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4.1  Introduction

In this chapter I provide an overview argument in relation to the concept of personal 
recovery as it is enacted and may be understood within forensic institutional set-
tings—for example, prisons, secure hospitals and probation settings. This is drawn 
from the perspective of a psychiatrist working in England—with experience par-
ticularly in the North West of England. An initial limitation becomes immediately 
apparent in that this is a sole author chapter—a position that may be seen as anath-
ema to the concept of personal recovery which, by its very nature, represents a 
process of co-construction. This chapter is therefore partial in its perspective—and 
there is an inherent power assumption that comes with that situation that is particu-
larly painful and sensitively enacted within forensic settings and practice. This limi-
tation is remarked upon not to dismiss the content of this chapter—but to draw the 
reader’s attention to this partial perspective. This point is returned to at various 
stages of the argument set out below.

With this in mind the chapter begins with a brief overview of the concept of per-
sonal recovery—focusing on the core ideas of personal identity and identity work 
which will be considered in light of the particular nature of forensic environments 
and mental health practice within these institutional settings. This leads to a discus-
sion on the nature of forensic recovery before then addressing some particular 
points of consideration and finally some suggestions for future work and direction 
of travel. Contextualising remarks are provided throughout for readers unfamiliar 
with forensic mental health practice in England and Wales.

http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-030-98301-7_4&domain=pdf
https://doi.org/10.1007/978-3-030-98301-7_4#DOI
mailto:andrew.shepherd@gmmh.nhs.uk
https://orcid.org/0000-0001-6589-746X


58

4.2  Personal Recovery

The conceptualisation of personal recovery represents a profoundly political act—
building on a legacy of disability activism and the emergent field of mad studies [1]. 
Two key moves are captured in the claim of personal recovery: Firstly, the introduc-
tion of the concept of “the personal” nature of recovery ties this into a legacy of 
feminist research and argument [2]. Secondly, the word recovery itself is radical—
rejecting a historical legacy of mental illness and disorder being seen as untreat-
able—and, perhaps worse, unmanageable [3]. Moving on from its radical beginning 
the idea of personal recovery, as a goal for mental health service provision, is per-
haps best summarised by one of the most widely cited definitions:

Recovery is described as a deeply personal, unique process of changing one’s attitudes, 
values, feelings, goals, skills, and/or roles. It is a way of living a satisfying, hopeful, and 
contributing life even with limitations caused by illness. Recovery involves the develop-
ment of new meaning and purpose in one’s life as one grows beyond the catastrophic effects 
of mental illness. (Anthony, 1993, p. 527 [4])

This definition has been criticised (for example, in relation to its novelty as a claim 
[5]) but has been largely accepted and seen as a transformative introduction to the 
field. Seeking to operationalise the concept into a workable structure a significant 
piece of research was undertaken by Slade and colleagues [6]—leading to the devel-
opment of a transtheoretical framework of change in relation to personal recovery 
[7]. This is often referred to as the CHIMES framework:

• Connectedness
• Hope
• Identity
• Meaning
• Empowerment
• Spirituality

For the purpose of the argument in this chapter I would suggest that “identity” 
can be seen as the core component of this framework—from which each of the other 
components flows as a facet or emphasis. In this sense then recovery can be under-
stood as a form of “identity work”—a process of making sense of personal experi-
ence in the face of adversity [8].

4.3  Forensic Settings and Practice

Within England and Wales, through the Royal College of Psychiatry (the organisa-
tion responsible for the post-graduate training and certification of psychiatrists—
www.rcpsych.ac.uk), forensic psychiatry is defined as: “…work at the interface 
between the law and psychiatry, managing patients with mental disorders who have 
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been or have the potential to be, violent.” [https://www.rcpsych.ac.uk/become- a- 
psychiatrist/choose- psychiatry/what- is- psychiatry/types- of- psychiatrist/forensic].

Most forensic psychiatrists will therefore practice in secure hospitals—previ-
ously known as special hospitals—these units provide multidisciplinary mental 
healthcare within a locked setting. Prison psychiatry represents an emerging field of 
practice and development focusing on the mental health of prisoners. In England 
and Wales movement between forensic institutions and disposal from court to hos-
pital are handled under a particular section of the Mental Health Act (1983, revised 
2007)—known as Part III. A further significant potential role for psychiatrists lies, 
as above, at the interface with the law—including roles where psychiatrists may be 
summoned as expert witnesses in relation to ongoing legal proceedings: While 
beyond the scope of this paper discussion of this role is significant in relation to the 
concept of recovery calling as it does into focus definitions of power and the role of 
the mental health professional in relation to a person’s experience.

Prisons represent sites of significant mental suffering—with epidemiological 
studies estimating high levels of mental disorder globally [9]. Rates of deliberate 
self-harm and suicidal behaviour are also significant [10] and such behaviours are 
easy to misunderstand or dismiss [11].

Prisons, in a sense, represent a form of community setting in forensic psychia-
try—they are chosen here as an illustrative example of a secure environment. A 
deconstruction of a prison environment would likely highlight the following fea-
tures: The perimeter wall, gates and doors impeding passage, cells, keys provid-
ing access.

The perimeter wall serves a particular function—not simply as a means of con-
tainment—but also as the defining boundary for an example of a total institution 
[12]. Total institutions serve as cultural containers—with the emergence of institu-
tional practice, that is a series of shared practices reaching towards a common goal. 
In the case of prisons in England and Wales these goals are defined by Her Majesty’s 
Prison and Probation Service (https://www.gov.uk/government/organisations/her- 
majestys- prison- and- probation- service) as:

• Restriction [preventing escape or free movement]
• Retribution [enacting punishment on behalf of the State]
• Rehabilitation [providing education to allow reintegration into society]
• Restoration [facilitating acts of restorative justice, for example, community ser-

vice, where appropriate]

Although a controversial point, in England and Wales it is the loss of time through 
incarceration that acts as retribution—not the act of incarceration itself. Beyond 
containment the perimeter wall serves a wider function—drawing the attention of 
the general population to the prison, while obscuring the suffering and experience 
of prisoners within [13].

Inside the prison progress is impeded by the presence of locked doors—keys 
therefore become a symbol of power and authority within the institution.
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4.4  Forensic Recovery

With this context let us now return to the concept of recovery—and particularly 
recovery in forensic settings. The immediate problems of the concept can be seen 
through returning to the CHIMES framework:

• Connectedness: By virtue of acts of violence, or potential for violence, people 
are excluded from their home communities, often with considerable geographi-
cal distance. How can connectedness be considered with this restriction and 
when should this connection be restored?

• Hope: Prisons and other secure settings are often experienced as profoundly 
hopeless environments.

• Identity: A person introduced into a forensic setting experiences a profound act 
of personal stigmatisation being marked as a “forensic patient” or “offender”.

• Meaning: Within prisons and secure settings meaning becomes contested—as 
discussed in more detail below.

• Empowerment: Secure institutions disempower patients or other residents, for 
example, through the introduction of locks and gates to impede progress—simul-
taneously empowering professionals in relation to others.

A systematic review and meta-synthesis, focusing on qualitative research into 
the process of personal recovery in forensic mental health settings identified three 
core themes [14]: The need for a sense of safety and security, dynamics of hope 
during the course of a sentence or hospital admission, and the need for integration 
with social networks.

Building on the central concept of identity work, outlined above, is perhaps help-
ful in further illustrating the challenging situation that offenders and forensic psy-
chiatric patients experience. In a sense, offenders going through a court hearing and 
eventual conviction experienced an enforced identity shift—with the conclusion of 
a guilty verdict. Without wishing to apologise for criminal acts this represents a 
form of stigma likely to accompany the individual even after the completion of a 
prison sentence [15]. Introducing a concept of mental disorder, or substance use, 
layers on this stigmatised experience—resulting in an experience of double or even 
triple stigma [16].

Rightly or wrongly therefore the forensic patient’s identity if forced—and any 
act of recovery will have to contend with this. Recovery narratives and experiences 
in this context may be understood as acts of resistance [17]. Narratives can be 
understood as a means of expressing personal identity—both to ourselves and to 
others. Redemption narratives have been shown to have a particular resonance when 
the act of rehabilitation and “making good” in relation to criminal activity are con-
sidered [18]. Narrative understanding ties in with the concept of meaning making, 
and identity work, as outlined in the CHIMES framework and can serve as a helpful 
means of understanding the experience of offenders who experience mental disor-
der. Such narratives are, sadly, too often punctuated by acts of trauma and 
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experiences of alienation: There is a pressure therefore to avoid further alienation 
through the act of incarceration within forensic settings—this is returned to in the 
concluding section of this essay.

4.5  Particular Issues

Moving beyond this general conceptualisation of recovery in forensic settings we 
turn now to some of the particular issues that characterise the distress and disorder 
experienced by individuals within this space, and the challenges facing 
practitioners.

4.5.1  Ethics

For the past nearly 40 years [19] much of the ethical curriculum in medical educa-
tion has been dominated by the work of Beauchamp and Childress [20]: Although 
their approach has been criticised—for example, in relation to the risk of its becom-
ing common ethical understanding as opposed to being drawn from common under-
standing [21]—the work remains a bulwark for many. Forensic mental health 
practice raises some key issues in relation to these principles however (for further 
discussion see Adshead, 2000 [22])—and some of these are highlighted here with a 
focus on any overlap with the concept of personal recovery.

• Beneficence and Non-maleficence: Acting with the good of the patient in mind 
seems an uncontroversial aim in medical practice, and this is often held in bal-
ance with the need to minimise harm in the pursuit of benefit. In forensic practice 
there is an essential truth however that any therapeutic interaction essentially 
introduces a third party—in the form of the wronged state—which complicates 
the process substantially. How then is the balance of treatment maintained? 
When an individual, in the context of a mental health crisis, displays aggressive 
behaviour what is the role of the clinician in managing this? To whom does their 
responsibility lie? Is there a risk that treatment becomes a means of containing 
an individual simply within a toxic environment—where mediation of that envi-
ronment can seem like an impossible endeavour?

• Respect for autonomy: All individuals exist as autonomous agents and respect 
for that essential dignity and right is essential in all areas of medical practice. 
Within the CHIMES framework this is captured in the concept of empowerment. 
How far does this right extend however? An individual suffering from a mental 
disorder with a relapsing remitting nature may disagree with the benefit of con-
tinuous medication and may question the evidence for longitudinal treatment 
[23]. How can their right to choice in this respect be balanced against a need for 
public protection however if—in the context once more of a mental health cri-
sis—they have previously acted in a violent manner towards others?
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• Justice: In England and Wales the principle of “equivalence” is proposed as a 
means of understanding distribution of resources with respect to prison  healthcare 
[24]. A challenge rises here in terms of interpretation however—does this mean 
equivalence of resource and treatment availability or equivalence of outcome? If 
the latter then, given the significant position of disadvantage from which prison 
populations are drawn, a far larger investment will be required.

4.5.2  Complexity, Co-morbidity and Personality Disruption

Complexity is the norm within forensic healthcare—with individuals often showing 
signs of distress and need across several different domains of need [25]: For exam-
ple, an individual may show signs of severe mental illness, such as acute psychosis, 
exacerbated by personality disorder with dissocial and impulsive traits, and sub-
stance misuse. Each of these factors may pose a complication with respect to the 
understanding an individual’s recovery experience and support needs—for exam-
ple, in relation to personality disorder systematic review has shown that many of the 
underpinning concepts of personal recovery become problematic [26, 27].

4.5.3  Offending Behaviour

Essential to the nature of experience in forensic mental healthcare is the fact that 
most patients will have carried out some form of criminal act. This in and of itself 
can pose a problem for the individual and for any mental health practitioners work-
ing to support them—raising challenging interpersonal and intrapersonal psychody-
namics [28].

4.6  Future Work and Directions

In this chapter I have attempted to set out the particular issues that arise in relation 
to the concept of personal recovery in forensic settings. I have argued that placing 
the concept of identity, and identity work, as central to this process is a helpful 
means of working to understand individual experience. In this lies the truth that 
additional work is required to capture the particular experience of individuals within 
forensic settings—raising them up from beyond the position of subjects to agents in 
their own rights.

Considering the individual’s identity—beyond the experience of mental disor-
der—also demands particular attention to lived experience, taking account of spe-
cific experiences and cultural influences. For example, the experiences of women 
who offend are radically different from their male counterparts in terms of social 
response [29] and in terms of their experience within therapy or contact with mental 
healthcare providers [30, 31].
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Recovery narratives are essentially social in their nature—relying as much on 
audience as performer in terms of credibility [32]—as such forensic recovery 
focused work must take account of the multiple agencies that are essentially involved 
in the individual’s narrative: For example, courts, parole, probation and wider com-
munity and potentially media interest. Building on the idea of connection as essen-
tial in recovery it is also important to consider ways in which the individual may 
wish to forge or re-forge links with their family and social networks. This sense of 
disconnection, always present for the incarcerated individual, has become more 
apparent with the atomisation of experience attendant following the emergence of a 
global viral pandemic [33].

In closing, I set out a proposal for a three-stage process for working in a recovery 
focussed fashion with individuals in forensic settings:

 1. Safety in security: In keeping with Maslow [34] a sense of safety is essential to 
any therapeutic endeavour and can be provided within forensic environments.

 2. Containment and expression: Appropriate witnessing of trauma and containment 
of this experience is essential in allowing the individual to process trauma in 
their past.

 3. Synthesis and re-direction: Moving beyond their current trapped state allows 
individuals to develop a new sense of purpose—a positive sense of self, or posi-
tive narcissistic construct, in comparison with older internal representations.

 4. Individuation and flourishing: Ultimately, as the concept of personal recovery 
suggests—the act is a personal one and personal narrative accounts and under-
standing represent a potential means of expressing this growing individuation 
and sense of eudaimonia [35].
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