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ABSTRACT 

Individuals with a diagnosis of personality disorder who are considered a risk to others 
are a current concern for healthcare providers, the government and society. Service 
provision for this group has recently increased, making it especially important to learn 
about the needs of staff who care for these demanding and complex individuals. Little 
research has been done in this area to date. The theoretical and empirical literature 
relevant to a consideration of the topic is reviewed. An in-depth interview study with 
staff working in a unit for offenders with a diagnosis of personality disorder (Unit Z) is 
presented. Its purpose was to develop understanding of the needs of staff who work 
with individuals with a diagnosis of personality disorder who are judged to be a risk to 
others. An eventual aim was to inform an intervention with staff, which could then be 
evaluated. 

Twelve in-depth interviews were carried out with multi-disciplinary staff from Unit Z. 
These were analysed according to the grounded theory method (Strauss & Corbin, 
1998; Charmaz, 2003). An interview with a community practitioner from a different 
service was carried out to enhance thinking about the effects of setting. Four Unit Z 
patients were randomly selected to participate in a group discussion to test initial 
findings and integrate their perspectives into the study. Main categories were generated 
from analysis of the data, and a core category was identified entitled `Risk of Isolation'. 
Further categories were divided into `Areas of Concern' and ̀ Key Contextual Factors' 
and a model was developed. This is discussed in relation to the existing literature. 

Implications for an understanding of the needs of staff who care for this patient group 
are outlined. Recommendations include: the provision of individual and group 
supervision to help staff reflect on the personal impact of the work, and the way in 
which staff relationships are affected by contact with the patient group; a focus by 
service heads on recruiting staff who are able to offer stability and understanding to 
patients and on retaining experienced workers; and the development of links with 
agencies for onward referral. Suggestions are made for future research and practice, 
with particular reference to the profession of clinical psychology. The importance of 
investigating the influence of changes in practice on long-term therapeutic outcome is 
emphasized. 
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STATEMENT REGARDING OWNERSHIP OF DATA 
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working in the unit for offenders with a diagnosis of personality disorder. Nikki Jeffcote 
looked at the interviews with staff working in the medium secure unit and is referred to 
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patient groups in a variety of forensic mental health settings. 

The semi-structured interview schedule was designed in collaboration with Nikki 
Jeffcote, who conducted pilot interviews with colleagues in the summer of 2002 when 
Arabella Kurtz was on maternity leave. Arabella Kurtz developed the interview during 
the course of the study, adding questions designed to elicit clinical material and making 
the format less structured. Of the 12 Unit Z interviews, eight were conducted by 
Arabella Kurtz and four by Nikki Jeffcote. Lucy McCarthy listened to the tapes of 
Nikki Jeffcote's four interviews and checked the transcripts. For the purposes of the 
current study all 12 Unit Z interviews were analysed by Arabella Kurtz alone. One of 
the two interviews with community forensic practitioners was carried out by Arabella 
Kurtz and both were analysed by her alone. The group discussion with Unit Z patients 
was facilitated by Arabella Kurtz and analysed by her alone. 



NOTE REGARDING STRUCTURE OF THE THESIS 

The researcher started to write this thesis when changes to existing guidelines for the 
thesis were being discussed, including a recommendation that the literature review be 
written as if for publication in a specified journal. These regulations come into effect in 
2005. In anticipation of them, but in conformity with current guidelines, Part One 
consists of a literature review written as if for publication in The Journal of Forensic 
Psychology and Psychiatry. Part Two is an introduction to the current study, which 
summarises the literature review and shows how the research questions for this study 
arise from it. The structure of the rest of the thesis follows the usual conventions. 
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REVIEW ARTICLE 

The needs of staff who care for people with a diagnosis of 

personality disorder who are considered a risk to others 

Arabella Kurtz 

1.1 Abstract 

In recent years much attention has been given to the question of how to manage 
individuals with a diagnosis of personality disorder who are judged to be a risk to 
others. This review is part of a corresponding attempt to understand the needs of 
those who work in healthcare settings with such a challenging group. 

Current political and service developments are described and the potential effects of 
these on staff are discussed. The patient group is briefly defined to inform accounts 
of the impact on staff of the work situation at both individual and organisational 
levels. There is a consideration of the needs of staff in dealing therapeutically with 
the patient group, drawing on ideas from psychoanalytic, organisational and 
attachment theories. Staff needs are discussed in the light of findings of research 
into the evaluation of interventions with offenders and individuals with a diagnosis 
of personality disorder. Studies of ward atmosphere and team functioning are 
reviewed in order to enhance understanding of the environmental needs of staff. 
Research on the associations between job satisfaction, occupational stress and 
burnout is considered. 

There is a discussion summarising the implications of the review for developing 
understanding of the needs of staff. A table is presented describing these. The main 
areas identified are: the importance of receiving regular clinical supervision which 
incorporates the opportunity to reflect on the personal impact of therapeutic work; 
the value of group supervision aimed at building awareness of the way in which 
patients affect staff's relationships with each other; the need for help from managers 
and senior clinicians in developing an integrated sense of a complex and potentially 
contradictory task; and the usefulness of training staff with regard to research into 
the effectiveness of different interventions to address the issue of therapeutic 
pessimism and to encourage evidence-based practice. 

Keywords: staff needs, personality disorder, forensic mental health, risk 
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1.2 Social and Service Context 

The question of how to manage individuals with a diagnosis of personality disorder 

who present a risk to others is a concern at the moment for society, government, 

mental health services and the criminal justice system. The closure of the large 

psychiatric hospitals in the 1980s and 1990s, the lack of resources available for new 

and expanded community services, as well as sensationalist media reporting of 

violent incidents involving psychiatric patients, have all contributed to a cultural 

preoccupation with `dangerousness' and mental disorder (Laurance, 2002; 

Blumenthal & Lavender, 2002). Recently there has been a focus on a number of 

high profile cases of homicide by people who were not suffering from a psychotic 

illness but had serious and long-term psychological and social problems. These 

individuals often had contact with mental health services and the criminal justice 

system, but were not engaged in any form of intervention at the time of the offence. 

Although professionals may have been concerned about the risk they presented to 

other people (and themselves), they could not be detained in hospital within the 

terms of current mental health legislation because they were, rightly or wrongly, not 

considered treatable. 

The government has responded by proposing substantial changes to the 1983 

Mental Health Act, now in the form of a Draft Bill. The second part of the Draft Bill 

is exclusively concerned with legislation concerning people with a diagnosis of 

personality disorder who are judged to be a significant risk to others. It suggests the 

removal of the `treatability' criterion for compulsory detention, replacing it with the 

less stringent condition that behaviour can be managed in the treatment setting. In 



addition it recommends detaining people on the basis of an assessment of risk, 

rather than actual conviction by the courts. If these changes become a reality the 

need for services for this group is likely to increase greatly, and the government has 

directed funding towards the creation of four pilot units (two in the Special 

Hospitals and two in prisons), as well as research into the best ways of helping these 

patients. 

The proposed changes have provoked criticism from both mental health 

practitioners and those concerned with civil rights. Unease has been expressed at the 

increased emphasis on the custodial role of psychiatric services. Research has also 

been cited which suggests that by far the majority of people detained on the basis of 

a risk assessment under the new proposals would not actually go on to do anything 

dangerous (Taylor, 2002; Cooke et al, 2001; Critical Psychiatry Network, 1999). 

On the positive side, many have welcomed the plan to increase clinical and 

academic resources for this patient group. Current services for those with a 

personality disorder diagnosis were characterised by a recent report of the 

Personality Disorder Network as extremely limited, as well as uneven in type, 

quality and distribution (National Institute for Mental Health in England, 2003). 

There is widespread acknowledgement that more research is needed on the 

effectiveness of psychosocial interventions for people with a diagnosis of 

personality disorder who present a risk to others, and on what education and support 

should be given to the staff who care for them (Grubin & Duggan, 1998). 
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1.3 Implications for Staff Needs 

In a recent article, Lavender characterised society's attitude towards people with a 

diagnosis of personality disorder who are considered a risk to others as conflicted, 

unsure of whether it wants to treat, to punish or simply to lock away (Lavender, 

2002). Lack of certainty about the task of services in dealing with these individuals 

is demonstrated by the range of terms used to describe them: they are referred to by 

turns as patients, offenders or offender-patients, and the derogatory term `dangerous 

and severely personality disordered' or `DSPD' remains in currency despite the 

controversy surrounding it (Blackburn, 2000b; Castillo, 2003a). 

Ambivalence on the part of government and wider society is likely to intensify any 

confusion of attitude or feeling in staff working with this group. Lavender argued 

that the contradictory demands that society makes of services for individuals with a 

diagnosis of personality disorder who are considered a risk to others, mean that 

managers have an especially difficult and important task in defining a coherent 

sense of purpose for their staff. If practitioners in this area do not receive thoughtful 

and consistent guidance from managers, they will be vulnerable to the contradictory 

demands of the external environment. This will then make it hard for them to 

provide care and stability for patients. 

An argument has been put forward for a more integrated view of the custodial and 

therapeutic needs of offender-patients (Tumin, 1996). Watson and colleagues' 

model of the needs of women in secure mental health settings presents therapeutic 
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risk-taking as dependent on the right degree of safety and basic containment 

(Watson et al, 2004). Containment and change appear at either end of a balance 

beam, along which each patient's needs are plotted at different stages of their care. 

Within this formulation, the task of the multidisciplinary team is understood to be 

the maximisation of therapeutic opportunities in a context of proper and continuous 

attention to the security of patients. It can seem extremely hard for staff to combine 

the therapeutic task with the duty to protect and keep safe. Although intended to 

help inform the needs of secure hospital patients, a model of this sort also addresses 

staff's need for integration of a complex and potentially contradictory task. 

1.4 Who Are the Patient Group? 

Personality disorder is a diagnostic term. It is defined in the fourth edition of the 

Diagnostic and Statistical Manual of Mental Disorders (DSM-IV) (THE U. S. A. n 

Psychiatric Association, 1994) as 

an enduring pattern of inner experience and behaviour that 
deviates markedly from the expectations of the individual's culture, 
is pervasive and inflexible, has an onset in adolescence or early 
adulthood, is stable over time, and leads to distress or impairment. 

The ICD-10 Classification of Mental and Behavioural Disorders (World Health 

Organization, 1992) makes the additional observation that personality disorders are 

"frequently, but not always" associated with personal and social problems. DSM"IV 

divides personality disorder into three groups: Cluster A consists of Paranoid, 

Schizoid and Schizotypal Personality Disorders; Cluster B includes Antisocial, 

Borderline and Narcissistic Personality Disorders; and Cluster C consists of 

Avoidant, Dependent and Obsessive-Compulsive Personality Disorders. Most 
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people with a diagnosis of personality disorder who are judged to be a risk to others 

fall into the second grouping, in particular the diagnostic categories of antisocial 

and borderline personality disorders (Widiger & Trull, 1994). 

There are well-argued problems with the concept of personality disorder, which are 

relevant to a consideration of the needs of staff. Research suggests that the 

problematic behaviours that characterise the disorder are best understood as 

extremes on certain key dimensions of personality that are common to everybody 

(Blackburn, 2000a; Eysenk, 1998). But the widely used terms `personality disorder' 

and ̀ PD' communicate a categorical theory of personality, in which disorder exists 

as a discrete and stable entity within an individual and normal and abnormal 

personality are seen as separate. This is likely to influence the way in which staff 

view patients, contributing to widespread pessimism about the possibility of 

therapeutic change, and increasing the difficulty of establishing points of connection 

and developing empathic relationships with patients. The objection has been made 

that such terms medicalise what is really a social problem between people, thus 

obscuring the nature of difficulties and the best ways of addressing problems 

(Kendell, 2002; Koerner, 1996). 

Individuals who are thought to be a risk to others and have a diagnosis of 

personality disorder have been referred to as ̀ psychopaths' and ̀ personality 

disordered offenders'; or in the case of assessment of severe personality disorder, as 

`dangerous and severely personality disordered'. The usefulness and validity of 

such terms has been questioned extensively, particularly with regard to their 

derogatory nature (Blackburn, 2000b). The regular use of labels of this sort runs the 
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risk of creating distance between staff and patients. For this reason it would be 

important to provide training sessions for staff in which the concept of personality 

disorder and attitudes towards it were subject to critical discussion. It would also be 

useful to directly address the issue of the impact of psychiatric diagnosis and 

labelling on patients and public attitudes in an effort to prevent the unthinking use 

of powerful and value-laden terms (Angermeyer, 2004; Angermeyer, 2003; Hayne, 

2003). 

Individuals with a diagnosis of personality disorder who are considered a risk to 

others are a heterogeneous group in terms of both clinical presentations and the 

problematic behaviours that may have led to an offence. There are high levels of co- 

morbidity in this population: many are likely to meet criteria for an Axis 1 

diagnosis, such as anxiety or depression, and for more than one diagnosis of 

personality disorder (Coid, 1992). Forensic services generally accept referrals of 

those with mental health problems on the basis of a general assessment of risk to 

others. This means that those who have committed, or are thought to be at risk of 

committing, sexual offences or acts of arson may well be on a ward alongside those 

with problems in controlling their aggression. 

In addition, the aetiology of the difficulties of individuals with a diagnosis of 

personality disorder who are considered a risk to others are varied and complex. The 

literature on the pathways leading to antisocial behaviour suggests that its causes are 

multiple and that it is useful to distinguish between direct and indirect influences. 

For example, an antisocial peer group or the abuse of certain drugs can have a direct 

negative impact, making it more likely that a young person will commit an offence 
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in the here-and-now; whereas the effects of hyperactivity or impulsivity in 

childhood - risk factors that are strongly mediated by later experiences - are indirect 

(Rutter et al, 1998). Quality of parenting emerges as both a direct and an indirect 

influence, and the aspects that appear to be of most relevance are a hostile family 

environment and a neglectful style of parenting (Kurtz, 2002a). It also seems likely 

that constitutional factors, or `temperament', have a significant influence on the 

development of offending behaviour, but this is mediated by aspects of the 

environment. The literature on the aetiology of personality disorder is similarly 

complex, suggesting that temperament plays a part in the formation of antisocial 

personality problems, but that environmental factors such as early maltreatment, are 

also significant (Castillo, 2003b; Salekin, 2002). Castillo describes psychodynamic 

theories of personality development and bemoans the reluctance of clinicians 

working with those with a diagnosis of personality disorder to incorporate such 

knowledge into their practice. 

It is likely that problems develop in different individuals for different reasons, and 

that individuals vary in terms of whether their problems are more environmentally 

determined, more weighted towards constitutional factors, or a combination of both 

(Salekin, 2002). The suggestion is that the treatment of patients needs to be 

informed by a close understanding of the complexity of each individual's particular 

problems, and that a more general approach is unlikely to succeed. Staff will need 

time to assess patients fully before embarking on an intervention. The resources 

required to offer effective treatments for the patient group are considerable. But it 

should be remembered that they are likely to vastly outweigh the personal and 

financial costs that could result from the lack of a successful intervention. 
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Greenwood and colleagues did an interesting study with young offenders in 

California, in which they demonstrated that an intensive counselling and 

supervision programme was less expensive than existing responses by the youth 

justice system (Greenwood et al, 1996). 

The different personalities and problems of individual patients influence each other 

in unpredictable ways. Staff not only manage individual difficulty and distress, but 

have to deal with the sometimes intense impact of the relationships between two or 

more patients. In a recent chapter on forensic mental health nursing for women 

entitled `Thinking under Fire', Aiyegbusi describes the way in which women on a 

locked ward take up the roles of victim and/or perpetrator, resulting in bullying and 

exploitation (Aiyegbusi, 2004). In such situations, staff need proper opportunities to 

work towards understanding individual patients and the relationships between them. 

The best place for this would be a group supervision slot because staff working with 

individual patients can then coordinate their approaches. 

1.5 Impact on Individual Staff 

1.5.1 Psychoanalytic theory Psychoanalytic accounts of the dynamics of 

the therapeutic relationship are relevant to a consideration of the needs of staff who 

work with people with a diagnosis of personality disorder who are considered a risk 

to others. Winnicott saw the emotional burden of caring for `antisocials' (sic) as a 

result of the extreme inadequacy of care in their early environments (Winnicott, 

1949). His argument was that the needs of these patients are so basic, so great and 

so immediate as to put staff in an intensely demanding position, similar in many 
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ways to that of a parent with a newborn baby. This group of patients is 

characterised, not only by neediness and vulnerability, but by hostility - particularly 

towards custodians and carers, who are likely to trigger associations with formative 

figures from childhood. The combination is likely to produce hate and fear, among 

other feelings, in staff who are in close contact with them. 

There is agreement that these emotions must be consciously acknowledged and 

understood in order to stop them from having a destructive effect on therapeutic 

work (Aiyegbusi, 2004; Temple, 1996). Practitioners working closely with 

individuals with a diagnosis of personality disorder who are considered a risk to 

others need to be self-aware in order to think properly about the meaning of feelings 

and experiences within the therapeutic relationship (Winnicott, 1949). It is 

important to be able to distinguish between a patient's feelings of rejection and 

resentment, for example, and the therapist's anxiety about their potential aggression. 

In Casement's chapter ̀ Forms of interactive communication', he introduced the idea 

of `communication by impact' (Casement, 1991). He gave examples of ways in 

which a patient will communicate unacknowledged and painful feelings 

unconsciously to a therapist. One form is projective identification or `making others 

suffer', of which an example is when a patient causes the therapist to experience 

something painful, such as rage or abandonment, on their behalf, in an unconscious 

quest for understanding (Aiyegbusi, 2004). Another form is `actualization', when a 

patient unknowingly brings about a re-enactment of a damaging or abusive aspect of 

a formative relationship (Casement, 1991; Davies, 1996). It is important to work to 

understand the complex unconscious communications of patients and the way in 
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which they interact with the personalities and experiences of staff if a `toxic 

environment', characterised by conflict and the repetition by staff and patients of 

traumatic past relationships, is to be avoided (Aiyegbusi, 2004). Regular, ongoing 

supervision is regarded as indispensable in helping practitioners acknowledge the 

personal impact of contact with these highly distressed and sometimes threatening 

people, aiding the exploration of dynamics that develop in the context of the 

therapeutic relationship (Cox, 1996). This sort of supervision aims to promote a 

reflective approach to practice, and should be distinguished from a more managerial 

type of supervision, in which tasks are monitored and evaluated. 

1.5.2 Attachment theory & research = In recent years ideas from attachment 

theory have been used to develop understanding of the aetiology of violence, as well 

as vicissitudes in the therapeutic relationship (Adshead, 2002; Fonagy et al, 1997; 

Bowlby, 1988). Individuals with a diagnosis of personality disorder who are also 

considered a risk to others have usually experienced inconsistent, neglectful or 

abusive behaviour from primary attachment figures. According to the attachment 

model, these experiences are internalised as a `working model' of important 

relationships for the individual. They are likely to rely on models of frustrating, 

unavailable or abusive carers, identifying themselves to a greater or lesser extent 

with the adult position as they grow up. Research has suggested that children who 

bully or take up the role of victim in their play with others tend also to be avoidant 

in their style of relating, defensively minimising the significance of their 

relationships and finding it hard to ask directly for the love and attention they need 

(De Zulueta, 1996). In considering the possible lack of a moral sense in some 

offenders, Fonagy and colleagues postulated that the absence of a responsive and 
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consistent relationship in early childhood thwarts the development of the capacity to 

think reflexively about oneself and other people (Fonagy et a1,1997). 

Mental health practitioners, especially those who work in in-patient settings, will 

often trigger associations with primary attachment figures or become emotionally 

significant to patients in their own right (Adshead, 1998). In forensic services this is 

enhanced by the power and control vested in staff, evoking memories of 

authoritarian and depriving relationships in childhood. Adshead has argued that the 

ubiquity of threat and fear in forensic institutions make it important for them to 

function as a ̀ secure base' for both staff and patients (Adshead, 2002). Factors 

which contribute to this sense of emotional safety include: the creation and 

maintenance of boundaries between staff and patients to protect therapeutic space, 

particularly for nursing staff who are on the wards for hours at a time; the careful 

management of separation, loss, and the avoidance of abrupt endings; and the 

monitoring, naming and regulating of affect in staff and patients to promote the 

capacity of patients to think about and understand themselves in relation to other 

people. 

1.6 Impact on the Staff Group 

Since the second world war, organisational theory in the U. K. and the U. S. A. has 

grown in its engagement with the behaviour of groups in a variety of settings. The 

model of the social defence system is useful in thinking about work with individuals 

with a diagnosis of personality disorder who are considered a risk to others. It 

describes the way in which organisational structure and practice function to limit or 
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avoid painful affect amongst its members (Jacques, 1955; Jacques, 1953; Menzies 

Lyth, 1960). The difficulty arises when these social defences undermine the main 

task of the organisation. In an earlier paper, the author gave a relevant example of 

this when she suggested that a moralistic attitude towards those with a diagnosis of 

personality disorder can act as a way of distancing staff from patients (Kurtz, 

2002b). This attitude prevents the patient group from getting the hospital care they 

need and deserve: it stops many of them from gaining access to such care in the first 

place, and once they are admitted to hospital it can place a custodial, rather than 

therapeutic, emphasis on their management. 

Another relevant model of defensive practice amongst groups is Bion's description 

of basic assumption groups. This is when groups react to a perceived threat by 

losing touch with the real demands of the external environment. A common 

example is a group that becomes focussed on the needs of its members at the 

expense of its engagement with the working task, over-investing its leader with 

power and responsibility in a somewhat dependent and regressive fashion (Stokes, 

1994). Bion described such a group at Northfield Hospital during the second world 

war (Bridger, 1946). Staff and patients colluded in an avoidance of the painful and 

traumatic experiences of combat and, as a consequence, failed in their rehabilitative 

task. 

Consultancy to the staff group by someone external to the organisation is thought to 

be a useful way of addressing defensive processes that operate at the social level. 

Individual supervision on its own would not address the dynamics within the staff 

group, and supervisors from within a service are inevitably constrained in their 
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ability to make observations regarding the organisation of which they are a part. It is 

also difficult for them to comment on the practice of their colleagues, and 

particularly on those more senior than them. 

Provision of external consultancy to staff who care for individuals with a diagnosis 

of personality disorder who are also considered a risk to others is unlikely to be 

straightforward. It is both intellectually and emotionally demanding to get in touch 

with anxieties, often primitive, within an organisation, to begin to make links 

between the experiences of patients and staff, and to attempt to understand 

defensive processes at the individual and the group level. A number of authors have 

described the way in which help can be rejected in complex settings as a result of 

the defensive processes the consultant is trying to address (Lloyd-Owen, 1997; 

Moylan & Jureidini, 1994; Hinshelwood, 1993). Hinshelwood described the 

dismissal of psychological thinking as ̀soft' when he worked in the ̀ hard' culture 

of a prison (Hinshelwood, 1993). Moylan and Jureidini wrote about their feelings of 

demoralisation in response to being characterised as unhelpful and disagreeable 

during their consultative work to two separate bone marrow transplantation units, in' 

which the dilemma of whether to undergo palliative care or unpleasant but 

potentially curative treatment was a daily reality for patients and staff (Moylan & 

Jureidini, 1994). It is clear that much work needs to go into preparing a contract for 

consultative work, and in helping services to understand the role of the consultant. 

The work requires endurance on the part of the consultant, who, in turn, will need 

their own support and supervision (Lloyd-Owen, 1997). 
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1.7 Staff Needs and the `What Works? ' Literature 

It is widely believed that it is difficult, if not impossible, to achieve real and lasting 

change with those who have a diagnosis of personality disorder and present a risk to 

other people. However, although studies of therapeutic outcome with this group are 

scarce, firm evidence is available to suggest that a range of interventions can 

produce significant benefits, both in terms of reduced rates of re-offending and 

improvements to psychosocial functioning (Blackburn, 2000b; McGuire & 

Priestley, 1995; Reid & Gacono, 2000; Salekin, 2002; Sanislow & McGlashan, 

1998). It would be useful to train staff with regard to the findings of the relevant 

outcome literature with two aims in mind. Firstly, in recognition of the fact that this 

is a new and difficult clinical area, it would be important to inform staff about the 

current state of knowledge. Secondly, it would be valuable to correct pessimistic 

views about the possibility of achieving change with this group of patients. 

Negative staff attitudes towards the effectiveness of treatments for these individuals 

" has been identified as a problem affecting both the recruitment of staff and the 

willingness of services to accept patients with a diagnosis of personality disorder 

into healthcare services (Bowers, 2002; Bowers et al, 2000; National Institute for 

Mental Health in England, 2003). 

Relevant research into therapeutic outcome comes from three areas. These are: 

studies of interventions with those with a diagnosis of personality disorder (usually 

from Cluster B of DSM-IV, which includes the diagnoses most commonly 

associated with violence and aggression); studies which focus specifically on 

therapy for those with a diagnosis of antisocial personality disorder or a label of 
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`psychopathy' (sic); and research on reducing recidivism in the prison population, a 

significant proportion of whom meet criteria for diagnosis of personality disorder 

(Moran, 1999). Possibly as a response to the multi-faceted nature of the difficulties 

faced by these groups, interventions are usually eclectic or integrative, combining 

elements from psychodynamic, cognitive-behavioural and systemic therapy. 

Prominent examples are cognitive-analytic therapy or CAT (Ryle, 2004) and 

dialectical behavioural therapy or DBT for those with a diagnosis of personality 

disorder (Berzins & Trestman, 2004; Evershed et al, 2004), and multi systemic 

therapy or MST for young offenders (Borduin et al, 1995). 

The need for staff to be educated with regard to the relevant outcome literature and 

research into the aetiology of these patients' problems, is confirmed by findings that 

complex and intensive interventions, which are rooted in a sound and explicit 

knowledge of the multiple causes of difficulties, are comparatively successful 

(Bateman & Fonagy, 2000; Salekin, 2002). Reviews of treatments for personality 

disorder conclude that effective interventions tend to have an explicit focus, are 

well-structured and are integrated with other services (Roy & Tyrer, 2001; Perry et 

a1,1999). Reviews of research into the reduction of re-offending show support for 

interventions based on a multiple model of cause and an acknowledgement of the 

complicated developmental pathways of this group (Kurtz, 2002; McGuire & 

Priestley, 1995). For example, in the U. S. A. Multisystemic Therapy (MST) has 

emerged as a promising response to the problem of youth offending (Henggeler et 

al, 1996). MST is based on individualised assessment and incorporates approaches 

from both cognitive-behavioural and family therapy to intervene at the level of the 

family, the school, and the community. 
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There is general agreement in the outcome literature that successful interventions 

are long-term (at least six months or more), intensive, and characterised by 

extensive one-to-one contact with mental health professionals (Copas et al, 1984; 

Salekin, 2002). For example, programmes are more effective if group therapy is 

combined with frequent individual therapy, and interventions in which patients do 

not have much contact with staff - but mainly interact with each other, such as in 

the traditional therapeutic community - are less successful (Salekin, 2002). Therapy 

is also more likely to be effective if concentrated, such as in a residential or day- 

hospital setting. 

The therapeutic relationship emerges as a possible key factor in determining 

success. A recent review concluded that effective interventions for personality 

disorder are based on a rationale that is clearly understood by both patient and 

therapist, and underpinned by a powerful therapeutic relationship, which is actively 

explored during treatment (Bateman & Fonagy, 2000). Breaches in the therapeutic 

relationship or treatment contract also appear to be particularly significant with this 

patient group (Jones, 1997). A review of the effectiveness of therapeutic 

communities for offenders with a diagnosis of personality disorder suggests that 

those who leave prematurely are likely to fare particularly badly, and recommends 

that future research investigate ways in which to reduce drop-out rates (Lees et al, 

1999). 

This evidence is in support of the theoretical literature, which argues for the 

importance of understanding the dynamics within therapeutic relationships with 
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these individuals in order to prevent destructive re-enactments from occurring (Cox, 

1996). The outcome literature suggests a need for staff to receive support in facing 

up to the difficulty of face-on therapeutic work. This is because there is evidence 

that programmes lacking such contact, are comparatively less successful. There is 

also the possibility that staff might avoid close therapeutic work with individuals 

with a diagnosis of personality disorder who are considered a risk to others if proper 

support and supervision for it are not provided. 

Staff ought to be educated with regard to important gaps in existing knowledge 

about interventions for the patient group if they are to use available research 

findings to inform their practice properly. There is a dearth of literature on the 

relationship between personality disorder and offending, but limited evidence exists 

to suggest that the two are not necessarily causally related. A recent meta-analytic 

review of alternative education programmes for young offenders found substantial 

improvements in psychosocial functioning without related effects on offending 

behaviour (Cox et al, 1995). McMurran and colleagues reported positive results for 

their problem-solving approach to impulsivity in an in-patient sample of male 

offenders with a diagnosis of personality disorder. It would be interesting to know 

whether this had an impact on rates of re-offending after discharge (McMurran et al, 

2001). It seems useful to distinguish between underlying personality function or 

`disorder' and specific behavioural or emotional difficulties, since most 

intervention studies address the latter although they may describe themselves as 

evaluations of therapy for personality disorder (Salekin, 2002). Such an approach 

would complement discussion about the function and context of any service for 

individuals with a diagnosis of personality disorder who are considered a risk to 
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others. For example, if the aim of the service is primarily criminological, it would 

be important to look at research into the reduction of re-offending rates, rather than 

mistakenly applying more general research into healthcare interventions with the 

patient group. 

1.8 Studies of Ward and Team Environments 

Consideration of the environmental needs of staff is informed by studies of violence 

and ward atmosphere in a range of in-patient psychiatric settings and growing 

research into the general functioning of healthcare teams. Studies have shown a 

significant association between the increase of violence on psychiatric wards and a 

lack of stability and experience amongst nursing staff. James found that violent 

incidents on a high-dependency psychiatric ward increased when experienced staff 

were absent and there were relatively large numbers of agency nurses of duty 

(James, 1990). This was confirmed by Davis, who demonstrated an association 

between raised frequency of violence and the inexperience of workers (Davis, 

1991). With regard to staff attitudes, the comparative tolerance of violence by 

managers and what is described as a ̀ coercive' approach to communication with 

patients have both been linked with increased rates of violence in in-patient settings 

(Davis, 1991; Morrison, 1995). 

It seems useful to distinguish between the need for a structured and containing ward 

environment, which directs and enables the activities of both staff and patients, and 

a regime that is experienced as oppressive and over-controlling. For example, Kirby 

and Pollock showed that in a secure facility, where staff felt in control and regarded 
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the environment as therapeutic, the expression of anger and aggression by patients 

was viewed as part of the therapeutic process and tolerated with little need for 

restriction or control (Kirby &Pollock, 1995). Caplan published an interesting 

study of a functional and benign ward environment, in which control may 

nevertheless have acted to prohibit therapeutic discovery (Caplan, 1993). Staff and 

patients on a ward in a maximum security hospital rated the atmosphere using the 

Ward Atmosphere Scale (Moos, 1974). The environment was regarded as 

therapeutic by patients and staff, who saw themselves as receiving a large amount of 

concern and help from each other. The patient group perceived staff as controlling, 

although staff thought they exerted only minimal control. In addition, patients and 

staff agreed that tolerance on the ward for the open and spontaneous expression of 

feeling, particularly regarding conflict of any sort, was low. The study also 

confirmed Moos' earlier finding that a low level of disturbed behaviour on a ward 

was associated with patients' view of a controlling group of staff (ibid). 

There is also likely to be an associated need for balance with regard to structure and 

organisation in the ward environment. Barnard and colleagues carried out a study of 

factors associated with an increase of violence in a maximum security treatment 

facility in the U. S. A. (Barnard et al, 1984). They found that aggressive acts were 

most likely to occur when staff were available and trying to structure patients' 

activities for the day. But organising interventions of staff can be beneficial if 

delivered in a way that is co-ordinated and well planned. Katz and Kirkland did a 

detailed piece of observational research into the relationship between violence and 

the social structure of five general psychiatric wards (Katz & Kirkland, 1990). They 

described the wards as either ̀ peaceful', `moderately violent' or `violence-prone'. 
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The peaceful wards were characterised by structured and predictable routines and 

contact between patients and staff, comprehensive therapeutic activities, a 

reasonably organised staff group, and committed and involved leadership by the 

team psychiatrist (Katz & Kirkland, 1990). 

Recently there has been a growing interest in the functioning of teams, and West 

and colleagues have laid particular emphasis on the study of the relationship 

between innovation and effectiveness in healthcare teams in general psychiatry 

(West, unpublished document). At this point there is a somewhat circular feel to this 

research because it is largely based on team image, rather than those aspects of team 

functioning that are associated with positive outcomes for patients. West and 

colleagues gathered data from 32 secondary healthcare teams and found that ratings 

of effectiveness were linked with clarity in relation to leadership, and that 

innovation and effectiveness were more present in teams who regard themselves as 

able to communicate well and think together about their work. Of particular 

relevance to the care of a demanding group of patients such as individuals with a 

diagnosis of personality disorder who are considered a risk to others, was the 

finding that an organised, well-led and innovative team environment, in which 

members meet often and engage in thoughtful discussion, was associated with lower 

levels of stress amongst staff (Borrill et al, 2000). 

West and colleagues' study of primary healthcare teams found that their work was 

hampered by the difficulty in establishing a shared sense of purpose across different 

professional groups (West, unpublished document; West et al, 1997). They 

suggested that this was partly because the different professions were managed 
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separately. This may be relevant to mental health staff working in hospital settings 

with people with a diagnosis of personality disorder who are considered a risk to 

others. Practitioners are usually divided into a ward-based, nursing team and a 

multi-disciplinary team. In the latter, practitioners are often allied to separate 

professional departments. 

1.9 Job Satisfaction, Occupational Stress and Burnout 

Large-scale questionnaire studies from within general mental health settings have 

indicated that job satisfaction exists alongside burnout and high levels of reported 

stress in the workplace. Researchers based at Claybury Hospital in the early 1990s 

collected data from 250 community psychiatric nurses and 323 ward-based 

psychiatric nurses (Carson et al, 1995; Fagin et al, 1995). They concluded that 

stress and burnout were significant problems for nurses: nearly half of both samples 

scored in the high burnout category of the Maslach Burnout Inventory (Maslach et 

al, 1997), and 41% of the community sample and 28% of the ward-based sample 

were rated as ̀ high scorers' on the General Health Questionnaire (Goldberg & 

Hillier, 1979). However, the community nurses, who were the group reporting more 

stress in general terms, were considerably less detached in their feelings towards 

patients; and on a scale of personal accomplishment, they registered high levels of 

fulfilment from their clinical work. These results were confirmed by Onyctt and 

colleagues, who looked at job satisfaction, burnout and occupational stress as part of 

a survey of structure and process in 57 community mental health teams across the 

UK (Onyett et al, 1997). They also found that nearly half their sample of nurses fell 

into the `high emotional exhaustion' category of the Maslach Burnout Inventory, 
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but staff across professional disciplines reported high levcls of job satisfaction as 

well. 

One explanation for the unexpected combination of stress and satisfaction in adult 

mental health nurses is that they tend to be committed and motivated practitioners, 

who are intrinsically likely to experience stress and satisfaction at work. This may 

be of particular relevance to staff working with individuals with a diagnosis of 

personality disorder who are considered a risk to others. This patient group is 

widely regarded as a therapeutic challenge and is therefore likely to draw workers 

who want to be stretched. However, it is not clear from existing research whether 

stress and satisfaction in mental health nurses arc inter-related or simply co-exist. 

Further investigation of this relationship is required to enable service developers to 

focus on reducing those stresses associated with real dissatisfaction in staff. 

Initial findings suggested that working conditions and resources, rather than direct 

clinical work, are the top stressors for staff and have the biggest influence on job 

satisfaction. In the Claybury study two issues that emerged as particular irritants for 

community nurses were lack of availability of facilities for onward referral and long 

waiting lists for such services (Carson et al, 1995; Fagin et al, 1995). This suggests 

that there is a need for staff and managers to define their task in the context of 

discussions with stakeholders and related agencies, so that their work is supported 

by the external environment in practical ways. If such conversations remain internal, 

there is the possibility that workers' notions of what they are doing will not be 

coordinated with the demands and resources of the outside world, leading to staff 

feeling unsupported and isolated. 
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The recent concept of `vicarious traumatisation' is likely to be applicable to staff 

who care for individuals with a diagnosis of personality disorder who arc considered 

a risk to others. It developed out of work with survivors of sexual abuse and refers 

to the negative impact on clinicians of exposure to traumatic material in patients 

(Sexton, 1999; Steed & Downing, 1998). This is often similar to the effects of direct 

trauma on survivors, although less acute. Writers about vicarious traumatisation 

suggest that a therapist's ways of thinking about the world, as well as themselves 

and other people, may be profoundly affected by their work with survivors of 

trauma. Individuals with a diagnosis of personality disorder who are judged a risk to 

others have almost always suffered extreme forms of abuse or neglect in childhood, 

and therapy with them often involves listening to these traumatic experiences in 

some depth (National Institute for Mental Iiealth in England, 2003). There is a 

strong possibility that forensic mental health staff are affected by their work in a 

similar way to those who work with survivors of sexual abuse. This remains to be 

investigated. 

1.10 Summary and Discussion 

What do staff need in order to care for individuals with a diagnosis of personality 

disorder who are considered a risk to others? Any answer to this question ought to 

consider findings of research into therapeutic outcome with this group, ensuring a 

focus is kept on what staff need in order to achieve positive changes for patients. 

Available studies on interventions with offenders and individuals with a diagnosis 

of personality disorder suggest that more successful programmes are integrated with 
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other services, well-structured, operate at multiple levels, and arc based on a 

coherent rationale from the point of view of both patient and clinician (Bateman & 

Fonagy, 2000; Blackburn, 2000b; McGuire & Priestley, 1995). They also tend to be 

long-term, intensive and involve regular individual contact between patients and 

mental health staff. Staff should receive training so they are informed about rcccnt 

findings regarding effective interventions for the patient group and can develop their 

practice with reference to current knowledge. 

Teaching about what treatments work for these individuals is also likely to be a 

valuable corrective to prevailing therapeutic pessimism about the possibility of 

intervening effectively with those with a diagnosis of personality disorder (Bowers 

et al, 2000). With regard to staff attitudes, training should be provided on debates 

surrounding the concepts of personality disorder and psychopathy and the impact of 

labelling (Blackburn, 2000b). In the author's opinion, staff should also be informed 

about the complexity of causal models for personality problems and offending 

behaviour. Learning about the significance of the influences of social disadvantage 

and constitutional factors is likely to increase positive feelings towards the patient 

group. The aetiological literature should guide thinking about the development of 

particular patients' difficulties, rather than being applied in a general way. 

Interventions should be guided by formulation of the causes of each individual 

patient's difficulties, and staff will need substantial resources to enable them to 

undertake such detailed and thorough assessments. 

It is widely acknowledged that individuals with a diagnosis of personality disorder 

who are considered a risk to others are particularly difficult to work with, often 
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Table 1.10: Summary of Needs of Staff 

Staff Need Source & Key References Practical Implications 

Integration of a complex & Systemic theory I lclp from managers and senior 
potentially (Lavender, 2002; Watson clinicians in defining coherent 
contradictory task et service aims balancing needs 

al, 2004) of staff & patients for 
containment and therapeutic 
opportunity_ 

Match between service Large-scale studies of Discussion of service aims 
aims & expectations & stress & burnout (Carson with stakeholders & linked 
resources in external et al, 1995; Onyett et external agencies focussing on 
environment a11997 expectations & resources 
Education about debates Literatures on concept of Staff training 
regarding the concept of personality disorder & 
personality disorder & labelling (Angermeyer, 
negative influence of 2003; Blackburn, 2000a; 
labelling Castillo, 2003) 
Education about relevant Aetiological literature Stalltraining 
outcome literature to (Blackburn, 2000b; 
address therapeutic Salekin, 2002) 
pessimism & encourage 
evidence-based practice 
Interventions informed by Aetiological literature Resources to support this 
thorough individualised (Salekin, 2002; Rutter et 
assessment al, 1998) 
Ability to reflect critically Forensic psychotherapy Assessment of reflexive 
on responses to patients literature (Cox, 1996; capacity at recruitment stage & 

Davies, 1996; Winnicott, regular individual supervision 
1949) aimed at encouraging reflective 

practice 
Avoidance of abrupt & Attachment theory & Principle of practice 
unplanned separations & research (Adshead, 2002) 
losses 
Awareness of possibility of Organisational literature Group supervision facilitated 
defensive practice at group (Hinshelwood, 1993; by an external consultant & 
& organisational levels Lloyd-Owen, 1997) including service heads 
Stability & experience Attachment theory & ward Focus by service heads on 
within the staff group studies of violence retention of staff 

(Adshead, 2002; James, 
1990) 

Organised & predictable Ward studies of violence Regular staff discussions 
routines regarding patient (Katz & Kirkland, 1990) regarding organisation of ward 
care & staff communication regime 
Clarity regarding leadership Studies of ward Priority for service heads at 

environment & team setting-up stage 
functioning (Katz & 
Kirkland, 1990; West et al, 
1997) 1 
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finding it extremely difficult to make constructive use of help, and that these 

patients can arouse intense negative feelings in staff (llinshelwood, 2002). 

Supervision for individual staff caring for these patients ought to promote a 

reflective approach to practice, encouraging practitioners to think about the way in 

which they can be affected at both conscious and unconscious levels by patients; 

and how, if unexamined, problems can be played out in the therapeutic relationship 

so that damaging past experiences are re-enacted (Casement, 1991; Cox, 1996; 

Davies, 1996). It is the author's view that if supervision is to enhance thinking of 

this sort, it will need to be explorative in nature, to incorporate an acknowledgement 

of unconscious functioning in relationships, and to be perceived by staff as 

supportive and non-critical. 

The potentially contradictory roles of carer and custodian and socicty's ambivalent 

approach to the patient group mean that an additional task of supervisors and 

service heads is to help staff to define a coherent sense of purpose (Kurtz, 2002b; 

Lavender, 2002). It would be important to discuss service aims with staff at all 

levels of the organisation and to include external stakeholders, such as those 

running facilities for onward referral. This is because of evidence that the lack of 

external support for staff is a significant stress, and the suggestions that complex 

public attitudes towards individuals with a diagnosis of personality disorder who arc 

considered a risk might undermine practitioners' understanding of their task (Carson 

et al, 1995; Lavender, 2002). 
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Discussions regarding service aims could best take place in the context of regular 

group supervision facilitated by an experienced and well-supported external 

consultant (Lloyd-Owen, 1997). Systemic and organisational theories indicate that 

in the absence of such an intervention, unhelpful group defences are highly likely to 

develop. For example, according to the model of the social defence system, 

organisational defences in the work setting develop with the, largely unconscious, 

purpose of protecting staff from the impact, of meaningful contact with distressed 

individuals (Kurtz, 2002b; Hinshelwood, 1993; Menzies Lyth, 1960). Such defences 

are particularly likely to develop in services for individuals with a diagnosis of 

personality disorder who are considered a risk to others because therapeutic work 

involves contact with intense psychological distress, as well as the real possibility of 

aggression and violence. 

A conclusion is that, in addition to individual supervision, group supervision should 

be provided by an external consultant who is not involved in the dynamics of the 

organisation and can take an impartial view. One can imagine a model in which 

staff receive their own weekly or fortnightly supervision, but also attend monthly 

consultations together with service heads. More senior staff', who arc unlikely to be 

involved in much direct work with patients, should be included. This is because of 

evidence that workers at all levels of the organisation can unwittingly become 

involved in counter-therapeutic practice and the importance of developing service 

aims and objectives in line with the expectations of key stakeholders (Fallon, 1999; 

Lavender, 2002). 
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Ward studies suggest the importance of creating and maintaining an experienced 

and stable group of hands-on staff, which means that service heads need to look at 

ways of increasing the use of permanent ward staff and retaining them (James, 

1990; Davis, 1991). Research into the therapeutic environment and team 

functioning indicates the value of a certain degree of structure to ward life. Studies 

have demonstrated an association between, on the one hand, a comparatively 

peaceful atmosphere and staff well-being and, on the other, clarity with regard to 

staff leadership and organised and predictable routines regarding communication 

with patients (Katz & Kirkland, 1990; West ct al, 1997). These findings arc 

reinforced by contributions from attachment theory. The suggestion is that the 

regulation of affect in patients and staff, including adherence to rules limiting staff 

involvement with patients, are important in ensuring that the workplace operates as 

a ̀ secure base' for staff and patients alike (Adshead, 2002). An additional point is 

that abrupt separations and losses, such as the sudden discharge of a patient or the 

unannounced departure of a staff member, should be avoided as strenuously as 

possible. 

Ward studies have generally looked at associations between characteristics of the 

therapeutic environment and levels of violence and aggression in patients. But it is 

worth questioning whether the absence of aggressive incidents is necessarily 

indicative of therapeutic success, and distinguishing between a peaceful, well-run 

ward and a staff group in which a counter-therapeutic fear of addressing and 

working with issues of aggression and violence has taken hold. This is particularly 

the case with people with a diagnosis of personality disorder who arc considered a 

risk to others, for whom it is not possible to manage risk through a primarily 
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medical approach to treatment. Instead it is important for staff to develop an 

understanding of the patient's interpersonal problems as a context for their 

antisocial behaviour. This may well involve direct work with staff and othcr 

patients, in which difficult feelings and interactions arc explored as a way of 

illuminating difficulties that have led to an act of violence (Morris, 2002). It might 

be useful to develop criteria for productive and unproductive incidents of aggression 

for the purposes of clinical audit and research. A hostile communication towards a 

staff member, which is spoken about afterwards and resolved, can form part of a 

genuinely therapeutic episode. Alternatively it can have a destructive effect on 

therapy. 

Large-scale research with mental health nurses suggests that it is not contact with 

patients that staff see as producing most stress in their jobs, but working conditions 

and organisational factors (Carson et al, 1995; Fagin et al, 1995; Onyctt ct a!, 1997). 

This may represent a displacement, whereby difficulties in the relationship with 

patients are so hard to think about that feelings of anxiety and frustration arc 

transferred onto external, concrete issues. At any rate, the finding should not be 

taken to mean that work with people with complex mental health problems is not 

demanding. Indeed, this research shows that nurses experience large amounts of 

both stress and satisfaction in their jobs. This could be explained as the consequence 

of high levels of commitment in staff. It might be that workers arc highly motivated 

in relation to the clinical aspects of their job, which are regarded as meaningful, 

interesting and valuable. Organisational difficulties, such as a lack of resources for 

onward referral, are then perceived as significant obstructions, interfering with the 

core therapeutic task. 
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There is an obvious need for greatly increased and integrated service provision for 

this patient group, which is currently being addressed. Specialist services for people 

with a diagnosis of personality disorder are scarce, and the healthcare resources for 

those who are considered a risk to others are even less. It is particularly difficult to 

find services for these patients in medium security, in standard locked wards and in 

the community. In-patient services for individuals with a diagnosis of personality 

disorder who are considered a risk to others arc growing. But if community 

resources are not also increased, the rehabilitative task of such units will be 

threatened. 
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INTRODUCTION TO THE CURRENT STUDY 

2.1 Overview 

Here the literature reviewed in the previous section is briefly summarised in order to 

provide a rationale for the study and show the context for the development of the 

research questions. These are shown in Table 2.6 at the end. 

2.2 Depth Versus Breadth: the Qualitative Approach 

Little has been published in terms of empirical research or theory regarding the 

experiences and needs of staff in the forensic mental health field. This area of work 

is regarded as particularly challenging because of a complex and demanding patient 

group and perceived tension in combining therapeutic and custodial responsibilities. 

Government inquiries into malpractice at Broadmoor and Ashworth have 

highlighted systemic difficulties within these organisations, suggesting that serious 

mistakes can result from the general impact of the work and working cnvironmcnt 

on forensic mental health staff, rather than the failures of particular individuals 

(Blom-Cooper, 1999; Fallon, 1999). 

The empirical literature relevant to the needs of staff who care for serious offenders 

with a diagnosis of personality disorder consists of broad-brush questionnaire 

studies measuring stress and burnout in staff in adult mental health scrviccs, and 

research into violence, ward atmosphere and team functioning across a range of 
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psychiatric and healthcare settings (Carson et al, 1995; James, 1990; Katz & 

Kirkland, 1990; Kirby & Pollock, 1995; Onyett et a1,1997; West, unpublishcd). 

Key terms such as stress, burnout and job satisfaction, and violence, coerciveness 

and peacefulness in relation to the ward environment, are loosely defined; and their 

relationship to clinical outcomes remain unexplored (Caplan, 1993; James, 1990; 

Katz & Kirkland, 1990). Although findings suggest interesting and possibly 

unexpected relationships between, firstly, stress and job satisfaction and secondly, 

therapeutic atmosphere and control (Onyett et al, 1997; Kirby & Pollock, 1995), 

there is a need for in-depth exploration of these associations and the mechanisms 

underlying them. 

Offenders with a diagnosis of personality disorder have often been the victims, as 

well as the perpetrators, of physical and sexual abuse (Department of health, 2002a; 

Department of Health, 2002b). The theoretical literature addresses the issue of how 

work with such patients might impact on staff at both the level of the individual and 

the organisation (Lavender, 2002; Menzies Lyth, 1960; Winnicott, 1949). But there 

is a dearth of theory pertaining to the forensic mental health field in particular, 

leading to curiosity in this researcher about how the dual responsibility to provide 

therapy to patients and protect the public influences staff-patient relationships and 

organisational processes. There are a couple of rich accounts of consultative work 

with forensic and prison staff which describe the challenges of bringing a reflective 

depth-psychological approach to these settings (Lloyd-Owen, 1997; 1linshelwood, 

1993). 

Future research would do well to look in detail at the needs of staff in this area, with 

a focus on the meaning of concepts such as stress, burnout, safety and control, in 
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terms of both their relationship with the day-to-day well-being of staff and clinical 

care of patients. It would be important to give particular attention to the context 

within which forensic mental health services operate as so little work has been done 

in the area. For the present study it was decided to interview a selection of staff 

using a semi-structured schedule to explore areas highlighted by the literature and 

provide openings to issues which were less familiar to the researchers. Transcripts 

of the interviews were analysed in depth using techniques from the qualitative 

research tradition. More detail as to the choice of qualitative methodology will be 

provided in the Method section. 

2.3 Service Context 

The systemic organisational literature holds that clarity in relation to task has a 

positive effect on the effectiveness of a working group, but is difficult to achieve in 

the ̀ human services' where concepts of positive change or output arc complex and 

potentially controversial (Miller & Rice, 1990; Menzies Lyth, 1979). Clarity about 

the working task is likely to be even rarer in forensic mental health services because 

these services relate to both the healthcare and criminal justice systems, which each 

have their own powerful, distinct, and sometimes competing agendas (Kurtz, 

2002b). The unit that formed the basis for this study was situated in a medium 

secure hospital. Its patients were all in the process of serving long prison sentences. 

They were transferred to the unit from prison and usually returned to prison after 

their stay in hospital, a good outcome being referral to a less secure prison or a 

therapeutic community within a prison. All the new units for individuals with a 

diagnosis of personality disorder who are considered a serious risk to others, answer 
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to both therapeutic and public protection agendas (although an actual conviction 

will not be necessary for admission to them, they have largely been designed with 

the aim of preventing future offending). It would therefore be useful in the present 

study to explore whether there is a measure of confusion amongst staff as to the 

nature of their task. It would also be valuable to see how understanding about the 

function of the service relates to patient care on a day-to-day level. 

The attitude of society to individuals with a diagnosis of personality disorder who 

are considered a serious risk to others has been characterised as ambivalent, 

alternating between a rehabilitative emphasis and the desire to punish or simply to 

lock away (Lavender, 2002). A previous theoretical paper by the researcher 

proposed that society's anxiety about the risk presented by these patients results in 

unrealistic demands being placed on forensic services (Kurtz, 2002b). Such 

pressures may serve to exacerbate practitioners' confusion in relation to the working 

task, leading to staff taking on a public protection role without having the necessary 

resources or authority. Future research in this area could usefully maintain a focus 

on how staff understand their relationship with the external environment and how 

this impacts upon their working lives. 

2.4 Therapeutic Environment 

The literature deriving from general psychiatric settings suggests that instability in 

the staff group and the increased use of agency nurses are associated with a greater 

frequency of violent incidents (James, 1990; Barnard et al, 1984). A structured and 

organised ward environment is associated with a more peaceful atmosphere, and 
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clarity with regard to leadership is linked with increased satisfaction amongst staff 

with regard to teamwork (Katz & Kirkland, 1990; West, unpublished document). 

There is no published research with forensic staff who care for individuals with a 

diagnosis of personality disorder, where violence and aggression are often the 

specified problems which workers attempt to address. In considering such findings, 

it is worth asking the question as to whether it is necessarily therapeutic to aim to 

minimise displays of the behaviour that has caused difficulties in the past. Safety is 

obviously important for both staff and patients, but it is possible that an over- 

controlled ward environment might function to prevent real therapeutic work from 

occurring. Relevant studies of ward culture present contradictory findings: an 

association has been shown between therapeutic atmosphere and patients' 

perceptions of a controlling, somewhat conflict-avoidant staff group (Caplan, 1993). 

But another study found a link between therapeutic atmosphere and staffs tolerant 

and comparatively relaxed attitude towards the expression of aggression by patients 

(Kirby & Pollock, 1995). In the context of the present study, it would be useful to 

find out about how controlling staff and patients perceive the unit to be, and how the 

question of control relates to issues of safety and the capacity to carry out 

meaningful therapeutic work. 

2.5 Impact of Work on Staff 

The psychoanalytic literature relating to individual practitioners and working groups 

asserts that staff who care for those with severe and long-term psychological and 

social problems will be profoundly influenced by it, often unconsciously 

(Winnicott, 1949; Casement, 1991). There is also the proposition that if feelings 
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aroused by such work are not acknowledged and understood within supervision, 

staff will develop defensive attitudes and practices which will obstruct real 

therapeutic work (Menzies Lyth, 1960). Such defences can operate within 

individual staff-patient relationships or manifest themselves in the structure of the 

organisation (Menzies Lyth, 1960; Jacques, 1955). These accounts do not 

specifically concern those who might be considered dangerous (Winnicott's paper 

focuses on the intensity of the psychological demands of `antisocials' (sic) rather 

than the threat they might present), giving additional weight to the need to embark 

on empirical investigation of the impact of intimate contact with thosc with a 

diagnosis of personality disorder who are regarded as a serious risk to others 

(Winnicott, 1949). 

Two large-scale studies have indicated that mental health staff are capable of 

simultaneously reporting high levels of stress and job satisfaction (Carson et alp 

1995; Onyett et al, 1997). Stress was viewed primarily as the result of 

organisational difficulties - such as the lack of availability of services for onward 

referral - rather than direct contact with patients. It is hoped that an open and 

explorative approach will shed light on the complicated question of practitioners' 

attraction to this area of work and the relationship between the difficulty of the task 

and job satisfaction. 

2.6 An Initial Reflection on the Stance of the Researcher 

In qualitative research it is considered important to make the biases and assumptions 

of the researcher explicit and, as far as possible, to address them during the research 
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process (Charmaz, 2003; Strauss & Corbin, 1998). This researcher has always been 

interested in psychoanalytic approaches, although she has used cognitive- 

behavioural and systemic approaches extensively in clinical practice in both general 

adult and forensic mental health services. Her experience as a clinical psychologist 

working for four years in a medium secure unit and a community forensic service 

led to an interest in the dynamics of such organisations and, in particular, the way in 

which services sometimes develop so that it can be hard to keep the therapeutic 

needs of forensic patients in mind. These experiences were written about in a 

theoretical paper, which is included as Appendix I (Kurtz, 2002b). This article 

invoked Menzies Lyth's model of the social defence system in an attempt to 

understand the need to develop ways of working which could be seen as 

obstructions to meaningful clinical work (Menzies Lyth, 1960). The present study 

aims to test these ideas, asking whether there is: a) evidence in the interviews for the 

negative psychological impact of clinical work on staff who care for individuals 

with a diagnosis of personality disorder and are considered a risk to others; and b) 

how the influences of the task and setting on staff can best be understood in terms of 

the relationship with patient care. Specific research questions appear on the next 

page in Table 2.6. 

47 



Table 2.6: Research Questions 

Description of study: 
A qualitative study based on in-depth interview data with staff in a secure unit for 
offenders with a diagnosis of personality disorder. 

Main question: 
Does clinical work with offenders with a diagnosis of personality disorder have 
a negative psychological impact on staff? 

In relation to the service context: 
Is there confusion in relation to a complex task? 
What are the characteristics of staffs relationship with the external 
environment? 

In relation to the therapeutic environment: 
How do staff and patients experience control on the Unit? 
Is there a distinction between aspects which enhance or impede therapeutic work? 

In relation to the impact of work on staff: 
What is the relationship between stress and job satisfaction in staff? 
Are some stresses associated with dissatisfaction at work while others are not? 
What is the nature of the impact of work on staff? 
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METHOD 

3.1 Overview: Basic Research Design and Ethical 
Approval 

The current study was based upon a Grounded Theory analysis of interviews with 

staff working in a Unit for offenders with a diagnosis of personality disorder, which 

will be referred to as Unit Z. In addition, a group discussion with patients from the 

Unit and an interview with a community practitioner from a separate service were 

carried out to test the validity of emerging findings and incorporate a variety of 

perspectives into the analysis. 

In this section the rationale for choosing Grounded Theory as a method is cxplaincd. 

Unit Z and the sample of staff participants are then described. An account of the 

development of the interview is provided. The analysis of the interview data is then 

given, moving from line-coding of eight of the interview transcripts, to more 

focussed summary coding, to the development of categories and the construction of 

a model to enhance the understanding of the needs of staff working in the Unit. 

There is a description of ways in which the rigour of the analysis was cnhanccd, 

using the comparative analysis of a research colleague, feedback from presentation 

of the research to two different groups of forensic staff, and incorporation of a 

discussion group with patients from Unit Z. 

Approval from the relevant NHS Trust Local Research Ethics Committcc for the 

main interview study was obtained in May 2002 (see Appendix 2). Approval from 
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the same committee for a group discussion with patients was gained in February 

2004 (see Appendix 3). 

3.2 Choice of Grounded Theory as a Qualitative Method 

To explore experiences of staff in a relatively uncharted area, the principal 

researcher needed a rigorous and in-depth procedure for the examination of 

interview material. Grounded Theory is a well-regarded method for the analysis of 

textual data, which is designed to generate rich and complex category descriptions; 

these are then used to inform the development of a model or thcory of the 

phenomena under study (Charmaz, 2003). Main principles of the method are the 

close and systematic attention to detail in the data, the aim of checking the 

assumptions and biases of the researcher, and the importance of moving beyond 

summary description to make a contribution to theory regarding the topic under 

study (Strauss & Corbin, 1998; Pidgeon, 1996; Pidgeon & llenwood, 1996). The 

goal of theory-building is to conceptualise the work in such a way that it is made 

available to others, by making it possible to apply it to other settings and to use it to 

generate further questions for research. The extent to which Grounded Theory 

researchers develop proper theory has been questioned, with the suggestion that 

immersion in textual data produces a tendency towards description rather than 

analysis (Charmaz, 2003). 

The principal researcher was aware of a personal tendency towards theorisation, 

influenced perhaps by a long-standing interest in depth-psychological approaches to 

clinical situations. In a previous paper the counter-therapeutic characteristics of two 
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forensic services in which she had worked were described (a medium secure Unit 

and community forensic team), and she attempted an explanation for these based on 

concepts from the psychoanalytic and systemic organisational literature (Kurtz, 

2002b). It was important to put these abstract ideas to the test, and a method aimed 

at the rigorous analysis of complex data was appealing. 

The study was intended to inform an intervention with staff on Unit Z and at the 

time of writing there is a plan to spend three half-days discussing the analysis with 

them. Psychosocial interventions should always be based on a proper formulation, 

which attempts a description of influences upon a problem and an explanation of the 

nature of causal relationships, with the goal of informing any plan to achieve 

positive change (Eells, 1997). Theory-generation is integral to the Grounded Theory 

method, which lends it to research aimed at the practical application of findings. 

The current study aimed to investigate the experiences of staff at both the lcvcl of 

the individual and the organisation. In other words, the principal researcher was 

interested in the working environment and how this affected practitioners, as well as 

in the work experiences of individual staff. Grounded Theory, which allows for the 

division of texts into Units of meaning that are coded and can then be compared 

across transcripts, seemed more suitable for this task than, for example, 

Interpretative Phenomenological Analysis, where the emphasis is on generating 

themes in the context of individual experience (Smith & Osborn, 2003; Strauss & 

Corbin, 1998). 

The principal researcher was aware of a potential tension between the Grounded 

Theory method and an interest in the possibility of the influence of unconscious 
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processes in the working environment, as outlined in the relevant theoretical 

literature (Hinshelwood, 1993; Menzies Lyth, 1960; Lloyd-Owen, 1997). At the 

coding stage the Grounded Theory procedure is concerned with an emphasis on 

what participants actually say, rather than with inferences about what is said. Such a 

focus on respect for detail in the data is laudable; however, it is worth questioning 

the assumption that interviewees are always experts with regard to the subjcct undcr 

study. Grounded Theory aims to correct the traditional and patronising view of the 

researcher as objective ̀expert', with the equally questionable idea that the 

participant is always an ̀ expert' (Hollway & Jefferson, 2000). 1 lollway and 

Jefferson have given consideration to this problem in a recent book which describes 

their research participants as ̀ defended subjects': as people capable of valuable 

insights, often in possession of important knowledge, but - like the researchers 

themselves - vulnerable to blind-spots and self-deception, particular when it conics 

to the need to protect aspects of themselves and their sense of identity (I lollway & 

Jefferson, 2000). They propose a holistic approach to textual analysis, in which 

contradictions, omissions and inconsistencies that emerge as coding proceeds can be 

held in mind, commented upon and eventually incorporated into the analysis. 

3.3 Recording the Research Process: The `Paper Trail' 

Reflexivity on the part of the researcher is considered important in qualitative 

research. This is so the perspective brought to the topic under investigation can be 

made explicit to readers of published research and, if appropriate, questioned during 

the course of the study (Elliott, 1999). It is also so the influence of the relationship 

between the researcher and participants on the production and interpretation of data 
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can be considered (Elliott, 1999; Hall, 2001). To aid the reflexive process, the 

principal researcher kept a Research Log, which consisted of notes on developing 

thoughts with regard to the study over a two-year period. She also wrote down her 

impressions immediately after doing each interview. During the analysis of 

interview transcripts, the principal researcher kept a box-file with cards, which 

listed line-codes under headings for developing categories, and a Record of 

Category Development, which charted the relationship between the analysis of 

individual transcripts and changing category descriptions. An extract from the 

Research Log appears below, showing how it was used to reflect upon the research 

process and develop ideas. An extract from the Interview Notes is included in the 

section on the Design and Administration of the Interview. An extract from the 

Record of Category Development appears in the section on the Transcription and 

Analysis of Interview Data. 

3.4 Description of Unit Z 

Unit Z was a medium secure 12-bedded ward for male offenders with a diagnosis of 

personality disorder, situated in a Regional Secure Hospital in a rural setting. It had 

opened a few years previously and had received a prize early on in recognition of 

high quality of work in an innovative area. The Unit had a full multi-disciplinary 

team (consisting of two Consultant Psychiatrists, a Specialist Registrar, an 

occupational therapist, a psychologist, and input from a social worker, a probation 

officer and a teacher) and three to four nurses on duty around the clock. A prison 

sentence of two years or more was a usual criterion for admission, corresponding to 
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Box 3.2: Extract from the Research Lop- 

17/10/03 
First day doing line-by-line coding. More or less completed 13 pages. It is such a discipline 
really attending to the text and staying close to it. Similar to the skill of a good therapist... 

27/10/03 
Feeling somewhat overwhelmed by the amount of interview data ahead of me at this early 
stage of the analysis, which makes me want to rush the coding, which would be a mistake, 
so am consciously trying to slow myself down and do things methodically... 

27/11/03 
I have a strong feeling at this point - having line-coded seven interviews - that I need to 
take stock rather than just plough on through the data... Want to do this with a view to 
thinking carefully about theoretical sampling. Have three ideas about this: 

I) Need to address fact that at the moment all the interviews are with staff from a 
single Unit and therefore may say more about particular character of the 
organisation than work with the patient group. Could incorporate interviews from 
two other different services into the analysis... 

2) Conversation with X [senior clinician at The Portman Clinic] drawing on his 
extensive experience of consultancy to discuss the analysis and strengthen the 
emergent theory... 

3) Group with patients on the Unit to learn about their thoughts about the needs of 
staff and to look at how/ whether these needs are met or not impacts on them. 

the Unit's two-year programme, although men were sometimes admitted for a 

shorter period nearer the end of their sentence. 

Men were assessed for suitability for the Unit in prison and admitted on a criminal 

section under the terms of the 1983 Mental Health Act. Asscssmcnts laid an 

emphasis on their level of motivation to change and the appropriateness of 

conditions of medium security for them. Once admitted, patients were more 

thoroughly assessed during the first three to four months of their stay, going on to 

take part in a full and structured group programme on the ward. A social problem- 

solving approach underpinned much of the group work, and a more open meeting at 

the start of each day provided the opportunity for patients and staff to check in with 
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each other and deal with general issues as they came up. In addition, patients 

received individual therapy and input from a teacher, a social worker and a 

probation officer. 

3.5 Description of Sample of Unit Z Participants 

The staff on Unit Z consisted of a ward-based nursing team and a multidisciplinary 

team, with psychiatrists, an occupational therapist, a clinical psychologist and social 

worker, as well as a liaison teacher and probation officer. A stratified nursing 

sample was selected for participation, consisting of four nurses who were chosen 

randomly from within bands graded in terms of seniority. A senior nurse who had 

recently left the Unit was also interviewed on the recommendation of staff. At Icast 

one member of staff was interviewed from each additional professional discipline 

providing input to Unit Z. In most cases there was no need for selection of interview 

participants because there was only one member of staff from each profession 

working on the Unit. It was decided to interview the more senior Consultant of the 

two in post because he had been recruited to set up the service and worked there 

since its inception, while the other Consultant had been recruited more recently. 

There were two social workers providing a service to men on Unit Z, so the one 

whose input to the Unit was greater was chosen. 

Selected staff were telephoned by the principal researcher. They were told about the 

study and issues such as confidentiality were discussed. Staff were then asked by 

the principal researcher whether they were willing to participatc in the study. All 
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staff approached agreed to take part. Appointments were organised and staff wcrc 

sent an Information Sheet and a Consent Form (see Appendices 4a and 4b). 

Twelve staff from Unit Z were interviewed. The principal researcher conducted 

eight interviews and a research associate carried out four (sec Statement Regarding 

Ownership of Data, page 8). Two of the latter's interviews were with staff who wert 

known to the principal researcher in other contexts, which might have inhibited 

discussion during the interview. 

3.6 The Question of Confidentiality 

Identifying details regarding Unit Z participants were removed when the intcrvicws 

were transcribed. Concern remained about the scarcity of units of this type loading 

to the possibility of locating staff through knowledge of the Unit, and staff being 

able to identify each other with relative ease. The name of the ethics committcc, 

which granted approval to the current study, was removed, and efforts were made to 

disguise the Unit's identity in ways that did not interfere with presentation of the 

research. Unless it was relevant to the analysis, the gender and profession of 

individual participants was not given in the write-up. Interview transcripts were not 

kept in the University library, but in a locked cabinet by the principal researcher. 

Requests to view the transcripts should be directed to the principal researcher. 
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3.7 Design and Administration of the Interview 

3.7.1 Semi-Structured Interview The interview was designed to explore 

participants' experience of their work according to the areas outlined in the Review 

Article and Introduction. A semi-structured interview schedule was used, consisting 

of carefully worded questions with follow-up questions where needed (see 

Appendix 6). Efforts were made to stick fairly closely to the schedule in order to 

enable comparisons to be made between individual participants and groups of 

participants. 

The questions were worded to balance the need to make explicit the intended area of 

exploration with the aim of biasing the participant's reply as little as possibic. For 

example, the first 'warm-up' question asked what 'brought' the participant into 'this 

kind of work'. It was worded so as to avoid defining the specific area of work and 

suggesting active selection, so it was possible to find out about how work was 

defined for individual participants and whether it had been selected or more 

passively ̀fallen into'. Similarly the researchers asked what participants thought 

`people outside' the Unit thought about their job, without specifying whether this 

meant their family or more distant colleagues or society in general, in ordcr to rind 

out about which relationships were important to staff in this regard. Initially there 

was a plan to ask about times when participants had felt 'upset' at work. But after 

discussion of the possibility that this would limit what could be learnt about 

different sorts of manifestations of loss of equilibrium amongst workers, 

particularly male ones, the decision was made to ask about incidents of getting 

`either worked up or upset'. 
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Qualitative researchers tend to favour asking open questions in research interviews 

(Burman, 1994; Pidgeon, 1996). But there has also been discussion of the need to 

ask for concrete detail to avoid getting material that is overly abstract and 

unfocussed (Hollway & Jefferson, 2000). The principal researcher was familiar with 

the Adult Attachment Interview, which yields categories of representations of an 

individual's most significant relationships through assessment of the coherence of 

the interview data (Main et al, 1985). One of the principal ways in which coherence 

is assessed is through the consistency or otherwise of the relationship between 

general descriptions and specific examples. For this reason, throughout the 

interview there was an attempt to learn about how abstract description fitted with 

the concrete reality of lived experience. Pilot interviews were carried out with 

colleagues working in a medium secure hospital. These suggested that the interview 

schedule was capable of eliciting interesting and relevant material. 

Ten interviews were conducted using the above approach. Background information 

regarding all participants was collected regarding gender, ethnic background, 

professional discipline, years since qualification and years in the current post. This 

is shown in Table 3.5, together with information about who conducted which 

interview. After each interview, notes were made about anything that struck the 

interviewer about the encounter and an extract is shown in Box 3.7 below. It was 

interesting to note how the emotional ̀feel' of conversations was sometimes lost 

from the verbal recordings, presumably because of the absence of non-verbal 

communication. It was useful to be able to look back at notcs made on the day and 

to remember the way in which a particular encounter made the principal researcher 

feel and how this was, or was not, borne out by analysis of the transcript. 
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3.7.2 Towards a Less Structured Interview Format When discussing one of 

the Unit Z interview transcripts a colleague commented, with some disappointment, 

that it read as if the participant were working in a school or any other organisation, 

rather than caring for such a complex and demanding patient group. This led the 

Box 3.7: Extract from interview Notes 

Z4 Interview Impressions: 

I found this interview increasingly compelling and very moving ... I had the impulse oller the 
interview to send [the participant) an interesting book that had recently been published, t le made me 
feel concerned for him -I wonder whether he inspires such feelings in his statt 

At first I feit the respondent was reluctant to think about his own part In selecting his area of work 
and tended to lecture me on the history and philosophy of the Unit Instead. I tried to get him to talk 
in a more personal way during the course of the Interview and he seemed to become Increasingly 
thoughtful and flatter in affect. The theme which emerges later In the interview - of taking on a great 
sense of responsibility for the continuing life of the Unit and of the personal costs for doing this - Is 
a striking one... 

principal researcher to wonder whether the interview questions had laid undue 

emphasis on organisational and service issues, or whether a tendency to minimise 

the impact of the clinical experience was indeed characteristic of some staff in Unit 

Z. The principal researcher was also concerned that the relative formality involved 

in using a semi-structured schedule was not helping participants to talk openly. This 

had not been a problem in the pilot interviews, possibly because they were 

conducted with colleagues with whom the research associate was already familiar. 

To address these concerns, three questions were addcd at the start of the remaining 

interviews (see Appendix 7). These focussed attention at the beginning of the 

interview on looking in-depth at clinical experiences. In addition, the principal 
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researcher adopted a more conversational and fluid style, aimed at helping 

participants express their way of looking at work experiences and follow their 

particular interests and concerns. It was possible to cover most of the desired topics 

using this approach, and the principal researcher only had to ask the odd pre- 

prepared question later in the interview. A couple of questions that had not yielded 

particularly interesting data were taken out of the schedule. The principal researcher 

also split interviews across two meetings to learn about any thoughts the first 

conversation had provoked in the participant and achieve a slower, more reflective 

pace. Two interviews with staff on Unit 1 and the interview with a community 

practitioner were conducted using the less structured interview format. 

3.8 Transcription and Analysis of Interview Data 

Interviews were audio-taped and transcribed by a secretary using a combination of 

the guidelines recommended by Burman and those used for the Adult Attachment 

Interview (Burman, 1994; George ct al, 1985) (sec Appendix 9). The principal 

researcher listened to the tapes and went through transcripts of the interviews, 

filling in unclear words or phrases where possible and tidying up the transcripts. 

Identifying details were removed and, if necessary, noted in a key, which was kept 

in a separate location from the interview transcripts. 'Ilic tapes were wiped. 

3.8.1 Line-Coding and Focussed Coding Interviews were line-coded 

according to principles outlined in the Grounded Theory approach to the analysis of 

textual data (Charmaz, 2003; Strauss & Corbin, 1998). Units of meaning were kept 

small because of the aim of attending to the experiences of staff in-depth. The 
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principal researcher went through the text once dividing it into 'meaning Units'. 

The aim was to code once per line, although the principal researcher coded more 

often if the text was particularly compact or less often if suggested by punctuation. 

When coding, the principal researcher sought to stay as close as possible to the 

transparent meaning of what was being said and to avoid using abstract or 

jargonistic terms. The codes were written down on post-it notes and stuck in the 

left-hand margins of the text so they could be revised if necessary. 

The principal rcscarchcr went back through the transcript after line-coding a few 

pagcs and selected Focussed Codcs. These arc chosen from the first, detailed set of 

codcs and represent an initial summarising of the data (Charmaz, 2003). Some 

Grounded Theory researchers start conceptual work more actively at this stage of 

the analysis and attempt to gencratc low-lcvcl categorics. The principal researcher's 

preference was for the selection of codes that remained closer to the transparent 

meaning of the text because of the aim of attending carefully to the detail of the 

actual data for as long as possible. Dcvcloping summarising Focussed Codes also 

provided the chance to check the accuracy of the line"codcs. 

Towards the middle of the analysis, the principal researcher developed a combined 

method, using selected line-codes wherever possible and more abstract codes when 

this was more useful in summarising a group of codes, an obvious cxamplc being a 

list. Box 3.6.1 below shows examples of Iinc"coding and focussed coding for the 

same excerpt of text. 
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Box 3.8.1: Illustration of Line-Coding and Focussed Coding 

Line coding 

254 contradictory impressions /everything contradicts and it's hard sometimes everything contradicts in your 

255 what you see/knowledge mind / the behaviours you see in him / knowing what they've actually done, how 
of offence 
256 what you see violent their offending can be / and how they're actually presenting to you. /And 1 

257 talked to colleagues actually erm went in the office saying I think you know it'll be this particular 

258 disbelieving of feelings of patient / he's he he'd complained that he felt vulnerable and erm I was I was quite 
vulnerability 

cynical really and I was saying I he was vulnerable because he you know he 

260 informal supervision 
couldn't watch the telly last night / and you know sort of office supervision / 

(laughing) and enn one of my colleagues I get on really well with erm said to me 
261 contradicted by colleague I 'I'm sure he does feel vulnerable' /I thought 'Yeah you're you're dead right you 

262 agreed with colleague know I'm sure he does as well really'. / But it for a while it was hard for me 

263 difficult to accept to actually try and acknowledge that he probably does feel vulnerable / because I 
vulnerability 

was suppose I was so irritated by the fact that he'd done this offence, / he's a 
really 

265 angry about offence I 
violent man yeah, / but it was almost playing games / nothing seems real on the 

266 patient violent/sense of ward / you know he he didn't weight up I suppose in my mind / 

unreality 
267 not being able to make 
sense of him 

3.8.2 Pathway Through the Data The principal researcher anticipated 

that the order in which the interviews were coded would be important in that the 

analysis of the first interviews would build a frame through which the othcrs would 

be approached. It was decided to start with interview Z10 - one of the nurses with 

whom the principal researcher had carried out the more fluid, clinically-focussed 

interview over two sessions. This nurse had struck the principal researcher as 

particularly open with regard to the areas under discussion, talking at some length 

about the personal impact of therapeutic contact with patients, so this interview 
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seemed like a good starting point. The principal researcher then decided to analyse 

Z7, which was a memorable interview with the senior Consultant on Unit Z. It 

provided a contrast to interview Z10 because it addressed issues arising from the 

lack of meaningful contact with patients. The principal researcher then went to Z4, 

an interview with the Occupational Therapist, which was characterised in her mind 

by a preoccupation with relationships in the staff group and did not trcat clinical 

issues in the same depth as the first two interviews. Next Zi I was analysed, which 

was the other less structured interview carried out on the Unit. This was an 

interesting interview with an experienced nurse who was firmly grounded in clinical 

experience and particularly coherent in his thinking. The principal researcher 

thought this would be a good interview through which to develop and solidify 

developing categories in the analysis. 

At this juncture, the principal researcher checked her preference for analysis of 

interviews she had carried out. After consultation with her associate, the principal 

investigator coded Z5 and Z9, interviews which the associate had done with the 

Specialist Registrar and Teacher. These had left an impression on the associate for 

different reasons: the encounter with the Specialist Registrar had felt somewhat 

awkward and inhibited in a way that seemed to characterise some of the Unit Z 

interviews; by contrast, the Teacher seemed more relaxed and expansive. The 

principal researcher then coded Z3, which was important to include as it was with 

the ward manager. Z1O(A) and Z1O(B) yielded a total of 19 categories summarising 

line codes and Z4, the second interview that was analysed, produced an additional 6 

categories. The yield was far less by the time she analysed the seventh and eighth 

interviews. No new categories were added at this point in the analysis, although the 

name of a category was altered. It felt as if `saturation point' had been reached 
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(Strauss & Corbin, 1967). This is the point at which textual data stops producing 

significant new material for analysis. Box 3.8.2 below shows an extract from the 

principal investigator's Record of Category Development. It illustrates the way in 

which each interview yielded progressively fewer categories of meaning, leading to 

a point at which line-coding comes to a natural end. 

Box 3.8.2: Extract from `Record of Category Development' Showing 
'Saturation Point' 

1st Transcript Analysed ZIO(A) & Z10(B): 19 Categories Generated 
Balance of power in the relationship with patients 
Desirability of open communication 
Difficult nature of the work 
Difficulty in speaking out 
Experience leads to increased competence 
Feeling of vulnerability 
Inadequacy of understanding 
Lack of fit between desired professional identity and daily activities 
Mixed feelings with regard to the patients 
Mixed feelings with regard to the job 
Need for support 
Need to address patients' behavioural problems 
Personal significance of the work 
Positive and negative impact of relationships with colleagues 
Self-knowledge as a primary aim of treatment 
Sense of the Unit's difference 
Sense of instability amongst staff 
Sense of satisfaction in one's working life 
Value of the supervisory relationship 

2nd Transcript Analysed Z4: 6 Categories Generated 
Attraction to the challenging nature of the work 
Significance of depth of contact with patients 
Tension in the relationship with outside 
Obstructions to patients' progress 
Departure from traditional medical hierarchy 
Impossibility of certainty 

6`h Transcript Analysed Z9: No Categories Generated 
No new categories. 

7`h Transcipt Analysed Z3: Name of 1 Category Changed 
`Lack of understanding of personality disorder' becomes ̀Lack of understanding from 
outside'. 
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The remaining five transcripts were coded using larger meaning units of half a page. 

Because transcripts were not yielding new category descriptions by this stage, these 

interviews were coded in terms of whether they confirmed or disconfirmed the main 

categories that formed part of the emerging model. 

3.9 Theory-Building 

3.9.1 Category Development The principal researcher started to develop 

categories after three interviews had been coded. Focussed Codes were used to 

recall the overall detail of the textual data and categories were generated which 

summarised sets of these codes. The principal researcher filled in box-file cards for 

each category with lists of the relevant Focussed Codes. She realised that categories 

were going to shape and re-shape themselves as the analysis progressed and that the 

reason why they formed in the way that they did would be forgotten. A Record of 

Category Development was useful in reminding the principal researcher of the 

current titles of categories so that data could be found in the box file, since when 

names of categories changed it was possible to lose track of sections of the data. 

The process of categorisation involved comparing transcripts prospectively as well 

as retrospectively: knowledge of themes that were not yet systematically coded 

influenced the development of a category in the same way as a previously coded 

transcript. This process, whereby the researcher comes up with a category 

description, checks whether it fits the data, alters it in the light of subsequent data, 

and then goes back to coded data again to see whether it still fits, is referred to in 

the literature as the method of `constant comparison' (Pidgeon, 1996). A core 
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category was developed, which, in keeping with the principles of the Grounded 

Theory method, was intended as a summary of the analysis (Strauss & Corbin, 

1998). 

3.9.2 Memo-Writing Building theory from textual data is meant to be a 

gradual process, which starts during memo-writing. This is when the researcher 

begins to define categories of particular interest, to notice relationships between 

categories, to infer processes which might explain such relationships, and to identify 

gaps in the research, some of which it may be possible to address through 

`theoretical sampling'. This is the selection of further participants on the basis of the 

emerging analysis (Charmaz, 2003). Theory-construction involves moving beyond 

summary and description towards a more abstract mode of understanding, which 

compensates for loss of concrete detail by increasing explanatory power and the 

potential for generalisability. The principal researcher found it difficult to move 

beyond the stage of coding and categorising the data, having sought to remain close 

to it for some months. Initially it was hard to decide which categories to select in 

order to build a theory. 

Bearing in mind the eventual aim of designing a staff intervention, it was decided to 

focus on categories that were a source of concern to staff and those that could be 

regarded as contextual. This method of theory-building was influenced by the 

principal researcher's clinical background. It is similar to the process of formulation 

in therapeutic work, in which one starts with a definition of a problem and attempts 

an understanding of a causal pathway upon which to base an intervention. Memos 

were then drafted to describe these categories, using the card index to make close 

reference to the interview data and noting relationships between categories and 
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material which did not fit the emerging accounts of the main categories of the 

model. 

A model of the needs of Unit Z staff was developed and is presented in Part Four by 

means of a diagram and written accounts of the main categories that emerged from 

the analysis. 

3.10 Enhancing Rigour 

Rigorous qualitative research ought to incorporate relevant and multiple ̀ credibility 

checks', in order to establish whether the developing analysis resonates with people 

who have knowledge of the topic under study, but who may have perspectives 

which vary in significant ways from the researcher (Elliott et al, 1999). In order to 

check the reliability of the analysis, a clinical psychology colleague who was 

unfamiliar with the research but had substantial experience of Grounded Theory, 

read a transcript. She wrote down the main themes and line-coded a page. The 

principal researcher compared the colleague's analysis with her own. The line- 

coding was similar to the principal researcher's and satisfied her that she was not 

imposing an overly personal perspective on the material. The themes noted by the 

colleague were already included in the main categories being developed by the 

principal researcher. However, two of the colleague's observations were influential. 

They were: descriptions of other staff as the greatest source of stress rather than 

patients, and the mixed message involved in expecting openness from patients while 

finding it difficult to be honest with the organisation oneself. These observations 
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emboldened the principal researcher in the development of two categories: ̀ Feeling 

Physically Safe but Emotionally Vulnerable' and ̀ Emphasis on Staff Relationships'. 

It is common for Grounded Theory research to seek validation of the analysis from 

participants themselves. A date was arranged to meet with Unit Z staff to describe 

the analysis and receive feedback, but was rearranged by the Unit at short notice. 

Therefore it was not been possible to incorporate the responses of staff participants 

into the analysis at this stage, although this will be done later. i Iowever, the 

research was presented at two meetings of forums of professionals with 

considerable and varying forensic expertise: the research group of The Portman 

Clinic in North London, which offers a specialist service in forensic psychotherapy, 

and the Forensic Section within the School of Psychology at the University of 

Leicester. 

To check the validity of the analysis, a brief questionnaire was given to those who 

attended presentations of the research at both The Portman Clinic and the University 

of Leicester. The questionnaire asked about general responses to the presentation 

and whether the analysis confirmed or contradicted any relevant experiences (see 

Appendix 10). Ten questionnaires were returned out of a possible twelve, 

comprising five from each group. Eight respondents said that the analysis accorded 

with their experiences. (Of the remaining two, one did not fill in the relevant section 

and the other answered so as to suggest that the analysis neither confirmed nor 

contradicted their experiences. ) The category ̀ Tension with the Outside' was 

mentioned as having particular resonance in relation to experiences of work with the 

police force and sex offender treatment programmes. Other points of recognition 

were: the fact that Unit Z staff talked of finding relationships with each other more 
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stressful than relationships with patients, and reports of their lack of a sense of 

physical danger. Discussion of the principal researcher's explanation of'the category 

`Feeling Physically Safe but Emotionally Vulnerable', as described in Part Five, led 

her to widen her viewpoint and consider Maslow's model of a ̀ hierarchy of needs' 

as an alternative (Maslow, 1962). 

3.11 `Theoretical Sampling': Discussion Group with 
Patients and Community Interview 

`Theoretical sampling' is a cornerstone of the Grounded Theory method, and refers 

to the continued collection of data based upon the analysis and the development of 

emerging theory (Barbour & Barbour, 2003). Since the current study was based on 

interviews with staff from a single unit, it was felt to be important to address the 

question of generalisability; that is, which aspects of the analysis should be 

considered to result from work with the patient group and could therefore be applied 

to other clinical settings, and which were likely to result from the particular service 

context. For this reason, an interview was conducted with a forensic mental health 

nurse working in a different part of the country from Unit Z, who had a split post 

involving both ward and community work. Background information regarding this 

participant is given below. The Revised Interview Schedule was used, but questions 

were also asked about variations in the experience of work in different settings (sce 

Appendix 7). 

It was felt to be important to include the perspective of patients because of the need 

to include mental health service users in the development and planning of services 
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in general, as well as the dearth of available research in this area looking at the 

relationship between the well-being of staff and therapeutic outcome (Department 

Table 3.11: Background Information regarding Community Practitioner 

Code Interviewer Gender Age Ethnicity Profession Years in Years 
band profession in 

current 
ost 

C2 AK M 41- White Nursing 33 5 
British 

50 

of Health, 1999). Initially the researcher planned to seek the views of a group of 

users separate to the particular unit under study, as the result of anxiety about 

upsetting staff by receiving comments that might be considered too `close to the 

bone'. Marcia Gelson, who counsels the National Institute of Clinical Excellence on 

involving users in research, was consulted. Her view was that if users are to be 

treated as real sources of authority, individuals should be involved who have as 

much knowledge as possible about the actual issues in question. This is consistent 

with recent discussion of the need to involve users as active collaborators in 

research (Trivedi, 2002). 

A group with a small number of patients from Unit Z was planned with two aims in 

mind: to enhance validity by testing out aspects of the developing model, and to 

learn about their views on what the staff who care for them need in order to do their 

job properly. The principal researcher sounded out the idea with staff, who were 

supportive and curious to learn about patients' views. It was decided to exclude 
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individuals who had been admitted to the Unit within the last month or were too 

unsettled to take part in a research group. A ward round discussion concluded that 

no one should be excluded from selection on these grounds. A list of the initials of 

all patients currently on Unit Z, dividing them into the three who had been admitted 

within the past three months and the eight who had been on the ward for between 

three months and just over two years, was provided. One participant was randomly 

selected from the group of more recent admissions and three were randomly 

selected from the group who had been on Unit Z for longer. Nursing staff asked the 

selected men if they were willing to talk to me about participation in the group. All 

agreed. 

It was not thought necessary to get information regarding individual patients who 

took part because they participated as representatives of the patient group in general. 

At the time of submission, the ages of men on Unit Z ranged between 20 and 33. In 

terms of ethnic background, they were all white British. They were sentenced 

prisoners, had one or more diagnoses of personality disorder and had been assessed 

by members of the Unit Z multidisciplinary team as motivated to change. 

The principal researcher's pre-group discussions with individual patients were 

interesting. One patient participant said that those who had not been selected were 

keen to contribute and suggested getting them to write something down for him to 

bring the following week (although this did not happen). Another expressed the 

view that staff need to actively seek out similar experiences to those of patients to 

do their job well. This unexpected approach to the question of staff needs suggested 

how refreshing the group discussion would be. The principal researcher was asked 
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to bring copies of journals to the group to show the men what form the research 

would take when published. 

The Schedule for the Patient Discussion Group was designed to explore thoughts 

the men might have about the needs of staff working in Unit Z (see Appendix 8). 

The clinical psychology colleague who had coded part of an interview transcript 

also made suggestions about the schedule to avoid wording questions so as to 

produce a bias towards confirmation of the developing model. For example, the 

principal researcher proposed asking whether patients ever noticed staff appearing 

unduly ̀ concerned'. However, the wording was changed to ask about observable 

changes in staff, whether positive or negative. 

The discussion with patients lasted for an hour and a quarter and was taped using a 

mixer to reduce interference on the recording. The transcripts of the patients' group 

and the community interview were coded using larger meaning Units of half a page 

because of time constraints. The principal researcher was involved in thcory- 

building at the point at which these were analysed. It was therefore most useful to 

code these transcripts with a view to whether they confirmed or disconfirmed the 

main categories or altered the emerging model significantly. 
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ANALYSIS 

4.1 Overview 

The analysis of transcripts of interviews with Unit Z staff, a community practitioner 

and a group discussion with patients, focussed attention on those areas of concern 

for staff that could usefully be addressed in a future intervention. A modcl, entitled 

`Areas of Concern for Unit Z Staff' is presented here. It is shown in diagrammatic 

form and a core category is described, which summarises the analysis. This is 

followed by descriptions of the higher order categories that make up the model. 

These were divided into ̀ Areas of Concern' and ̀ Key Contextual Factors'. 

Category descriptions are structured into sections. First there is a brief summary, 

defining the category in general terms and describing how material relating to the 

category is distributed across interview transcripts. The latter shows, for example, 

whether the category was developed from significant passages in a selection of 

interviews or whether relevant material is spread more evenly across transcripts. 

Middle sections present the material relevant to the category description with 

supportive quotations. Section titles usually correspond to lower order categories to 

show how these were brought together during the analysis to create larger units of 

meaning. Lastly, negative cases are described. These are instances that do not fit 

with the category descriptions and are provided to help readers judge the degree of 

congruence between category descriptions and the data set. 
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A definition of the needs of staff who care for offenders with a diagnosis of 

personality disorder, as suggested by both the literature review and the current 

study, is presented in the Discussion. The implications of these for the development 

of services are also considered in this section. 

4.2 Model of Areas of Concern for Unit Z Staff 

The main model produced by the analysis is presented in Figure 4.2 below, showing 

areas of concern for staff on Unit Z and key aspects of the context of their practice, 

which were suggested by the analysis to be a significant influence on difficulties. 

Consideration of relationships between areas of concern for staff and contextual 

factors appear in the Discussion. 

4.3 Core Category: Risk of Isolation 

Isolation came up in different ways throughout the interviews and was a theme 

running through most of the categories generated by the analysis. The vulnerability 

and potential isolation, both mental and physical, of the patients on Unit Z was 

evident from dramatic descriptions of uncaring responses to self-harm in prison: "! f 

you're not swinging from the windows, from the bars, they ain't 

bothered... (Participant 2, Patient Discussion Group, 11.843-844) ". The 

environment of Unit Z was regarded by patients as considerably more caring than 

prison. But there was still a firm acknowledgement by staff that their life 
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