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ABSTRACT

Single episode admissions in Forensic Psychiataie dhave enquired into ‘Length of Stay’ in Hospstalith different
methods of calculating this, and the determiningtdes from patient data per se were reported ingrap There is a
growing recognition of the negative effects of emvinental factors, interpersonal dynamics and th@qnged restrictive
stay in secure care as detrimental to patient recgpvEffectiveness of treatment interventions fental disorders and
risk reduction has been lately reviewed and is @ngng ground for research. Effective Patient anddeCaeengagement,
facilitating social return and successful collabtoa between agencies and services are now recednia enable

successful discharge from secure care hospitadsltition to reducing recidivism.

In this paper (Paper Il), literature review idengifl 7key components impacting Length of Stay whkekescribe

as secondary factors and integrate them into a psep framework for reporting Length of Stay.

KEYWORDS: Continuity of Care, Improving Outcomes, Mentallys@idered Offender, Pathway, Accommodation
Model, Framework, Transitions, Key components dfigtle of Stay, Key determinants of Length of Staaffment

effectiveness, Secure Care, Forensic Psychiatry
INTRODUCTION

Studies have so far used ‘Length of Stay’ in Se€@aee hospitals as a proxy for reporting various@mes of secure care
delivery (clinical, recidivism and financial). Otliematic appreciation of literature on the key cormegnts that determine
experience and outcomes; which in turn affects tiemd Stay in secure care pathway, showed theidtig themes of

research:
e Chronic illness care and recovery
« Patient and Carer autonomy and self-efficacy inagarg their conditions and risks to the public.
» Effectiveness of interventions
» Evidence Based Medicine and Evidence Based Systeraittise
» Evaluation of therapeutic relationship and thergipeanvironments

» Challenges to smooth transitions of care upwardfdeavd/sideways or by Age and Gender
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«  Continuity of care / Collaborative outcomes acheklg co working of agencies and services

It is important to consider variables related te time before the current treatment, treatmentedl@ariables,
and variables related to the follow-up to identifstients at risk of criminal recidivism after discbe from forensic
treatment (CS, n = 249) (Probst et al., 2020).Thesignificant literature on the rise regarding thkey themes identified
in our review, but is currently not integrated iritength of Stay studies. The first European studyesternal factors
impacting long term care in forensic psychiatrydlved a SWOT analysis of regional representatiwsidng-term
forensic care. They identified Care & Treatmenthpatys (admission criteria, discharge pathways & rmooimity
integration), Resources (funding, facilities & gtabktaff), Legal frameworks & Systemic FactorsdaBharing Expertise
(collaboration, standards & guidelines, & reseamh)he critical factors (Connell et al., 2019).rtver, some of these
determinants are difficult to evaluate quantitdiivend establish its causative association with.LUoShis paper (Paper

II), we endeavour to bring these 7 themes int@méwork under study for LoS (See Table 2 in thg.end
BACKGROUND

In Paper |, we provided a thematic analysis ofdexidentified from key Length of Stay studies gcgre care. The
published literature focuses on patient data pdorsa given episode of admission. The 7 themegwsaciodemographic
factors, criminal history, psychiatric history, sxoffence, clinical variables, treatment varialded risk variables (Paper
| - Table 1. Factors prolonging, reducing or havamgbivalent reporting outcomes on LoS). A rapideev(Vollm et al.,
2017) and machine learning (Kirchebner et al., 2080del both pointed to the nature (homicidal aexlual) and severity
of index offence as the key determinants amongrgibtential factors (we provided a thematic analydithese 7 themes
in Paper I) driving Length of Stay per admissioisege. Individuals admitted in the secure careesysih earlier years
had slower rates of discharge compared to morent@zimissions. Patients having comorbid substaseeou personality
disorder or neurological disorder or having comedita severe violent offence increased their stagtidun in hospital
(CRS, n = 2533, over 25 years) (Penney et al., bE8hods described to reduce LoS in secure caspitabs compiled
from Nagtegaal et al., 2011 & Huband et al., 2048ude:

» Willingness to grant conditional discharge

« Extend the maximum duration legally allowed for ditional discharge

» Improve supervision & aftercare programmes on leggiecure hospital settings

» Empower & support general psychiatric serviceeteive ex-forensic patients earlier in care

» Design, staffing provision and activities for lomggtay patients have a significant impact on soemlironment

reducing adverse behaviours and thus facilitatisghéirge

However, the above data is focusing on the patiatet per se in the given episode of admissionjsandt able to
capture the contextual, historic and settings factsoftly but probably significantly contributirig overall time spent in
secure care pathway and the meaningful outcomeasvach There is a growing recognition to triageoitise and focus
interventions in chronic care models that considbes environment and stage of treatment. Some dvecating that
Forensic treatment planning should prioritize faieroutcomes, such as restoration of trial competer mitigation of

violence risk, as the first steps in a continuuncarie that eventually leads to the patient's gtititresolve forensic issues
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and return to the community for recovery-orientadec(Schaufenbil et al., 2015). A lack of cleaatmeent standards that
address all aspects of forensic care can leadetfidient or inappropriate interventions and cdmite to institutional
violence; therefore, forensic interventions shooddprioritised in secure care settings(Warburt@1,52.We conceived a
model of throughput across providers in an inteethelent manner (indicating that slack at one pantlead to congestion
at another), possibly challenging the culture amdindlaries of current practices, and hence advocfitech need

prioritised, evidence-based provision, of tiered/ige across providers (Figure 4, Paper ).
METHOD

This Literature Review has attempted to gathempaesentative broad view of developments in Menbaéss, Recovery,
Risk Reduction, LoS, Experiences (patient, caral professional stakeholders) and Recidivism (pigeidl references
have often included comparative reporting from digwed world countries where specialised services Horensic
Psychiatry and continuity of care exists) in orttefind significant links across Services and Difioes, and prioritised

evidence in the below order (Figure 1)

RCT & Meta-analysis (MA)
OR
Case Conrol Study (CCS)/ Cross Sectional Survey (CS8)/ Case Registry Study (CRS)

Systematic Review (SR) & Research Group Collaborative findings (National Review NR/
International Review IR)

Review article (Umbrella review, rapid review)
OR
Ocassional T'Q/FG with TPA/TA

| = Interview, IPA — Interpretive Phenomenologiéalalysis, Q = Questionnaire, FG = Focus Groups
Figure 1: Studies included in Review.

RESULTS
Chronic lliness Care and Recovery

Chronic conditions account fdf,, of primary care presentations (Veale 2003 as dite@al et., al, 2015) and resilience
plays an important role in the process of illnesd autcomes of health (SR, n = 12) (Cal et al. 530However, resilience
is in turn made of several other personal attribated these are already strained in patients wéthitahillness. About 24%
of pretrial prisoners have chronic health probléWermink et al., 2016) but most are younger agdtaducomparison to
the general population where chronic illness is tigo®lated to increasing age. Abot of mental illnessis treatment
resistant (multiple systematic reviews), ~ 55% @fse care patients receive antipsychotic polyphaynfCSS, n = 142)
(Farrell & Brink, 2020)and ~ 50% of patients withajor psychiatric disorders are non-compliant tosprived
psychotropic medication (SR & MA, n = 46) (Semahezin al, 2020). Interestingly, the non-compliarestimate in
children & adolescents with severe mental illnessal$so > 50% (Edgcomb & Zima, 2018). In contrash-nompliance to

medication in medical chronic diseases is 40 — BRbB#insinger, 2018). A Swedish National registrydst of postmortem
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toxicological analysis showed 46% adherence tocpiteesd medications with ~70% for antidepressants ar21% for
cardiovascular drugs (Forsman et al., 2018). Fidesle combination, dosing frequency, reminders|lgefill-counts,

depot injections have all shown improved adhergéacredications.

Health literacy improves adherence to treatment kg%, higher reported effect size by subjectivasnees, and
the effect size is even higher in disadvantagedugso(Miller, 2016). Insight into mental illness hascomplex
interrelationship with disease characteristics la@alth outcomes (Lysaker et al., 2018). Unawareotsmess/symptoms
(anosognosia/lack of insight) is common in neurialgand psychiatric conditions especially with reuascular or brain
injury damage and secondary neurodegenerative esarfgunctional mental disorders (David et al120 Please refer to
(Thirioux et al., 2020) for a detailed discussion imsight (into mental illness, index offence, oifing behaviour,
remorse, empathy, Theory of Mind, reflection, metattion etc) as the interrelated concepts areraltial determinants
of compliance to medications and engagement intssacial interventions for illness and risks, intpagon the duration

of secure care delivery.

Patient experience and engagement in the improvieofechronic care needs changes at the macro (agste
meso (organizational) and micro level (patientsvoivement in their own care and how to manage deefed
expectations and ideas about who does what and f@v@nstrom, 2021). Chronic illness care requitesrapeutic
relationship (patient perspective on their illnessnsference, individualised care plans), effectteam dynamics
(appreciation of roles & boundaries, interpersdrgthaviours & attitudes, openness to ambivalena®),facus on wider
system (disease prevention & health promotion, emepimg patients & carers, developing services, &edive
interagency/department liaison). In forensic psgtiyi mismatch between healthcare providers’ arngkmpia’ beliefs and
expectations, may undermine collaborative careleRéfe practice directed at understanding persama system

responses to chronically ill patients may optinde#aborative care (Campbell & McGauley, 2005).

An Australian study of patient working party on ogery experiences in forensic psychiatry showediaden
despair, hope, acceptance, willingness, responaittien and a meaningful life contributing in a comity as the key
steps to recovery (I, MM, DS) (Davey & Dempsey, 2DPatient’s perception of recovery in forensimaéis about their
experience of connectedness, treatment, senselfpfpast experiences, freedom, hope and health. aduption of a
recovery tool ‘My Shared pathway’ was examined i§ Where patients described care in secure hos@®is journey,
their vulnerabilities in it, their relationships twistaff, loss and hope (SR, TA & IPA, n = 11 f®R & n = 6 for IPA)
(Clarke, 2014). Patients identified safety and gecas a necessary base for the recovery protessjynamics of hope
and social networks in supporting the recovery esscand work on identity as a changing featuréenrécovery process
(SR & TA, n = 5) (Shepherd et al., 2015). Patiethéscribed knowing what they needed in order tovecao find
meaning in existence, to be treated as a persam gine impersonal context, and to be empowereldein testricted life (1
& TA, n = 11) (Marklund et al., 2019).

Coproduction is considered as central to delivepegson-centred care (National Institute for Healtid Care
Excellence, 2016 as cited in Webb et., al, 202é&)indd as a process of multidisciplinary collabomratetween patients,
staff and stakeholders as equal partners with cemphting knowledge (Webb et., al, 2021). There saneeral best

practice examples for collaborative and coprodwazed (ex: QNFMHS aggregated annual reports in Ewgiand Wales)
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Since addiction is a major problem in secure catbway, both causative and maintenance, for méimass and
recidivism; this area of patient experience wassuesl in Addiction services in Canada. It identiffgatient-centred care,
treatment effectiveness, staff behaviour, availgbtnd coordination of care, and communicationtlzs key patient
requirements (Q, FA, n = 1222) (Currie et al., 20d0eating substance misusing patients involulytaed to their lower
health and social functioning, and they soughthdisge against medical advice twice as frequentlyohstarily admitted
substance misusing patients, and their treatmeaihstgtheir wish is not sustainable (CRS, n = 6@&bermeyer et al.,
2018). Patients needed specific work assistaneadh aspect of a Norwegian recovery model ratlzar #ach domain of
recovery sorting itself out (CCS, MM, n = 20 pate& 141 staff) (Hauso et al., 2021).

Patient and Carer Autonomy and Self-Efficacy in Maraging their Conditions and Risks to the Public

In General Psychiatry detentions, patients' pesgeautonomy and participation in decisions for thelves, their feeling
of whether or not they are being cared for, andt #ense of identity were expressed both positiaglgt negatively when
detained (SR & TA, n = 5) (Katsakou & Priebe, 2007atients had ambiguous experiences in their ipidiajectory (I &

TA, n=11) (Aga et al., 2017). They experiencertibes to admission, felt without a voice, passivéhe decision-making
process with little support during transitions ahé indeterminate duration of care trajectories)tiouted to overall
negative lived experiences. The balance betweeaimanal justice and mental health approach in fefemental health
care is questioned (I & TA, n = 23) (De Pau et2020). In order to answer some of this negatigitpatients in secure
care, their perceptions of coercion, fairness agdimacy impacting their level of treatment engaget, risk for adversity

and progress in recovery is being investigated (MM,120+) (Simpson et al., 2020).

Coercion in psychiatric care may seem intuitive iueompulsory admissions needing treatment arel foarsevere
mental iliness, likely impact on capacity to malegidions, risks to self and others; however, ubree-quarters of psychiatric
patients, including individuals with serious illses such as schizophrenia or bipolar disorder raeg tapacity to make medical
decisions in the context of their illness, havpaciy to judge risk-reward situations, and to adégly decide about the
important treatment outcomes, and most are ableake rational decisions about their healthcare.idide@l capacity
impairments in psychotic patients are temporalntiiable, and responsive to interventions directediards simplifying
information, encouraging training and shared decisnaking (Meta-review, n = 11 SR)(Calcedo-Barbal.e2020).There are
many types of coercive measures in psychiatrictipeac- covert, oral medication, physical restratiiemical restraint,
mechanical restraint, and seclusion. Covert measca@ range from subtle suggestions to alarms,iaspaioservations,
medications mixed in food etc and are difficulieasure. The other overt measure rates differacmstries, and mechanical
restraint and seclusion are banned in some cosinfriee data measured are heterogenous and netetdlodes are reported,
making comparisons difficult. If the coercive piegtin one domain is lower, practices in other dosare usually higher.

However, most countries have measured their caepriactices in psychiatry. The range of practisshiown in Table 1 below.
(Q) (Horvath et al., 2018}SR, n = 13) (Steinert et al., 200@R, n = 48)Muir-Cochrane et al., 2020)

Table 1: Range of Coercive Measures Across Countgeas a Percentage of Psychiatric Admissions

Oral . . : Any coercive measure
Covert Physical Chemical | Mechanical . y )
Coerced ; . . Seclusion (excluding covert and
Measures . Restraint Restraint Restraint .
Medication oral medication)
X -70% Unknown 25%-7.3% 2.7%-7.6% 1.2% - 890.03% - 15.6% 8% - 36.3%
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In General Psychiatry, patients’ experience of @gwermeasures depends upon the provision of infimmacontact
and interaction with staff, adequacy of communigativith professional, humane treatment, respeaft, sipport, debriefing,
quality of the working and physical environmentd @ome individual and treatment variables (SR & WA; 34) (Aguilera-
Serrano et al., 2017). Physical restraint is moraron in intensive care environments. The likelthod physical injuries in
restraint process is 0.8 - 4%, commonest causeathds cardiac arrest by chest compression argstiaion, and pulmonary
thromboembolism(SR, n = 67) (Kersting et al., 208&clusion episodes are more common with femailents, younger age of

patient, and early in admission, in addition todhéburs leading to seclusion episodes (CRS, n ¥ @dlen et al., 2016).

In Forensic psychiatry, 70% of patients report eiguesing coercion to take medication and this wdkiénced
by their attitude towards medication and the degre@sight into illness, to a lesser extent by pyom severity (Q)
(Horvath et al., 2018). Theyexperience5 times mmwert coercion in comparison to general psychiatynterparts
(seclusion, mechanical restraint, room confinenegrnbvoluntary medication). The long duration okective measures in
forensic psychiatry probably reflects their risk viblence (CRS, CCS & FA, n of secure care = 1,04@&f general
psychiatry = 115,011) (Flammer et al., 2020). Whitgplementing the guidelines of the Committee foevention of
Torture, although the total number and duratioca@drcive measures showed a reducing trend, a féienps were not
responsive to deescalating interventions, incrgaie average measures of the institute due teeoetfects (CRS, n =
1000) (Lau et al., 2020). Factors affecting coargvactice in secure care when studied with a madeiarning model, as
many as 569 potential predictor variables werdailhyt identified but the key determinants were: &#ir of violence,
(actual) violence toward others, the applicationdméct coercive measures during past psychiatgatient treatments,
poor impulse control, uncooperativeness, hostilitgal PANSS-score at admission, prescription dbperidol during
inpatient treatment, daily cumulative olanzapinelieglent antipsychotic dosage at discharge, andlebal prognosis

estimated by a team of licensed forensic psychiat(iCCS, n = 131 cases & 227 controls) (Gulinthat.g2020).

Patients preferred intermittent observation, timé and PRN medication over other intrusive methaas they
least preferred locked-door seclusion and coerbkdkdication. Staff disapproval for more coerciveasures increased
with experience and male staff were more involved showed higher approval in coercive methods(Q,, MM 2587)
(Whittington et al., 2009). Personal opinions sderhe a major factor when choosing one method thesother and the
measure that is most familiar to the staff is wisapreferred (Laiho et al, 2016). Patients don’icp&ve seclusion or
mechanical restraint differently but they preferhaice (RCT, n = 102) (Bergk et al., 2011).

Most patients accept the need for involuntary et but mostly express negative feelings, althosgime
described positive effects of safety and secupitgtection, trust, helpfulness and a decreaseimfition. It depends on
their age and gender, and their adaptation tolltiess and treatment system (Soininen et al, 2(Ré&3trictive practices in
secure care are experienced by patients from avidodl, institutional and systemic level. Restrieness was subjective
and included such disparate elements as limitedelead grounds access, ownership of personal balg;m@nd staff
attitudes. The patients could perceive these iatgions as caring or custodial (SR & TA, n = 5091filin et al., 2018). In
the UK, restrictions on autonomy of patients infetiént levels of security using Forensic Restretigss Questionnaire
(FRQ) was negatively correlated with quality okliind ward climate. Patients described the antetedaditions, the
restrictive phenomena, how they these were enadied; the restriction was subjectively experiencaw,athe
consequences of these restrictions. These patipatriences encourage us to rethink the unintendfedte of placing

individuals within secure hospitals (I & TA, n =18 omlin et al., 2019).
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Patients describe seclusion mostly negatively as feeglect, abuse, and power struggle (I & IPA, 7 (Askew
et al., 2019a). They express being vulnerable pdisected and having a negative impact on their ahéelth (SR, n = 8)
(Askew et al., 2019b). Even a year later, they desanemories of helplessness, tension, fear, agd over the seclusion
episode. However, 58% reported some positive effeath as contact with staff helping them in allémg distress (RCT,
Q, n = 102) (Steinert et al., 2013). The naturéntdrpersonal relationships between both partitff(and patients) and
their views on acceptability and justifiability,abes their perception of care and treatment duheg use (MM, | & TA)
(Johnson, 2013). Patients rate the quality of sttpgrad seclusion environment lower than staff (&, 268) (Lundgvist &
Schroder, 2015). Seclusion rooms are designed ypd8iR) (Kaar et al., 2017). Recornect in Nethertamg an IT

interfaced wall screen in seclusion room that htdpsalm the patient and maintain engagement(M¢Qaat al., 2017).

Forensic mental health professionals should be evedr the relationship between perceived institwtlon
restriction and psychopathology because it migluémce treatment course and outcome (Q, n = 1Bgnke et al.,
2019). Patients sometimes abscond from leave/edmapeaunit and several patient characteristics soao-environmental
factors underlying these events have been sumrda(Bewers et., al 1998, 1999 as cited in Hearn at.,2013).
Technologies such as CCTV, motion sensors and G&king raise ethical concerns, patient objectiansl cost
effectiveness considerations but have the potetttishprove recovery outcomes and reduce lengtstapf (Tully et al.,
2015)

Families of violent patients with illness feel traatised even if they were not living with the patigCSS, n =
116) (Hanzawa et al., 2013). They describe raisgdl$ of stress because of violence, dual stigrffan@e and mental
illness), disintegration of family relationshipgylic exposure due to media attention, and conétiot with the judicial
system, these leading to isolation without helpeyimeed psychosocial supports and timely acces$ety and plain
language information. Their strengths can be haetwso help the patient (SR, n = 6) (Rowaert et24l16). They are
ambivalent towards the judicial system, feel thiatpr is an inappropriate place for MDQO's, peg thepes on mental
health support and were fighting a losing battlet, Wwere hopeful (I, n = 24) (Rowaert et al., 201%) UK Secure care,
theyemphasise the importance of communication emgidving their knowledge of services, as methodsneéiningful

inclusion in treatment and recovery (FG, n = 2)niBson et al., 2019).

In a Swiss secure clinic, healthcare professiofedighat family was strength but most were brokeamilies, not
possible to trust; and they get in the way of paecare. They felt that it was important to aghia balance and control
over the family; otherwise, family-oriented work wd be impossible (1) (Horberg et al., 2015). QNFSIECQI, quality
network in Forensic psychiatry in England and Wdiase produced a carer’s toolkit addressing thersaneeds and

requirements in secure care pathway (RCPsych, 2018)

Commonly used risk assessment tools identify l@k mdividuals with high accuracy but their pretietvalidity
is moderate at best. The number needed to detdid iand number safely discharged was 4-18 (SR & NMA 68) (Fazel
et al., 2012). Shared decision making and Collafda care in the area of risk assessment and reareg needs further

research to identify the issues, barriers and cexitgs in implementing this aspect of care (Markh2020).
Effectiveness of Interventions

There are many knowledge gaps in forensic psychatd there is high risk of bias in the primaryd#ts in secure care

(SR, n = 38) (Howner et al., 2018). The EuropeaytRiatric Association summarised the practices efifiectiveness of
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treatments in Forensic Psychiatry currently (Vo#al., 2018). The relative risks are typicallyregsed for all violent
outcomes in most diagnosed psychiatric disordemspened with people without psychiatric disorderghwcreased odds
in the range of 2—4. Absolute rates of violent &iover 5-10 years are typically below 5% in peagth mental illness
(x2, excluding personality disorders, schizophremiad substance misuse), which increases to 6—T0%eiisonality
disorders and schizophrenia spectrum disorders &®) to more than 10% in substance misuse (x4)&($HR) (Whiting

et al., 2020).Forensic Treatment Evaluation inseoimin Netherlands showed that higher risk patieats show more
treatment progress than lower risk patients (Q & RA= 240) (van der Veeken et al., 2018) and pdintghe need for

careful secure care selection of patients to befrefn interventions.

Regarding occupation, patients expressed the reddwe control over decision-making, help with mation
and support, and generating suggestions alongsidelaing them (FG & TA, n = 26 patients in 5 greufCraik et al.,
2010). The evidence base supporting occupatioredafly in forensic mental health setting is reld$iveeeak and
consensus needs to be achieved about definingfispeterventions, and then scientifically evalumafitheir intended
outcomes (SR) (O’Connell & Farnworth, 2007).

There is a shortage of knowledge on the effectisemé pharmacological treatment specifically teefgic issues
within forensic psychiatry (SR, n = 10) (Howneragt, 2020). Patients who have a history of seridokence are more
likely to show higher levels (in terms of frequenagd severity) of aggressive and violent behavimsircompared to
patients who do not have such a history. Patieitts avhistory of violence have a greater frequeotiifetime domestic
violence, a greater lifetime propensity to misusiestances, a higher number of compulsory admisgsiidetsime substance
use disorders, early age at the first contact witntal health services, and have a longer illnesstidn. Verbal
aggression is significantly associated with aggoesagainst objects, and this with physical agdeessn this progressive
order of aggression in most cases. Abigubf aggressive incidents is related to psychosis 'arnt@ being under the
influence of alcohol. Violence is frequently impiuks (92.4%). Victims of violence were more frequgrthe patients’
parents or partners (28.0% and 24.6% respectiveyipwed by clinical staff (6.8%), patients’ frida (6.8%), other
relatives (6.8%), other patients (2.5%), or oth@4.6%).A large majority of patients (88.8%) reciagntheir acts as
violent, while the remaining 11.2% deny the violeature of the offenses, ahf the violent patients are arrested for the
violent offenses. Social acceptability of the paiiseis inversely related to violence to a modegtrex About/ s of patients
with a violent history are readmitted to hospitathm a year (twice those with mental illness witha violent history).
Patients on enhanced close monitoring and intertsive in residential settings, that prevents sustabuse, show lower
levels of violence when compared to patients livindependently in the community.Violence in sevarental iliness
significantly shapes public stigma, increases disoation, and places a heavy burden on family eagtrs (CCS, n =
247) (Barlati et al., 2019). Clozapine, olanzapamel risperidone have a weak effect on violenceatolu (SR, n = 10)
(Reisegger et al., 2021).

However, the prevalence estimate of TreatmentteggifTR) Schizophrenia is % (Mgrup et al., 2020), TR
Depression iss (MA) (Jaffe et al., 2019), TR Anxiety Disorders ¥ (MA) (Bystritsky, 2006) and developmental
disorders can mostly only achieve a reasonable @okmorbidities also make treatment more resissanh as Bipolar
Affective Disorder is associated irt sthe patients with an anxiety disorder (MA) (Nabavial., 2015) etc. Substance

misuse is present in more thafsaf secure care patient, more than %2 of securepatients have had prior contact with
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primary care and mental health services. Inadegesigonse is defined as less than 20% - 50% reduiztisymptoms
depending upon the diagnosis. Treatment resistangearmacologic interventions is defined as mbent6 — 8 weeks of
failed treatment, unsuccessful response to 2 mealisaof different class, and hence a degree oforgment to lead a
reasonable QoL is described by some as the gdhkrréhan absence of symptoms (Demyttenaere, 2®@)ever,
patients wish for symptom remission. As a consegei@i the above discussion, given that patientshiag secure care
have a combination of these risk factors, the gezxz of treatment resistant conditions could Wwell>Ys (no identified
study on this issue). However, personality dis@der main diagnoses and comorbid personality dissndere associated
with prolonged inpatient treatment in forensic gggtry care. Substance dependence in additionpersonality disorder
was an aggravating factor. Comorbid somatic dissrdéfected treatment duration of patients diagdaogith a psychotic
disorder (CRS, n = 364) (Werner et al., 2014).

The prevalence of metabolic syndrome in secure patients is about the same as for psychotic patienthe
community i.e., ¥, and ~*/, are overweight or obese (SR, n = 32) (Ma et 8203. Almost all patients in secure care are
on antipsychotic medications (even those with ngyepotic primary diagnosis) and/» on multiple antipsychotics. The
association is stronger in those with longer stigpot medication and on clozapine (CSS, n = 17ajréf & Brink,
2020). However, psychotic patients in general pgchare on more antipsychotic medications thafoiensic psychiatry
and the forensic patients differ from general ps&frh patients with psychosis, having more megalomadeations,
animosity, affect flattening, weak will, social gasty, apathy, uncooperative behaviour, and poguilse control (Vasic
et al., 2017). Despite the increase in this risROayear cumulative mortality for schizophreniaheitit antipsychotics to
schizophrenia with antipsychotics is 46% and 25%peetively, thus net weighting on the beneficidles{CRS, n = 62,
250) (Taipale et al., 2020).

Thereporting of adverse effects of psychotherapyfaged to progress in trials of psychologicalrtipes (Parry
et al., 2016). A meta-analysis of psychologicatiaéntions in in-patient forensic mental healthvebd small effect size
for increasing insight into mental illness, ameadiimg symptoms, improving problem solving abilingducing pro-
criminal attitudes, & improving ward behaviour, &aium effect size was found for increasing knowted§their mental
illness. Very little research has so far been utaten to evaluate the more commonly offered intetiees (SR &MA, n =
28) (Mcintosh et al., 2021). Commonly offered grdoperventions in HSU in UK included angaggressionoffence
specifig enhancing insight and understanding of mental skrhinking skilldproblem solvingsubstance misusself
harm relationshipsself-esteem and webeing relapse prevention, and moving on (SR, n = 28)r{on et al., 2018).
Individual psychological interventions in securerecanclude CBT, DBT, MBT, psycho education, schefoaised
therapy and solution-focused brief therapy, IPT g@sgichosocial interventions as psycho educatiotrategjies, non-
directive counselling, supportive interactions dadgible assistance (SR, n = 9) (Maclnnes & Masi@d,9). Patients
completing forensic psychotherapy report the imgoze of trust and acceptance in therapeutic rekttip, and changes
in the domains of perception of self and interpeasdunctioning as well as changes in problemagicaviours (I & TA, n
=10) (Yakeley & Wood, 2011)

The major predictors of recidivism are the sameMd@Q'’s as they are for non-MDO’s, with criminal tosy
variables dominating over clinical variables ineeff size on reoffending (MA) (Bonta et al., 1998)model for central

risk factors with 8 domains was introduced by Borthe Big four: Antisocial — cognitions, personglibehaviour and
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associates, and the moderate four — substance, dbissee, education/employment, family/marital €TBig four are more
predictive than other clinical variables for getenad violent recidivism in MDO’s (MA) (Bonta et.aR014). However,
only half of the C8 predict general recidivism exffenders and further loses relevance in oldgradfenders (CRS, n =
650) (Wilpert et al., 2018). Incarceration in prisorespective of sentence length or community sans are both
associated with slightly increased rates of reédivand lower risk offenders are negatively infleesh by prison settings
(SR & MA, n = 50) (Gendreau et al., 1999).

After discharge from secure care, the suicide rates-3.25/1,000/year, crude reoffending rategd#,000/year
and readmission rates are 7.2/1,000/year (Fazehl.et2016). Substance abuse increases the hazéia foa
rehospitalisation, death and violent recidivismabfactor of x 1.3 — 2 (Fazel, Wolf et.,al, 2016heTSMR from suicide is
~ 18 times the general population and SMR for alise death is x 2.2 the general population (CRS966) (Takeda et
al., 2019). The 3-year recidivism rate is ~ 17%traftischarge from secure care and can vary wittomedhose who have
committed severe prior violence are less likelygoffend (CS, n = 1,800) (Charette et al., 201510Ayr follow up study
demonstrated general recidivism irs~and violent recidivism iffg (CRS & Q, N = 125) (Krona et al., 2016). This is in
comparison to 39% of released inmates reoffending year, 50% within 2 years and 75% within 9 yeltsre recent
data suggests the annual reoffending rates aré6; @&ith higher rates among those serving shortepprtime (MoJ UK,
2010). A recent matched case control study of tigreeips, (1) forensic examination without courtatreent order: (2)
forensic examination with court treatment orde): r{&atched general offenders showed that reoffendiegere offending,
and recurrent offending was 1 > 2 > 3 (Bengtsora¢t2019).There is a reported 10 — 24% redudtime-offending rates
from delivering Offending Behaviour Programmes (QBIepending on the type of programme, age and geofdihe
offender, and the risk of re-offending (SR) (Sam&[R08). Accredited OBP should have an integratedehof evaluation
that focuses on the climate of program delivergt-@fectiveness, integrity, and the treatment aoes in the short and
long term. Recidivism is only an outcome in thegdarm (Friendship et al., 2003). As an example,Mtnistry of Justice
in UK provides for 14 community and 21 custodiabgmammes for offenders currently in England (Minjistf Justice,
2021). There has also been a move to offer OBP'secure care settings as part of the psychologitatvention’s
pathway. These factors imply that although the igtets of violence among MDOQO’s and non-MDOQO's are game, the
outcomes after forensic treatment and risk managemeerventions in hospitals and other instituaeduce recidivism
when compared to matched no-intervention offendeugs, and also matched prison intervention groBggchological
treatments for adult violent offenders in correctib and forensic mental health settings are effecth preventing
community recidivism and institutional (hospital§am) misconduct but their combinations with oth@erventions and

the appropriate offender groups need further rebe@BR & MA, n = 27) (Papalia et al., 2019).

Neuro-cognitive Deficits or Impairment (NCD/NCI) @gs in all mental disorders and across all ageiggaf
mental illness. NCI can occur in any of the 6 keyndins of higher cognitive functioning; IQ beingart of it. There are a
wide range of tools and rating scales to underth&se assessments. Mental iliness is commonly iassdavith NCD (all
cases) and Neurological soft signs NSS (75%), bafthwhich contribute to the illness burden in aduiti to
psychopathology. However, these aspects are clyrneott integrated into regular psychiatric care.ifalso affected in
mental illness (70% with low (<10 1Q points), moaler (<20 1Q points) and severe (>30IQ points) ia thtio 1:2:1
among those with lowered IQ from premorbid IQ d95). Level of insight and aggressive behaviouss aelated to an

extent with NCD’s. Hence endeavouring to evaluaDINSS/IQ/pre-morbid 1Q in a long-term care patientrasting it
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with psychopathology PANSS, understanding the divbraden to the patient’'s ADL and instrumental-ADielation to
aggressive behaviour and the level of functionaldi@ap that poses on him/her, would provide pragnperspectives on
the extent of achievable recovery. This will infothe patient’'s and attending professional team's pgdgements on
rehabilitation pathway in Rehabilitation Psychiasiyd Forensic Psychiatry (see our other paper “RélBleurocognitive
Impairment in Patients With Chronic Mental llinesRelevance To Patients In Rehabilitation Psychiaind Forensic

Secure Care”.

Experts felt that there is some convergence ance stivergence of what constitutes efficacious treaingwhat is
given by professionals to patients) and similaoliycare (what is received by the patient) and vidhat collaborative mix
(DS, n =54) (Tapp et al., 2016). Nurses genetalye a more negative perception of people diagnadthda personality
disorder and this negativity is focused more towargnaging the behaviours rather than on treateféoacy and clinical
outcomes. This is more so in lower & medium segufian in HSU (Q, n = 600) (Mason, Hall et., al, 12D There is a
significant nurse to other groups and other mudtutlinary intergroup variations on diagnostic ltihg which would

result in different perspectives on managementggpts in these settings (Q, n = 600) (Mason, fzadlet al., 2010).

Evidence for staffing levels and patient outcomesmiental healthcare specifying staff numbers anidsas
particularly weak. There is a stronger argumentafiorincrease in registered nurse numbers and errgiill mix. More
attention was needed to training, staff wellbeind attitudes, especially given that there are a@wahge of settings where
patient interventions are offered (SR) (Lawes gtratl.). However, another study reporting the enpéntation of a safe-
ward policy demonstrates that Staffing levels ont@anental health wards appeared crucial in thdementation of a
restraint minimization project. Both staff and seevusers implicate insufficient staffing for defincies in the relational
elements of care. Organisations and policy makeghioto address environmental, contextual and reswy factors,
rather than identify problems exclusively in terafgperceived aberrant behaviour of staff or seruisers (I & MM, n =
130 staff and 32 patients) (McKeown et al., 2019).

ID secure care services identified their outcommnaios as effectiveness (severity of clinical symmp patient
safety (offending behaviours) and patient and cexperience (reactive and restrictive interventiansality of life and
patient satisfaction) (SR & TA, n = 60) (Morrissetyal., 2017). However, a survey of the outcome alomshowed that ~

85% of their focus was only on half of the effeetiess elements of care (DS, n = 15) (Morrisseygtan, et al., 2017).

Secure services only offer religious service supfmpatients when the patients’ religious tendesare not part
of their mental illness(l) (Nissen et al., 2019)ailp patient education programmes improved pat@ot. & patient
satisfaction, although discharge rates or timeisohéirge did not show significant changes in thedr study period (Q, n
= 22) (Schofield, 2019).An expert user group idédi research priorities in forensic mental heathphysical health,

future plans and moving on, and causes of illneslscaime (DS, n = 27) (Aboaja et al., 2020).

Forensic psychiatry patients have different typiestaries describing their offence and its meanmtheir lives.
lliness narratives can be utilized therapeutichlbcause they may construct patients’ identity, ggpees, and their
situation; and they seek explanations and mearfmgtheir plight (I & TA) (Askola et al., 2015). Bants at different
stages in their treatment need a variety of apf@scAt first, they need more information abouirtsguation in addition
to being treated humanely. Later, they find it hrdvork through their criminal offence and it ased negative feelings.

Their identity is constantly explored and they pagticularly stigmatized. Not all forensic psychiafpatients experience
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personal recovery, but each patient can rehaleilitéthin the scope of his or her own resources T4 n = 8) (Askola et
al., 2016). There are up ~25% in HSU and ~ 18% 81Mbf Long Stay patients with a variation of 0 9%t MSU. On
mapping their characteristics, it was found thatis ttcategory of patients showed a 4x4 structure of
attribution/outlook/approach/readiness for changé&tatic or Dynamic acceptance/Static or Dynanséstance. Patients’
perceptions of their situation differ in their #itition (internal/external), outlook (positive/ndiga), approach
(active/passive) and readiness for change (CR&MI, DS) (Vollm et al., 2015).

Evidence Based Medicine and Evidence Based SysterRi@actise

Hodgins violence typology for schizophrenia paterst a useful model of 4 groups - first offendearlye starter, late
starter, late late starter has again received itapoe through a recent study. It found that eddyters: late starters: late
late starters is 2:2:1. The first group had moferafing history, hospital admissions and higher difiversities; the second
group had equivocal health and offending needswaut less severe, and the third group had lesoibf leeds but a
higher chance of using illegal drugs. The studyficored another observation that offender charasiies are more
important in violence typology associated with naémlisorder. This would suggest that the Lengtistay for group 1 >
LoS for group 2 > LoS for group 3(CRS, n = 71) (letual., 2020). HONOS-Secure, forensic outcome dieoeloped in
England and Wales showed an apparent lack of change1l5 months masking a more complex picture,reviimtial
decline in ratings was succeeded by significantranpment. Results suggest that it is challengingnéasure clinical and
risk-related medium-term outcomes (n = 180) (Dicket al., 2010). QNFMHS as part of CCQI (Qualitytwerk for
secure care in England & Wales) peer reviews LSMSU units. A case control study of 38 LSU’s, a yaéter peer
reporting, showed no change in quality of physieavironment and facilities of the service. Howev&gaff reported
feeling safer after review report introduction Iwith more burn out. There was no change in clin@#tcomes or patient
satisfaction or violent incidents (CCS, n = 38)rtwia et al., 2018).

The use of Measurement Based Care (MBC) has tlenfi@tto improve the accuracy of diagnoses andong
the outcomes of care (Aboraya et al., 2018). Alsimapproach is suggested for behavioural healgw{t et al., 2019).
Forensic psychiatry is described as being idealited for incorporating this practice (Glancy et, &021). Structured
professional Judgement tools are already in usednire care services for risk assessment, forraolathd management.
There are several clinical assessment tools invidhgal disciplines of secure care (Ex: CAMCOG, RB3&NIPDE,
MOHOST, PANSS, AIMS etc). There are also ward ctamand culture assessments in addition to seveoal @nd
outcomes measures which could be reported and ifjgedntWe suggest that with the new age IT optioNstural
Language Program with Al integration, use of loTodkchain technology © has the potential to enabigementation of
EBM and EBP, and taking on the heavy-duty admiaiste effort of several reports needed in Forermsgchiatry
(psychology report, psychiatric report, nursingaepOT report, Medications management, court respdribunal reports,
MAPPA reports, ministry reports, CPA report, leamplications etc). There are also several assesgeorts, clinical
tools by discipline, outcomes measurements, effesiss measurements, climate/environment measuremenwhich

also consumes lot of time and effort and partiafifthe reason for limited uptake in practise.

Our practice suggests that there clearly is arfeétd for this; but whether ethical considerationd available
technology currently has answers to these problemst known (Thieme et al., 2020). Personal wigldevices collect

and integrate patients' personal physiological ,data then transmit the data to the backend oh#teork for related
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diagnostics using Internet of Things and Body Axeiwork, already in use in elderly care homes(Dengl., 2017).The
ethics of autonomy, beneficience and non-malefaw@eand Justice is explored by Cockerill, 2020.Béwzkin technology
is being trialled in the cybersecurity of healttecdata. Acceptability to such interventions is kimbwn, and barriers and
facilitators to implementation need to be workesbtiygh (SR, n = 33) (Simblett et al., 2018). Nursingff in secure care
feel that it could help early identification of aggsion, but are concerned about user acceptamntémgoact on their
mental health, along with workload concerns froi tene monitoring (FG & TA, n = 25) (Greer et #019). See Table

1 in the end for a model range of descriptionsoténtial measures of data that could plausiblydesl for analytics.
Evaluation of Therapeutic Relationship and Therapetic Environments

Nursing documentational descriptions involve complgeractions between patient and staff that wialeed to specific
circumstances surrounding the patient. These astete combined with the aggression incident iteefated stereotypic
representations of patients as deviant, unpredectaid dangerous and they solely focused on thentatbehaviour. Such
response would be counterproductive to managingeagmpn (QS, CRS) (Berring et al.,, 2015). Docunmgntihe
motivation for aggression (irritable, instrumental defensive) would better inform risk manageme®R$, n = 2649
incidents) (Winje et al., 2017). Use of FESAI (R Early Warning Signs of Aggression Inventorgj &arly joint
detection by nursing staff and patient of impenduggression reduced aggressive incidents signtficamore so for PD
and Substance abusing patients than psychoticntatf€CS, n = 168 patients) (Albertus & Flutte®1R). In the UK,
modified OAS (Overt Aggression Scale) is especiafigd in neuro-behavioural units to assess resgortseatments and
identify a predefined set of antecedents to infdormulation and interventions. Incidents in mentaalthcare are
triggered when users experience staff behavioucussodial rather than caring and when they feebiigd. Patients
identified that their mental iliness and the negatispects of the treatment environment affectednitidents (SR, n = 13)
(Gudde et al., 2015). In secure care settings aithixed forensic and civil section detained patief0% of the violent
incidents are committed by the latter (CRS, n = B#idents) (Kuivalainen et al., 2013). Individualith an ASD have
disproportionately higher number of incompatibd#tiwith other patients compared to those patieiitout an ASD, and
experience higher and longer periods of seclusipt®s n = 8) (Murphy et., al, 2017).Social climate secure settings is
defined by therapeutic relationship, care and tneat orientation; the secure base working in anrenment created by -
patient group, staff group, physical environmend agstem level factors (SR & TA, n = 20) (Doyleatt 2017). Both
social climate and sense of community predict ientd of disruptive behaviour as shown on a highreeward (Puzzo et
al., 2018). Some of the models and tools for satdialate on secure care ward includes Safe wardemasgsenCES, See

Think Act, Ward Atmosphere Scale and Forensic Rasteness Questionnaire.

Adult safeguarding procedures in England revealstbifies of trauma, mulfiactorial abuse; living with fear and
stigma as well as mental distress; the effects psly¢hiatric disqualification” and individual blanginneeding to be
addressed (MM, |, chats, n = 793) (Carr et al.,Q0Patient Safety in in-patient mental healthisg#t is related to
interpersonal violence, coercive interventionsegatulture, harm to self, safety of the physicalimnment, medication
safety, unauthorised leave, clinical decision mgkifalls, and infection prevention and control (8RTA, n = 364)
(Thibaut et al., 2019). MDT staff interviews on seewards pointed to environment, policies and twes, teamwork and
support; staff experience and knowledge; and paféetors (1 & TA, n = 88) (Marshall et al., 2019).
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Suicidal patients in general psychiatry servicescdbed connection, protection and control as witatheir
experiences of safety (SR, n = 20) (Berg et all,720Majority of suicides in secure care had sghiwenia with chronic
treatment-resistant illnesses, and had committeggstionally more violent offences, had a histofyserious self-injury
but no recognized clear depressive episodes (CRS14) (Ramsay et al., 2001). A comparison of sigidiates between
prison and secure care setting in Germany revehddhere is no difference in the incidence @ 6/180,000 residents.
The level of mental distress is high in long teretaghees (Otte et., al. 2017 as cited in Voulgatisal, 2018). Patients
who commit suicide in forensic hospitals are, imparison to the prison system, more likely to heemmitted a violent
offense and have a prior history of suicide attemphe duration from admission into the instituttorthe suicide event is
shorter in the prison group. Also, younger peopemitted suicide earlier during their stay in aefwsic psychiatric
hospital or prison (CRS, FA, n = 519) (Voulgarisagt 2018).The first international expert consenstudy to identify
research priorities in patient safety in mentallthemlentified a. Patient contributions to their mwafety b. The patient
perspective on medication safety c. Perspectivessafiety culture in patients who self-harm d. Goedf-driven
individualised safety planning e. Safety plans aadfety improvement f. Factors in allowing reductionrestrictive
practice including restraint and seclusion; fromea of 117 priorities obtained from systematic esws (DS & I, n = 56)
(Dewa et al., 2018).

Patient’s perception of care quality increases wtiey are relocated to a new building with evidebased
healthcare environment design, and this view pisreigen three years later, especially for the samiuroom environment
(I, n = 58) (Wijk et., al, 2019). Secure care Hetalpiesign can positively influence patient expecee (Mclaughlan et al.,
2020). Even staff members felt that person-cerdretipsychosocial interventions improve after reiocs(l, n = staff in 3
secure hospitals) (Degl’ Innocenti et., al, 2018 Italian study on an acute psychiatric ward destiated that the
average noise level on the ward is ~ twice the We€@mmended levels (Berglund et al., 2000) forguati (Camuccio et
al., 2019). An initial investigation of excessiveepiness in some psychotic patients suggestsethe for further research
to disentangle directions of effect amongst sleegsn mood, activity, psychotropic medication angchstic symptoms,
and investigate possible interventions for excessikeepiness in psychosis (CCS, n = 60) (Reevd.,eR@21). The
relationship between patient characteristics ancdveéimate in forensic settings is complex. Lowecwrity levels are
better for patient cohesion (PC), experienced g4te6) and therapeutic hold (TH). Female genderoisducive for PC
and ES. Higher perceived risk is associated witteloPC. Diagnosis of personality disorder or psgthds associated
with higher ES. Lower levels of engagement predietater TH (n = 63) (Dickens et al., 2014). Giveattsmoking has
been banned in secure settingspf patients interviewed were angry a¥dreported gaining weight (Q & FG, n = 21)
(Hehir et al., 2012).However, staff felt it easter provide patient care with this ban and they ragmb lesser patient
aggression (Q, n=111) (Hehir et al., 2013).

BME's are overrepresented in Secure care in UK theit care was found to be more coercive and lessis
fulfilling and discriminatory (DoH, 2005 as cited Rahul Bhattacharya et al., 2010, pp. 222-231¢rd'lis a call to shift
from cultural competency to ethnographically infearformulation where patients’ lived experiencethiir psychosocial
and cultural contexts need to be understood andéhtbemation used in treatment planning (KleinmarB&nson, 2006 as
cited in Rahul Bhattacharya et al., 2010, pp. 232}2

Sexual dysfunction with long-term psychotropic is@revalent in 30 — 80% of patients (Montejo al.,2018).

On interviewing experts from European Forensic Bsyry, it was found that no country had a natigmalicy on patient
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sexuality in secure care, although many had lockties or shared practices. Progressive approashesevident in 9/14
countries, and practices in UK appeared most pitiiipand excluding (QS & 1) (Tiwana et al., 201®)isgust is a
common experience for healthcare professionals,ityist not talked about. Professionals cope wittusually by the
defence of empathy (SR, n = 11) (Hadjittofi et 2020).

It was observed that specialist knowledge andsskilt forensic nursing were not documented inrrditere. In
order to achieve specialty status, nurses havertsatidate their role in the containment and cdneatients, they have to
return to the nurse—patient relationship as thendation of psychiatric nursing practice, then, witkthat relationship,
nurses must expand their practice to include dgakith offence issues (SR and TA) (Martin, 2002fafSburn-out in
secure care is mostly due to interprofessional lmdsf workload, and lack of involvement in decisimaking (SR)
(Dickinson & Wright, 2008).Forensic patients wererm likely to give negative feedback on mental tieare services
than non-forensic patients. The service’s levesefurity-impacted patient’s willingness to engagth \giving feedback
(Q & MM, TA, n = 906) (Mottershead et al., 2019).

In frustration, some patients abscond from the whrdyeneral psychiatry, the patients attributed th stigma,
mixed experiences with caregivers, poor resouroessarvices, and mental illness symptoms (I, n F(Kaggwa et al.,
2021). In secure care, half of the patients reutotuntarily within 24 hours of leaving. Over 50% thfem had drunk
alcohol or taken drugs while away from the unitc&fsees were more likely to be transferred prisoaedsto have planned
their escape, less likely to return to the unitwérily, and were away for longer. Offending warerduring unauthorised
leave. Motives for absconding included: wantingeéfem or drink or drugs, family worries and/or diggaction with
aspects of treatment (CRS, n = 77 incidents of @ison) (Mezey et al., 2015). Between this studg ®ilkie et al.,
2014, 30-50% were repeat absconders. Improvemaeriteerapeutic communication between patients aimical teams
could be helpful. Patients want to find relief,ramgain power and control over their lives and/oatliress unmet needs
(SR, n = 8) (Voss & Bartlett, 2019).

Challenges to Smooth Transitions of Care Upward/Domward/Sideways or By Age and Gender

Persons with severe mental iliness are responfgible5.3% of all violent crimes (Walsh et al., 200Phis includes ~ 35 —
50 homicides/ year by SMI patients in England arde® (~ 10% of all homicides per year) (38 yeanmsibmles registry
study) (Taylor & Gunn, 1999). Repeat homicide bgased prisoners is ~ 7.3% and grave offence 8% @IRN, n.d.).

However, in comparison, the pooled estimate for ibwha recidivism in schizophrenia is 2.9% giventtilaey have

received treatment interventions (Golenkov et2014) and violent recidivism is ~ 40% (Fazel & WdlD16). Severe
violence in SMI is mostly towards family and farailipeople, except in psychopathy. There were maayiqus studies
that reported 3 — 10fold increased risk of homididschizophrenia patients compared to normal paijmr, but a meta-
regression study attributed this mainly to comomitbstance abuse; stating that schizophrenia patiave no more risk
of homicide than the general population (Fazellgt2909). However, despite these findings, thelipulesponse and

professional pathways to reintegrate offender padieto the community is significantly more riskease and slower.

Offenders in custodial or hospital settings needdapt their masculinity differently in relation tfoe setting and
transitions between these settings brings to ftlissequired transition. In hospital, they neegtionarily focus on illness
and recovery, whilst in prison they have to lear¢sist (CCS, T, n = 20) (Haddow, 2013). Secure patients reoffend

violently more often than normally sentenced indipals, suggesting the need for continua of seryiceependently of
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medicolegal status. It is dependent on male sexinger age, pre-index violent crime, personalityodisr (s
schizophrenia spectrum and other psychiatric derdubstance use disorder, and 5+ hospital aamgs$§CCS, FA, n =
1062) (Bengtson et al., 2019).

Patients felt that suspension of responsibilityjabmration in care, learning from others, suppertalliances,
specific interventions (medical and psychotherapgu safe environment and opportunities for wegkwhat enables
them to reach discharge (I & TA, n = 12) (Tapplet2013). Loneliness for the secure-unit patierds a more unpleasant
experience and more associated with difficultie®oiming close attachments (CCS, TA, n = 61) (My;®@000). There is
an ongoing study on effectiveness of social netvomdching on post discharge outcomes (Q, RCT, 853 (Swinkels et
al., 2020).

Transitions in adolescents involve emotional andettgomental readiness to moving onto adult-oriersettings
(I & TA, n = 34) (Livanou et al., 2021).0n beingsdharged from hospital, adolescents feel the needidse connection
to at least one person, to receive practical heth megard to finances, work and housing; and tablke to experience
pleasure and joy in their lives (I & TA, n = 25) 4N Hecke et al., 2019). Life after discharge fosmmung adults from
secure services was characterised by close friandsa high quality of life, but also by substanbeise, professional
support, debts, and delinquency. Because of pensigroblems, residential treatment and aftercaoeld focus more on
patients' long-term needs (Q & FA, n = 46) (JanstemRuijter et al., 2019). On release from prisiemale adolescents
with more resilience displayed higher QoL and lefending, while more support was associated witihér QoL only;
thus, demonstrating the importance of internal extérnal resources as can be achieved by a Goed Mwodel (Q & FA,
n = 49) (Van Damme et al., 2021). A qualitative lgsia of female adolescents' experience of transitd adult secure
services showed that they are sensitive to thevi@imaof others throughout the transition processgative impact of
aggression from other patients, relationships widif and other patients, and the need for inforinedivement) (Q &
TA) (Wheatley et al., 2013).

Older Mentally ill offenders feel better in prisasther than secure care settings but wanted tardependently,
despite previous failed attempts (I & IPA, n = 8e(Smet et al., 2014). During side-ways transitipatients find the
uncertainties hard to bear and are concerned abogible and practical issues (I & IPA, n = 17) fes et al., 2014).
When stepping down in secure care, they relatedbng free, one step at a time, having to proweset, and being open
to assistance that comes in many forms. They desthie need to be connected throughout the prdoessiccessful
transition (I & TA, n = 5) (Kinney, 2011). Some patt feel that transitional housing is a good togbortunity. They
could improve their social participation, self-estéefficacy, community integration and renewal afly living skills,

community living skills, cultivate self-confidenead grow their personal resilience (I & IPA, n =(Bleard et al., 2019).

Offender patients found incompetent to stand wiate patients with chronic mental iliness, haddesharges on
index offence, were more disturbed in presentatiaring early part of admission, and took a longaeretto restore
competency to stand trial. They also had lower @l#&ssessment of Functioning and lower 1Q on adimissT heir LoS
in secure care was also eventually longer (CRS,71)=Colwell & Gianesini, 2011). Important aspeirtBuencing the
patients' transition to the community as descritmgg@roviders were a well-planned care plan, togetith a suitable non-
institutional dwelling (see Figure 2 for an autlmmnceptualised model of accommodation arrangemamis)a tailored

occupation. They also felt that having a well-fumeing and trusting social network and a good iefethip with a contact
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person/advocate is helpful. They also need to e tabmanage their own finances (FG & TA, n = 1@ugtafsson et al.,
2011). Consultants felt that those patients whorka@lual psychopathology, risk, personality trait®se who were more
institutionalised and their anxiety struggled iarsitions. Lack of suitable facilities and medigation were judged to be
less important (CRS, I, MM, DS) (Vollm et al., 2019 he successful rehabilitation of people throfigtensic inpatient
services relies ultimately on there being places support available for them to return to in thenowunity (gov.scot,
2021).A range of accommodations and supports \eilb hocate the offender patients in appropriateirenments as in
Figure 2 and allow feasible discharge plans; helpeduce LoS in the secure care pathway and paligniischarge some

Long Stay patients.

Risk to others
Hostel wards + staff sleep in Risk Needs Responsivity & Good Lives model

Day staffed Types of offending behavi ours I(acqu_lsnn-'e:
damage to propertv, sexual, intimate partner
violence, violence to persons, arson, frand)

Hostel wards + staff awake at night

Visited group homes

Group homes on call

Supported housing User & Carer designed &
planned environments

Riskto self (self-harm, suicide, starvation, mobility
risks, disability, navigational risks)

Severe Mental Illness (agreed ICD-11 categories)
Vulnerabilities (financial, relational, exploitatation,

abuse, neglect - self, environment, needs)

Figure 2: © Range of Accommodation Arrangements t&uit Various Offender Patient Groups.

Continuity of Care/ Collaborative Outcomes Achievedyy Coworking of Agencies and Services

Quality of mental health care in prison estatesewfeund to be related to working effectively in MBThaving good
communication, balancing care with security, and expressed positive staff-prisoner relationshipeyrhdentified
numerous shortfalls in service provision acrosspifigon estate and called for reform with mentalltieas a key priority
(TA, n = 42 inspectorate reports) (Glorney et 2020). ID prisoners on release reported unsettorglitions on return to
community (I, n = 9) (Chiu et al., 2019) (I, n =)3&1urphy et al., 2017).There are more typical ¢gnogenic needs among
those with early onset crime. Those with crime ors$er mental illness show fewer criminogenic reeadd have better
outcomes on release, than those who had crime besate mental illness. Individuals with no priantact with mental
health or criminal justice have higher functionjpr to their crime and have a lower risk of resifiing (CRS, n = 1800)
(Crocker et al., 2018).

About ¥, of forensic patients have a prior general psychiatimission,, of general psychiatry patients with
schizophrenia have offending history, afdf general psychiatry patients with schizophrearia at some point admitted
to forensic psychiatry units. The authors recomredndsk targeted management interventions in gémpassachiatry for
this subgroup of patients (CRS, n = 232) (HodgindV&iller-Isberner, 2004). On comparing general p@tch and
forensic psychiatry schizophrenia patients oveeary follow up, general patients displayed higkeels of positive and
negative symptoms than forensic patients, and mbthem engaged in aggressive behaviour towardsraiti\ggressive

behaviour was associated with positive symptoms/Asmtésocial Personality Disorder. Rates of readiissvere similar
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for the two groups. The forensic approach thatudets assessing and managing risk of violence akaselreating
symptoms of schizophrenia led to better outcoma that of general psychiatry (CCS, n = 248) (Hodghal., 2007). A
5-month follow up of acute psychiatry patients afiescharge showed that 25% were violent and th&ofa underlying
violence were the same as is in a representatiemsa patient group (Doyle et al., 2011).The etiofuof specialisation
in all areas of occupation, is also relevant tofiblkel of Forensic Psychiatry. The interface witkr@ral Psychiatry has its

tensions but with cooperation and communicatiotiepes’ continuity of care can be optimised (Khostal., 2014).

A retrospective cohort study over 15 years in Sweaé discharged forensic patients identified that have
schizophrenia spectrum disordetshave personality disord&g,substance abuse as primary diagnosis’atve other
primary diagnoses. Substance abuse increased zhedhatio of rehospitalisation, death and violemidivism by a factor
of x 1.3 — 2. The mean age of discharge is ~ 38yeayr; die at a mean age of 52 (suicide ~ 1/4, accidetgath”s and
cardiovascular deaths are the commonest cadsade re-hospitalised within an average time ofy&ars ands violently
reoffend over a mean time of 4.2 years (retrospeadhort, n = 6520)(Fazel, Wolf, et al., 2016)ctmtrast, another study
found that men died ~ 15 years and women 25 yealigrethan normal population but found no increbsses of suicide
or accidental deaths in their 20-year cohort studiliey instead identified respiratory/cancer andlicaascular events as
the main cause in their cohort’'s premature deade$R: Thomson, 2020). This discussion demonstthteseed for long
term mental, physical and risk management car@/kiatever service models available in a countryy atdeast 10 — 15
years following discharge from forensic secure dargpitals. In general psychiatry, there is no evat of patient benefit
from current CTO outcome studies. In additionpnitreases readmission rates, length of stay in tadsghe duration of
compulsory treatment, while minimally reducing th&tients becoming victims of crime (Metareview, B3) (Rugkasa,
2016).Childhood adversity is known in ~ 80% of gectare patients with physical abuse being the comest (CRS & Q,
n = 422) (Karatzias et al., 2019). It also demaies that violence and mental iliness history ugwammences by mid
adolescence for many, as these offender patieattugte from criminal justice or mental health othbgets of services
before landing in forensic psychiatry hospitaldoBs to provide early interventions in both thgseups could potentially

alter the trajectory and length of stay for offengatients.

Most LoS studies report per admission episode amlgg not the up/down/side transitions of patieny sta
hospital and the periods of community restrictiamsl treatments a patient receives. These are migortant so as to
evaluate interventions, triage interventions faghtiplace right-intervention strategy, minimise licgtion, identify
treatment resistance factors, improve patient mtitm and engagement in interventions, and redesteictions earlier by
identifying continuity. An Independent Forensic ManHealth Review in Scotland provides informatmm the Forensic
Network reporting of mean length of stay durationkis for a high security patient turns out to b8UH(6yrs) +MSU
(2.75 yrs) +LSU (4.3yrs) = 13 years. They foundt ttisactions are not taken to address the issuelospital and
accommodation capacity, and the impact it is hawingoeople moving through the system, the systen @anger of
grinding to a halt. People must have access tedhe and treatment they need in the correct lefveécurity. There are
two areas that require immediate attention: thesanee on medium secure beds and delays in theadggeprocess that are
creating a bottleneck of people waiting to leaws kecure service. In all, they made 21 recommeoidsitaicross services

and agencies to improve coworking among agencigsarvices (gov.scot, 2021).

There is a lack of evidence for the effectivendssterventions for PD and related recidivism ifispn, hospital

or community settings. However, there is a globathd to consider non-institutional care to thisugr@onsidering holistic
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approaches to target trauma and relationship Imgjjdearly identification and sentence planning, Hredimportance of
workforce development and relationships (SR) (Sk&ttLewis, 2019) in whatever settings the offendénd$
himself/herself in. There is ample evidence thghbir PCL-R score, presence of ASPD with or wittgrirhary functional
mental iliness has higher, earlier and more sexaotfending for both general psychiatry and forenssychiatry patients
(n = 136) (Shepherd et al., 2016). Improving thaical and risk management factors on HCR-20 ireifigic psychiatry
admissions does not reduce the risk of reoffentirmgatients with psychopathy (n = 40) (Mastromaenhal., 2017). There
is also no published literature on how to effedtivéeliver mental health care in Probation (SR, A4} (Brooker et al.,
2020) and this group of offender shave very highk-fior completed suicide - reasons for this incladleg overdose,
mental health problems, and poor physical healtleyTsuggest good quality partnership working betwg®bation and
mental health services, in addition to appropriatestment in services(SR, n = 13) (Sirdifield ket 2020).

Norwegian Knowledge Centre for Health Servicesatell the first set of international data on Patiergerience
in healthcare based on OECD and WHO requiremeatserR satisfaction in General Psychiatry is reldtethe extent of
improvement in mental health, food provided, antigoés with prior admission; showed greater sattéfa, and those
who were secluded & experienced poor therapeuienak, showed lower satisfaction (CSS, n = 27@n(Hidjian et al.,
2014). In Australia, the move is towards patiemtosd care, redesigning systems architecture, Bhift activity-based
funding to results/outcomes-based funding and tligion of resources from downstream to upstreaental health
interventions to live contributing lives, and peipate as fully as possible, as members of thriviogymunities (NR)
(National Mental Health Commission, 2014). The dnlyependent correlates of low satisfaction in raknealthcare were
schizophrenia diagnosis and low psychiatrist tagpatratio, and they recommended examining expectatformed by
previous experience of treatment, service-relatemlkedge, stigma and patients’ disempowerment,pmvaer imbalance
(CSS, n = 8250) (Krupchanka et al., 2017). It soalelated to insight, satisfaction with physicablh, self-efficacy,
family support, and social anhedonia (QS, n = 1@#gtner et al., 2018). A study using ~ 75 differ®REM tools in
mental health with a massive 1932 items; showed tta key experience measures were interpersotatioreships
(22.6%), respect and dignity (19.3%), access amd caordination (14.9%), drug therapy (14.1%), tinfation (9.6%),
psychological care (6.8%), care environment (6.8patient satisfaction (6.7%) (SR, n = 86) (Ferneset al., 2020).
Patient experience work is insufficiently embeddediost mental health trusts and there is a neegtioer, analyse and
interpret this data and triangulate it with outcema@d safety data (CSS & MM, n ~ 270 +, 47 hospitak + conference)
(Weich et al., 2020). It has been emphasised thality improvement is applicable to corporate, tefgic and support

services, in addition to clinical services, in artteinfluence the clinical realm (Shah & Fitzgera2018).

The role of language proficiency is insufficiendgknowledged as it is very important in mental treahre (SR,
n = 26) (Bauer & Alegria, 2010). This brings intxéis the important role of translation and intetgeervices, advocacy
groups for patients and carers, easy read and watomunication-material provided by key organisadisuch as national
professional bodies and voluntary organisationseggnting the interests of the patients and caasithe role of expert
user groups in shaping consensus decisions onitreent, planning, design and delivery of secureecsaervices.
Professionals’ practice is subject to bias: botiplioit (Sukhera & Watling, 2018) and Explicit (Clar, 2018). Patient
reported experiences when analysed for contentI®eears found that multiple interactions affeatignt experience and
perceived care quality and the care provided bindividual clinician cannot be separated from thidew healthcare team
(QA & TA) (Baines et al., 2019).
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In evidence-based practice, tools to measure wark@nment of healthcare professions (SR, n = Bigassen et
al., 2020), nursing cultural competence (SR, n ¥ (@smancevic et al., 2021), Quality & Satisfactionmental health
(SR, n = 34) (Sanchez-Balcells et al., 2018) shbat tertain tools meet psychometric propertiestbey need to be
suitably modified and developed further with corsen QoL evaluation using a suitable instrumeniftbe available
multitude of scales can be useful in demonstratigimpact of mental illnesses and the possiblestisnof therapeutic
interventions in psychiatric care (SR, n = 159)r{iBe & Fleck, 2003).The negative impact of stignmasecure care on
patient transition to the community showed thateascto care and community resources, and completargity work
necessary for moral and social community inclusimere hindered (SR & TA, n = 7) (MacMillan, 2018h the
community, they are stigmatised and not properljeustood by non-specialists when they engage withgoy care teams
(I & IPA, n = 11) (Campbell, 2008). They may reaeiinsufficient support in the community from stdlfffat are
overworked and under resourced (Q & TA, n = 80)f{8o& Coleman, 2001). A national community sampué
healthcare workers describe the poly-problems of MDsuggesting the need for an integrated and ocehnepsive
approach, which is challenged by the fragmented dinerse ideologies of the behavioural health, srahjustice, and
social service systems. This diverse range of problneeds the healthcare professionals to havelédgev of many
different problems, expertise to respond to themd, @n understanding of how these problems intevaeh they co-occur
(Wolff et al., 2013). There will be various suchalibnges for the discharged secure care patieriée#oin order to remain

well and safe in the community.
DISCUSSION

The 7 key themes identified show possible significalationship with Length of Stay, as both upstneand downstream
systems/services/Interventions feed into LoS invergadmission episode (Paper II), in addition dotérs underlying
secure care stay per episode of admission (PapEhé)evidence suggests needing to consider ma&®sg, micro, static,
dynamic and continuity level factors in considergwpls and outcomes. There is a need to designsensus framework
(for example EPA forensic guidelines 2018) and eatd these outcomes with the ability to allow deedl
implementation, but within the framework. The QNFBHh England and Wales have aggregated annual tsefmor
LSU/MSU with defined standards in 14 categoriespbysical, procedural & relational security, safagirzg, patient
focus, family & friends, environment & facilitiegdmission, treatment & recovery, medication, le&valischarge,
physical healthcare, workforce and governance. gder review provides benchmarking and balancingtiges across
secure care hospitals. However, these 14 categoritee QNFMHS reporting standards are differetiieid with some
overlap, to the research evidence on Length of $Raper | & IlI). The Hoeven Outcome Monitoring nwdhin
Netherlands, currently in evaluation is a tool wétimphasis on macro, meso and micro factors buker&éaan episode of
admission (Keune et al., 2016). MDT consideratibthe whole care pathway is required to addreseased length-of-
stay (again in reference to an episode of admikskamther research is required to support devetyrof evidence-based
standards that can be applicable in various regidrtte world and improve outcomes for patientsisit of increased
length-of-stay in forensic services (Connell et 2019).

We have endeavoured to provide a sample repreientftkey determinants of Length of Stay (primafyand
secondary 2factors) in the entirety of the offender patientec@athway, with some examples of what to obsend a

measure or gather evidence for, in Table 2 below.
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CONCLUSIONS

We have endeavoured to bring together the reledigaotissions on how long a patient stays in secaneio the entirety of
offender patient care pathway in these two page¥sdth Of Stay Reporting In Forensic Secure Cane Ba Augmented
By An Overarching Framework To Map Patient Jourfrefentally Disordered Offender Pathway For OptirRasults-

Paper | & II'. Paper | describes factors in a singpisode of admission and Paper Il identifies rolieeondary factors
demonstrated to impact Length of Stay indirectisotiyh various outcomes. These factors for manyeptistarting at
High secure care begins from adverse trauma idlebdld, with early onset substance use and crimustte involvement
by mid adolescence, early general psychiatry adoamsgraduation to high secure unit and step dawn-f13 years to be
discharged into the community at an average agg6oyears. They need follow up from services for-1Q5 years
thereafter and die in the community at a mean dge %2 years. This summarises the life-long need emllenges to

patient/carer autonomy/experience for this complegels offender patient group with severe violefegrafe history.

In order to empathise with the offender patientifarwho traverse the secure care pathway, we peowdd
imaginary fully informed offender patient narratiga their journey through this pathway in our othaper to follow A
Review Of Patients’ Experiences Amidst Other Stalkieln Views In Forensic PsychiatrtWe endeavoured to identify the
role of chronic illness and neurodegenerative chargcross the spectrum of psychiatric disordersioalld have a
significant impact on the potential for psychiatiad risk rehabilitation in our fourth paper awaitipublishing titled Role
Of Neurocognitive Impairment In Patients With Chomental Iliness — Relevance To Patients In Reftabon

Psychiatry And Forensic Secure Care’.

We hope that these four papers together capturentist relevant perspectives and challenges in métarg

Length of Stay in secure care pathway in any cquntr
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ACKNOWLEDGEMENTS

We acknowledge and thank the providers for our dnetbexperiences. First Author has worked in Gdreard Forensic
Psychiatry in England and Scotland, UK. In thisarely a note of appreciation and gratitude to MerGaye NHSFT
Forensic Psychiatry Clinicians, UK. Second Authashhad Australian and other National comparatigoning

experience for businesses, policies, and CSR.

Impact Factor(JCC): 5.8648 — This article can be dowatted fromwww.impactjournals.us




Dr Surya Prasad NI Sarangapani Nivarthi |

¢ Fﬁ!l‘[_duﬁﬁed Some Examples of what to Deliver and Observe (Observations and Summary from Faper I & II Combined Literature Review)
Review
P.elstion to mental :

o N i i Stigma

Indax offenca Naturs Savarity Insight ﬂ;g::: ;’L P:'ml;n Wictim izsnas Carar jzsnas Tdantity

. - Pemorse
Sociodamogsaphic Literscy Cﬁ“\’?g;iit‘ Gendar Agzz Race Occupation F‘;?‘i;& me:;&?u
. Motivation for - Dursticn, of
Csiminal history Ags of onsst Typs of oifmoa: Relstion to SMI sti‘_i:‘c:‘a;; Dasr affact :ﬁ?ﬁ ifmx ;:::;"‘;C

3 finas
o Imy social . B ziz and limits :

o | i | et | CEIRE | i | SRS | TEEE | e | SEERS | sure
Climical varishles DPsychopathology | Saverity of illness Insight Salfafficacy R;—ZE:L:" ;{Eﬁ i;“;m p:;l'&al
e el el el el I e e

Risk vasishl Tvpas of fizsks MR Good Li Carer stransths El;.ar_gaarc .Lglir_icala‘ .L-Célﬁmil:alﬂf Pargaption of
15K VL. as nsks z o0 Livas E N P [acti vanass intiusnos 1ntiv=mncs .
= - P | s participamion of imtervartion risk sk sz
. Insight . New
Chﬂf;;\u;?; & | Dusstion of illness Prognosis Self-sfficacy en;a;l;i;a;?:'ﬂ Tpii &&:i';gp?:; Eﬁe;; ;:'5" 1‘;@ ;%E'.F;t
““j;";?:{"&&gg:f" Darticipation Kaemness Motivation ADL’s Diractiveness | Responsibility m:;":ﬂ - Tﬂﬂf
Effsctivaness of Evaluats by Evaluats by Evalusts by Evaluats by Evaluats by | Beon top of Oer | b nemic
Intervantions dizciplina systems i“i.‘::::?; e outoemas faadback nw rzsaarch naﬁ;.‘t_:;ib amalyziz
Evidanca Basad R Tsa of racovery tools C]:;%a‘f[,“a"‘."_% Data— Data - Dataon Data
Magicine & Evidance |  Uss of dlinical as_,:ma__‘lt . Lo§ dars gatharing ;;;pf;_‘“““"- sgzrassic, Adiviry, mumsgarial & | disgrosis &
Los 2° Thecspautic . Climars ) ) Tdemity, fatur Dati c T rmeal | Relationshi
(Papar I) :‘l:‘;r::; f Supervisicn e\-al‘ti?oc Relationsl sacusity 5‘:3@:3;:’“ I’e:_‘;:-_tk rea;z-k 3 zﬁ:;u with oﬂ:a_ﬁp
Teamsitions Reafarrsls Admissions W"”j:i f""l of Tramsfors Discharsa Stapdown ‘:i%:-‘:_’:‘ ?;;:’:
REFERENCES

1. Aboaja, A., Forsyth, B., Bates, H., & Wood, R. (02nvolving service users to identify researcfopties in a
UK forensic mental health service. BJPsych Bulletir6. https://doi.org/10.1192/bjb.2020.131

2. Aboraya, A., Nasrallah, H. A., Elswick, D. E., AlinE., Estephan, N., Aboraya, D., Berzingi, S.,r@hers, J.,
Berzingi, S., Justice, J., Zafar, J., & Dohar, 318). Measurement-based Care in Psychiatry-Pasiséht, and
Future. Innovations in clinical neuroscience, 15{112), 13-26.

3. Aguilera-Serrano, C., Guzman-Parra, J., Garcia-Saax; J. A., Moreno-Kustner, B., & Mayoral-Clerids,
(2017). Variables Associated With the Subjectivpeience of Coercive Measures in Psychiatric Ingats: A
Systematic  Review. The Canadian Journal of Psyghiat 63(2), 129-144. sagepub.
https://doi.org/10.1177/0706743717738491

4. Aimola, L., Jasim, S., Tripathi, N., Bassett, PujrQ A., Worrall, A., Tucker, S., Holder, S., &awford, M. J.
(2018). Impact of a peer-review network on the byailf inpatient low secure mental health servicelsister
randomised control trial. BMC Health Services Resbhal8(1). https://doi.org/10.1186/s12913-018-3Z97

5. Albertus, F., & Fluttert, J. (2010). Managementliopatient Aggression in Forensic Mental Health NngsThe
application of the Early Recognition Method (pp. —5@). Gildeprint Drukkerijen - Enschede.
http://www.antoniocasella.eu/archipsy/Fluttert_20ddf

6. Askew, L., Fisher, P., & Beazley, P. (2019a). Wdrat adult psychiatric inpatients’ experience oflasmon: A

Table 2: © Summary 10 and 20 Factors Determining Ligth of Stay in Secure Care

systematic review of qualitative studies. JournPeychiatric and Mental Health Nursing, 26(7-8),42285.
https://doi.org/10.1111/jpm.12537

NAAS Rating: 3.00 — Articles can be senteditor@impactjournals.us




Length of Stay Reporting in Forensic Secure Care casmAugmented by an Overarching Framework to 23
Map Patient Journey in Mentally Disordered Offend&athway for Optimal Results — Part Il

7.

10.

11.

12.

13.

14.

15.

16.

17.

18.

Askew, L., Fisher, P., & Beazley, P. (2019b). Baém@ Seclusion Room: The Forensic Psychiatric tigrds’
Perspective. Journal of Psychiatric and Mental Hiedlursing, 27(3). https://doi.org/10.1111/jpm.1857

Askola, R. A., Louheranta, O., Paavilainen, E.,edsKurki, P., Soininen, P., Putkonen, H., & Nik&on M.
(2015). Forensic Psychiatric Patients’ NarrativelsTheir Offense. Issues in Mental Health Nursing(33, 162—
170. https://doi.org/10.3109/01612840.2014.969391

Askola, R., Nikkonen, M., Paavilainen, E., SoinjnBn Putkonen, H., & Louheranta, O. (2016). Foiens
Psychiatric Patients’ Perspectives on Their CareNarrative View. Perspectives in Psychiatric Casé(1), 64—
73. researchgate. https://doi.org/10.1111/ppc.12201

Baines, R., Donovan, J., Regan de Bere, S., Archer& Jones, R. (2019). Comparing psychiatric care
experiences shared online with validated questiesado they include the same content? Pearl.plytmac.uk.
https://pearl.plymouth.ac.uk/handle/10026.1/13736

Bauer, A. M., & Alegria, M. (2010). Impact of Patid.anguage Proficiency and Interpreter Service daethe
Quality of Psychiatric Care: A Systematic Review.sydhiatric Services, 61(8), 765-773.
https://doi.org/10.1176/ps.2010.61.8.765

Bengtson, S., Lund, J., Ibsen, M., & Langstrom(2019). Long-Term Violent Reoffending Following &usic
Psychiatric Treatment: Comparing Forensic Psych@Examinees and General Offender Controls. Frastia
Psychiatry, 10(715). https://doi.org/10.3389/fp2919.00715

Bergk, J., Einsiedler, B., Flammer, E., & Steinért,(2011). A Randomized Controlled Comparisoneaaii&ion
and Mechanical Restraint in Inpatient Settings. dPsgtric  Services, 62(11), 1310-1317.
https://doi.org/10.1176/ps.62.11.pss6211 1310

Berg, S. H., Rartveit, K., & Aase, K. (2017). Slatipatients’ experiences regarding their safetyrimy
psychiatric in-patient care: a systematic reviewqofalitative studies. BMC Health Services Reseafdt{}]).
https://doi.org/10.1186/s12913-017-2023-8

Berlim, M. T., & Fleck, M. P. A. (2003). “Qualityf dife”: a brand new concept for research and priaetin
psychiatry. Revista Brasileira de Psiquiatria, 2p(249-252. https://doi.org/10.1590/s1516-44462@IBWMO013

Berring, L. L., Pedersen, L., & Buus, N. (2015)sd@iurses of aggression in forensic mental healtleritical
discourse analysis of mental health nursing stafécords. Nursing Inquiry, 22(4), 296-305.
https://doi.org/10.1111/nin.12113

Bonta, J., Law, M., & Hanson, K. (1998). The préidic of criminal and violent recidivism among méiyta
disordered offenders: A meta-analysis. PsycholdgBaletin, 123(2), 123-142. https://doi.org/10.103033-
2909.123.2.123

Bonta, J., Blais, J., & Wilson, H. A. (2014). A dhetically informed meta-analysis of the risk fangral and
violent recidivism for mentally disordered offenslerAggression and Violent Behavior, 19(3), 278-287.
https://doi.org/10.1016/j.avb.2014.04.014

Impact Factor(JCC): 5.8648 — This article can be dowatted fromwww.impactjournals.us




Dr Surya Prasad NI Sarangapani Nivarthi |

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

Bystritsky, A. (2006). Treatment-resistant anxiedysorders. Molecular Psychiatry, 11(9), 805-814.
https://doi.org/10.1038/sj.mp.4001852

Cal, S. F.,, 87, L. R. de, Glustak, M. E., & Santiago, M. B. (20XResilience in chronic diseases: A systematic
review. Cogent Psychology, 2(1). https://doi.orgl080/23311908.2015.1024928

Campbell, C., & McGauley, G. (2005). Doctor-patieetationships in chronic illness: insights fromrdasic
psychiatry. BMJ, 330(7492), 667—670. https://d@/@0.1136/bm;j.330.7492.667

Campbell, C. W. (2008). “But what can a Psychiatde about my Bowel?!” Borderline Personality Disier in
Primary Care: A Qualitative Analysis of Patient Exjgnce..Edinburgh Research Association.
https://era.ed.ac.uk/handle/1842/3298

Camuccio, C. A., Sanavia, M., Cutrone, F., MarellaGregio, M., Cabbia, C., Cocchio, S., & Balda, (2019).
Noise Levels in an Acute Psychiatric Unit: An Exatory Observational Study. Issues in Mental Hedltirsing,
40(6), 493-502. https://doi.org/10.1080/01612840820557301

Carr, S., HaffordLetchfield, T., Faulkner, A., Megele, C., Gould, Bhisa, C., Cohen, R., & Holley, J. (2019).
“Keeping Control”: A useriled exploratory study of mental health service wesgreriences of targeted violence
and abuse in the context of adult safeguarding mgl&nd. Health & Social Care in the Community, 37(5
https://doi.org/10.1111/hsc.12806

Chiu, P., Triantafyllopoulou, P., & Murphy, G. (20 Life after release from prison: The experierafe
exJoffenders with intellectual disabilities. JournaF @pplied Research in Intellectual Disabilities, (83
https://doi.org/10.1111/jar.12661

Clarke, C. (2014). “My shared pathway” the experoe of users of a low secure service.
https://eprints.soton.ac.uk/370353/

Clarke, Jessica, Explicit Bias (November 19, 20M8yrthwestern University Law Review, Vol. 113, p55
(2018), Vanderbilt Law Research Paper No. 18-4&ijlable at SSRN: https://ssrn.com/abstract=3213998

Coffey, M., & Coleman, M. (2001). The relationsbhigtween support and stress in forensic communitytahe
health nursing. Journal of Advanced Nursing, 348%97—-407. https://doi.org/10.1046/j.1365-2648.20Q%Z.70.x

Colwell, L. H., & Gianesini, J. (2011). Demographicriminogenic, and psychiatric factors that predic
competency restoration. The journal of the Ameridaademy of Psychiatry and the Law, 39(3), 297-306.

Craik, C., Bryant, W., Ryan, A., Barclay, S., BmoKk., Mason, A., & Russell, P. (2010). A quahlatstudy of
service user experiences of occupation in foremsémtal health. Australian Occupational Therapy Jaly
57(5), 339-344. https://doi.org/10.1111/j.1440-12810.00857.x

Crocker, A. G., Martin, M. S., Leclair, M. C., Nails, T. L., & Seto, M. C. (2018). Expanding thelyand late
starter model of criminal justice involvement fordnsic mental health clients. Law and Human Bedravi2(1),
83-93. https://doi.org/10.1037/lhb0000269

NAAS Rating: 3.00 — Articles can be senteditor@impactjournals.us




Length of Stay Reporting in Forensic Secure Care casmAugmented by an Overarching Framework to 25
Map Patient Journey in Mentally Disordered Offend&athway for Optimal Results — Part Il

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

Cullen, A. E., Bowers, L., Khondoker, M., Pettit,/&hilla, E., Koeser, L., Moylan, L., Baker, Quirk, A., Sethi,
F., Stewart, D., McCrone, P., & Tulloch, A. D. (B)1Factors associated with use of psychiatric nistee care
and seclusion in adult inpatient mental health gmys. Epidemiology and Psychiatric Sciences, 27§1)61.
https://doi.org/10.1017/s2045796016000731

Currie, S. R., Liu, P., Adamyk-Simpson, J., & SfaniJ. (2020). Validation of a Comprehensive Patien
Experience Survey for Addiction and Mental Hedlidt tvas Co-designed with Service Users. Communréiytad
Health Journal, 56(4), 735-743. https://doi.org/M@07/s10597-019-00534-1

Davey, I., & Dempsey, J. (2012). Working with cajty: a map for recovery in forensic psychiatryewN
Paradigm, Spring/Summer 2012, 20-23. https://wwwit.mgw.gov.au/.
https://www.mhrt.nsw.gov.au/files/mhrt/pdf/RecoirdrgrensicPsychiatry.pdf

David, A. S., Bedford, N., Wiffen, B., & Gilleen,(2012). Failures of metacognition and lack ofigig in
neuropsychiatric disorders. Philosophical Transanos of the Royal Society B: Biological Science§,(B&94),
1379-1390. https://doi.org/10.1098/rstb.2012.0002

Degl’ Innocenti, A., Wik, H., Kullgren, A., & Aleu, E. (2019). The Influence of Evidence-Basedddesn Staff
Perceptions of a Supportive Environment for Per€amtered Care in Forensic Psychiatry. Journal ofdftsic
Nursing, 16(3), E23—E30. https://doi.org/10.1097.6000000000000261

Demyttenaere, K. (2019). What is treatment reststaim psychiatry? A “difficult to treat” concept. aud
Psychiatry, 18(3), 354—355. https://doi.org/10.1002s.20677

De Pau, M., Mertens, A., Bourmorck, D., Vanderpthss, W., Nicaise, P., & Vander Laenen, F. (2020).
Crushed by the Belgian system: Lived experienceforehsic care trajectories by persons labelled rax
criminally  responsible. International  Journal of Wwa and Psychiatry, 68, 101539.
https://doi.org/10.1016/}.ijlp.2019.101539

De Smet, S., Van Hecke, N., Verté, D., BroekaerR¥an, D., & Vandevelde, S. (2014). Treatment@auditrol:
A Qualitative Study of Older Mentally Il Offendef@erceptions on Their Detention and Care Trajegtor
International Journal of Offender Therapy and Comgiwe Criminology, 59(9), 964-985.
https://doi.org/10.1177/0306624x14521129

Dewa, L. H., Murray, K., Thibaut, B., Ramtale, S, 8&dam, S., Darzi, A., & Archer, S. (2018). Idfyirig
research priorities for patient safety in mentalahlib: an international expert Delphi study. BMJ @pe3(3),
€021361. https://doi.org/10.1136/bmjopen-2017-02136

Dickens, G. L., Suesse, M., Snyman, P., & Picchidni(2014). Associations between ward climate patient
characteristics in a secure forensic mental healénvice. The Journal of Forensic Psychiatry & Pgjloy,
25(2), 195-211. https://doi.org/10.1080/1478994942003505

Dickens, G., Sugarman, P., Picchioni, M., & Long,(8010). HONOS Secure: tracking risk and recovery for
men in secure care. The British Journal of ForensidPractice, 12(4), 36-46.
https://doi.org/10.5042/bjfp.2010.0613

Impact Factor(JCC): 5.8648 — This article can be dowatted fromwww.impactjournals.us




Dr Surya Prasad NI Sarangapani Nivarthi |

43.

44,

45.

46.

47.

48.

49.

50.

51.

52.

53.

54.

55.

Dickinson, T., & Wright, K. M. (2008). Stress angtout in forensic mental health nursing: a liteweg review.
British Journal of Nursing, 17(2), 82—87. httpsofabrg/10.12968/bjon.2008.17.2.28133

Doyle, P., Quayle, E., & Newman, E. (2017). Soclahate in forensic mental health settings: A syst8c
review of qualitative studies. Aggression and \fible Behavior, 36, 118-136.
https://doi.org/10.1016/j.avb.2017.06.008

Doyle, P., Quayle, E., & Newman, E. (2017). Soclahate in forensic mental health settings: A systc
review of qualitative studies. Aggression and \fible Behauvior, 36, 118-136.
https://doi.org/10.1016/j.avb.2017.06.008

Edgcomb, J. B., & Zima, B. (2018). Medication Adimme Among Children and Adolescents with Severddllen
lliness: A Systematic Review and Meta-Analysisrnidwf Child and Adolescent Psychopharmacology(8%8
508-520. https://doi.org/10.1089/cap.2018.0040

Farrell, C., & Brink, J. (2020). The Prevalence aRdctors Associated With Antipsychotic Polypharmacsy
Forensic Psychiatric Sample. Frontiers in Psychjatt1. https://doi.org/10.3389/fpsyt.2020.00263

Fazel, S., Gulati, G., Linsell, L., Geddes, J. & Grann, M. (2009). Schizophrenia and Violence: t8ygmtic
Review and Meta-Analysis. PLoS Medicine, 6(8), @1R0. https://doi.org/10.1371/journal.pmed.1000120

Fazel, S., Singh, J. P., Doll, H., & Grann, M. (2)1Use of risk assessment instruments to predittnce and
antisocial behaviour in 73 samples involving 24 8@&ople: systematic review and meta-analysis. BMJ,
345(jul24 2), e4692-e4692. https://doi.org/10.1bB6e4692

Fazel, S., Fimiska, Z., Cocks, C., & Coid, J. (2016). Patient outes following discharge from secure
psychiatric hospitals: Systematic review and metalgsis. British Journal of Psychiatry, 208(1), PB-
https://doi.org/10.1192/bjp.bp.114.149997

Fazel, S., Wolf, A., Fimska, Z., & Larsson, H. (2016). Mortality, Rehosfgation and Violent Crime in
Forensic Psychiatric Patients Discharged from HéspiRates and Risk Factors. PLOS ONE, 11(5), e9065
https://doi.org/10.1371/journal.pone.0155906

Flammer, E., Frank, U., & Steinert, T. (2020). Fdeen Restrictive Coercive Measures in Forensic Pisyich
Frontiers in Psychiatry, 11(146). https://doi.or@/B8389/fpsyt.2020.00146

Forsman, J., Taipale, H., Masterman, T., Tiihondn, & Tanskanen, A. (2018). Comparison of dispensed
medications and forensic-toxicological findingsassess pharmacotherapy in the Swedish populati@6 20
2013. Pharmacoepidemiology and Drug Safety, 27@0)2—-1122. https://doi.org/10.1002/pds.4426

Franke, I., Bisselmann, M., Streb, J., & Dudeck,(2019). Perceived Institutional Restraint Is Asated With
Psychological Distress in Forensic Psychiatric  Itipats. Frontiers in  Psychiatry, 10.
https://doi.org/10.3389/fpsyt.2019.00410

Friendship, C., Falshaw, L., & Beech, A. R. (2008gasuring the real impact of accredited offendimpaviour
programmes. Legal and Criminological Psychology,)8115-127.

NAAS Rating: 3.00 — Articles can be senteditor@impactjournals.us




Length of Stay Reporting in Forensic Secure Care camAugmented by an Overarching Framework to 27
Map Patient Journey in Mentally Disordered Offend&athway for Optimal Results — Part Il

56.

57.

58.

59.

60.

61.

62.

63.

64.

65.

66.

67.

Glancy, G., Choptiany, M., Jones, R., & Chatterjge(2021). Measurement-based care in forensichpastg.
International Journal of Law and Psychiatry, 741880. https://doi.org/10.1016/}.ijip.2020.101650

Glorney, E., Ullah, H., & Brooker, C. (2020). Stamds of Mental Health Care in Prisons in Englandiaiales:
A Qualitative Study of Reports from Her Majestyisgectorate of Prisons. International Journal ofr&asic
Mental Health, 19(3), 1-14. https://doi.org/10.10B8999013.2020.1743389

Golenkov, A., Nielssen, O., & Large, M. (2014).t&ystic review and meta-analysis of homicide regsdn and
Schizophrenia. BMC Psychiatry, 14(1). https://daj/©0.1186/1471-244x-14-46

gov.scot. (2021, February 26). Independent ForenSlental Health Review: final report - gov.scot.
Www.gov.scot; Crown Copyright. https://www.gov.gadilications/independent-forensic-mental-healthiea/-

final-report/pages/8/

Granstrém, E. (2021). From patient to person: pexdjves on the role of quality data, patient expece and
patient involvement in the improvement of chrongécec In openarchive.ki.se. Inst for larande, infaiik,
management och etik / Dept of Learning, InformaticsManagement and  Ethics.
https://openarchive.ki.se/xmlui/handle/10616/47493

Greer, B., Newbery, K., Cella, M., & Wykes, T. @01Predicting Inpatient Aggression in Forensic \Begs
Using Remote Monitoring Technology: Qualitative dytwf Staff Perspectives. Journal of Medical Inétrn
Research, 21(9), e15620. https://doi.org/10.2196206

Gunther, M. P., Kirchebner, J., & Lau, S. (2020Jemtifying Direct Coercion in a High Risk Subgroap
Offender Patients With Schizophrenia via Machinearhang Algorithms. Frontiers in Psychiatry, 11.
https://doi.org/10.3389/fpsyt.2020.00415

Gudde, C., Vatne, S., Olsg, T., & Whittington, Z16). Service users’ experiences and views of esgiye
situations in mental health care: a systematic eaviand thematic synthesis of qualitative studiesirdal of
Multidisciplinary Healthcare, 8, 449. https://doigi10.2147/jmdh.s89486

Gustafsson, E., Holm, M., & Flensner, G. (2011)h#t#litation between institutional and non-institutal
forensic psychiatric care: important influences tire transition process. Journal of Psychiatric aktntal
Health Nursing, 19(8), 729-737. https://doi.orgMD11/j.1365-2850.2011.01852.x

Haddow, C. (2013). Patient and prisoner experieneeajor mental illness and masculinity in the comtef
violent offending behaviour. https://era.ed.ac.ak/tlle/1842/9751

Hadijittofi, M., Gleeson, K., & Arber, A. (2020). drexperience of disgust by healthcare professionals
literature review. International Journal of Nursing Studies, 110, 103720.
https://doi.org/10.1016/].ijnurstu.2020.103720

Hanzawa, S., Bae, J.-K., Bae, Y. J., Chae, M., RKanld., Nakane, H., Ohta, Y., Zhao, X., lizuka,&Nakane,
Y. (2013). Psychological impact on caregivers tratised by the violent behavior of a family membéh w
schizophrenia. Asian Journal of Psychiatry, 6(1;-81. https://doi.org/10.1016/j.ajp.2012.08.009

Impact Factor(JCC): 5.8648 — This article can be dowatted fromwww.impactjournals.us




Dr Surya Prasad NI Sarangapani Nivarthi |

68.

69.

70.

71.

72.

73.

74.

75.

76.

77.

78.

79.

Hauso, G. E. Y., Alsaker, K., & Senneseth, M. (2038&rvice user involvement in a secure settingrbednd
after the implementation of recovérgriented practice: A quasiexperimental study. Journal of Advanced
Nursing. https://doi.org/10.1111/jan.14841

Heard, C. P., Scott, J., Tetzlaff, A., & Lumley, (2019). Transitional housing in forensic mentalaltle:
considering consumer lived experience. Health &idas7(1). https://doi.org/10.1186/s40352-019-0a91

Hearn, D. (2013). Tracking patients on leave fronserure setting. Mental Health Practice, 16(6), 27—
https://doi.org/10.7748/mhp2013.03.16.6.17.e813

Hehir, A. M., Indig, D., Prosser, S., & Archer, ¥. (2012). Evaluation of a smoke-free forensic hakp
Patients’ perspectives on issues and benefits. Dragd Alcohol Review, 31(5), 672-677.
https://doi.org/10.1111/j.1465-3362.2012.00456.x

Hehir, A. M., Indig, D., Prosser, S., & Archer, X. (2013). Implementation of a smoke-free policyihigh
secure mental health inpatient facility: staff seyvto describe experience and attitudes. BMC Pubéelth,
13(1). https://doi.org/10.1186/1471-2458-13-315

Hodgins, S., & Miller-Isberner, R. (2004). Prevegticrime by people with schizophrenic disorderg tble of
psychiatric services. British Journal of Psychiathg5(3), 245-250. https://doi.org/10.1192/bjp.BB8B45

Hodgins, S., Miiller-Isberner, R., Freese, R., o, J., Repo-Tiihonen, E., Eronen, M., Eaves,Hart, S.,
Webster, C., Levander, S., Tuninger, E., Ross\VBrtiainen, H., & Kronstrand, R. (2007). A Comparisof
General Adult and Forensic Patients with SchizopkaelLiving in the Community. International Journaf
Forensic Mental Health, 6(1), 63—75. https://dogtr0.1080/14999013.2007.10471250

Horvath, J., Steinert, T., & Jaeger, S. (2018). idsychotic treatment of psychotic disorders in fie
psychiatry: Patients’ perception of coercion ansl firedictors. International Journal of Law and Pkiatry, 57,
113-121. https://doi.org/10.1016/j.ijlp.2018.02.004

Howner, K., Andiné, P., Bertilsson, G., Hultcran¥t, Lindstrom, E., Mowafi, F., Snellman, A., & Mafider, B.
(2018). Mapping Systematic Reviews on Forensicl®atric Care: A Systematic Review ldentifying Knedge
Gaps. Frontiers in Psychiatry, 9(452). https://dog/10.3389/fpsyt.2018.00452

Howner, K., Andiné, P., Engberg, G., Ekstrom, E.lkhdstrom, E., Nilsson, M., Radovic, S., & Huiatz, M.
(2020). Pharmacological Treatment in Forensic Psgth—A Systematic Review. Frontiers in Psychiatry,
10(963). https://doi.org/10.3389/fpsyt.2019.00963

Huband, N., Furtado, V., Schel, S., Eckert, M., ®@ige N., Bulten, E., & V6llm, B. (2018). Charac#tids and
Needs of Long-Stay Forensic Psychiatric InpatiedtdRapid Review of the Literature. Internationauduwal of
Forensic Mental Health, 17(1), 45-60. https://dai/d0.1080/14999013.2017.1405124

Hoérberg, U., Benzein, E., Erlingsson, C., & Syrén,(2015). Engaging with Families Is a Challengelié&s
among Healthcare Professionals in Forensic PsycliaCare. Nursing Research and Practice, 2015, 1-10
https://doi.org/10.1155/2015/843717

NAAS Rating: 3.00 — Articles can be senteditor@impactjournals.us




Length of Stay Reporting in Forensic Secure Care camAugmented by an Overarching Framework to 29
Map Patient Journey in Mentally Disordered Offend&athway for Optimal Results — Part Il

80. Janssen-de Ruijter, E. A. W., Mulder, E. A., BogagerL., Omlo, L., & van Nieuwenhuizen, Ch. (201®)pking
into the crystal ball: quality of life, delinquencgnd problems experienced by young male aduks discharge
from a secure residential care setting in the Ne#mels. Child and Adolescent Psychiatry and Meidehlth,
13(1). https://doi.org/10.1186/s13034-019-0305-0

81. Johnson, D. (2013). Staff and patient experiendeseoclusion and special observations in high seaaee.
https://livrepository.liverpool.ac.uk/3062910/1/5/@10.pdf

82. Kaar, S. J., Walker, H., Sethi, F., & Mclvor, RO{Z). The function and design of seclusion roomgliirical
settings. Journal of Psychiatric Intensive Care(2)383-91. https://doi.org/10.20299/jpi.2017.007

83. Kaggwa, M. M., Acai, A., Rukundo, G. Z., Harms, & Ashaba, S. (2021). Patients’ Perspectives on the
Experience of Absconding From a Psychiatric Hodpita Qualitative Study. BMC Psychiatry in Review.
https://doi.org/10.21203/rs.3.rs-402597/v1

84. Karatzias, T., Shevlin, M., Pitcairn, J., Thomsbn,Mahoney, A., & Hyland, P. (2019). Childhood ambity and
psychosis in detained inpatients from medium td ligcured units: Results from the Scottish censne.
Child Abuse & Neglect, 96, 104094. https://doi.@fyA016/j.chiabu.2019.104094

85. Katsakou, C., & Priebe, S. (2007). Patient’'s expeces of involuntary hospital admission and treatimé
review of qualitative studies. Epidemiologia E  [&tria  Sociale, 16(2), 172-178.
https://doi.org/10.1017/s1121189x00004802

86. Kersting, X. A. K., Hirsch, S., & Steinert, T. (8)1Physical Harm and Death in the Context of Co&rc
Measures in  Psychiatric  Patients: A Systematic @&evi Frontiers in  Psychiatry, 10.
https://doi.org/10.3389/fpsyt.2019.00400

87. Khosla, V., Davison, P., Gordon, H., & Joseph,2014). The interface between general and forensyclpatry:
the present day. Advances in Psychiatric Treatn#(g), 359—365. https://doi.org/10.1192/apt.bp.D0F 336

88. Kinney, P. J. (2011). Exploring connectedness: Teaning of transition experiences for patients inith
forensic  psychiatric service (p. ii). http://www.ap.nz/assets/OPRES/al2fc62cce/Kinney-Exploring-
connectedness-2011.pdf

89. Kirchebner, J., Gunther, M., Sonnweber, M. et @cters and predictors of length of stay in offersdgiagnosed
with  schizophrenia - a machine-learning-based applo BMC Psychiatry 20, 201 (2020).
https://doi.org/10.1186/s12888-020-02612-1

90. Kleinsinger F. (2018). The Unmet Challenge of Matlan Nonadherence. The Permanente journal, 22038
https://doi.org/10.7812/TPP/18-033

91. Krupchanka, D., Khalifeh, H., Abdulmalik, J., AalGomez, S., Armiya'u, A. Y., Banjac, V., BaranAy,
Bezborodovs, N., Brecic, Riavajda, Z., de Girolamo, G., Denisenko, M., Dickd#sA., Dujmovic, J., Ergovic
Novotny, D., Fedotov, |., Fernandez, M. A., Frar&dyv, Gasparovic, M., & Giurgi-Oncu, C. (2017).t8&action
with psychiatric in-patient care as rated by pat&at discharge from hospitals in 11 countries.i8ldesychiatry
and Psychiatric Epidemiology, 52(8), 989-1003. $itfdoi.org/10.1007/s00127-017-1366-0

Impact Factor(JCC): 5.8648 — This article can be dowatted fromwww.impactjournals.us




Dr Surya Prasad NI Sarangapani Nivarthi |

92. Kuivalainen, S., Vehvildainen-Julkunen, K., Putkgnén, Louheranta, O., & Tiihonen, J. (2013). Vidlen
behaviour in a forensic psychiatric hospital in Eind: an analysis of violence incident reports. dwl of
Psychiatric and Mental Health Nursing, 21(3), 21482https://doi.org/10.1111/jpm.12074

93. Laiho T., Hottinen A., Lindberg N., Sailas E. (2p8saff Attitudes Towards Seclusion and Restrairidrensic
Settings. In: Volim B., Nedopil N. (eds) The Us&€oércive Measures in Forensic Psychiatric Carerirger,
Cham. https://doi.org/10.1007/978-3-319-26748-7_12

94. Lau, S., Brackmann, N., Mokros, A., & Habermeyer(2020). Aims to Reduce Coercive Measures in Ricen
Inpatient  Treatment: A 9-Year Observational Study Frontiers in Psychiatry, 11.
https://doi.org/10.3389/fpsyt.2020.00465

95. Lawes, A., Marcus, E., & Pilling, S. (n.d.). Whtfing structures of mental health services arsoasated with
improved patient outcomes? A rapid review. NatioGallaborating Centre for Mental Health. RetrievAgril
29, 2021, from
http://allcatsrgrey.org.uk/wp/download/governandimical_governance 2/NCCMH_Literature_Review_Mental
Health_Final_2.pdf

96. Lewis, C. C., Boyd, M., Puspitasari, A., Navarro, Howard, J., Kassab, H., Hoffman, M., Scott, l§on, A.,
Douglas, S., Simon, G., & Kroenke, K. (2019). Impdating Measurement-Based Care in Behavioral He&lth
Review. JAMA psychiatry, 76(3), 324—335. httpsi/éig/10.1001/jamapsychiatry.2018.3329

97. Livanou, M., D'Souza, S., Lane, R., La Plante,8Singh, S. P. (2021). Challenges and Facilitat@sring
Transitions from Adolescent Medium Secure UnitsAtlult Services in England: Interviews with Mental
Healthcare Professionals. Administration and PolinoyMental Health and Mental Health Services Reskar
https://doi.org/10.1007/s10488-021-01115-9

98. Lundgvist, L.-O., & Schroder, A. (2015). PatientdaBtaff Views of Quality in Forensic Psychiatrigoétient
Care. Journal of Forensic Nursing, 11(1), 51-58pkt/doi.org/10.1097/jfn.0000000000000060

99. Lysaker, P. H., Pattison, M. L., Leonhardt, B. Bhelps, S., & Vohs, J. L. (2018). Insight in schirenia
spectrum disorders: relationship with behavior, moand perceived quality of life, underlying causesl
emerging treatments. World Psychiatry, 17(1), 12-+2fps://doi.org/10.1002/wps.20508

100Ma, T.,Mackinnon, T., & Dean, K. (2020). The prevele of cardiometabolic disease in people with lpstic
disorders in secure settings — a systematic revigwe. Journal of Forensic Psychiatry & Psycholog®(23, 281—
307. https://doi.org/10.1080/14789949.2020.1859588

101Maassen, S. M., Weggelaar Jansen, A. M. J. W..eBBralns, G., Vermeulen, H., & van Oostveen, C. B2
Psychometric evaluation of instruments measurimgwbrk environment of healthcare professionalsasitals:
a systematic literature review. International Joaknfor Quality in Health Care, 32(8), 545-557.
https://doi.org/10.1093/intghc/mzaa072

102Maclnnes, D., & Masino, S. (2019). Psychological grsychosocial interventions offered to forensimtale
health inpatients: a systematic review. BMJ Op€8),32024351. https://doi.org/10.1136/bmjopen-2024351.

NAAS Rating: 3.00 — Articles can be senteditor@impactjournals.us |




Length of Stay Reporting in Forensic Secure Care casmAugmented by an Overarching Framework to 31
Map Patient Journey in Mentally Disordered Offend&athway for Optimal Results — Part Il

103MacMillan, Z. (2016). How stigma is a barrier foregple with mental illness transitioning from forensr
correctional  institutions into the community: a t®matic review. In library2.smu.ca.
https://library2.smu.ca/handle/01/26704

104 Markham, S. (2020). Collaborative risk assessmansdcure and forensic mental health settings in Uie
General Psychiatry, 33(5), €100291. https://doi/@fy1136/gpsych-2020-100291

105Marklund, L., Wahlroos, T., Looi, G. E., & Gabrists, S. (2019). “I know what | need to recover”:tieats’
experiences and perceptions of forensic psychidtratient care. International Journal of Mental &lth
Nursing, 29(2), 235-243. https://doi.org/10.111 it 2667

106Marshall, L. A., Adams, E. A., & Stuckey, M. 1.190 Relationships, experience, and support: gtafteption of
safety in a forensic mental health facility. Theud@l of Forensic Psychiatry & Psychology, 30(5248835.
https://doi.org/10.1080/14789949.2019.1642368

107 Martin, T. (2001). Something special: forensic pégtric nursing. Journal of Psychiatric and Menthlealth
Nursing, 8(1), 25-32. https://doi.org/10.1111/j.538850.2001.00349.x

108 Mason, T., Caulfield, M., Hall, R., & Melling, K2@10). Perceptions of Diagnostic Labels in Forensic
Psychiatric Practice: A Survey of Differences beweélurses and Other Disciplines. Issues in Mentalth
Nursing, 31(5), 336—344. https://doi.org/10.310%02840903398727

109Mason, T., Hall, R., Caulfield, M., & Melling, K2§10). Forensic nurses’ perceptions of labels ohtalkiliness
and personality disorder: clinical versus managetriegues. Journal of Psychiatric and Mental Heallirsing,
17(2), 131-140. https://doi.org/10.1111/j.1365-2281M9.01483.x

110Mastromanno, B., Brookstein, D. M., Ogloff, J. R.®ampbell, R., Chu, C. M., & Daffern, M. (201&ssessing
change in dynamic risk factors in forensic psyafainpatients: relationship with psychopathy arecidivism.
The Journal of Forensic Psychiatry & Psychology, (29 323-336.
https://doi.org/10.1080/14789949.2017.1377277

111 McCarthy, L., Garrett, G., Bennett, G., Sims, RijKdvic, D., & Taylor, N. (2017). Using technolofgyenhance
the therapeutic impact on seclusion. Repositoryimgitamshirehealthcare.nhs.uk.
https://repository.nottinghamshirehealthcare.nh#akdle/123456789/2808

112Mcintosh, L. G., Janes, S., O’'Rourke, S., & ThomdonD. G. (2021). Effectiveness of psychologicatl a
psychosocial interventions for forensic mental Heahpatients: A meta-analysis. Aggression and afiol
Behavior, 58, 101551. https://doi.org/10.1016/j.2421.101551

113McKeown, M., Thomson, G., Scholes, A., Jones,dkeBJ., Downe, S., Price, O., Greenwood, P., tillgion,
R., & Duxbury, J. (2019). “Catching your tail andreffighting”: The impact of staffing levels on reaint
minimization efforts. Journal of Psychiatric and m& Health Nursing, 26(5-6), 131-141.
https://doi.org/10.1111/jpm.12532

Impact Factor(JCC): 5.8648 — This article can be dowatted fromwww.impactjournals.us




Dr Surya Prasad NI Sarangapani Nivarthi |

114Mclaughlan, R., Lyon, C., & Jaskolska, D. (2020)chitecture as change-agent? Looking for innovation
contemporary forensic psychiatric hospital desitfedical Humanities. https://doi.org/10.1136/medh2020-
011887

115Mezey, G., Durkin, C., Dodge, L., & White, S. (20Never ever? Characteristics, outcomes and mudina of
patients who abscond or escape: A 5-year reviewsohpes and absconds from two medium and low secure
forensic units. Criminal Behaviour and Mental H&al25(5), 440-450. https://doi.org/10.1002/cbm.1982

116 Miller, T. A. (2016). Health literacy and adherenemedical treatment in chronic and acute illnesmeta-
analysis. Patient Education and Counseling, 9910)9-1086. https://doi.org/10.1016/j.pec.2016.00.02

117 Ministry of Justice. (2021). CORRECTIONAL SERVIGESCREDITATION AND ADVICE PANEL (CSAAP)
Currently Accredited Programmes ACCREDITED FOR DEERY IN THE COMMUNITY Becoming New Me +
(BNM+). CSAAP Secretariat.
https://assets.publishing.service.gov.uk/governfoptiads/system/uploads/attachment_data/file/96D&3crip
tions_of_Accredited_Programmes_-_Final_- 210209.pdf

118Montejo, A. L., Montejo, L., & Baldwin, D. S. (2018 he impact of severe mental disorders and p<yopic
medications on sexual health and its implicatioos dlinical management. World Psychiatry, 17(1),13—
https://doi.org/10.1002/wps.20509

119Morrissey, C., Geach, N., Alexander, R., ChesterDévapriam, J., Duggan, C., Langdon, P. E., LayJsB.,
McCarthy, J., & Walker, D.-M. (2017). Researchingapmes from forensic services for people withllettual
or developmental disabilities: a systematic reviewidence synthesis and expert and patient/carasutation.
Health Services and Delivery Research, 5(3), 1-h@ps://doi.org/10.3310/hsdr05030

120Morrissey, C., Langdon, P. E., Geach, N., Che&ferFerriter, M., Lindsay, W. R., McCarthy, J., @pviam, J.,
Walker, D.-M., Duggan, C., & Alexander, R. (201K)systematic review and synthesis of outcome dariain
use within forensic services for people with irtetlial disabilities. BJPsych Open, 3(1), 41-56. lvagdgecore.
https://doi.org/10.1192/bjpo.bp.116.003616

121 Mottershead, T., Khalifa, N., & Véllm, B. (2019). mixed-methods examination of patient feedbackimwith
forensic and non-forensic mental healthcare ses:idée Journal of Forensic Psychiatry & Psycholog¥(1),
106-122. https://doi.org/10.1080/14789949.2019. &80

122Mgrup, M. F., Kymes, S. M., & Oudin Astrom, D. @D2A modelling approach to estimate the prevaleoice
treatment-resistant  schizophrenia in  the United t&a PLOS ONE, 15(6), e0234121.
https://doi.org/10.1371/journal.pone.0234121

123 MuirJCochrane, E., Grimmer, K., Gerace, A., Bastiampilla, & Oster, C. (2020). Prevalence of the use of
chemical restraint in the management of challendirgaviours associated with adult mental healthdétbons:
A metalsynthesis. Journal of Psychiatric and Mental He&ltlrsing, 27(4). https://doi.org/10.1111/jpm.12585

124 Murphy, D. (2000). An Exploration of the ConceptLoheliness in Forensic Psychiatry. Medicine, Scéeand
the Law, 40(1), 33—38. https://doi.org/10.1177/08@2%40004000108

NAAS Rating: 3.00 — Articles can be senteditor@impactjournals.us




Length of Stay Reporting in Forensic Secure Care casmAugmented by an Overarching Framework to 33
Map Patient Journey in Mentally Disordered Offend&athway for Optimal Results — Part Il

125Murphy, D., Bush, E.-L. and Puzzo, I. (2017), "Impatibilities and seclusion of patients with an isut
spectrum disorder detained in high-secure psycitiatare”, Journal of Intellectual Disabilities an@ffending
Behaviour, Vol. 8 No. 4, pp. 188-200. https://daj/@0.1108/JIDOB-05-2017-0007

126 Nabavi, B., Mitchell, A. J., & Nutt, D. (2015). Afetime Prevalence of Comorbidity Between Bipol&eétive
Disorder and Anxiety Disorders: A Meta-analysis 5% Interview-based Studies of Psychiatric Populatio
EBioMedicine, 2(10), 1405-1419. https://doi.orgMiL6/j.ebiom.2015.09.006

127Nagtegaal, M.H., van der Horst,R.P.& Schonberger,.J.M. (2011). <i style="mso-bidi-font-
style:normal">Length of stay in forensicpsychiatribospitals [Dutchwith English summary]. Meppel,

Netherlands: Boom Juridische Unitgevers (RoyalBéurhlishers).

1280'Connell, M., & Farnworth, L. (2007). Occupationdlherapy in Forensic Psychiatry: A Review of the
Literature and a Call for a United and Internatidn@esponse. British Journal of Occupational Theraf/(5),
184-191. https://doi.org/10.1177/030802260707000502

129 0smancevic, S., Schoberer, D., Lohrmann, C., & &badl, F. (2021). Psychometric properties of imstents
used to measure the cultural competence of nur8esystematic review. International Journal of Nuogpi
Studies, 113, 103789. https://doi.org/10.1016/jigiu.2020.103789

130Papalia, N., Spivak, B., Daffern, M., & Ogloff, B. P. (2019). A metaanalytic review of the efficacy of
psychological treatments for violent offenders imrrectional and forensic mental health settingsiniChl
Psychology: Science and Practice, 26(2), e1228psHitdoi.org/10.1111/cpsp.12282

131Parkes, J. H., Pyer, M., Ward, A., Doyle, C., & Kios, G. L. (2014). “Going into the unknown”: Exjesrces of
male patients in secure settings during environ@lemtansition. International Journal of Mental Hehl
Nursing, 24(1), 2-10. https://doi.org/10.1111/in2088

132Parry, G. D., Crawford, M. J., & Duggan, C. (2016atrogenic harm from psychological therapies —diro
move on. British Journal of Psychiatry, 208(3), 2202. https://doi.org/10.1192/bjp.bp.115.163618

133Puzzo, I., Aldridge-Waddon, L., Bush, E., & Farr, (2018). The Relationship Between Ward Social &km
Ward Sense of Community, and Incidents of DisrapgBighavior: A Study of a High Secure Psychiatrimfia.
International Journal of Forensic Mental Health, (23 153-163.
https://doi.org/10.1080/14999013.2018.1532972

134Rahul Bhattacharya, Cross, S., & Dinesh Bhugral@®O0Clinical Topics in Cultural Psychiatry (pp. 22231).
Cambridge University Press.

135Ramsay, L., Gray, C., & White, T. (2001). A Rev@EwSuicide within the State Hospital, Carstairs 297
1996. Medicine, Science and the Law, 41(2), 97-tf¥fs://doi.org/10.1177/002580240104100202

136 RCPsych. (2018, March 27). QNFMHS publications amdources. RC PSYCH ROYAL COLLEGE of
PSYCHIATRISTS. https://lwww.rcpsych.ac.uk/improearg/ccqi/quality-networks-accreditation/forensic-
mental-health-services/publications-and-resources

Impact Factor(JCC): 5.8648 — This article can be dowatted fromwww.impactjournals.us




Dr Surya Prasad NI Sarangapani Nivarthi |

137Reeve, S., Sheaves, B., & Freeman, D. (2021). &ixeesleepiness in patients with psychosis: Analnit
investigation. PLOS ONE, 16(1), e0245301. httpsi/titg/10.1371/journal.pone.0245301

138Rees, C., & Thomson, L. (2020). Exploration of ridhty, suicide and all-cause mortality in a Scditiforensic
cohort over 20 years. BJPsych Open, 6(4). httpsifédg/10.1192/bjo.2020.40

139Rowaert, S., Vandevelde, S., Lemmens, G., & AudeKag2017). How family members of mentally flemders
experience the internment measure and (forensicychiatric treatment in Belgium: A qualitative
study. International Journal of Law and Psychiatsg, 76—82. https://doi.org/10.1016/.ijlp.2017.083

140Rowaert, S., Vandevelde, S., Lemmens, G., Vandeghlan, W., Vander Beken, T., Vander Laenen, F., &
Audenaert, K. (2016). The role and experiencesaofily members during the rehabilitation of mentailly
offenders. International Journal of Rehabilitation Research, 39(1), 11-19.
https://doi.org/10.1097/mrr.0000000000000152

141Samele, C. (2008). A review of the use of offenthalgaviour programmes for people with mental health
problems. In Sainsbury Centre for Mental Healthre&iew of the use of offending behaviour programfoes

...https://www.patientlibrary.net > tempgen

142 Sampson, S., Foster, S., Majid, S., & Voélim, B1830Carers of Long-Stay Patients’ Perspectivesseture
Forensic Care: An Exploratory Qualitative Studytdmational Journal of Forensic Mental Health, 1B(805—
315. https://doi.org/10.1080/14999013.2018.1552635

143 Sanchez-Balcells, S., Callarisa Roca, M., Rodrigzino, N., Puig-Llobet, M., Lluch-Canut, M.-T.,Roldan-
Merino, J. F. (2018). Psychometric properties aftinments measuring quality and satisfaction in talemealth:
A systematic review. Journal of Advanced Nursidg17Y), 2497—-2510. https://doi.org/10.1111/jan.13813

144 Semahegn, A., Torpey, K., Manu, A., Assefa, Nfay&sG., & Ankomah, A. (2020). Psychotropic meibca
non-adherence and its associated factors amongpetiwith major psychiatric disorders: a systematiziew
and meta-analysis. Systematic Reviews, 9(1). fdpsprg/10.1186/s13643-020-1274-3

145Shepherd, S. M., Campbell, R. E., & Ogloff, J. R(2016). Psychopathy, Antisocial Personality Dden; and
Reconviction in an Australian Sample of Forensididtds. International Journal of Offender Therapgda
Comparative Criminology, 62(3), 609—628. https:i/di@/10.1177/0306624x16653193

146 Simblett, S., Greer, B., Matcham, F., Curtis, HaolHfémus, A., Ferrdo, J., Gamble, P., & Wykes, D18.
Barriers to and Facilitators of Engagement With Réen Measurement Technology for Managing Health:
Systematic Review and Content Analysis of Findidgsrnal of Medical Internet Research, 20(7), el®48
https://doi.org/10.2196/10480

147Simpson, A. I. F., Boldt, I., Penney, S., JonesKRld, S., Nakhost, A., & Wilkie, T. (2020). Petiens of
procedural justice and coercion among forensic pg@fric patients: a study protocol for a prospeetivmixed-
methods investigation. BMC Psychiatry, 20(1). httgsi.org/10.1186/s12888-020-02629-6

148 Sirdifield, C., Brooker, C., & Marples, R. (2020%uicide and probation: A systematic review of the
literature. Forensic Science International: Minddahaw, 1, 100012. https://doi.org/10.1016/j.fsirik®.100012

NAAS Rating: 3.00 — Articles can be senteditor@impactjournals.us |




Length of Stay Reporting in Forensic Secure Care casmAugmented by an Overarching Framework to 35
Map Patient Journey in Mentally Disordered Offend&athway for Optimal Results — Part Il

149 Skett, S., & Lewis, C. (2019). Development of tffer@er Personality Disorder Pathway: A summarythe
underpinning evidence. Probation Journal, 66(2)74880. https://doi.org/10.1177/0264550519832370

150Soininen P., Kontio R., Joffe G., Putkonen H. (J0R&tient Experience of Coercive Measures. In: MOB.,
Nedopil N. (eds) The Use of Coercive Measures irrem®c Psychiatric Care. Springer, Cham.
https://doi.org/10.1007/978-3-319-26748-7_14

151 Steinert, T., Lepping, P., Bernhardsgritter, R.nGxq A., Hatling, T., Janssen, W., Keski-ValkamaMayoral,
F., & Whittington, R. (2009). Incidence of seclusand restraint in psychiatric hospitals: a litevae review and
survey of international trends. Social Psychiatrynda Psychiatric Epidemiology, 45(9), 889-897.
https://doi.org/10.1007/s00127-009-0132-3

152 Steinert, T., Birk, M., Flammer, E., & Bergk, J.O{3). Subjective Distress After Seclusion or Meatan
Restraint: One-Year Follow-Up of a Randomized Calfed Study. Psychiatric Services, 64(10), 10127101
https://doi.org/10.1176/appi.ps.201200315

153 Sturgeon, M., Tyler, N., & Gannon, T. A. (2018)systematic review of group work interventions in bih
secure hospitals. Aggression and Violent Behad8y53—75. https://doi.org/10.1016/j.avb.2017.124.00

154 Sukhera, J., & Watling, C. (2018). A Framework fmtegrating Implicit Bias Recognition Into Health
Professions Education. Academic Medicine, 93(1)485 https://doi.org/10.1097/acm.0000000000001819

155Swinkels, L. T. A., van der Pol, T. M., Popmateé.Harmsel, J. F., & Dekker, J. J. M. (2020). Imaping mental
wellbeing of forensic psychiatric outpatients thgbuthe addition of an informal social network intention to
treatment as usual: a randomized controlled triaMC Psychiatry, 20(1). https://doi.org/10.1186/s&8820-
02819-2

156Taipale, H., Tanskanen, A., Mehtédla, J., Vattulain®., Correll, C. U., & Tiihonen, J. (2020). 2@ear
followlup study of physical morbidity and mortality inatbnship to antipsychotic treatment in a nationevid
cohort of 62,250 patients with schizophrenia (FIN20 World ~ Psychiatry, 19(1), 61-68.
https://doi.org/10.1002/wps.20699

157Tapp, J., Warren, F., Fife-Schaw, C., Perkins,®Moore, E. (2013). What do the experts by expeeetell us
about “what works” in high secure forensic inpatteémospital services?. The Journal of Forensic P&trth &
Psychology, 24(2), 160-178. https://doi.org/10.1/08@89949.2012.760642

158Tapp, J., Warren, F., Fife-Schaw, C., Perkins, ®Moore, E. (2016). Essential elements of treatneard care
in high secure forensic inpatient services: an epensensus study. Journal of Forensic Practi&3), 189—
203. https://doi.org/10.1108/jfp-07-2015-0041

159Thibaut, B., Dewa, L. H., Ramtale, S. C., D'Lima, Bdam, S., Ashrafian, H., Darzi, A., & Archer,(3019).
Patient safety in inpatient mental health settings: systematic review. BMJ Open, 9(12), e030230.
https://doi.org/10.1136/bmjopen-2019-030230

160Thieme, A., Belgrave, D., & Doherty, G. (2020). Miae Learning in Mental Health. ACM Transactions on
Computer-Human Interaction, 27(5), 1-53. https:i/oig/10.1145/3398069

Impact Factor(JCC): 5.8648 — This article can be dowatted fromwww.impactjournals.us




Dr Surya Prasad NI Sarangapani Nivarthi |

161 Thirioux, B., Harika-Germaneau, G., Langbour, N.,J&afari, N. (2020). The Relation Between Empathyg a
Insight in Psychiatric Disorders: PhenomenologicBtjological, and Neuro-Functional Mechanisms. Riers
in Psychiatry, 10. https://doi.org/10.3389/fpsytl2000966

162Tiwana, R., McDonald, S., & Volim, B. (2016). P@&on sexual expression in forensic psychiatritiregs in
different European countries. International Journal of Mental Health Systems, 10(5).
https://doi.org/10.1186/s13033-016-0037-y

163Tomlin, J., Bartlett, P., & V6llm, B. (2018). Exparces of restrictiveness in forensic psychiatdoec Systematic
review and concept analysis. International Journabf Law and Psychiatry, 57, 31-41.
https://doi.org/10.1016/}.ijlp.2017.12.006

164Tomlin, J., Egan, V., Bartlett, P., & Voélim, B. (). What Do Patients Find Restrictive About Foreridental
Health Services? A Qualitative Study. Internationddurnal of Forensic Mental Health, 19(1), 1-13.
https://doi.org/10.1080/14999013.2019.1623955

165Tully, J., Larkin, F., & Fahy, T. (2015). New tedhogies in the management of risk and violenceonerfsic
settings. CNS Spectrums, 20(3), 287—294. httpsdd10.1017/s1092852915000279

166Van Damme, L., Fortune, C.-A., Hoeve, M., Vandegahen, W., & Colins, O. F. (2021). The Role ofsBeal
Resilience and Interpersonal Support in Buildinglfiiing and Prosocial Lives: Examining the Goodves
Model among Young Women Four Years after Youthniflete International Journal of Offender Therapydan
Comparative Criminology, 0306624X2199405. httpsiltittg/10.1177/0306624x21994055

167van der Veeken, F. C. A, Lucieer, J., & Bogae®s,(2018). Forensic psychiatric treatment evaluati®he
clinical evaluation of treatment progress with raped forensic routine outcome monitoring
measures. International Journal of Law and Psyahigh7, 9-16. sciencedirect.
https://doi.org/10.1016/}.ijlp.2017.12.002

168Van Hecke, N., Vanderplasschen, W., Van Damme& Vandevelde, S. (2019). The bumpy road to chaage:
retrospective qualitative study on formerly detainedolescents’ trajectories towards better livekil€ and
Adolescent Psychiatry and Mental Health, 13(1)pd$itfdoi.org/10.1186/s13034-019-0271-6

169Vasic, N., Segmiller, F., Rees, F., Jager, M., Beck., Ormanns, N., Otte, S., Streb, J., & Dud&tk(2017).
Psychopharmacologic treatment of in-patients withizophrenia: comparing forensic and general psgtii
The Journal of Forensic Psychiatry & Psychology(1391-15. https://doi.org/10.1080/14789949.20132373

170Volim B, Edworthy R, Holley J, et al. A mixed-mehstudy exploring the characteristics and needsruj-stay
patients in high and medium secure settings in &mdjl implications for service organisation. NIHRudpals
Library, Southampton (UK); 2017.

171Vvoéllm, B., Majid, S., & Edworthy, R. (2018). Enbplisrs Dutch high secure hospitals: service user
perspectives. The Journal of Forensic Practice 220{12—-121. https://doi.org/10.1108/jfp-12-201680

NAAS Rating: 3.00 — Articles can be senteditor@impactjournals.us




Length of Stay Reporting in Forensic Secure Care casmAugmented by an Overarching Framework to 37
Map Patient Journey in Mentally Disordered Offend&athway for Optimal Results — Part Il

172Vollm, B., Majid, S., Edworthy, R., Holley, J., Gat, E., Weaver, T., Duggan, C., & McDonald, R.1(20
Characteristics and Needs of Long-stay PatientsHigh and Medium Secure Forensic-Psychiatric Care:

Implications for Service Organisation - Summary &egdn . https://www.ncbi.nlm.nih.gov/books/NBK82%/

173Voss, |., & Bartlett, R. (2019). Seeking freedonsyAtematic review and thematic synthesis of teeature on
patients’ experience of absconding from hospitalirdal of Psychiatric and Mental Health Nursing,(26L0),
289-300. https://doi.org/10.1111/jpm.12551

174Noulgaris, A., Kose, N., Konrad, N., & Opitz-Welke (2018). Prison Suicide in Comparison to Suiddents in
Forensic Psychiatric Hospitals in Germany. Fronsién Psychiatry, 9. https://doi.org/10.3389/fpsgi8.00398

175Walsh, E., Buchanan, A., & Fahy, T. (2002). Viokerand schizophrenia: Examining the evidence. Britis
Journal of Psychiatry, 180(06), 490—495. https:f/oi@/10.1192/bjp.180.6.490

176 Webb E, Girardi A, Stewart | (2021) Exploring coguztion of patient care in a secure mental health

setting. Nursing Times [online]; 117: 4, 34-38.

177Weich, Scott, Fenton, Sarah-jane, Staniszewska, hi§dpanaway, Alastair, Crepaz-keay, David, Larkin,
Michael, Madan, Jason, Mockford, Carole, Bhui, Kddeap, Newton, Elizabeth, Croft, Charlotte, Foye,
Una, Cairns, Aimee, Ormerod, Emma, Jeffreys, Stephd Griffiths, Frances (2020). Using patient exgece
data to support improvements in inpatient mentahlthe care: the EURIPIDES multimethod study. Health
Services and Delivery Research, 8 (21), pp. 1-338.

178 Wheatley, M. D., Long, C. G. L., & Dolley, O. (2013ransitions of females from adolescent securadolt
secure  services: A qualitative pilot project. Joalrn of Mental Health, 22(3), 207-217.
https://doi.org/10.3109/09638237.2012.705921

179 Whittington, R., Bowers, L., Nolan, P., Simpson,&Neil, L. (2009). Approval Ratings of InpatieGbercive
Interventions in a National Sample of Mental Healfervice Users and Staff in England. Psychiatric
Services, 60(6), 792—-798. https://doi.org/10.113&009.60.6.792

180Wijk, H., Degl' Innocenti, A., Kullgren, A., & Almu, E. (2019). Evidence-Based Design Has a Susidden
Positive Effect on Patients’ Perceptions of Qualdfy Care in Forensic Psychiatry: A 3-Year Follow-Up
Study. Journal of Forensic Nursing, 15(1), 60—88$1//doi.org/10.1097/jfn.0000000000000226

181 Wilkie, T., Penney, S. R., Fernane, S., & SimpA&omn, F. (2014). Characteristics and motivationsabisconders
from forensic mental health services: a case-cdrdtady. BMC Psychiatry, 14(1). https://doi.org/1086/1471-
244x-14-91

182 Wing, J. (n.d.). Severe Mental lliness. Retrieved ayM 8, 2021, from
https://www.birmingham.ac.uk/Documents/college-imajsé/projects/HCNA/HCNAVol2chap13sh6L.pdf

183Winje, M., van Mastrigt, S., Gjestad, R., Urheim, R Rypdal, K. (2017). Staff members’ evaluatioh o
inpatients’ motivation for aggression — the roles staff restrictions and aggression severity. Tloerrdal of
Forensic Psychiatry & Psychology, 29(3), 419-438$1//doi.org/10.1080/14789949.2017.1410563

Impact Factor(JCC): 5.8648 — This article can be dowatted fromwww.impactjournals.us




Dr Surya Prasad NI Sarangapani Nivarthi |

184 Wolff, N., Frueh, B. C., Huening, J., Shi, J., Bgpe, M. W., Morgan, R., & Fisher, W. (2013). Pieetinforms
the next generation of behavioral health and crimhijustice interventions. International Journal baw and
Psychiatry, 36(1), 1-10. https://doi.org/10.101iffj.2012.11.001

185Yakeley, J., & Wood, H. (2011). Patients’ exper@&ncof forensic psychotherapy. Psychoanalytic
Psychotherapy, 25(1), 105-114. https://doi.org/08/02668734.2010.519160

186Zendjidjian, X. Y., Auquier, P., Lancon, C., Loundd\., Parola, N., Faugere, M., & Boyer, L. (2014).
Determinants of patient satisfaction with hospit@lalth care in psychiatry: results based on the ISREY-22
guestionnaire. Patient Preference and Adherenc&4B87-1464. https://doi.org/10.2147/PPA.S67641

NAAS Rating: 3.00 — Articles can be senteditor@impactjournals.us




