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Abstract 

Older forensic mental health patients have complex needs and requirements; service 

provision is required to address mental health, offending risk and issues associated with 

aging (geriatric care). This study aimed to identify the systems and processes that 

enable valued progress (in terms of quality of life, health, wellbeing, recovery and 

reduced risk) for older forensic mental health patients. Interviews were conducted with 

48 members of staff working with these patients in secure hospitals or the community. 

Thematic analysis was used to analyse the data. Four overarching themes were 

identified regarding what facilitated or acted as a barrier in relation to quality of life, 

health, wellbeing and recovery. Multidisciplinary input, an individualised approach and 

implementing holistic and needs-led care was found to facilitate progress. However, 

lack of resources, excluding the patients in care planning, gaps in expertise and 

knowledge, and a lack of specialised units that could address mental health, forensic and 

elderly needs were found to be barriers. Extensive, multilevel and wide-ranging support 

is required specifically for older forensic mental health patients. Joint working is 

required between older adult and forensic mental health services incorporating geriatric 

medicine expertise in order to implement co-produced care and treatment plans. 

 

Keywords: Forensic mental health care; Quality of life; Health and wellbeing; 

Multidisciplinary care; Older adults.  
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Systems and processes that enable progress for older forensic mental health 

patients 

Mentally disordered offenders are defined as ‘those who come into contact with 

the criminal justice system because they have committed, or are suspected of 

committing, a criminal offence, and who may be acutely or chronically mentally ill’ 

(NACRO, 2006). The Mental Health Act 1983 (as amended in 2007) has provision for 

mentally disordered offenders to be placed in a hospital setting following sentencing. In 

the UK, the National Health Service (NHS) and private healthcare companies provide a 

range of secure inpatient services. ‘High secure’ beds are for patients who ‘pose a grave 

and immediate danger to the public’; ‘medium secure’ beds for patients who ‘pose a 

serious danger to the public’; and ‘low secure’ beds for those who ‘pose a significant 

danger to themselves or others’ (Völlm et al., 2017). Alternatively, where risk can be 

managed, support is provided in the community by specialist forensic mental health 

professionals. Forensic mental health services work collaboratively with other mental 

health professionals, general practitioners, social care staff, social workers, and criminal 

justice agencies. 

Within forensic mental health populations, there is a growth in the number of 

older patients residing in secure units and the community (Chow & Priebe, 2016), 

although to date there remains limited research on this population. They present with 

complex, and differing needs compared to younger adult forensic mental health patients. 

This growth in the number of older patients is partly a reflection of an aging population 

that is globally evident and likely to continue to expand (World Health Organisation, 

2017). Individuals are also remaining in secure units for long periods of time and 

therefore to older age (Rutherford & Duggan, 2008). In addition, there is an increase in 

convictions in later life for historical offences for some individuals (House of 
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Commons, 2013). In the UK and other Western countries around 20% of secure patients 

are over 50 (Di Lorito et al., 2018; Di Lorito et al., 2017; Völlm et al., 2017), and this 

proportion is likely to grow (Coid et al., 2002; Di Lorito, Dening, & Völlm, 2019; 

Lewis et al., 2006).  

Forensic mental health patients commonly experience severe mental disorders 

(e.g., schizophrenia, personality disorder or bipolar disorder). They often present with 

multiple problems (e.g., substance misuse, physical ill health, cognitive impairment, 

intellectual disabilities), may display challenging personality traits (e.g., anger, 

aggression, hostility, impulsivity), and may be combined with criminal, delinquent, 

dissocial, self-harm, violent and sexual offending behaviours (Hodgins et al., 2011; 

Huband et al., 2018; Ogloff et al., 2004; Spaans et al., 2017). They may also experience 

social problems such as: maladaptive, inappropriate or absent social networks and 

relationships; issues with housing, employment and finances; and difficulties integrating 

into local communities or the wider society (Beeney et al., 2018; Clifton et al., 2007; 

Lamb et al., 2001; Ter Haar-Pomp et al., 2015).   

Older forensic mental health patients (those aged ≥ 50 years) have histories that 

often include childhood neglect/abuse, substance abuse, poor health self-management, 

homelessness, violence, cognitive difficulties, mobility problems, sensory impairment, 

psychiatric admissions, and chronic physical illnesses (e.g., cardiac diseases, high blood 

pressure, obesity, diabetes, hypertension) (Cormac et al., 2013; Di Lorito et al., 2018; 

Lightbody et al., 2010). Many people with long term mental health disorders also 

experience the negative impacts and challenges associated with old age earlier and can 

experience a significantly reduced life expectancy (average 15-20 years) (Chesney et 

al., 2014). Older forensic mental health patients also have complex mental health 

histories with high levels of psychotic disorders (e.g., schizophrenia, schizotypal, 
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delusional disorder), personality disorders and co-morbidity (Di Lorito et al., 2018; 

Yorson & Taylor, 2009).  

One of the primary aims of forensic treatment and support is to reduce risk of 

harm to self or others by addressing mental health issues, offending attitudes and 

behaviours and social issues (McIntosh et al., 2021). Forensic mental health patients 

therefore require valued treatment that is multimodal and personalised (Swinkles et al., 

2020). It can be challenging for people to achieve progress on treatment goals set due to 

cognitive deficits, past failures, mobility issues, apathy, and lack of availability of age-

appropriate treatment (Natarajan & Mulvana, 2017). This suggests that older forensic 

mental health patients require specialist care, treatment and support to manage and 

address their complex and multifaceted needs in valued ways, in order to facilitate 

progress. 

To date, little is known about what service provision is available for older 

forensic mental health patients. A recent review by Walker et al. (2020) identified that 

very few studies (only eight) had examined this. They found that older forensic mental 

health patients’ needs were not being met and that there was little intervention and 

treatment adapted and suitable specifically for them.  It is therefore the case that 

research has not examined what works and what doesn’t work in relation to the required 

systems and processes that need to be in place for older forensic mental health patients. 

This study sought to further our understanding from the perspective of staff working 

with older forensic mental health patients. The aim of the current study was to identify 

the systems and processes that enable valued progress (in terms of improvement in their 

quality of life, health and wellbeing, recovery and reduced risk) for older forensic 

mental health patients.  
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Method 

Setting  

Recruitment of staff was from eight NHS trusts across England, from low, 

medium, and high secure hospitals, and community mental health services. In total 13 

participants worked at low secure sites, 19 at medium secure sites, eight at high secure 

sites and eight for community forensic mental health teams across England.  

Design 

A qualitative design was implemented, and semi-structured interviews were 

conducted to illicit detailed narratives.  The ontological and epistemological 

assumptions underpinning this research were subtle realism and interpretivism. Subtle 

realism (Hammersley, 1992) acknowledges that the social world exists independently of 

the participants understanding, but this is only reachable through the participants’ 

interpretations (which are then further interpreted by the research team). The interviews 

involved interpretation to understand participant’s narratives, perspectives and 

meanings, within the context, conditions and circumstances of their experiences. 

Emphasis was placed on the interpretations made by the participants themselves and 

how their unique understandings, experiences, and viewpoints are embedded in these.  

Forty-eight individual semi-structured interviews were conducted. The interview 

questions were developed with input from a professional advisory panel and a lived 

experience advisory panel (LEAP) (older adults who had experience of forensic mental 

health services). Interview questions were piloted with two LEAP group members. The 

interview questions were structured around quality of life, health and wellbeing, risk, 

interventions and activities and age/aging. Staff were asked about what they felt was 

needed to address ‘older’ ‘forensic’ ‘mental health’ patients’ mental and physical 
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health, and about the different care and treatment that they felt they required. They were 

also asked about specific intervention (e.g., psychological, offence related), activities 

(physical, mental and social) requirements of these patients, what they believed was 

currently being successfully implemented, and where they felt omissions in service 

provision were evident.  Of the 48 interviews, two were conducted face-to-face and 46 

using video calls. Interview length ranged from 36.13 minutes to 106.55 minutes (M = 

63.20, SD = 13.04). Interviews were audio recorded, transcribed verbatim, anonymised 

and uploaded to NVivo software program. 

Data Analysis 

Thematic analysis (TA) was used to analyse the data, a research strategy for 

identifying, analysis and reporting identifiable patterns (or themes) in a data set, such as 

commonalities or contrasts to provide an illuminating description of the phenomenon of 

interest (Smith & Firth, 2011). It involved inductive and deductive coding of qualitative 

data into clusters that comprised similar entities or conceptual categories, then 

extracting consistent patterns and relationships between the themes in order to come up 

with explanations and theorise about the subject matter being examined (Figgou & 

Pavlopoulos, 2015). TA enabled the researchers to identify and isolate salient themes 

within the text and thematic network analysis (TNA) (Attride-Stirling, 2001) facilitated 

the development of basic, organising and global themes from the data.  

The process of analysis undertaken followed six steps (Braun & Clarke, 2006) 

and incorporated TNA (Attride-Stirling, (2001). Steps comprised: (i) reading and re-

reading the data and coding data line by line; (ii) identifying themes by grouping codes 

into lower-level themes; (iii) constructing thematic networks by arranging them into 

basic, organising and global themes; (iv) describing explicitly and exploring thematic 
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networks; (v) summarising thematic networks; and (vi) interpreting the patterns in light 

of the research aims. Using the appraisal model developed by Malterud et al. (2015) and 

considering the following five dimensions, (i) study aim, (ii) sample specificity, (iii) use 

of established theory, (iv) quality of dialogue, and (v) analysis strategy, data were 

considered to have high information power. To ensure trustworthiness of the data 

strategies as recommended by Shenton (2004) were implemented to examine and assess 

the credibility, transferability, dependability, and confirmability of the data. 

Sampling and Recruitment 

Sampling followed a non-probabilistic, accessible and purposive sampling 

approach in order to achieve representation from frontline and management roles. All 

staff worked for the   NHS. Trusts were contacted following interest from Clinical 

Research Network teams wanting to be part of this research study. Principal 

Investigators were identified and recruited at each site, and they approached individual 

members of staff inviting them to take part in the study. To be included in the study, 

participants had to have worked with older forensic mental health patients aged ≥ 55 

years. 

Participants 

Participants worked in: community (n = 8); low secure (n = 13); medium secure 

(n = 19); and high secure care (n = 8). Participant professions were: community 

registered mental nurses (n = 5); psychiatrists (n = 7); psychologists (n = 7); 

occupational therapists (n = 8); inpatient registered mental nurses (n = 12); 

physiotherapist (n = 1); social workers (n = 5); and non-clinical staff (chaplain, service 

user engagement worker, activity co-ordinator) (n = 3).  
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All participants had experience working with older forensic mental health males, 

and fourteen participants also had experience working with older forensic mental health 

females. 

Ethics 

Ethical approval was granted by Health Research Authority of the NHS (IRAS 

project ID: 258016; REC reference: 19/EM/0350). All participants provided informed 

written consent. 

Results 

Four overarching themes were established from the interview data. Two of these 

‘Hub and Spoke Approach to Patient Care’ and ‘Individualised Approach for all 

Patients’ were made up themes that represented aspects that the staff perceived as being 

required to support progress pertaining to quality of life, health, wellbeing and recovery 

for older forensic mental health patients. The other two overarching themes, ‘Gaps, 

Absences and Shortfalls in Service Provision’ and ‘Not Including Patients in Care 

Planning and Processes’ comprised of themes which represented issues and factors that 

staff perceived as being barriers for these patients in relation to their quality of life, 

health, wellbeing, and recovery.  

[Figure 1 here] 

Hub and Spoke Approach to Patient Care  

This theme comprised of 4 themes (see Figure 1), named after the hub and spoke 

model of working which is about having a core team around the patient (the hub), 

access to professionals, services and support (the spokes) as and when patients need or 

require them. This approach means access to a selection of people and resources, which 

provides a range of skills, expertise, and services to meet needs. 
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Access to Range of Adjunctive Health Professionals and Services. Staff 

discussed benefits of support from different internal or external professionals to meet 

physical and mental health needs. This included dentists, opticians, specialist nursing 

practitioners and speech and language therapists. This was available over and above 

their allocated psychiatrist and day-to-day nursing care. The most widespread health 

professionals available across all sites were General Physicians, either offering regular 

visits (i.e., weekly) or available onsite:  

S21(PMD): We have an on-site GP which, her contribution is very important, 

and she is a very important part of our ongoing in terms of managing physical 

health.   

Some sites reported they had specific healthcare centres, departments or clinics. 

These provided quick and easy access for physical health needs - of particular value to 

the older forensic mental health patients who are likely to have more physical healthcare 

needs. 

S45(RMN): We have like an on-site health centre. We have all the different 

disciplines that work here. All their physical health needs are met immediately. 

We have GPs coming in on-site, dentists. We have the full range; what you 

would get in a walk-in centre. 

Alternative, Complementary and Therapeutic Services. The staff discussed 

how, for older forensic mental health patients, access to complementary therapies and 

non-medical interventions was an important and helpful part of treatment.   

S12(PSY): We also offer complementary therapies as well, which can be really 

good for physical and mental health. They will do, you know facial 

aromatherapy, pain management, and reflexology all sorts of various different 

options. 
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As part of the therapeutic services, religious and spiritual input was important 

for patients. Access to chaplaincy was described as valuable.  

S31(PMD): I think spiritual and pastoral care seems to be more important for 

the older patients as well, and again, I think a lot of them have found quite a lot 

of support from that. 

Health Checks and Screening: Assessment and Monitoring. This theme is 

specifically around assessments and ongoing checks, observations and monitoring of 

different health issues e.g., blood tests, ECGs, hearing, vision, and health screens. As 

well as these medical assessments, patients are also in receipt of general nursing 

observations. This type of input is potentially of more benefit to the older forensic 

mental health patients who are likely to have poorer physical health. 

S33(RMN): On a weekly basis, part of the ward routines is physical health 

monitoring, so blood pressures and things like that. We do physical observations 

once a week on everybody. 

Linked to this, as part of their standard and routine reviews on the wards/units, 

patients experienced regular assessments and monitoring by the multidisciplinary team. 

Assessing and monitoring physical health has become more of a priority for their older 

forensic mental health patients. 

S27(C/RMN): There are more physical health screening tools and stuff [for 

older patients]; you look at frailty, unprotected bed sores as an inpatient, falls 

risks and stuff like that. 

The staff suggested that doing regular cognitive assessments and checks for 

older patients, through medical assessments (e.g., brain scanning) as well as 
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psychological assessments was helpful for assessing patients’ needs. These assessments 

can offer a baseline measure so that any deterioration can be observed and monitored. 

P05(PSY): We target the cognitive functioning because that is perhaps one of 

the most significant aspects of this group [older] of gentlemen, so we are not shy 

around testing whether that’s brain scanning, whether that psychometric testing, 

if anything simply just to keep an up-to-date picture of, whether or not people 

are deteriorating or not. 

Multidisciplinary Team Aligned and Working Together Collaboratively. 

This theme was common across all the staff’s narratives. It captures evidence around 

the importance of having a multidisciplinary team (MDT), who all work together, with 

shared goals and input; to provide consistency of care in a combined approach to meet 

patients’ individual needs.  

S03(PMD): Involvement of multi-disciplinary experts, from psychiatrists, to 

social workers, to nursing staff, provision of psychological intervention to 

occupational activities, sport related activities, educational opportunities, 

voluntary work you know, supporting them with family contact getting them to 

be financially independent, providing them with vocational skills. 

Individualised Approach for all Patients 

The emphasis in this overarching theme is around how care and activity 

planning are based on the individual needs of each older forensic mental health patient. 

This includes tailoring activities and treatment specifically to each person, while 

accounting for mental health, physical health and age-related requirements. This theme 

encapsulates how services try to avoid taking a one-size fits all approach and strive to 

implement an individually driven holistic approach. 
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Activities in Place That are Best Suited to Each Individual’s Needs. 

Activities need to be age appropriate and take in to account difficulties that might come 

with age. Exercise and gym work needs to be modified to consider physical ability. 

Exercise and sport were actively encouraged for older forensic mental health patients 

and provided in such a way to enable them to be involved.  

S10(RMN): There’s the gym but they’ll tailor the gym as well for different 

people…. we’ve got outdoor gym equipment as well which have got different 

levels of access people so if you’ve got mobility issues or if you’ve got somebody 

who’s in a wheelchair they still have access to that. 

Activities were individualised for older forensic mental health patients’ needs. 

This included factors such as skill development and individual interests. Provision of 

certain activities therefore was seen to have adaptations for older forensic mental health 

patients. 

S13(PSY): Some of needs for the older age groups are different, so they might 

be more likely to join activities that cater for they age group, I don’t know, 

bridge club or a coffee club… The older gentleman like classical music and 

smooth radio, whereas the younger age group like radio one, rapping and grind, 

the basic needs I think are the same, just how they want to achieve them are 

different. 

Activities and interventions were adjusted to consider cognitive decline, 

dementia and/or memory loss. 

S08(PSY): A gentleman who possibly had onset of dementia that I was working 

with, and also some deafness, and a lot of the time it was really important that 
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we made sure we adapted, what we were doing because, you know he could 

easily feel quite out of it in a group. 

As well as being individualised for age, the activities were individualised to 

those that the older forensic mental health patients find enjoyable, and that they want 

and choose themselves to do. Staff suggested meaningful activities really contributed 

for many towards good quality of life. 

S05(PSY): So I’ve got a lovely service user whose quality of life is, if I could 

spend time out in the garden and in the vegetable allotment area we have at our 

hospital, and work with you, alongside you I’m quite content, that brings a 

quality of life for me. 

Linked to this, the staff discussed how it was fundamental that the activities 

gave the older forensic mental health patients a sense of purpose and of being valued. 

Again, the emphasis is on ensuring the activities mattered to that individual patients and 

were explicitly important to them.  

S17(RMN): Coming back to placements, whether they can get onto a rehab 

ward or not. Having meaningful activities, something they enjoy doing, so that - 

to thrive and give them that sense of purpose. 

Holistic, Co-Produced, Needs-Led Care. Staff referred specifically to 

‘individualised care’, ‘patient-centred care’ and ‘holistic approach’. Embedded in the 

individualised care was patient inclusion so they identified what they needed. The older 

forensic mental health patients therefore take ownership in their care and are not simply 

passive. 
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S38(SW): We need to be really keeping the patient central to their treatment and 

their decision-making about them… so that, actually, they can take ownership of 

things that are important to them as an older adult. 

By including the patients in decisions about their care, co-production was an 

important part of the process.  

S13(PSY): What, what works very well is that we are a very collaborative team, 

a co-production team… we are very much driven by what the clients tell us and 

if we are able to help, we will. 

Treatment and Care Informed by Individual Need not Age. This theme 

moves away from focusing on age as a factor determining what assessment, treatment 

and care is required, to the premise that assessment is based on each individual patient’s 

needs and requirements, regardless of age. All patients, young and old, are individually 

assessed for their specific needs, and based on this the appropriate intervention and 

treatment can be identified and implemented. This was predominantly the case for 

assessment of cognitive status and decline which is done on an individualised basis, no 

matter what age.  

S27(PSY): Across the board no matter what age, if we think someone is 

changing or deteriorating in cognitive functioning we look to investigate 

regardless of age. 

Gaps, Absences and Shortfalls in Service Provision 

Themes here revolve around the omissions in provision specifically for older 

forensic mental health patients, which participants perceived as impacting negatively on 

patients’ quality of life, health, wellbeing and progress. This is represented by five 

themes. 
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Insufficient Resources for Older Patients.  Resources identified as being in 

short supply to properly support older forensic mental health patients and give them the 

care they need included time:  

S01(C/RMN): Well on the elderly wards, if your patient is on there, which are 

the 65s plus, there is a lot more physical healthcare delivered on the wards, that 

is going to dictate the time you have got to be therapeutic; 

staff: 

S42(OT): If you have a number of patients who - and I'm thinking of people 

at the moment, actually, where things can be really unsettled, and particularly 

where staff numbers have been quite low, staff will focus on those people who 

are presenting as more challenging;. 

and money and finances: 

S25(PSY): Because of the cost cutting and that, there are less opportunities for 

all the patients and this impacts on the elderly patients…there's not enough 

going on for meaningful activities at the moment. There's been so many 

cutbacks, we have lost so many different workshops. 

Specific, Suitable and Appropriate Activities and Support for Older 

Forensic Mental Health Patients. This is describing how some activities are not 

always suitable and appropriate for older forensic mental health patients. Some 

activities are more suitable for the younger patient and staff felt that more activities 

were required specifically for the older forensic mental health patients, especially in the 

context of physical health and exercise. 

S03(PMD): It is challenge, again you have, you know, one older adult in a ward 

with younger people, and the gym, or the in-house gym is catered for young 
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people, who bump into, I can see an 80-year-old or 70-year-old getting quite 

apprehensive. 

Lack of Specialist Units, Suitable Accommodation and Placements. This 

theme is related to an identified gap in service provision of specialist and designated 

services that catered purposely for ‘older’ patients, the different needs that this 

population have, and one that also provided ‘forensic’ treatment. 

A lack of suitable placements and support in the community hindered progress 

for the older forensic mental health patients. Such omissions in service provision mean 

that these patients stayed in hospital much longer than necessary; this means some older 

forensic mental health patients are potentially enduring more restrictions (and for longer 

periods of time) than they actually require.  

S22(OT): Sometimes with enough support in the community that could be 

achieved, and unfortunately that's just not always possible… for many patients, 

if there is better support in the community they wouldn't necessarily need to be 

in hospital for as long as they are. 

A lack of service provision was also noted in that several services are unwilling 

to take these patients because of their histories, and their complex needs due to them 

having a 'forensic' and a 'mental health' label and requiring ‘elderly’ care. Another issue 

around willingness for placements to accept these patients was age cut off points. Staff 

commented that age 65 is a cut of for forensic services and so not open to those over 65, 

but then older age services are not setup to take forensic patients.  

S09(PMD): They come of an age where the forensic services no longer look 

after the patient beyond 65 and older age services might not be very used to 

having a patient with significant forensic histories. 
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Omissions in Staff Expertise, Knowledge, Awareness and Education. This 

theme refers to gaps in expertise and specific knowledge for ‘older’ and ‘elderly’ 

populations. Areas such as physical health, cognitive deterioration, elderly nursing care 

needs, and understanding older people's interests and requirements were where staff had 

missing expertise, knowledge and awareness. The staff consistently referred to a ‘lack 

of awareness’ in relation to older forensic mental health patients’ needs and how to care 

for them in valued ways. The staff identified training and educational requirements to 

enable them to work with older populations in more valued ways.  

S37(PMD): A general nurse on a ward is not trained in manual handling in the 

way that the wheelchair user would require, or someone who needs a hoist, or 

someone who's got a trachy that needs suctioning, or a long-term catheter.  

 

Processes and Restrictions Impeding Patients. This theme contains examples 

of where older forensic mental health patients are unable to do certain activities, 

because of the processes and restrictions that are in place. These process and restrictions 

are often due to legal requirements, policy and practice and are in place for reasons of 

safety and risk minimisation. This however was identified as impacting negatively on 

older forensic mental health patients’ quality of life. 

S22(OT): In a secure service, because you have those restrictions in place for a 

reason, and that doesn't necessarily mean that they can fully fulfil or engage 

with what they want to. So that can be one of the barriers for quality of life. 

Blanket restrictions that are in place prevented older forensic mental health 

patients from having access to opportunities and engaging in activities that might have 

been of benefit. This includes examples such as being able to leave the unit and have 

freedom of movement: 
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S43(OT): The fact that it is locked and secure and they can't just go for a walk 

when they want, they can't just go to the gym when they want; 

and the limits in place around access to technology and the internet: 

S03(PMD): Security regimes, means that we can’t have any Wi-Fi devices, we 

have some people who are in the older age group, they’re in their 50s, who love 

to read, and they have requested me to get them Kindles, so they can download 

books on to them, we have struggled with that, because that’s getting a Wi-Fi 

enabled device within the building. 

As well as the physical restrictions that are in place, staff discussed how policy 

and processes became another form of restriction that impeded older forensic mental 

health patients. 

S03(PMD): Special permission, and that can be time consuming, it can be 

painful, people think why bother… people say, “well I’m not going to fill out 3 

forms, to justify myself again, to get this person 1 hour of leave, I won’t bother 

doing it. 

Not Including Patients in Care Planning and Processes 

This overarching theme (made up of two themes) describes how older forensic 

mental health patients may feel disempowered, particularly when others make choices 

and decisions for them, when things are sometimes implemented against their wishes, 

and where their choices are not acknowledged.  

Being 'Done To' Through Pressure and Force From Professionals. This 

theme is where staff described how professionals can pressure older forensic mental 

health patients into doing things. It was as if professionals almost ‘pulled rank’ over the 
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patients. Professionals see themselves as being the expert, that they know better than the 

patient and as such what they say should go. The patients become passive in the process 

as they are pressurised to do things and end up engaging in things they don’t really want 

to do. At times, skills and activities and the expectations of what patients should be 

doing, does not always match up to what the patients want to do and what they value. 

Care and input received is based on the professionals’ views of the world, values and 

beliefs, and not an individualised, patient centred approach.   

S13(PSY): In my experience, but the same applies to everyone, is, applying our 

belief in our standards, and wanted them to fit in to what we think they should be 

doing, they should be thinking. So, what I see is a lack of insight about what 

their needs might be, a lack of training and professionals who do not work in a 

client centred way. 

Excluding and Leaving Out the Patient. Older forensic mental health patients 

can be excluded from decision making and care planning and denied being given a 

choice. Patients seemed to lack a voice in the process and because they are ‘being done 

to’ they are not empowered and have no autonomy around their decisions, choices and 

care.  

S12(PHY): The doctors go ‘well we will try it again it will be fine’, and kind of 

overrule them. I think sometimes I don’t think their voice is always heard….it 

takes away that autonomy and that you know, that drive in them, it’s like what’s 

the point of me having a voice if everyone else is going to make that decision for 

me. 
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Discussion 

This study investigated the processes and systems that enable valued progress 

(in terms of quality of life, health, wellbeing, recovery and reduced risk) for older 

forensic mental health patients. Based on 48 interviews with members of staff who have 

worked with this population, this study revealed how a comprehensive and multimodal 

level of support is required to facilitate progress, in terms of improved or good quality 

of life, health and wellbeing, and to address the complex needs of these patients. This 

support needs to be individualised and tailored to the needs of each patient considering 

issues that are experienced as the patients age. Older forensic mental health patients 

need comprehensive multidisciplinary team input that can offer specialised care and 

treatment. Mental health and cognitive decline need to be addressed as these issues can 

become more problematic as patients age.  In addition, physical health and general 

physical decline (i.e., frailty, mobility, hearing and sight) associated with aging needs to 

be assessed and monitored and suitable treatment and care provision from multiple 

sources needs to be implemented. Treatment implemented must be age appropriate and 

meaningful to each patient so that they are able to engage with it and therefore benefit 

from it.  The research also identified barriers and obstacles for older forensic mental 

health patients, regarding the gaps and omissions in service provision. It was found that 

omissions included lack of suitable activities for the older forensic mental health 

patient, that staff had gaps in their knowledge particularly in relation to physical health 

needs and elderly care needs, and that there were very few specialist units available that 

could accommodate ‘older’, ‘forensic’ and ‘mental health’ requirements. It was also 

found that failure to include the older forensic mental health patients in their care 

planning and service provision was a barrier to valued progress (in terms of good or 

improved quality of life, health, wellbeing, recovery and reduced risk). 
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 It was clear that provision for older forensic mental health patients should 

include a wide and comprehensive range of services and professionals. Although it 

could be argued that a comprehensive range of services and professionals are required 

for forensic mental health patients across all ages, the need is perhaps more notable and 

required for older patients; they tend to have more complex, numerous and chronic 

physical and mental health issues associated with aging and the aging process.  As these 

patients often have comorbid difficulties and complex treatment and care needs, 

multiple formal and informal sources of support need to be identified, offered and 

provided. Mental health services that deliver clinical care, treatment and primary acute 

psychiatric response (acute impatient unit or community-based), secondary care 

services (including GPs, dieticians, physical health care specialists), and non-clinical 

services (e.g., advocacy, religious/spiritual) are all required to make sure there is 

appropriate support and parity of input to address both mental and physical health needs 

and improve wellbeing. MDT must therefore be established, including psychiatrists, 

psychiatric nurses, psychologists, social workers and occupational therapists as this 

provides comprehensive treatment and care (Haines et al., 2018).  Physical and mental 

health are closely interconnected through several pathways (Prince et al., 2007), and 

need addressing through an integrated approach (Mental Health Taskforce, 2016). Older 

forensic mental health patients can have extensive offending histories, severe mental 

illness, poor physical health and general deterioration in function (e.g., sight, hearing, 

mobility, and cognitive) (Di Lorito et al., 2018; Huband et al., 2018; Spaans et al., 

2017), all which requires appropriate treatment, management and support. 

A key finding was that in order to aid older forensic mental health patients’ 

progress an individualised, holistic, co-produced and needs led approach is required. A 

particular consideration is that a particular consideration for this population is that they 
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have complex needs that straddle forensic (criminal justice), mental health, and 

elderly/geriatric care. Their needs and requirements therefore differ to those of younger 

adults. It has been suggested that services struggle to offer individualised and tailored 

service provision to older forensic mental health patients, who are numerically in the 

minority compared to younger patients, and scattered across different wards and units 

(Di Lorito, Völlm, & Dening, 2019). This means that a barrier to individualised care 

occurs because priority seems to be placed on rehabilitating the younger patients, which 

could be deemed as institutional ageism (Di Lorito, Völlm, & Dening, 2019). Services 

therefore need to make sure they are not adopting a ‘one size fits all’ approach and must 

recognise that individuals will respond differently to treatment and therefore these 

treatments need to be personalised and adapted, in this case to older, forensic and 

mental health patients’ needs.  

Additional resources are required in relation to staffing provision. A core part of 

recovery-focused care is therapeutic relationships, and that positive relationships lead to 

positive recovery (Horvath, 2000). Within forensic settings supportive relationships 

have been found to assist in patients’ recoveries (Nijdam-Jones et al., 2015), where staff 

need to offer custodial and relational-based care (Martin & Street, 2003). To do this, 

there needs to be sufficient staff, consistent staffing and enough time for staff to spend 

with the patients. In addition, specific to older forensic mental health patients, there is 

often a lack of training with regards to understanding cognitive difficulties and lack of 

nursing staff with a background in managing older adults and so this needs to be 

addressed. 

Some of the professionals subscribed to the view that more specialist units are 

required staffed with nurses / professional groups who have experience of working in 

forensic mental health units and in older adult wards. Placement of older forensic 
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mental health patients is difficult (Coid et al., 2002) and generally provision of this is 

sporadic and fragmented. Progression could be improved with provision of suitable 

inpatient and community settings specifically for older people as they move through the 

forensic system. These settings potentially exist already but may lack staff who are 

specifically trained or experienced to care for older forensic mental health patients, 

resulting in a lack of confidence to accept patients into their services, subsequently 

delaying transfers and preventing progression for older patients. An integrated approach 

is required that combines both geriatric old age psychiatry and generic forensic 

psychiatry services is needed for older forensic mental health patients, which can 

address the criminal justice, forensic psychiatric and psychological, and geriatric 

psychiatric needs of this population (Curtice et al., 2003).  

Finally, it was found that a barrier to progress was not including older forensic 

mental health patients in the process and decisions around their care plans and service 

provision, and professionals implementing treatment based on their own autonomous 

decisions and not in conjunction with the patients. Service provision and care plans 

need to be implemented through co-production, which has been found to be an 

important element within the delivery of person-centred care which can contribute 

substantially to forensic patients’ recovery (Webb et al., 2021). There is a 

misunderstanding among health professionals as to what co-production should 

comprise, and it can be a challenge in mental health services, where there can be 

potential issues with patient capacity (Pilgrim, 2018); both factors can be barriers to 

implementing valued co-production. A ‘recovery approach’ is required, as this focuses 

on supporting or empowering individuals to address their mental health, so including 

them in the decision-making process (Turton et al., 2011). This promotes autonomy and 

self-management where the patients are at the centre of treatment and care, and partners 



25 

 

in service development, so practice evolves to be person centred and collaborative 

(Beckett et al., 2013). 

Some limitations need to be acknowledged. This research offers in-depth and 

highly applied findings relevant to NHS forensic mental health settings, which may not 

be transferable to privately provided services, or services outside of the UK. However, 

purposive sampling enabled a sample that captured a range of different professionals 

and disciplinary backgrounds, providing a realistic view of the myriad of services that 

forensic mental health patients are likely to access. Participants self-selected to take 

part, which can introduce bias where those who participated might be particularly 

motivated to make researchers aware of certain issues or successes within their working 

environment. The views sought were of professionals working in the settings, and so did 

not include the patients’ voices directly.  

Conclusion and Clinical Implications 

Over the years, there has been significant debate in the clinical academic 

literature about whether stand-alone niche secure forensic psychiatric units catering to 

the care and mental health treatment of the older forensic mental health patient should 

be built and be the gold-standard in provision of treatment and care for this group 

(Natarajan & Mulvana, 2017). This qualitative study does not make an argument for 

such stand-alone units but on the contrary argues for robust and comprehensive multi-

disciplinary care of the older forensic mental health patient in mainstream forensic 

services.  Multi-disciplinary care for these individuals will need to include joined up 

working between older adult and forensic mental health services with geriatric medicine 

expertise following a co-produced care and treatment plan. Concepts of recovery will 

need to be revisited and tailored to this specific group, for example, to address issues 

such as institutionalisation, physical health, and cognitive decline.  
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Finally, sufficient staff and training of staff to not only recognise signs of 

cognitive decline at an early stage but also develop their skillset and confidence in 

managing this patient cohort would be vital in maximising the quality of life of this 

patient group whilst safely reducing their risk to themselves and others. Improved 

training and service investment is likely to lead to improved staff morale and better 

outcomes overall. 
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