research
participant, how many times and in whaf order. Flease complede this secfion in language comprehensible to the lay person.
Do not simply reproduce or refer fo the profocol. Further guidance is available in the guidance nofes.

METHCD
A phasad recruitment strategy will be used. The first stage of recruitment is aimed to recruit enowgh participants for the
shudy:

1. Prefiminary discussions with the field supervisors will take place o identify potential participants

2. The chief mestigator will make an initial visit fo the site for the purposes of introductions, outfining study, and
distributing infioemation sheets.

3. The chief nvestigator will make a follow-up visit to the site after one week to answer any questions, ascertain
interest and amange dates/times for interviews.

4. Interviews will be conducted at the site by the chief mwestigator — dates/times will be amanged in collaboration with
participants and ward staff.

5. Interviews will be conducted indvidually, audic-reconded, and transeribed.

If insufficient numbers of participants come forward, the second stage of the recruitment strategy will be implemented
and the options below camed out as required:

Date: 18/07/2013 ] 12B148/474908/1/252
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1. The recruitment process identified above will be repeated one month later.

2. The nclusion criteria will be modified to inclede indviduals who have engaged in schema therapy on 1:1 and/or
group basis for @ minirmum of six to nine months (instead of twelve months); this will increase the pool of potential
participants.

3. Another site may be added to further mcrease the podd of potential participants and thereby faclitate recruitment; in
this case, additional research govemnance approval will be sought from the Research and Development (RED)
Department at the relevant NHS Trust.

Recruitment approaches can only take place when the chief investigator is on site therefore potential participants will
also be offered shudy information, the opportunity to enguire about the study, and discuss participation when the
researcher visits the site to conduct interviews. It is hoped that this approach will potentially maximise recnutment and

In addition to the detaled participant information sheets, potential participants will also be given a surmmary
information sheet providing an owerview of the important information. Before starting the intenview, the nfommation
sheet will b2 reviewed and a further opportunity will be provided to ask any questions, following which the consent form
will be signed.

Participants will have the option of withdrawing consent up to a week after the date of the intersew; after this point,
transcription will have been completed and analysis may have started making it difficult to identify and remove a3
specific participant's contributions from the complete dataset.

Up to three interviews may be conducted with each participant, depending on the amount of data obtained and the
number of individuals willing to participate. to enswre sufficient depth of analysis. This possibility will be made dear to
potential participants in the infiormation sheets and consent forms. If further interviews are required, the researcher will
revisit the site, contact participants, and amange nterviews as appropriate. Intenviews will take approximately 1-2 hours
in total, with each interview lasting approximately 45 minutes-1 hour, and breaks will be offered in line with participants’
needs io ensure their comfort.

The recruitment and data collection process will be reviewed in supervision on a monthly basis. Reflecons on
reflexivity and audit trails to evidence the data collection and analysis will be provided in the final report. Supervision will
also be accessed as appropriate to minimise potential researcher bias by discussing and reviewing the analytic

DESIGN

Marrative analysis will be conducted on transcriptions of intenview recondings. For this methodology. interviews would
usually be minimally struchmed in order to elicit participants” self-generated namatives, giving priority to their
perspectives and their processes of making sense of their experiences. This would allow a focus on exploring whether
individuals' stories reflect an understanding that fits with the schema therapy they have engaged in. The process of
telling one's personal story is a reflection of, and provides nsight into. the way an ndividual makes sense of their
experiences and behaviours, incuding offending behaviour. Since schema therapy aims to promote changes in
individuals’ understanding of themselves, a namative approach would therefore provide a more appropriate indication
of whether participants have intemnalised new leaming from therapy in comparison to approaches such interpretive
phenomenoclogical analysis (IPA), which would ask more direct questions relating to therapeutic experiences.
Furthermore, unlike other approaches, namative analysis also allows an individual's story to be considered as a whaole,
rather than being fragmented into codes across the whole dataset. This allows the researcher to gain a more holistic
understanding of an individual and their experiences.

Potential drawbacks of this method include the difficulties in eficiting participants” namatives when the population is
difficult to engage or the intenview topic is sensitive or distressing; both these issues may be pertinent in this study. A
namative approach does offer a way of approaching the interview from a more person-centred and less "expert’
position; however, it is acknowliedged that a balance will need to be achieved between allowing nammatives to emerge
naturally and eliciting the information required to answer the research question. The interview guide will therefore be
semi-structured rather than open-ended, with reflexive conversational prompts to be used as nesded to facilitate
responses, as well as specific prompt questions to cover areas not addressed spontaneously by participants. The
resulting interview will therefore still be flexible and responsive to individual participants’ responses and way of tefling
their story. |t is possible participants may be more willing to discuss their therapeutic experiences. than aspects of their
personal experiences, but it is hoped this interview approach will create space for participants to feel comfiortable with
sharing bath types of namatives.

Ald-1. In which aspects of the research process have you actively involved, or will you involve, patients, service users,
andfor their carers, or members of the public?
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[ Design of the research
] Management of the research
[ Undertaking the research
[ Analysis of results
[] Dissemination of findings
[[] Mone of the: above
Give details of invofvement, or if none please jusiify the absence of invohement.

Thee progect proposal was presented at a peer review panel at Lancaster University where senvice users were present
and had the opportunity to comment.

A1T-1. Please list the principal inclusion criteria (list the most important, max 5000 characters).

“Previously convicted of wiclent offences)
*Has engaged in schema therapy on 1:1 andfor group basis fior a minimum of 12 months

A1T-2. Please list the principal exclusion criteria (list the most important, max 3000 characters).

“Recent serious incident {depending on type of incident and length of time prior to mterview — risk assessment
conducted by clinical staff on site)

~Participants will not be excluded based on when they completed therapy (e.g. some participants may have completed
therapy and been discharged nto the community by the time of recruitment)

~Participants will not be excuded based on whether they are accessing [/ have accessed schema therapy on an
inpatient | outpatient basis

A1B. Give details of all non-clinical intervention(s) or procedure(s) that will be received by participants as part of the
research protocol. These include seeking consent, intenviews, non-clinical obsenations and wse of quesfionnaires.

Please complete the columns for each intervention/procedure as follows:
1. Total mamber of miterventions/procedures o be received by each parficipant as part of the research protocol_
2. If this interventioniprocedure would be routinely given to participants as part of their care outside the research,
hiowr many of the total would be moautine?
3. Average time taken per intervention/procedure (minutes, howrs or days)
4. Details of who will conduct the intervention/procedure, and where it will take place.

Intervention or procedure 1 2 3 4

Initial recnuitment approach to 1 nfa 15  Chief investigator will visit the site for this purpose

introduce the study, distribute 30

information sheets, and answer

questions

Ascertaining interest. answering 1 nfa 15  Chief investigator will revisit the site for this purpose

any further questions, amranging 30

interviews

Interview 1- nfa 45  Chief iwestigabor will refum to the site to conduct the

3 120 mierviews at a Bme/date convenient to the participants - if more

than one interview is amanged with an individual, these will not
take place on the same day
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A. How long do you expect each participant to be in the study in total?

Recruitrment is planned from Cctober-December 2013, but each participant will only be required to engage for a
maamum of approximately two hours during their interview(s).

AZ2 What are the potential risks and burdens for research participants and how will you minimise them?

For all shudies, describe any potential adverse effects, pain, discomiont, distress, infrusion, incomvenience or changes
to festyie. Only describe risks or burdens that cowld occwr a5 a result of participation in the research. Say whaf sfeps
would be faken fo minimise risks and burdens as far as possible.

It is possible that interviews will involve discussion of experiences participants could potentially find distressing. If this
ocours, participants would be advised to speak to the field supernvisor and other appropriate staff such as their primary
nurse {or other nursing staff) as required following the interview. The researcher may also offer to pause or terminate
the: interview i a participant becomes distressed, and all participants will be offered the opportunity of debnefing.
Potential participants will be made aware of this in advance through the information sheets. The chief westgator is a
trainee clinical psychologist and therefore has skills and traming enabding her to conduct the interviews in a sensitive
and appropriate manner. Breaks will also be offered during interviews in line with participants’ needs to ensure their
comfort.

If participants hawve any concems about the study or wish o raise any issues, they will be advised to contact the
Patient Advice and Lisison Service (PALS) through ward staff, who would then be able to assist them with
concems or direct them to advocacy or complaints services as appropriate. The reseancher has contacted
) FALS fo infiorm them of the study and make them aware of this possibiity, and copies of the participant
information sheets and consent form have been sent to them.

AZ3. Will interviews! questionnaires or group discussions include topics that might be sensitive, embamassing or
upsetting, or is it possible that criminal or other disclosures requiring action could occur during the study?
®:Yes (rMNo
i Yes, please give details of procedures in place to deal with these issues:
All nteriews will remain confidential unless any concem of sk to the participants themselves or to others is

highlighted. If this should occur, it will be discussed with supervisors who would take appropriate action to manage
the risk. This may indude notifying other professionals at the sites.

If parficipants have any concems about the study or wish to raise any issues, they will be advised to contact the
Patient Advice and Liatson Service (PALS) through ward staff, who would then be able to assist themn with any
concems or direct them to advocacy or complaints services as appropriate. The chief nwesigator has contacted
R - - to inform them of the study and make them awane of this possibility, and copies of the participant
infiormation sheets and consent form hawve been sent to them.

It is possible that participation in this study could eficit negative emotions, as the interviews will involve discussion of
experiences participants could potentially find distressing. If this occurs, participants would be advised to speak to
the fiedd supervisor and other appropriate staff such as their primary nurse (or other narsing staff) as required
fiollowing the intenview. The researcher may also offer to pause or ferminate the interview if a participant becomes
distressed, and all participants will be offiered the opportunity of debriefing to minimise any lasting impact. Potential
participants will be made aware of this in advance through the information sheets. The chief investigator is a trainee
diinical psychologist and therefore has skills and training enabling her to conduct the interviews in a sensitve and

appropriabe manner.

A24. What is the potential for benefit to research participants?
Individuals may find participation interesting but there are no direct benefits in taking part-

A26. What are the potential risks for the researchers themsehves? (if any)

There can be an emotional impact on the researcher depending on the content and interactional processes of the
interviews. If this should occur, supervision and support will be accessed as required.

The chief investigator will conduct all interviews in line with Trest'service poficies relating to risk management at each
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site. The chief investigator will have already completed breakaway training through the DClinPsy course. All interviews
will take place on site and according to any Trust'senice guidelines governing such processes.

A2T-1. How will potential participants, records or samples be identified? Who will carmy this owt and what resources will
be used?For example, identification may involfve a disease regisfer, compuiensed search of GF records, or review of
medical recovds. Indicate whether this will be done by the direct healthcare team or by researchers sofing wunder
amangements with the responsible care organisations).

Prefiminary discussions with the field supervisor will identify potential participants. The field supervisor has been oris
currently invobwed in the care and treatment of potential parficipants and is therefore part of their dinical teams.

However, the field supervisor will not be directly involved in recruitment approaches to potential participants, thereby
allowing individuals to make decisions on whether or not to participate without undue influence. The chief investigator
will visit each site to introduce herseff and provide informiation about the study to potential participants identified by the
field supersisor.

A2T-2.Will the identification of potential participants involve reviewing or screening the identifiable personal
information of patients, service users or any other person?

Di¥es  # No

A28 Will any participants be recruited by publicity through posters, leaflets, adverts or websites?

DYes @rMo

AZ9. How and by whom will potential participants first be approached?

The field supendisor will initially identify potential participants who meet the inchusion criteria. The chief investigator wall
then conduct initial visit to each site for the purposes of introductions. outiining study, and distributing information

shieets. This will be followed by a follow-up visit to each site after one week to answer any guestions, ascertain nferest
and amrange dates/times for intenviews.

Field supervisors are inwolved in individuals’ canefireatment and will not be directly invobwed in recruitment approaches
to potential participants, thereby allowing individuals to make decisions on whether or not o paricipate without undue
influenice.

A30-1. Will you obtain informed consent from or on behalf of research participants?
®:Yes (rMNo

If you will be ohizining consent from adult participants, please give defails of who will fake consent and how it will be
done, with details of any steps fo provide information (a wriften information sheel, videos, or inderacfive matenial).
Armangements for adults unable fo consent for themsefves showld be described separafely in Part B Section 6, and for
children in Part B Section 7.

If you pian fo seek informed consent from vulnerabie groups, say how you will ensure that consenf is volundary and
fully informedal

In addition to the detaled participant information sheets, potential participants will also be given a surmmary
information sheet providing an ovensew of pertinent information. At the point of interview, the information sheet will be
reviewed and a further opportunity will be provided to ask any questions, following which the consent form will be
signed.

Participants will have the option of withdawing consent up to a week after the date of the interview; after this point,
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transcription will have been completed and analysis may have started making it difficult to identify and remove a
specific participant’s contributions from the complete dataset.

If you are mot abiaining consenf, please explain why not

Flease enclose a copy of the information sheet(s) and consent formys).

A30-2. Will you record informed consent {or advice from consultees) in writing?

®Yes (CrMo

A3. How long will you allow potential participants to decide whether or not to take part?

There will be an initial visit to the site for the purposes of introductions. outfining study, and distributing information
sheets. The chief investigator will then conduct a follow-up visit to the site after one week to answer any quesbons,
ascertain interest and amange dates/times for nteniews.

Recruitment approaches can only take place when the chief investigator is on site therefore potential participants will
also be offered study information, the opportunity to enguire about the study, and discuss participation on the
occasions when the chief investigator visits. the site to conduct interviews. This approach will potentially maxamise
recruitment and participation, and is more flexible in alowing potential participants time to make/communicate
decisions on participation_

A33-1. What arrangements have been made for persons who might not adequately understand verbal explanations or
written information given in English, or who have special communication needs %e.q. translafion, use of inferpreters)

In addition to the detaled participant information sheets, potential participants will also be given a surmmary

informaiion sheet providing an overview of pertinent information. At the point of interview, the information sheet will be
reviewed and a further opportunity will be provided to ask any questions.

Due to lack of funding. it is not possible to provide a translation or interpretation service for ndividuals who might not
understand English or require additional aids to communication. Consequently, they would not be inchuded in the
study. However, it is likely that all individuals who meet the inclusion criteria of hawing engaged in schema therapy for
twelve months will be able to understand the nfomation provided., therefiore it is not expected that any potential
participants would be exclueded on this basis.

A35. What steps would you take if a participant, who has given informed consent, loses capacity to consent during the
study? Tick one opfion ondy.

(#> The participant and all identifiable data or tissue collected would be withdrawn from the study. Data or tissue which
is not identifiable to the research team may be retained.

(2 The participant would be withdrawn from the study. ldentfiable data or tissue already collected with consent would
be retained and used in the study. Mo further data or tissue would be collected or any other research procedures camied
out on or in relation to the participant.

(2 The participant would coninuwe to be included in the study.

(" Not applicable — informed consent will not be sought from any participants in this research.

[ Mot applicable — it is mot practicable for fhe research team fo monitor capacity and continued capacity will be
assumed.

Further details:

It will be assumed that participants hawve capacity to consent and participate, unless it becomes apparent during the:
imtenview that this is not the case. In such a situabion, the chief investigator will take appropriate action in line with the
guidelines of the Mental Capacity Act (2D05).
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A36. Will you be undertaking any of the following activities at any stage (including in the identification of potential
participants)?(Tick a5 approprate)

[ Access to medical records by those outside the direct healthears team

[ Electronic transfer by magnetic or optical media, email or computer networks
[] Sharing of personal data with ofher organisations

[ Export of personal data cutside the EEA

[] Use of personal addresses, postcodes, faxes, emails or telephone numbers
4 Publication of direct quotations from respondents

[ Publication of data that might allow identification of individuals

¥ Use of audioivisual recording devices

4 Storage of personal data on any of the following:

& Manual files including X-rays
[INHS computers

& Home or other personal computers
& University computers

[] Private company computers

B Laptop computers

Further details:

Interview recordings will be encrypted and stored securely on a password-protecied and encrypted computer § lapbop,
and wil then be transcribed verbatim by the chief investigator, and anonymised by assigning pseudonyms o names
and places. Only the chief nvestigator and academic supervisor will have access to audio recondings and
transcriptions.

A28 How will you ensure the confidentiality of personal data?Please provide a general ststement of the policy and
procedures for ensuning confidentiality, e.q. anonymisafion or pseudonymisation of dafa.

Transcripts of the interviews will be fully anonymised and pseudonyms will be assigned to each of the participants.
Oy the chief westigator will be aware of which participant each pseudonym comesponds to.

The audic recorder cannot be encrypied but interview recordings will be fransfemed to a secure medium such as a
password-protected and encrypted computer [ Llaptop within two hours of completing each intenview; until this point, the
recorder will be stored securely. Intenview recordings will be deleted from the audio recorder once transfer to a secure
medium takes place. Audio fles will be securely deleted from the computer / laptop once analysis is completed.

Al electronic data and hard copies will be encrypted and kept securely on a university server and a locked filing cabinet
at Lancaster University for a penod of five years following completion of the study and any associated publications, after
which they will be destroyed. If publication is achiewed, data will be retained for a further five years post-publication.

A4D. Who will hawve access to participants’ personal data during the study? Where access is by indviduals outside the
direct care feam, please justify and say whether consent will be sought.

The field supervisor will be aware of who is participating due to processes around risk assessment and logistics of
recruitment in secure settings. Moreover, the field supenisor is, or has been, involved in the carefireatrment of potential
participants. However, the field supervisor will not have access to intenview recordings or ranscripts and will only see
the data after analysis, so she will be unable to ideniffy individual contributions from specific participants. Use of
pseudonyms throwghout transcription and analysis will serve to further maintain anonymity.
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The academic supervisor will have access to all recordings and transcripts for the purposes of supervision, for
example, listening to and providing feedback on interview technigue. The academic supenvisor is not involwed with the
careftreatment of potential participants in any way.

Paotential participants will be made aware of the abowe in advance through the information sheets. [t will be made
explicit that participation will have no impact on careftreatment, and their individual contributions will not be identifiable
after analysis has been completed, so the field supervisor will be unable o ascertain what individual participants have
said in their interviews. Any concems participants may have about this aspect of the study will be discussed during the
recruitment approaches and prior to obtaining consent.

A43. How long will personal data be stored or accessed after the study has ended?

# Less than 3 months
(»2—6 months
(76— 12 months

(» 12 months — 3 years
(3 Oweer 3 years

A4E. Will research participants receive any payments, reimbursement of expenses or any other benefits or incentives
for taking part in this research?

CiYes  # Mo

AAT. Wil individual researchers receive any personal payment over and above normal salary, or any other benefits or
incentives, for taking part in this research?

CiYes  # Mo

A4l Does the Chief Investigator or any other investigator'collaborator have any direct personal invobrernent (e.g.
financial, share holding, personal relationship etc.) in the organisations sponsoring or funding the research that may
give rise to a possible conflict of interest?

CiYes  # Mo

A43-1. Will you inform the participants ' General Practitioners (andior any other health or care professional responsible
for their care) that they are taking part in the study?

CiYes  # Mo

If Yes, piease enclose 3 copy of the informadion sheetfefier for the GPhealth professional with a version number and date.

AS0.Will the research be registered on a public database? |
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#:Yes (' No

Flease give details, or justiy if nof regisferng the research.
Upon compleion, the research will ke submitted for publication to an appropriate peerreiewed joumal. i accepted, the
abstract will be publicly available from the jounal's website.

Regisiration of research studies is encouraged wherever possible.

You may be able fo register your sfudy through yowr NHS organisation or a regisier un by a medical research charity,
or pubiish your prodocol through an open access publisher. If you are sware of 3 suitable register or other method of

publication, please give detalls. if not, you may indicate that mo suitsbie regisfer exists. Please ensure that you have

entened registry reference numbern|s) in quesfion A5-1.

AS1. How do you intend to report and disseminate the results of the study? Tick a5 appropriafe:
4 Intemal report
[] Conference presentation
[] Pulblication on website
[] Other publication
[] Submission to regulatory authorities
[] Access to raw data and right to publish freely by all investigators in study or by Independent Steering Committes
on behalf of all vestgators
] Mo plans to report or disseminate the results
[ Other (please specify)
The research will be submitted as a thesis as partial requirement for the Doctorate in Clinical Psychology at Lancaster
University.

A3 Will you inform participants of the results?
®:Yes () No
Please give details of how you will inform parbicipants or justiy if nof doing s0.

Participants will be offered the opportunity to obtain feedback on the findings once the study has been completed if they
indicate an interest in the outcomes when asked at interview.

A3d. How has the scientific quality of the research been assessed?Tick a5 appropriate:

[Independent external review

[ Review within a company

[ Review within a multi-centre research group

i Review within the Chisf Investigator's insStuion or host crganisation
A Review within the research team

& Review by educational supenvisor

[] Other

Jusfify and describe the review process and oufcome. [f the review has been undertaken but nof seen by the
researcher, give defails of the body which has underfaken the review:

The proposal was initially discussed and reviewed by the academic supervisor and the field supenvisor. [t was then
presented for peer review at Lancaster University to a panel inchuding frainee dinical psychologists, service users, and
two research tutors who are not part of the study. The proposal was modified on the basis of feedback and has since
been reviewed agan by the academic supenisor and the field supervisor.
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For ail studies except non-doctoral student research, please enclose a copy of any available scientific cribgue reports,
fogether with any related comespondence.

For non-doctoral student research, please enclose 3 copy of the assessment from your educsbonal supenison’ insfitufion.

A9 What is the sample size for the research? How many participantssamples/idafa reconds do you plan fo sfudy in fofal®
If there is more than one group, please give further defails belfow.

Total UK sample size: 10
Total intemational sample size (incheding UK): 10
Total in European Economic Area: 1]
Further details:

The total numiber of participants for the study will be 5-10.

ABD. How was the sample size decided upon? K a formal sample size calcwsbion was wused, indicate how this was done,
giving sufficient information to jusiify and reproduce the calculafion.

Cualitative research typically involves smiall sample sizes. The sample for this study was decided on after discussions
with supervisors. Individuals who meet the inclusion criteria comprise a small and hard to reach population, and the
scarcity of qualitative research with such individuals means there is a high value to hearing their stones. Furthermaore,
qualitative research does not require lange numbers. of participants, as the aim is to elicit rich and detaled individual
accounts for the purpose of developing a deeper understanding of a particular phenomenon in a speciic cohort of
individuals, rather than producing generalisable findings as in quantitative methodologies.

AB2. Please describe the methods of analysis [stafistical or other appropriate methods, e.g. for qualitative research) by
which the data will be evaluated to meet the study objectives.

The methodology used will be nammative analysis whereby franscripts of audio recordings. will be analysed with a view
to identifying the boundaries of nasmative segments; content and underlying themes of these segments will be noted,
followed by the identification of thematic and linguistic connections. Analysis will be completed by manual coding.

Reflections on reflexivity and audit trails to evidence the data collection and analysis will be provided in the final report.

Supervision will also be accessed as appropriate to minimise potential researcher bias by discussing and reviewing
the analytic process with the academic supenisor.

AB3. Dther key investigatorsicollaborators. Please include all grant co—applicants, profocol co—authors and ofher key
members of the Ghief imvestigafor’s feam, incuding non-doctomal studenf reseanchers.

Title Forename/initials Sumame
Or -
Post Highly Specialist Clinical Psychologist
Qualifications
Employer D = Trust
Work Address (N
D
S
Post Code [ ]
Telephone L]
Fax
Mabile
Work Email [ & LG
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AB4-1. Sponsor

Lead Sponsor

SEUS 7 NHS or HSC care organisation Commercial status:
(%) Academic
(2 Pharmaceutical industry
) Medical device industry
) Local Authority
[ Other social care provider (including voluntary sector or private onganisation))
(3 Other

If Other, please specify:
Contact person
Mame of organisation Lancaster Uiniversity

Given name [ ]
Family name -l

Address B Floor, Bowiand Main, Lancaster Liniversity
Townlcity Lancaster

Post code LAT $W

Country UNITED KINGDOM

Telephone ]

Fax L]

E-mail ethicsi@lancaster ac uk

ks the sponsor based outside the LIK?
i¥es WMo

Linder the Research Govemance Framework for Health and Social Care, a sponsor oufside the U musf appoint a
legal representafive established in the UK. Please consulf the guidance nofies.

AB3. Has external funding for the research been secured?

] Funding secured from cne or more funders
[] External funding application to one or more funders in progress
4 No application for external funding will be made

What type of research project is this?
) Standalone project
(" Project that is part of a programme grant
[ Project that is part of a Centre grant
(" Project that is part of a fellowship! personal award/ research training award
[y Cither
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Ciher — please state:
Part of Doctorate in Clinical Psychology

ABT. Has this or a simiar application been previously rejected by a Research Ethics Commitiee in the LUK or another
country?
Yes (#)No

Flease provide a copy of the unfavourable opinon lettens). You should explain in your answer io guestion AE-2 how the
reasons for the unfavourable opinion have been addressed in this applicabon.

ABE-1. Give details of the lead NHS RED contact for this research:

Tike Forename/initials Sumame

Mrs (D
Organisation R - Trust Research & Dewelopment Department
Address Hostel 1

Parkbourn

Maghull
Post Code L31 1HW

WorkEmail (D
Telephone L]

Fax
Mobile

Details can be obfained from the NHS RED Forum websile: Fifp:fsww: roforum. nhs.uk

AGS-1. How long do you expect the study to last in the UK?

Plarned start date: 01/082013
Planned end date: 31/052014
Total duration:

‘Years: 0 Months: 8 Days: 31

AT1-2. Where will the research take place? (Tick as appropriate)

& England

] Scotland

] Wales

] Morthem Ireland

[] Other countries in European Economic Area

Total UK sites in shudy 1

Does this trial invobve countries outside the EL?
(Yes (W) Mo

ATZ. What host organisations (NHS or other) in the UK will be responsible for the research sites? Flease indicate the
type of organisation by bcking the box and give approximate numbers of planned research sites:
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i NHS organisations in England 1
] NHS organisations in Wales
] NHS organisations in Scotland
] HSC organisations in Morthern Ireland
[ GP practices in England
[ 'GP practices in Wales
[[] GP practices in Scotiand
[[] GP practices in Northem Ireland
[] Social care organisations
] Phizese: 1 trial units
[] Prison establishments
] Probation areas
[ Independent hospitals
[] Educational establishments
[ Independent research units
[ Other (give detais)

Total UK sites in study: 1

ATE-1. What amrangements will be made for insurance andior indemnity to meet the potential legal liability of the
sponsor|s) for harm to participants arising from the management of the research? Flease fick box(es) as applicable.

Note: Where a NHS organisation has agreed o act 35 sponsor or co-sponsor, indemnify is provided through NHS schemes.
Indicafe if this apples (there is no meed o provide documentary evidemce). For all other sponsors, please describe fhe
amangements and provide evidence.

[ NHS indemnity scheme will apply (NHS sponsors only)

& Cther insurance or indemnity arrangements will apply (give details below)

Lancaster University legal liabdity cover will apply.
Flease enclose a copy of refevant documents.

ATE-2. What amrangements will be made for insurance and' or indemnity to meet the potential legal liability of the
sponsor|s) or employeris) for harm to participants arising from the design of the research? Fiease fick boxfes) as
applicabile.
Note: Where researchers with subsfantive NHS employment contracts have designed the research, indemnity is prowided
through NHS schemes. Indicafe if this applies (there is no need fo provide documentary evidence). For other prodocol
authors (e.g. company employees, university members), please describe the amangements and provide ewidence.

] NHS indemnity scheme will apply {protocol authors with NHS contracts only)

[ Other mswrance or indemnity arrangements will apply (give details below)

Lancaster University legal liabdity cover will apply.
Flease enclose a copy of refevant documents.
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ATE-3. What amrangements will be made for insurance and' or indemnity to meet the potential legal liability of
investigatorsicollaborators arising from harm to participants in the conduct of the research?

Note: Where the parbicipants are NHS patients, indemnity is provided fhrough the NHS schemes or through professional
indemnity. indicate if this applies fo the whale shudy [There is no nead fo provide documentary evidence). Where non-NHS
sites are to be included in the research, including private practices, please descrbe the amangements which will be made st
these sifes and provide evidence.

4 NHS indemnity scheme or professional indemnity will apply (participants recruited at NHS sites only)
[] Research inchsdes non-NHS sites (give detalls of insurance! indermnity amangements for these sites below)

Flease enclose a copy of refevant documents.

ATE-1. What amrangements will be made for insurance andior indemnity to meet the potential legal liability of the
sponsor|s) for harm to participants arising from the management of the research? Flease fick box(es) as applicable.

Note: Where a NHS organisation has agreed to act 35 sponsor or co-sponsor, indemnify is provided through NHS schemes.
Indicate if this applies jthere is no need fo provide documentary evidence). For all other sponsors, please describe the
amangements and provide evidence.

[] NHZ indemnity scheme will apply (NHS sponsors only)

[ Cther msurance or indemnity arrangements will apply (give details below)

Lancaster University legal liabdity cover will apply.
Flease enclose a copy of refevant documents.

ATE-2. What amrangements will be made for insurance and or indemnity to meet the potential legal liability of the
sponsor|s) or employeris) for harm to participants arising from the design of the research? Fiease fick boxfes) as
applicabie.
MNote: Where researchers with subsfantive NHS employment confracts have designed the research, indemnity is provided
through NHS schemes. Indicale if this applies (there is no need o provide documentfary evidence). For other prodocol
authors (e.g. company employees, university members), please describe the amangements and provide ewidence.
[[1NHS indemnity scheme will apply (protocol authors with NHS contracts only)
[ Cther msurance or indemnity arrangements will apply (give details below)

Lancaster University legal liabdity cover will apply.
Flease enclose a copy of refevant documents.

ATE-3. What amrangements will be made for insurance andl or indemnity to meet the potential legal liability of
investigatorsicollaborators arising from hamm to participants in the conduct of the research?

Note: Where the parbicipants are NHS patiends, indemnity is provided fhrough the NHS schemes or through professional
indemnity. indicate if this applies o the whole siudy (there is no need fo provide decumentary evidence). Where non-NHS
sites are to be included in the research, including private practices, please descrbe the amangements which will be made st
these sifes and provide evidence.

4 NHS indemnity scheme or professional indemnity will apply (participants recruited at NHS sites only)
[ Research inchudes non-NHS sites (give detals of insurance! indemnity ammangements for these sites below)

Flease enclose a copy of refevant documents.

Date: 18/07/2013 22 12B148/474908/1/252



ETHICS DOCUMENTS 4-52

NHS REC Form Reference: IRAS Version 3.5
1ANWID553

Please enter details of the host organisations {Local Authority, NHS or other) in the UK that will be responsible for the
research sites. For NHS sites, the host organisation is the Trusf or Health Board. Where fhe research site is a pimary care
site, e.q. GF practice, please insert the host organization (PCT or Health Board) in he Instifufion row and insert the research
site (e.g. GP pracfice) in fhe Department row.

Research site Investigator’ Collaborator’ Contact
Institution name (N 9HS Trust Title Dr
Department name NI First name' -

Street adoress  (EENEENEND niials

Tomicy (N Semame (D

Post Code ]

Date: 18/07/2013 23 12B148/474908/1/252
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[H. Declaration by Chief Investigator

1.

The information in this form is accurate to te best of my knowledge and belief and | take full responsibity for it

| undertake to abide by the ethical principles underlying the Dedlaration of Helsinki and good practice
guidelines on the proper conduct of research.

If the research is approved | undertake o adhere to the shudy protocol. the terms of the full application as
approved and any conditions set out by review bodies in giving approval.

| undertake to notify review bodies of substantial amendments to the protocal or the terms of the approved
application, and to seek a favourable opinion from the main REC before implementing the amendment.

| wndertake fo submit annual progress reports setting out the progress of the research, as required by review
bodies.

| am aware of my responsibdity to be up to date and comply with the requirements of the law and relevant
guidelines relating o security and confidentiality of patient or other personal data. induding the need fo register
when necessary with the appropriate Data Protection Officer. | understand that | am not permitted to disclose
identifiable data to third parties unless the disclosure has the consent of the data subject or, in the case of
patient data in Emgland and Wales, the disclosure is covered by the terms of an approval under Section 251 of
the MHS Act 2006.

| understand that research recordsidata may be subject to inspection by review bodies for audit purposes if
required.

| understand that any personal data in this application will be held by review bodies and ther operational
managers and that this will ke managed according to the principles established in the Data Protection Act
1888,

| understand that the information contained in this application, any supporting documentation and all
comespondence with review bodies or their operational managers relating to the application:

= Will be held by the REC (where applicable) until at least 3 years after the end of the study: and by NHS
R&D offices (where the research requires NHS management pemmission) in accordance with the NHS
Code of Practice on Records Management.

« May be disciosed to the operational managers of review bodies, or the appointing authority for the REC
({where applicable), in order to check that the application has been processed comectly or to investigate
any complaint.

« May be seen by auditors appointed o undertake accreditation of RECs (where applicable).

« Will b2 subject to the provisions of the Freedom of Information Acts and may be disclosed in response
to requests made under the Acts except where statutory exemptions apply.

« May be sent by email to REC members.

| understand that information relating to this research, inchuding the contact details on this application, may be
held on national research information systerms, and that this will be managed according to the principles
established in the Data Protection Act 1988,

Where the reseanch is reviewed by a REC within the LIK Health Departments Research Ethics Senace, |
understand that the surmmary of this study will be published on the website of the Mational Research Ethics
Service (MRES), together with the contact point for enguiries named below. Publication will take place no earfier
than 3 months after issue of the ethics committee's final opinion or the withdrawal of the application.

Contact point for publication Mot applcable for RED Forms)
NRES would ke fo inciude a confact poinf with fthe published summary of the study for those wishing to seek further
information. We would be gratefidl if you would indicafe one of the contact points below.

%) Chief Investigator
( Sponsor

Date: 18/07/2013 24 12B148/474908/1/252
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[+ Study co-ordinator
(2 Student
(2 Other — please give details
 None

Access to application for training purposes (Mot applicable for RED Forms)
Opfional — please tick a5 appropiate;

11 would be content for members of other RECs to have access to the information in the application in confidence
for training purposes. All personal ideniffiers and references to sponsors, funders and research units would be
removed.

Signature: L.

Print Marme: [ ]

Date: 11/07/2013 {ddimmyyy)
Diate: 18/07/2013 25
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D2. Declaration by the sponsor’s representative

If there is more than one sponsor, this declaration should be signed on behalf of the co—sponsors by a represenative
of the lead sponsor named at A64-1.

| confirm that

1.

This research proposal has been discussed with the Chief ivestigator and agreement in principle to sponsor
the research is in place.

An appropriate process of scientific criique has demonsirated that this research proposal is worthwhile and of
high scientific quality.

Any necessary mdermnity or insurance amangements, as described in question ATE, will be in place before
this research starts. Insurance or mdemnity policies will be renewed fior the duration of the shudy where
necessary.

Amangements will be in place before the study starts for the research team to access resources and support
to defiver the research as proposed.

Amangements to allocate responsibilities for the management, monitoring and reporting of the research wil
be in place before the research starts.

The duties of sponsors set out in the Research Governance Framework for Health and Social Care will be
undertaken in relation to this research.

Where the research is reviewed by a REC within the UK Health Departments Research Ethics Service, |
understand that the summary of this study will be published on the website of the Mational Reseanch Ethics
Service (NRES), together with the contact point for enguines named in this application. Publication will take
place no earlier than 3 months after issue of the ethics committee’s final opinion or the withdrawal of the

Signature: - -

Print Marme:

Post:

Organisation: Lancaster Liniversity

11/07/2013 {ddimmy)

Date: 18/07/2013 28 12B148/474908/1/252
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D3. Declaration for student projects by academic supervisorn|s)

1. | have read and approved both the research proposal and this application. | am satisfied that the scieniific content
of the research is satisfactory for an educational qualification at this lewvel.

2. | undertake to fulfil the responsibdities of the supervisor for this study as set out in the Research Govemnance
Framework for Health and Social Care.

3. | take responsibility for ensuring that this study is conducted in accondance with the ethical principles underlying the
Dedaration of Helsinki and good practice guidelines on the proper conduct of research, in conjuncion with clinical
SUPENVISONs a5 appropriate.

4. | take responsibility for ensuring that the applicant is up o date and complies with the requirements of the law and
relevant guidelines relating to security and confidentiality of paiient and other personal data, in conjunction with
clinical supervisors as appropriate.

Academic supervisor 1

Signature: . ]

Print Name: N

Post Lecturer in Health Research & Clinical Tutor
Organisation: Lancaster University

Diate: 110712013 (ddmmdyyy)

Date: 18/07/2013 v 12B148/474908/1/252
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The ntegrated dataset required for your project will be created from the answers you give to the following questions. The
system will generate only those questions and sections which (a) apply to your study type and (o) are required by the bodies
reviewing your study. Please ensure you answer all the guestions before proceeding with your applications.

Please enter a short title for this project (maximum 70 characters)
Impact of schema therapy on namatives in secure settings

1. Is your project research?

®:Yes 'No

2. Select one category from the list below:
(" Clinical trial of an investigational medicinal product
(7 Clinical investigation or other study of a medical device
" Combined trial of an investigational medicinal product and an investigational medical device
[ Other clinical trial to study a nowel intervention or randomised dinical trial to compare interventions in dinical practice
([ Basic science study involving procedures with human participants
[ Study administering questionnaires/interviews for quantitative analysis, or using mixed quanfitative/qualitative
methodology
%) Study invoiving quaitative methods only
[ Study limited to working with human tissue samples (or ofher human biological samples) and data (specific project
only)
" Study limited to working with data (specific project only)
(3 Research tissue bank
[ Research database

If your work does not fit any of these categories, select the option below:

(2 Oither study

2a. Please answer the following questionds):
a) Does the study involve the wse of any ionising radiation? (Yes [#:No

b} Will you be taking new human tissue samples (or other human biclogical samples)? (UYes #'MNo
) Wil you be using existing human tissue samples (or other human biological samples)? (Yes (#MNo

3. In which countries of the UK will the research sites be located?|Tick aif that apply)

& England

] Scotiand
[wWales

] Merthem Ireland

3a. In which country of the UK will the lead NH5S RED office be located:

1 128148047401 1/8/032/1 08283276322
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# England

(" Scottand

r Wales

(" Northem Ireland

(" This study does not inwolve the NHS

4. Which review bodies are you applying to?

& NHS/HSC Research and Development offices

] Social Care Research Ethics Committee

& Research Ethics Committes

[ National Information Govemnance Board for Health and Social Care (NIGB)
[ National Offender Management Service (NOMS) (Prisons & Probation)

For NHS/HSC R&D offices, the OO must create Site-Specific Informalion Forms for each site, In addition to the
study-wide forms, and bransfer them Lo the PIs or local colaborators.

3. Will any research sites in this study be NHS onganisations?

®Yes (rMo

3a. Are all the research costs and infrastructure costs for this study provided by an NIHR Biomedical Research Centre,
MNIHR Biomedical Research Unit, MIHR. Collaborafion for Leadership in Health Research and Care (CLAHRC) or NIHR
Research Centre for Patient Safety & Service Guality in all study sites?

CiYes (@rMo

if yes, NHS permission for youwr sfudy will be processed through the MIHR Coordinafed System for gaining NHS Permission
[NIHR CSP).

Sb. Do you wish to make an application for the study to be considered for NIHR Clinical Research Network (CRN) support
and inclusion in the NIHR Clinical Research Network {CRMN) Portfolio? Please see information button for further details.

' Yes  (#rMo
if yes, NHS permission for youwr sfudy will be processed through the MIHR Coordinafed System for gaining NHS Permission

(MIHR G5P) and you musf complete a MIHR Clinical Research Network (CRN) Fortfolio Application Form immediately affer

6. Do you plan to include any participants who are children?

Ci¥es (@rMo

7. Do you plan at any stage of the project to undertake intrusive research involving adulis lacking capacity to consent
for themselves?

CiYes (@rMo

Answer Yes if you plan fo recruit iving participants aged 16 or over who lack capacity, or o refain them in the sludy following
loss of capacify. Infrusive research means any research with the Mving requining consent in law.. This includes use of
idenfiffable fissue samplies or personal information, except where applicafion is being made to the MGE Efhics and
Confidensialify Commitfee fo sef aside the common law duty of confidenfialy in England and Wales. Please consuilf the
guidance notes for further information on the legal fremeworks for research invohing aduffs lacking capacify in the LR

8. Do you plan to include any participants who are prisoners or young offenders in the custody of HM Prison Service or
whi are offenders supervised by the probation service in England or Wales?

2 1281484 74011/8/232/198283/276322
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CiYes (@rMo

9. Is the study or any part of it being undertaken as an educational project?

®Yes (rMo

Please describe bnefly the involvement of the student{s):
The student is completing the study as part of a Doctorate in Clinical Psychology, and will be the chief investigator.

Sa. Is the project being undertaken in part fulfilment of a PhD or other doctorate?

®Yes (rMo

10. Will this research be financially supported by the Uinited States Department of Health and Human Services or any of
its divisions, agencies or programs?

CiYes (@rMo

11. Will identifiable patient data be accessed outside the care team without prior consent at any stage of the project
{including identification of potential parficipants)?

CiYes (@rMo

3 1281484 74011/8/232/198283/276322
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Is the site hosting this research a MHS site or a non-NHS site? NHS sites include Health and Social Care organisations in
Novtherm irefand. The sites hosfing the research are the sifes in which or through which research procedures are conducfed,
For NHE sifes, this incudes sifes whene NHS staff are participants.

@) NHS site
3 Non-MHS site

This question must be complefed before proceeding. The filter will cusformise the form, disabling questions which are not
relevant fo this applicafion.

Cine Site-Specific Information Form shouid be completed for each research site and submified fo the relevant R&D office
with the documents in the chechiist. See guidance nofes.

The data in this box is populated from Part A:

Title of research:
The impact of schema therapy on namatives of individuals in secure seftings

Short tile:  Impact of schema therapy on namatives in secure settings

Chisf Investi . ;r[ﬂ: ForenamefInitials Sumame

Name of NHS Research Ethics Committee to which application fior ethical review is being made:

Project reference number from above REC:

1-1. Give the name of the NH5 organisation responsible for this research site
R 'HS Trust

1-3. In which country is the research site located?
# England

 Wales

(2 Seotland

(7 Northern Ireland

1-4. Is the research site a GP practice or other Primary Care Organisation?

CiYes  # Mo

2. Whao is the Principal Investigator or Local Collaborator for this research at this site?

4 12B148/M474011/6/0321103283/278322
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Select the appropriate fitle ) Prncipal Invessgator
# Local Collaborator

Title Forenamelinitials Sumame
or
Post Highly Specialist Clinical Psychologist
Qualifications DClinPsy
Organisation R S Trust
Work Address. (NN
]
]
FostCode aa
Work E-mail (N . uk
Work Telephone  (EEEMENEEE
Mobie
Fam

a) Approimately how much time will this person allocate to conducting this research? Flease provide your response
in terms of Whole Time Equivalents (WTE).
0.1

b) Dipes this person held a current substantive employment contract, Honorary Clinical #i¥es ((2No
Contract or Honorary Research Contract with the WHS onganisation or accepted by the NHS
organisation?

A copy of a curent GV for the Principal Investigator (mawximum 2 pages of A4) must be submilfed with this fom.

3. Please give details of all locations, departments, groups or units at which or through which research procedures will
be conducted at this site and describe the activity that will take place.

Fiease lisf all iocabons'depariments efc where research procedures will be conducted within the NHS onganisation,
describimg the imolvement in & few words. Where sccess fo specific facilies will be required fthese showld aiso be listed for
each lncafion.

Name the main location'department first. Give defails of any research procedures o be camied out off site, for example in

: —
! DN  Acivites: recntment, interviens

Faciliies: room for conducting intensews

3. Please give details of all other members of the research team at this site.

6. Does the Principal Investigator or any other member of the site research team have any direct personal involvement
(e.g- financial, share-holding, personal relationship etc) in the organisation sponsoring or funding the research that may
give rise to a possible conflict of interest?

Di¥es  # No

T.What is the proposed local start and end date for the research at this site?

Start date: 01/0R2013

5 12B148/M474011/6/0321103283/278322
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End date: 31052014
Duration {Months): 17

8-1. Give details of all non-clinical intervention(s) or procedure({s) that will be received by participants as part of the
research protocol. (These include sesking consent, infenviews, non-ciinical obsenafions and use of questionnaires.)
Colurmns -4 have been complefed with informafion from A18 as below:

1. Tolal number of intenventionsprocedures fo be received by each participant as part of the research profocol.

2 If this infervention wowld have been roufinely given to parficipants as parf of their care, how many of the fofal
would have been rowtine?

3. Average time faken per intenvention (minufes, howurs or days)
4. Details of who will conduct the procedure, and where if will take place

Fiease complete Colurmn 5 with detadls of the names of individuals or names of siaif groups who wall conduct the

procedure at this site.

Intervention or procedure 1 2 3 4 k]
Initial recruitment 1 nia 15 Chief investigator will visit the site for
approach o inktroduce the 30 this purpose

study, distribute

information sheets, and
answer questions

Ascertaining nterest, 1 nfa 15 Chief investigator will rewisit the site for
answening any further 30 this purpose

questions, aranging

interviews

Interview 1- nfa 45 Chief investigator will retum to the site

3 120 to conduct the nterviews at a time/date
convenient to the partcipants - i more
than one intenview is ammanged with an
individual, these will not take place on
the same day

8-2.Will any aspects of the research at this site be conducted in a different way to that described in Part A or the

iYes  (#rMo
If Yes, please note any relevant changes fo the information in the abowve fahie.

Are there any changes other than those nofed in fhe fable?

10. How many research participants/samples is it expected will be recruitediobtained from this site?
The study requires 5-10 participants.

11. Giwe details of how potential participants will be identified locally and who will be making the first approach to them
to take part in the study.

Preliminary discussions with the field supenisor (local collaborator) will identify potential participants. The field
supenvisor has been or is cumenify inwolved in the care and treatment of potential participants and is therefore part of
their clinical

teams.

Howewver, the field supervisor will not be directly inwolved in recruitment approaches to potential participants, thereby
allowing individuals to make decisions on whether or not to participate without undue influence. The chief investigator

+] 1281484 74011/8/232/198283/276322
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will visit each site to introduce herseff and provide information about the study to potential participants identified by the
field supenvisor.

12. Who will be responsible for obtaining informed consent at this site? What expertise and training do these persons
hawe in obtaining consent for research purposes?

MName Expertisafraining
Chief The chief investigator has experience of obtaining informed consent from previous research.
inwestigator Academic and field supervisors will also provide adwice.

15-1. Is there an independent contact point where potential participants can seek general advice about taking part in
research?

If participants hawe any concems about the study or wish to raise any issues, they will be advised to contact the Patient
Advice and Liatison Service (PALS) through ward staff. who would then be able to assist them with any concems or
direct them to advwocacy or complaints senvices as appropriate. The researcher has contacted (NI F~LS o
infiormn them of the study and make them aware of this possibility, and copies of the participant information sheets and
consent form have been sent to them.

13-2. Is there a contact point where potential participants can seek further details about this specific research project?

There will be an initial visit to the site by the chief investigator for the purposes. of infreductions, outiining study, and
distributing information sheets. The chief investigator will then conduct a follow-up wisit to the site after one week o
answer any questions, ascertain interest and amange dates/times for interviews.

Potential participants will also be offered study information, the opportunity to endguire about the study. and discuss
participation on the occasions when the researcher wisits the site to conduct interviews. This approach will potentially

In addition to the detaded participant information sheets, potential participants will also be given a summary
information sheet providing an oveniew of pertinent information. At the point of interview, the information sheet will be
reviewed and a further opportunity will be provided to ask any guestions, following which the consent form will be
signed.

16. Are there any chanpges that should be made to the generic comtent of the information sheet to reflect site-specific
issues in the conduct of the study? 4 substanfial amendment may need to be discussed with the Ghief invesfigator and
submifted to the main REC.

nia

Flease provide a copy on headed paper of the parficipant informafion sheet and consent form that will be used locally.
Unless indicafed above, this must be the same generic version submitted fo/approved by the main REC for the study while

17.What local arangements have been made for participants who might not adequately understand verbal
explanations or written information given in English, or who have special communication needs? (e.g. franslation, use of
inferpreders efc.)

nfa

18. What local arrangements will be made to inform the GP or other health care professionals responsible for the care
of the participants?

The field supensisor is, or has been, inwolved in the carefreatment of potential participants and will be aware of who is
participating due to processes around risk assessment and logistics of recruitment in secure setfings.

19. What amrangements {e.g facilities, staffing, psychosocial swtenmuemypIMres]'unllbem place at the
site, where appropriate, to minimise the risks to participants and staff and deal with the consequences of any harm?

T 12B148/M474011/6/0321103283/278322
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Al interviews will rermain confidential unless any concem of risk fo the participants themselves or to others is
highlighted. If this should occar, it will be discussed with supervisors who would take appropriate action to manage the
risk. This may inchude notifying other professionals at the sites.

It is possible that participation in this study could gicit negative emotions, as the interviews will involve discassion of
experiences participants could potentially find distressing. In the event that this occurs, participanis would be adwvised
to speak to the field supervisors and other approprate staff such as their pimary nurse {or other nursing staff) as
required following the inteniew. The chief investigator may also offer to pause or terminate the interview if a participant
becomes distressed, and all participants will be offered the opportunity of debriefing to minimise any Lasting impact.
Potential participants will be made aware of this in advance through the information sheets. The chief investigator is a
trainee cinical psychologist and therefore has skills and fraining enabling her to conduct the interviews in a sensitive
and appropriabe manmer.

There can also be an emotional impact on the reseancher in these contexts, depending on the content and
interactional processes of the interviews. If this should occur, the chief investigator will access supervision and support
as required.

The chief investigator will conduct all interviews in line with Trest'service poficies relating to risk management at each
site. The chief investigator will have already completed breakaway training through the DClinPsy course. All intervicws
will take place on site and according to any Trust'senice guidelines governing such processes.

20. What are the arrangements for the supervision of the conduct of the research at this site? Please give the name and
contact defails of any supervisor not already listed in the application.

Academic supervisor
(Lecturer in Health Research & Clinical Tutor, Lancaster University) il
lancaster.ac.uk
Fiedd Supenisor:

DM (Highly Specialist Clinical Psychalogst, NN A <. :k

21. What external funding will be provided for the research at this site?
( Funded by commercial sponsor
(" Other funding
(#> No external funding

Howe will the costs of the research be covered?
Costs associated with recruitment and interviews will be covered by Lancaster Uiniversity.

23. Authorisations required prior to RED approwal

The local research team are responsible for contacting the local NHS RA&D office about the research project. Where the
resiearch project is proposed to be coordinated centrally and therefore there is no local research team, it is the
responsibility of the central research team to instigate this contact with local RED.

NHS R&D offices can offer adwice and support on the set-up of a research project at their organisation, including
information on kecal amangements for support senvices relevant to the project. These support services may nclude dinical

supenvisors, ine managers, senvice managers, support department managers, pharmacy, data protecton officers or
finance managers depending on the natre of the research.

Cibtaining the necessary support service authorsations is not a pre-requisite to submission of an application for NHS
research permission, but all appropriate authorisations must be in place before NHS research permmission will be granted.
Processes for obfaining authorisations will be subject to local amangements, but the minirmuem expectation is that the local
R&D office has been contacted to notify it of the proposed reseanch project and to discuss the project's needs prior o
submission of the application for MHS research permission via IRAS.

Failure to engage with local NHS R&D offices prior to submission may lead to unnecessary delays in the process of this
application for MHS research permissions.
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with:

Declaration:

&4 | confirm that the relevant NHS organisation R&D office has been contacted to discuss the needs of the project
and local arrangements for support services. | understand that failure to engage with the local NHS RED office before
submission of this application may result in unnecessary delays in obtaining NHS research permission for this
project.

Please give the name and contact details for the NHS RED office staff member you have discussed this application

Flease nofe thaf for some sites the NHS R&D office contact may nof be physically based at the site. For contacf defaids refer
fo fhe guidance for this question.

WorkE-mail (A . vk
Work Telephone  (ENEENENED

Title Forename/initials Sumame
M -

1.

2

Declaration by Principal Investigator or Local Collaborator

The infioemation in this form is accurate to the best of my knowledge and | take full responsibility for it.

| undertake o abide by the ethical principles underpinning the World Medical Association’s Declaration of Helsinki
and refevant good practice guidelines in the conduct of research.

If the researnch is approved by the main REC and NHS onganisation, | undertake to adhere to the shudy protocol, the
terms of the application of which the main REC has given a favouwrable opinion and the conditions requested by the
NHS organisation, and to inform the MHE onganisation within becal timelines of any subsequent amendments to
the protocol.

If the research is approved, | undertake to abide by the principles of the Research Governance Framework for
Health and Social Care.

| am aware of my responsibdity to be up to date and comply with the requirements of the law and relevant
guidelines relating to the conduct of research.

| undertake to disclose any conflicts of interest that may arise during the course of this research, and take
responsibility for ensuring that all staff mvoleed in the research are aware of their responsibiities to disclose
conflicts of nterest.

| wnderstand and agree that study files, docisments, research records and data may be subject to inspection by the
NHS organisation, the sponsor or an independent body for monitoring, audit and inspection purposes.

| take responsibility fior ensuring that staff iwolved in the research at this site hold appropriate contracts for the
duration of the research, are familiar with the: Research (Govermnance Framework, the MHS organisation's Data
Protection Policy and all other relevant policies and guidelines, and are appropriately trained and experienced.

| undertake to complete any progress andor final reports as requested by the NHS organisaion and understand
that continuation of permission to conduct research within the NHS organisation is dependent on satisfactory
completion of such reports.

| undertake to maintain a project file for this research in accordance with the NHS organisation's policy.

| take responsibility for ensuring that all senous adwerse events are handled within the NHS organisation’s poficy
for reporting and handling of adwerse events.

| wnderstand that informiation relating to this research, including the contact details on this application, will be held
by the R&D office and may be held on national research information systems, and that this will be managed
acconding to the principles established in the Data Protection Act 18688,
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13. | understand that the mformation contained in this applicaion, any supporting documentation and all
comespondence with the RAD office and'or the REC system relating to the application will be subject to the

provisions of the Freedom of Information Acts and may be discosed in response to requests made under the Acts
except where statutory exemptions apply.

Signature of Principal IVEsEgalor o,
or Local Collaborator: e
Print Name: anan

Date:
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The ntegrated dataset required for your project will be created from the answers you give to the following questions. The
system will generate only those questions and sections which (a) apply to your study type and (o) are required by the bodies
reviewing your study. Please ensure you answer all the guestions before proceeding with your applications.

Please enter a short title for this project (maximum 70 characters)
Impact of schema therapy on namatives in secure settings

1. Is your project research?

®:Yes 'No

2. Select one category from the list below:
(" Clinical trial of an investigational medicinal product
(7 Clinical investigation or other study of a medical device
" Combined trial of an investigational medicinal product and an investigational medical device
[ Other clinical trial to study a nowel intervention or randomised dinical trial to compare interventions in dinical practice
([ Basic science study involving procedures with human participants
[ Study administering questionnaires/interviews for quantitative analysis, or using mixed quanfitative/qualitative
methodology
%) Study invoiving quaitative methods only
[ Study limited to working with human tissue samples (or ofher human biological samples) and data (specific project
only)
" Study limited to working with data (specific project only)
(3 Research tissue bank
[ Research database

If your work does not fit any of these categories, select the option below:

(2 Oither study

2a. Please answer the following questionds):
a) Does the study involve the wse of any ionising radiation? (Yes [#:No

b} Will you be taking new human tissue samples (or other human biclogical samples)? (UYes #'MNo
) Wil you be using existing human tissue samples (or other human biological samples)? (Yes (#MNo

3. In which countries of the UK will the research sites be located?|Tick aif that apply)

& England

] Scotiand
[wWales

] Merthem Ireland

3a. In which country of the UK will the lead NH5S RED office be located:
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# England

(" Scottand

r Wales

(" Northem Ireland

(" This study does not inwolve the NHS

4. Which review bodies are you applying to?

& NHS/HSC Research and Development offices

] Social Care Research Ethics Committee

& Research Ethics Committes

[ National Information Govemnance Board for Health and Social Care (NIGB)
[ National Offender Management Service (NOMS) (Prisons & Probation)

For NHS/HSC R&D offices, the OO must create Site-Specific Informalion Forms for each site, In addition to the
study-wide forms, and bransfer them Lo the PIs or local colaborators.

3. Will any research sites in this study be NHS onganisations?

®Yes (rMo

3a. Are all the research costs and infrastructure costs for this study provided by an NIHR Biomedical Research Centre,
MNIHR Biomedical Research Unit, MIHR. Collaborafion for Leadership in Health Research and Care (CLAHRC) or NIHR
Research Centre for Patient Safety & Service Guality in all study sites?

CiYes (@rMo

if yes, NHS permission for youwr sfudy will be processed through the MIHR Coordinafed System for gaining NHS Permission
[NIHR CSP).

Sb. Do you wish to make an application for the study to be considered for NIHR Clinical Research Network (CRN) support
and inclusion in the NIHR Clinical Research Network {CRMN) Portfolio? Please see information button for further details.

' Yes  (#rMo
if yes, NHS permission for youwr sfudy will be processed through the MIHR Coordinafed System for gaining NHS Permission

(MIHR G5P) and you musf complete a MIHR Clinical Research Network (CRN) Fortfolio Application Form immediately affer

6. Do you plan to include any participants who are children?

Ci¥es (@rMo

7. Do you plan at any stage of the project to undertake intrusive research involving adulis lacking capacity to consent
for themselves?

CiYes (@rMo

Answer Yes if you plan fo recruit iving participants aged 16 or over who lack capacity, or o refain them in the sludy following
loss of capacify. Infrusive research means any research with the Mving requining consent in law.. This includes use of
idenfiffable fissue samplies or personal information, except where applicafion is being made to the MGE Efhics and
Confidensialify Commitfee fo sef aside the common law duty of confidenfialy in England and Wales. Please consuilf the
guidance notes for further information on the legal fremeworks for research invohing aduffs lacking capacify in the LR

8. Do you plan to include any participants who are prisoners or young offenders in the custody of HM Prison Service or
whi are offenders supervised by the probation service in England or Wales?
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CiYes (@rMo

9. Is the study or any part of it being undertaken as an educational project?

®Yes (rMo

Please describe bnefly the involvement of the student{s):
The student is completing the study as part of a Doctorate in Clinical Psychology, and will be the chief investigator.

Sa. Is the project being undertaken in part fulfilment of a PhD or other doctorate?

®Yes (rMo

10. Will this research be financially supported by the Uinited States Department of Health and Human Services or any of
its divisions, agencies or programs?

CiYes (@rMo

11. Will identifiable patient data be accessed outside the care team without prior consent at any stage of the project
{including identification of potential parficipants)?

CiYes (@rMo
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Is the site hosting this research a NHS site or a non-NHS site? NHS sites incude Health and Social Care organisations in
Novtherm irefand. The sites hosfing the research are fhe sifes in which or through which research procedures are conducfed.
For NHE sifes, this incudes sifes whene NHS staff are participants.
#) NHS site
3 Non-MHS site

This question must be complefed before proceeding. The filter will cusfomise the form, disabling questions which are not
relevant fo this applicafion.

One Site-Specific Information Form should be completed for each research site and submifted fo the relevant RED office
with the documents in the checkdist. See guidance nofes.

The data in this box is populated from Part A:

Title of research:
The impact of schema therapy on namatives of individuals in secure settings

Short tile:  Imipact of schema therapy on namatives in secure settings

Chisf Investi . ;r‘ﬂse ForenamefInitials Sumame

Mame of NHS Research Ethics Committee to which application for ethical review is being made:
Morth West Liverpool East

Project reference number from above REC: 1ANWIDS58

1-1. Give the name of the NH5 organisation responsible for this research site
(D S = Trust

1-3. In which country is the research site located?
# England

 Wales

* Scotland

(7 Northern Ireland

1-4. Is the research site a GP practice or other Primary Care Organisation?

Yes (#'No

2. Whao is the Principal Investigator or Local Collaborator for this research at this site?

4 12B148/531101/6/88B/227 527288170



ETHICS DOCUMENTS 4-71

MNHS 351 IRAS Version 3.5

Select the appropriate fitle ) Prncipal Invessgator
# Local Collaborator

Title Forenamelinitials Sumame
Or .
Post Consultant Clinical & Forensic Psychologist
Qualifications DClinPsy
Organisation (N - Trust
Work Address (DN
an
I
PostCode [ ]
Work Email (R . vk
Work Telephone  (IIEMENEED
Mobille
Fax

a) Approimately how much time will this person allocate to conducting this research? Flease provide your response
in terms of Whole Time Equivalents (WTE).
0.1

b) Dipes this person held 