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times as common in people with a learning disability as in the general population (Ayub, Saeed, Munshi,& 

Naeem, 2015).  

 

1.3 Forensic Secure Units 

 

NHS England (2016) outlines how secure hospitals, the setting for this research, provide robust twenty-

four-hour holistic care and treatment packages for individuals with typically complex and chronic mental 

disorders and liable to be detained under the Mental Health Act 1983 (amended 2007). These individuals 

pose such a significant risk of harm to themselves or others that they cannot be managed safely and 

securely in other health care settings at this time. Some people may be admitted from prisons or may 

have restrictions imposed on them and their movements by the Ministry of Justice. Secure services 

provide specialist forensic mental health care through a multidisciplinary team, offering a range of 

evidenced based interventions that aim to assess, manage and treat mental disorder to reduce the level 

of risk as people recover and are rehabilitated to where they can progress to less secure care settings. 

 

There are three different levels of secure services in the UK with differing levels of physical, procedural 

and relational security measures (Department of Health, DH, 2010). High secure care provides care and 

treatment for those considered to be an immediate and severe danger to the public. The physical security 

such as the perimeter fences, ward environment and procedural security should not allow escape. 

Medium secure environments care for those who are a serious risk of harm to others and the 

environment, procedures and relational security in place to not allow escape reflects this. Low secure 

units cater for those who are considered a significant risk and escape should be prevented. The present 

study was conducted in a medium secure service and a low secure service. 

 

Figures obtained from NHS England which are based on regional returns for the National Adult Secure 

Mental Health Service Review (NHS England, 2017) indicate that there are 1211 beds in secure care for 

adults with a learning disability and/or autism which account for 16% of the approximate 7700 secure 

inpatient beds commissioned. There are 715 low secure beds and 436 in medium secure. The majority of 

these beds, 1001 beds or 83% of the total beds are for males (NHS England, 2017). This care has 

significant costs, in 2016 the total expenditure on adult medium and low secures services was 

approximately £1.1 billion (NHS England, 2016) which was 1% of the NHS budget (NHS Benchmarking, 

2016). 
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I also noted the comments presenters made about what helped them to manage their voices so as to 

reduce their distress. I felt really upset and disappointed by some of the negative experiences regarding 

staff input that they shared but encouraged by some of their positive accounts of support from staff. This 

really made me reflect on clinical practice. The importance of the therapeutic working relationship with 

service users and nursing staff is invaluable and I recognise the importance of individual person centred 

approaches when working with people to support them managing their voice-hearing. I also recognise the 

value and importance of the staff teams providing care, the range of experiences they have and that 

some staff may need additional training, support and supervision when working with voice-hearers with a 

learning disability. 

 

1.6 Rationale and broad aims of the study 

 

Exploring the lived voice-hearing experiences of men with a learning disability in secure units and 

examining the views of forensic nursing staff about the value of shared written voice-hearing accounts is 

the overarching aim of this study. In my experience, the power of listening to individual voice-hearing 

accounts can be significant. Obtaining first person accounts is the most powerful way of gaining insight 

into this experience, how people make sense of this and the meanings that they attach to this. This is the 

approach I used with the voice-hearers with a learning disability. The second part of the research 

explores what forensic staff thought about the value of these shared accounts. There is very little prior 

research exploring the experiences and views of voice-hearers who also have a learning disability and 

that staff who work with this client group may have limited understanding of the experience. 

 

1.7 Thesis Overview 

 

The following chapter will explore the voice-hearing literature in more depth and will outline the multiple 

frameworks that could be used to make sense of voice-hearing and consider if people with a learning 

disability will apply similar approaches to their sense-making. Consideration will be given to how nursing 

staff approach voice-hearers. A detailed rationale for the research aims will be provided. Chapter 3 will 

outline the methodology and methods used to undertake the two parts of this study. The first part of the 

study explores the voice-hearing experiences of men with learning disabilities and the findings of this will 

be presented in Chapter 4. The findings from the second part of the study examining what forensic 

nursing staff thought about the value of these accounts will be reported in Chapter 5. Chapter 6 will link 

the research findings for both parts of the study to the literature and will offer recommendations for clinical 
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practice and future research whilst considering the limitations of this research alongside areas where it 

has contributed to the development of knowledge and understanding in the area. 

































33 

 

being on the range of responses to a traumatic life event (Morrison, Frame, & Larkin, 2003). However, 

this is not a straightforward link. Not everybody will experience psychosis or trauma in response to a 

traumatic or stressful life event; it is the subjective appraisal of the experience by the person and the 

resultant distress that has a key role in symptom development (Morrison, 2004). For some people, their 

voice-hearing may have little or no association with specific traumatic events in their lives; however for 

others, trauma may be significantly associated with their voice-hearing experiences (Luhrmann et al., 

2019). 

 

Research has demonstrated strong evidence that for many people the experience of life trauma can 

significantly impact on the emergence and maintenance of their voice-hearing (Bentall, Wickham, Shevlin, 

& Varese, 2012; Longden, Corstens, Escher, & Romme, 2012; McCarthy-Jones, 2011; Morrison, 2009; 

Read, van Os, Morrison, & Ross, 2005; Romme & Morris, 2013). Romme and Escher (1989) found that 

out of the 450 voice-hearers who responded to their TV programme, 70% of the voice-hearers developed 

their voices after a traumatic event. Later studies involving voice-hearers identified that 90% of voice-

hearers developed voices following bereavements or abuse (Corstens & Londgen, 2013). This is a higher 

percentage than other studies suggesting this study may have particularly attracted participants with 

these experiences. Severity, chronicity and frequency of trauma experiences has a cumulative dose 

response effect (Dillon et al., 2012; Macinnes, Macpherson, Austin, & Schwannauer, 2016). Cumulative 

exposure to multiple traumas increases the chance of a psychiatric diagnosis and poorer levels of daily 

functioning (Copeland et al., 2018). Those experiencing three sorts of abuse such as sexual abuse, 

physical abuse and bullying are 18 times more likely to develop a psychosis than those who have not 

experienced this trauma, this increases to being 193 times more likely to develop a psychosis for those 

exposed to five different types of trauma (Shevlin, Dorah, & Adamson, 2007). This link between abuse 

and later psychosis has been confirmed by the research outlined which shows those who have significant 

mental health issues are more likely to have a history of abuse and trauma. 

 

Childhood adversity and trauma, in any of its many guises, can significantly increase the risk of psychosis 

developing (Varese et al., 2012), and underpins much distress in adults (Bentall et al., 2014). It is 

suggested that the experience of childhood trauma has a neurobiological impact affecting the functioning 

of the developing brain that has been linked with distressing memories and psychosis development 

(Dillon et al., 2012; Muskett, 2014). Considering specific symptoms of psychosis, child sexual abuse 

specifically increases the risk of hearing voices (Corstens, Longden, McCarthy-Jones, Waddingham, 

Thomas et al., 2014; Daahllman et al., 2011; Read, Fosse, Moskowitz, & Perry, 2014; Read & Ross, 

2003;   Shevlin, Wickham, & Varese, 2007; Whitfield, Dube, Felitti, & Anda, 2005). Voice-hearing and 

hallucinations are the result of common reactions to childhood sexual abuse for those without any prior 

mental health issues (Kilcommons & Morrison, 2005). There has been a frequent association made 

between voice-hearing and childhood rape (Bentall et al., 2014). In particular, voice content that is 
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derogatory, controlling and persecutory with voices that are severe and frequent may be specifically 

associated with childhood sexual abuse (Misiak, Mopustafa, Kiejna, &  Frydecka, 2016; Read et al., 2004) 

or to people related to this traumatic abuse (Read, Fink, Rudegeair, Felitti, & Whitfield, 2008). Abused 

children are 9.3 to 48 times more likely to develop psychosis than those who have not been abused 

(Shevlin et al., 2007). Some voice-hearers have reported higher levels of child sexual abuse, a form of 

complex ongoing trauma, as well as higher levels of physical and emotional abuse than non-voice-

hearers (Sheffield, Williams, Blackford, & Heckers, 2013). For those with a mental illness in a sample 

from outpatient and inpatient settings, there was a higher prevalence of trauma, 47% of the sample had 

experienced physical abuse compared to 21% of the general population and 37% had been sexually 

abused compared with 23% of the general population  (Mauritz, Goossens, Draijer, & van Achterberg, 

2013). People with psychosis are three times more likely than those with another mental health diagnosis 

to have experienced childhood sexual abuse (Bebbington et al., 2004). Child sexual abuse is not the only 

childhood trauma to have been linked with voice-hearing. Research also suggests that trauma can be the 

result of stressors such as family breakdown due to bereavement or divorce, familial mental health issues 

and substance abusing households (Macinnes et al., 2016; Severi Martins et al., 2011). Traumatic 

childhood maltreatment has also included such as family dysfunction (Read, Seymour, & Mosher, 2004), 

bullying (Bebbington et al., 2004), witnessing domestic violence (Novaco, Raymond, & Taylor, 2008), 

experiencing physical assault (Janssen et al., 2004) and neglect (Macinnes et al., 2016). 

 

A myriad of social, societal and environmental inequalities can create traumatic life experiences for some 

people from marginalised communities (Longdon & Read, 2016), leading to trauma and psychosis 

becoming interwoven (Luhrmann et al., 2019). These marginalised groups are more likely to experience 

trauma, psychosis and poorer mental health outcomes. A higher frequency of trauma has been seen in 

lower socioeconomic groups living in poverty (Harrison, Gunnell, Glazebrook, Page, & Kwiecinski, 2001; 

Read, 2010; Sweeney, Clement, Filson, & Kennedy, 2016), ethnic minority groups (Karlsen & Nazroo, 

2002; Read et al., 2004; Read, 2010; Sweeney et al., 2016), those experiencing racism (Paradies, 2006), 

substance misusing populations (Severi Martins et al., 2011), people who have been bullied (Dillon et al., 

2012) and people living in urban environments (Van Os, 2004).  

 

 

One group of people who are particularly likely to have experienced trauma, is users of forensic services, 

the focus of this thesis. Forensic services users in the majority have been found to have experienced 

significant levels of social disadvantage and significant childhood adversity, maltreatment and trauma 

(Dorkins & Adshead, 2011; Gudjonsson & Young, 2007; Stinson, Quinn, & Levenson, 2016). Childhood 

trauma rates are often high in forensic populations, Spitzer et al. (2006) reported that 69% of their 

forensic inpatient sample had been physically or emotionally abused, 47% had been sexually abused and 

41% physically neglected in childhood and 81% of the sample had experienced at least 2 of these forms 

of childhood trauma yet PTSD was only diagnosed in 28% of the sample.  Macinnes et al. (2016) reported 
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People with a learning disability have a greater chance of being exposed to traumatic life events, 

(Wigham, Taylor, & Hatton, 2014) and experience a significantly higher number of adverse life events 

than the general population (Gore & Dawson, 2009; Wigham, Hatton, & Taylor, 2011). The environment 

people live in has a role and people with a learning disability have higher rates of living in poverty, 

violence exposure in their environment, high levels of child sexual abuse and social isolation and 

dependency (Wigham & Emerson, 2015). Tumultuous family backgrounds where domestic violence and 

substance misuse has been witnessed can be traumatic and 45.8% of 107 male forensic patients had 

experienced physical abuse in the home (Novaco & Taylor, 2008). Neglect is a key contributor to trauma 

for forensic learning disabled service users (Lunsky et al., 2011). Due to their vulnerability and life 

circumstances, a wider range of life experiences can be seen as traumatic to people with a learning 

disability whereas people without a learning disability may find these events distressing but not traumatic 

(Bradley, Sinclair, & Greenbaum, 2012; Mevissen & de Jongh , 2010). Limited life opportunities due to 

external controls by family or in care settings, regular rejection and lack of autonomy are common for this 

population (Horn & Moss, 2014). Family dependency means a bereavement could mean more than losing 

a relative but loss of  the home and carer, social isolation, relationship difficulties  (Wigham et al., 2014). 

Living in institutional settings (Wigham & Emerson 2015), understanding some emotions at transition 

points in life and concepts such as sexuality, mortality (Hollins & Sinason, 2000) and adult intimate 

relationships (Bradley et al., 2012) can represent stressors for anybody but for a person with a learning 

disability their effect and cumulative impact could be traumatic. Communication and language difficulties 

may make it hard for people to explain their experiences and their ability to process events and cope is 

influenced by their cognitive capacity (Mevissen & de Jongh, 2010). People with a learning disability may 

be less resilient as they have a more limited range of coping strategies (Bradley et al., 2012; Wigham & 

Emerson, 2015) and less awareness to avoid potentially stressful events (Mevissen & de Jongh, 2010).  

 

Forensic service users with a learning disability have a high level of complex support needs (Raina & 

Lunsky, 2010; Lunksy et al., 2011; Stinson & Bradford Robbins, 2014). Forensic service users with a 

learning disability have complex needs as they often having multiple additional diagnoses including 

mental health difficulties, personality disorder or autistic spectrum disorder (Lovell & Bailey, 2017).  The 

combination of the learning disability and being in the forensic setting suggest that this population will 

experience high levels of trauma.  The backgrounds of this vulnerable population are often characterised 

by high levels of social adversity including child abuse, instability, social disadvantage and exclusion 

(Lovell, 2017).  The actual learning disability diagnosis can be viewed as a source of trauma and stress 

for many individuals and their families (Clapton, Williams, Griffith, & Jones, 2018; Hollins & Sinason, 

2000, Mevissen & de Jongh, 2010). Negative stressful and potentially traumatic consequences of being 

labelled as being disabled include stigma, self-criticism and shame leading to low self-esteem, mood and 

anxiety issues and wider social exclusion and discrimination (Clapton et al., 2018). Diagnostic 

overshadowing can mean that trauma in people with a learning disability is not always recognised  





https://www.emeraldinsight.com/author/Brackenridge%2C+Irene
https://www.emeraldinsight.com/author/Morrissey%2C+Catrin
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Figure 1: Literature search: PRISMA 
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2.7.1 Voice identity (Holt & Tickle, 2014) 

 

Ascribing identities is a useful way to try to understand the voices (Holt & Tickle, 2014). The voices had 

an identity and were either personified or characterised by the voice-hearers (Beavan, 2011; Chin et al., 

2009; Mawson et al., 2011). This made the voices and the experience seem very real (Beavan, 2011; 

Kalhovde, Elstad, & Talseth, 2013; Karlsson, 2008). 

 

2.7.2 Voice power and control struggles (Holt & Tickle, 2014) 

 

The power, control and dominance of the voices caused distress and had a significant detrimental impact 

on the daily life of the voice-hearers (Chin et al., 2009; Fenekou & Georgaca, 2010; Jones et al., 2003; 

Mawson et al., 2011). Those who attributed their voices to spiritual forces or mental illness felt a greater 

powerlessness in relation to their voices (Jones et al., 2003; Karlsson, 2008). Control by these powerful 

negative voices was maintained by critical comments, commands, threats of negative consequences and 

potential punishment if they were non-compliant with the voices (Chin et al., 2009; Fenekou & Georgaca, 

2010; Karlsson, 2008; Mawson et al., 2011). Control was to such a degree that some participants felt 

more like a robot (Suryani, Welch, Cox, 2013). There was a resemblance across two studies in the 

struggle for control between the voice-hearer and their voices, akin to a fight or tussle, as to who would 

win and assume power and control. Gaining control over the voices reduced distress (Chin et al., 2009; 

Mawson et al., 2011). Coping strategies were the weapons used and these included distraction 

techniques through to engaging with the voices (Holt & Tickle, 2015).  

 

2.7.3 Voices impacting on relationships with the self and others (Holt & Tickle, 2014) 

 

The voices had an overwhelming emotional impact on all aspects of daily life (Beavan, 2011; Kalhovde et 

al., 2013; Karlsson, 2008). This included the relationships that the voice-hearers had with themselves in 

terms of their perceptions of self-worth and self-esteem (Jackson et al., 2011; Mawson et al., 2011) and 

wider relationships with others in their social worlds (Chin et al., 2009; Fenekou & Georgaca, 2010; Holt & 

Tickle, 2015; Jackson et al., 2011; Jones et al.,  2003; Mawson et al., 2011). Family relationships broke 

down and were left shattered (Suryani, 2013). For some there were positive influences where the voices 

supported the person to develop friendships by expanding their social networks in line with shared beliefs 

such as churches or hearing voices groups (Jackson et al, 2011). 
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2.7.4 Having a relationship with the voices (Holt & Tickle, 2014) 

 

Discrepancies are evident across the studies with regards to the concept of having a relationship with the 

voices. Accepting the voices and developing positive working relationships and connections with them 

was evident in seven of the studies (Beavan, 2011; de Jager et al., 2016; Fenekou & Georgaca, 2010;  

Jackson et al., 2011; Jones et al., 2003;  Mawson et al., 2011). The voices were seen as friends or 

companions (Chin et al, 2009; Mawson et al., 2011). Contradictory to this, some voices hearers would not 

entertain any notion of any sort of relationship with their voices and actively rejected them (de Jager et al., 

2016). Attempts to block them out distract and avoid, were initial responses (Kalhovde, Elstad, & Talseth, 

2014). A relationship spectrum from associations to closer unions and conversely rejection was 

suggested (Chin et al., 2009). The changing evolving relationships that some voice-hearers had with their 

voices over time have been recognised (Beavan, 2011; Hayward, Awenat, McCarthy-Jones, Paulik, & 

Berry, 2015; Milligan, McCarthy-Jones, Winthrop, & Dudley, 2012). The relationship could be two ways or 

one way (Rácz et al., 2017).  

 

2.7.5 Differences between voices and thoughts (Holt & Tickle, 2014) 

 

There is some divergence as to whether the voices hearers were able to clearly make the distinction 

between their thoughts and their voices. Participants had difficulties separating thoughts and the voices in 

the Knudson and Coyle (2002) study. However in three other studies the participants could clearly identify 

that their voices originated from different places and were separate from their thoughts (Beavan, 2011; 

Fenekou & Georgaca, 2010; Karlsson, 2008).  

 

2.7.6 Multiple explanations influencing meaning-making and coping strategies 

  

The voices had a meaning which was personally significant for the voice-hearers (Beavan, 2011; Jackson 

et al., 2011). The search for meaning and sense-making was a complex and confusing process that 

voice-hearers actively engaged in and struggled through to try and make sense of their experiences 

(Beavan, 2011; Holt & Tickle, 2015; Knudson & Coyle, 2002). The identification of multiple and diverse 

causal explanations as part of the search for meaning was evident ranging from trauma responses, 

impact of stress, biomedical and mental illness perspectives to spiritual and religious understandings 

(Jones et al.,  2003; Karlsson, 2008; Knudson & Coyle, 2002). Individualised explanations and attributions 

impact on the different and diverse coping strategies used to manage the voices (Fenekou & Georgaca, 
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being labelled, negative reactions from others, the impact of the diagnosis, and for one participant, 

acceptance and rejection of the diagnosis fluctuated.  

 

This study suggests that people with a learning disability can make sense and give meaning to such 

experiences and that the sense-making process is similar to the general population but articulating this 

has difficulties. Multiple explanatory approaches were used and participants related these to the medical 

explanations given. The search for understanding and the meaning of experiences was a key finding of 

the above review of voice-hearing in the general population. The reality of the experiences has been 

acknowledged (Karlsson, 2008). Voices have an identity (Beavan, 2011), and a range of relationships 

have developed with the voices (Beavan, 2011) from a more limited range of negative and controlling 

relationships in the Cookson and Dickson (2010) study to more positive relationships (Jackson et al., 

2010).  

 

Tomlins and Cawley (2015) reviewed a hearing voices group for adults with a learning disability focussing 

on the positive and negative aspects of attendance.  This was not focussed specifically on the voice-

hearing and sense-making but on reviewing this group intervention so it only has a partial limited 

relevance for this study. For one person, group attendance meant that they altered their behaviour and 

did not shout at others in response to their voices. The intensity and severity of the voices for one person 

meant they had to try the group to help them cope. It helped to normalise the experience as one 

participant did not know that other people heard voices. The supportive element of the group was 

important for one person who was helped by being told that the voices were not real but some group 

interactions also triggered the voices and made them worse for one person. 

 

Voice-hearing was not the specific focus of either of these two studies which leaves a gap in the research 

to explore the lived experiences and subjective meanings of this phenomenon in greater depth with this 

population.  

 

2.9 Working with people who hear voices 

 

The need to talk more about the content and meaning of voice-hearing experiences has been identified 

by voice-hearers (Coffey & Hewitt, 2008). Sapey and Bullimore (2013) suggest that voices hearers want 

to talk about their experiences to professionals and require their support in exploring the meaning of their 

experiences. There is the expectation that nursing staff will support them with their meaning-making 
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(Kalhovde et al., 2014), and help them make sense of their voices and share their story (Place, Foxcroft, 

& Shaw, 2011). Casey (2003) has argued that nurses have a role in supporting voice-hearers with their 

meaning-making journey, listening to their accounts, reflecting on their impact and supporting them with 

the development and telling of their story (Casey, 2003). It is also suggested that the process of sharing 

their story of experiences has therapeutic benefits (Place et al., 2011). 

 

However, engagement by staff with people about their voice-hearing experiences is a contemporary 

approach; traditionally this discussion was discouraged as reorientation to reality and medication were 

interventions routinely offered (Coffey, Higgon, & Kinnear,  2004) with voices viewed as symptoms to be 

eliminated (Kalhovde et al., 2013; Suri, 2010).  

 

Mental health nurses were often reluctant to discuss voice-hearing experiences as they found it difficult to 

discuss the meaning and content of the voices (Coffey & Hewitt, 2008; Place et al., 2011) with some 

lacking knowledge of voice-hearing and how best to respond (Jones & Coffey, 2012). Many mental health 

nurses were not taught specific interventions to help voice-hearers (Romme et al., 2009) and lacked 

confidence when supporting people with these experiences (Coffey & Hewitt, 2008). McMullan, Gupta, 

and Collins (2018) highlighted how mental health staff on an acute ward felt as though they could not help 

people reduce their distress at times but did find ways to help voice-hearers cope with their voices. 

  

The current nursing curriculums are devised by Universities so pre-registration nursing students achieve 

the competencies for nurse registration (NMC, 2010). With regards to specific formal teaching on voice-

hearing, the current University of Huddersfield 2017-2018 pre-registration nursing curriculum for learning 

disability students includes one three-hour session on psychosis and psychosocial interventions for third 

year students that I facilitate. Voice-hearing forms a part of this session. The students undertake a voice-

hearing simulation exercise and interventions for voice-hearing using practice examples are 

discussed.  The third year mental health students have a two-hour session on voice-hearing, as do the 

stage three MSc pre-registration mental health nursing students. This session includes an exercise where 

an audio recording of voices is played allowing students to experience difficulties with concentration whilst 

hearing voices. This session can include a guest speaker from the hearing voices network. Relevant 

content related to voice-hearing may feature in other mental health sessions for both fields. Experiential 

learning through clinical practice placements should also enhance knowledge, depending on the clinical 

areas where students have their placements. Nurses are not specifically trained to undertake some of 

these approaches which are incompatible with NICE (2014) guidelines although they have key core skills 

to develop the therapeutic relationship (Chadwick & Hemingway, 2017). 
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2.12 Research Objectives 

  

1. To explore the voice-hearing experiences of men with learning disabilities in secure units and 

how they make sense of their voice-hearing experiences. 

 

2. To share voice-hearing accounts with forensic nursing staff and explore what staff think about 

their value. 

 

The next chapter will introduce the methodology and method adopted for this study. 
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and epistemological assumptions, often described as many variations along a rudimentary continuum 

with realism at one end, relativism at the other and critical realism in the middle (Braun & Clarke, 2013). 

Realism suggests that one objective independent truth can be observed and accessed using appropriate 

scientific methods and evidence (Seamon & Gill, 2016). Relativism such as social constructionism 

incorporates individual constructions of reality resulting in multiple different realities where interpretations 

are influenced by social, historical and cultural perspectives (Mills & Birks, 2014; Braun & Clarke, 2013; 

King & Brooks, 2017). From this perspective, no one reality exists, given social variants, values and 

culture, it is only our interpretations that give meaning and create partial and changeable knowledge 

through language and discourse (Seamon & Gill, 2016). Braun and Clarke (2013) use the analogy of 

looking through a prism to reflect on how culture and history impact on interpretation. The view through a 

prism gives one nuanced perspective, not a clear view of an objective truth, compared to realism and 

looking through a clear window where the view directly corresponds to reality (Braun & Clarke, 2013). 

 

Critical realism sits betwixt the two where reality exists external to and independent of our subjective 

experience, reality that shapes the experience exists outside of our thoughts and perceptions of it 

(Bhaskar, 1987). Access to reality can only ever be partially gained through the language, interpretation 

and subjective accounts of those people having the experience (Bhaksar, 1979). Different people will 

have different contexts such as culture, gender, religion and societal roles and thus different perspectives 

and understandings of the experiences; this also applies to researchers who also have different beliefs 

and views given their individual contexts (Ormston, Spencer, Barnard, & Snape, 2014). External factors 

outside the control of the individual such as societal and socioeconomic factors and such as the biology 

of the person can significantly impact on how that person understands their experience and the world 

around them (King & Brooks, 2017). People will therefore develop different limited understandings and 

knowledge of reality based on their differing perspectives given their differing social positions in the world 

(King & Brooks, 2017). Despite their being multiple interpretations of reality, people who share a culture 

or context are likely to have some shared understandings about common features of some experiences 

and these shared meanings can be explored through research (Bhaskar, 1979; Seamon & Gill, 2016). 

 

The philosophical position underpinning this research is critical realism, integrating a realist ontology 

where reality exists independent of our perceptions, knowledge and constructions of it, and an 

interpretivist epistemology, where interpretations are constructed from individual perspectives through 

individual lenses thus acknowledging the social construction of knowledge (King & Brooks, 2017; 

Matthews & Ross, 2010; Maxwell, 2012). Intangibles such as attitudes, ideas, perceptions, meanings and 

culture are part of the real world that are not directly observable but can be accessed by interpreting 

individuals accounts and constructions of these (Broadway-Horner, 2018; King  & Brooks, 2017), 

Meaning is seen as having an intrinsic value that is part of the experience as well as descriptive of it 

(Easton, 2010).  
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Critical realism is based on the works of Bhaskar (1979, 1987), with some later adaptions by such as 

Sayer (2000), leading to there being several interpretations of the philosophy (Maxwell, 2012). Critical 

realism involves exploring and analysing social conditions in the real world (Fletcher, 2017; Matthews, 

2014; Wand, White, & Patching, 2010). Critical realism has the potential to unravel complex issues 

(Schiller, 2016) but also recognises the fallibility of knowledge as reality cannot be known with certainty, 

only though subjective understandings (Roberts, 2014). The importance of subjective interpretation is 

highlighted in critical realism, totally objective and independent accounts of reality are impossible 

(Maxwell, 2012). Hood (2015) refers to critical realism as seeing through the interpretative lens. Critical 

realism acknowledges how different perspectives are part of the world and the importance that meaning 

and interpretation have in developing understanding of phenomena (Maxwell & Mittapalli, 2010). Every 

participant and researcher is unique and brings all of themselves, their own subjective knowledge, 

perspectives, attitudes, values, experiences and interpretations to the research study. Joint 

interpretations between the participant and the researcher collaboratively co-produce knowledge that is 

also located within a wider social and cultural context (Madill et al., 2000). Interpreting and constructing 

explorations of meaning leads to the researcher, as a person, inevitably impacting on their research 

findings (Cruickshank, 2003).  

   

Interpretivism and developing understanding about individuals lived experiences through their subjective 

accounts exploring the experience, its meaning and meaning-making is at the core of qualitative research 

(King & Brooks, 2017). Knowledge is from developing understanding from subjective interpretations within 

specific social and cultural contexts (Madill et al., 2000). The importance of context is central to 

understanding the information yielded as humans are in the world, embedded in different contexts and as 

there are multiple contexts there are multiple meanings and interpretations (Tebes, 2005). Interpretation 

and meaning is constructed by individuals and their interactions in their social context (Ormston et al., 

2014; Scotland, 2012).  Interpretivists argue that reality is socially constructed (Harper, 2011; Thanh & 

Thanh, 2015) and knowledge of these multiple realities can only be gained by developing understandings 

of subjective experiences from insiders perspectives (Fleetwood, 2014).  Interpretivist assumptions also 

include the importance of contexts such as culture and how this shapes individual perceptions of reality, 

there are no specific qualities to any phenomena, only individual perceptions of it and these can be 

unpredictable and change over time meaning there is no one truth or reality other than what is given to it 

in that context in the social world (Alderson, 2013). Interpretive research has used a range of approaches 

from social constructionism to phenomenology and ethnomethodology (Alderson, 2013). Considering 

social constructionism, multiple realities are constructed from understandings based on individual 

interpretations, tentative and partial knowledge is constructed from how this interpretation is expressed 

through language and discourse (Seamon & Gill, 2016). Given this, social constructionism is often 

considered to assume a relativist ontology (Khalil, 2014).  Critical realism differs from other interpretivist 

views due to its realist ontology (Maxwell, 2012). 
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an important role in the interpretation process (Braun & Clarke, 2013). Reflexivity is essential throughout 

all stages of a qualitative study, analytical reflexivity incorporating both personal and methodological 

reflexivity is especially important when using a critical realist perspective given the subjectivity of the 

researcher (King & Brooks, 2017).  

 

Phenomenological approaches can often be associated with other philosophical approaches such as 

contextualism where the specific social contexts of individuals are key to their understanding of their 

experiences, there is no one reality and there are multiple interpretations given the different contexts 

(King & Brooks, 2017). However, it is recognised that there are a range of phenomenological approaches, 

views and ideas and phenomenologists do position their studies nearer to a critical realist perspective 

(King & Brooks, 2017). I chose to do this as I wished to explicitly take a critical realist perspective in order 

to maintain sight of the unique setting of the participants and how this shaped their experiences.  

 

IPA fits with my attitudes and values. In my previous research projects, it was the qualitative elements of 

the study that really intrigued me. As a nurse, holistic approaches have always been used to understand 

individuals and meet their care needs, which concur with Smith and Osborn (2003) about seeing the 

person in all their dimensions, cognitive, physical, emotional and linguistic. The idiographic nature of the 

research was important given how this research was based on individuals in a very specific context, 

namely men in secure services with a learning disability that hear voices. This is a small discrete 

population even within secure services; the small numbers that an IPA study uses made this a realistic 

option. Strategies requiring bigger samples would need to have been completed on at least a regional or 

potentially a national level which would have been unrealistic. 

 

IPA has been used effectively with a range of people with some similar characteristics to participants in 

this study. IPA studies have been undertaken with people with a learning disability on a wide range of 

lived experiences including:  trauma (Mitchell et al., 2006), close relationships (Sullivan, Bowden, 

McKenzie, & Quayle, 2013), experience of cognitive behaviour therapy (Pert et al., 2013) and experience 

of psychological therapies (Lewis, Lewis, & Davies, 2016). IPA has been used with participants from 

forensic services exploring such as experience of therapeutic engagement (Lord, Priest, & McGowan, 

2015) and recovery (Stuart et al., 2017). IPA has been used in mental health research on such as voice-

hearing (Knudson & Coyle, 2002), staff and service user thoughts about mental health services for people 

with a learning disability (Pert et al., 2013), content of the symptoms of psychosis (Strand, Olin, & 

Tidefors, 2015) and experiences of a voice-hearing self-help group (Rácz et al., 2017). IPA has also been 

used for people with a learning disability who are in secure services investigating, for example, the onset 

of offending behaviours (Isherwood, Burns, Naylor, & Read, 2007), subjective experiences of 

schizophrenia (Cookson & Dickson, 2010) and fire setting (Rose, Lees-Warley, & Thrift, 2016). 
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IPA using audio-recorded interviews has been found to be an appropriate and feasible approach to use 

with people with a learning disability (Isherwood et al., 2007). People were able to talk about their 

experience and search for an understanding (Cookson & Dickson, 2010). Careful use of open questions 

with people with a learning disability can support them to give their opinions (Lewis et al., 2016). 

However, it is not an approach without some difficulties. Cognitive ability, communication issues, 

emotional recognition and reflection can impact upon the depth of explanations people can offer and this 

can mean that reduced amounts of data are gathered (Rose et al., 2016). 

 

IPA offered me an appropriate interpretative approach to answer the research aims and objectives by 

analysing and breaking down information into themes and then identifying commonalities in their 

meaning-making. Descriptive phenomenology (Giorgi & Giorgi, 2008) focusing on reaching the essence 

of the phenomena using the phenomenological reduction would allow a descriptive richness of the 

experience itself but working in the setting impacted on the level of bracketing possible and meaning-

making is not a focus. Narrative analysis such as critical narrative analysis (Langdridge, 2007) focus on 

narratives and how people, through telling stories give meaning and interpretations to their lived 

experiences to socially construct their past, create themselves and explore their identities (Willig, 2013). 

The focus is on in-depth description and analysis of meanings for individuals from personal accounts and 

not looking for similarities or differences in experiences with other people. This study aimed to review 

interpretation and meaning-making for these participants.    

 

3.3.5. Part One Method: Research Setting 

 

The research was conducted across three services for people with a learning disability in medium and low 

secure settings in England. There are two wards in the medium secure service and one low secure unit. 

The units are therapeutic care environments and not just custodial settings, where people are supported 

by a full multidisciplinary care team with 24 hour nursing input. I work as a nurse on one of the wards in 

the medium secure service.  

 

All participants in this sample were detained on a section of the Mental Health Act (1983) in a medium or 

low secure unit. All participants had significant offending histories or risk profiles with risky behaviour 

exhibited at a level that requires management at this time in a medium or low secure environment to 

maintain the safety of themselves and/or others.  
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3.3.6 Part One Method: Sampling 

 

A small purposive homogenous sample was used as is appropriate for an IPA study (Smith & Eatough, 

2006; Smith et al., 2009) to elicit rich and detailed accounts of voice-hearing. Smith et al. (2009) 

suggested that four to ten interviews would be appropriate for a Professional Doctorate study. The 

purposive criteria are outlined in the inclusion and exclusion criteria in Table 1. 

 

3.3.7 Part One Method: Recruitment and participants 

 

In each secure unit, the Responsible Clinician acted as gatekeeper and identified potential participants 

according to the inclusion and exclusion criteria in Table 1.  

 

Table 1: Inclusion and exclusion criteria 

 

Inclusion criteria: 

All participants must have experienced voice-hearing and have a diagnosis of a mild or borderline 
learning disability.  

Adults aged 18 and over. 

Participants will require capacity to provide written informed consent as deemed by their Responsible 
Clinician. 

Participants must be able to verbally articulate their experiences in English. 

Participants will not be due to be discharged within the next two weeks to ensure they can access 
their care team for support if they become upset.   

Adults who are willing to participate in recorded interviews. 

 

Exclusion criteria: 

Adults who are deemed by their Responsible Clinician as being at a high risk of relapsing into an 
acute psychotic state due to participating.  

Adults who are currently in an acute psychotic state. 

Adults who are too distressed or unwell to participate. 
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From the ten voice-hearing accounts, two were selected to share with staff members to gather their 

reactions and see what they thought about the clinical value of these voice-hearing accounts and the 

likely benefits and challenges of using such accounts within this care setting. The aim was therefore not 

to explore the impact of reading the voice-hearing accounts on staff, but to gather their views about the 

general usefulness and value of such accounts and how they may think of using them in practice. 

Therefore an in-depth phenomenological approach to data collection and analysis was not warranted.  

 

The two accounts were chosen as they were detailed accounts from people at different points in their 

sense-making; one was from the low secure unit and one from the medium secure unit, one was from 

somebody who hears voices more regularly and one from somebody whose voices were better controlled 

but had a greater impact on him historically. I chose to present the accounts in this format (Appendix 24) 

as this reflected the main themes the analysis revealed which gave the account a clear structure and 

evidenced by their verbatim quotes. 

 

3.4.1 Part Two Method: Template Analysis 

 

Template analysis (King, 1998) is a hierarchical but flexible approach to the thematic analysis of 

qualitative data (Stein, Lauer, & Kharbill, 2009). A distinct feature is the development of a coding template 

from the first few cases which is then applied to the remaining data and can, if required, include a priori 

codes based on the research focus, existing knowledge and prior concerns of the researcher (Brooks & 

King, 2012; King, 2004). Tentative a priori themes based on such things as the research focus, 

knowledge and perspectives are an option but not a prerequisite for template analysis (Brooks & King, 

2012). Although the product of the analysis, the template should not be the result of the study, it requires 

interpretation and an effective write up to understand the data and answer the research question (Brooks, 

McCluskey, Turley, & King, 2015). 

 

3.4.2 Rationale for choosing template analysis 

 

Template analysis, a generic style of thematic analysis, with its lack of alignment with any one particular 

philosophical position or methodology and an adaptable group of techniques for analysis, is a very 

appealing method for a range of qualitative inquiry especially that which focuses on applied health 

research in real life settings in the real world (Brooks & King, 2012). Previous areas explored using this 

approach include clinical supervision (King, Roche, & Frost, 2000), professional identities and relations 

(King & Ross, 2004), role of clinical nurse consultant (Fry et al., 2012), interprofessional working (King et 
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Table 4: Participants 

 

Pseudonym Qualified/Unqualified staff 

Gill Qualified 

Jane Qualified 

Zoe Health Care Support Worker 

Henry Qualified 

Vicky Qualified 

Lucy Health Care Support Worker 

Steve Qualified 

Cameron Health Care Support Worker 

Mark Health Care Support Worker 

Ellie Health Care Support Worker 

 

 

3.4.5 Study Two Method: Data collection: Semi-structured interview 

 

Semi-structured audio-recorded interviews were chosen as I thought this was the best way to gather the 

information to meet the research aims and discover what staff thought about the accounts. It allowed 

some flexibility to the private discussions so staff could openly reflect on their views which aligned with a 

critical realist perspective. Semi-structured interviews are also the biggest source of textual data most 

used with template analysis (Braun & Clarke, 2006; King & Horrocks, 2010; Langdridge, 2007).  

 

I met with each of the participants at the agreed time in a private quiet room. I explained the consent 

process again and went through the consent form (Appendix 15) with them and they gave their consent 

and signed the form. I then gave each participant the first voice account, asked them to read it and asked 

them their thoughts, feelings and questions about it. I then gave them the second account and did the 

same. Interviews were recorded and data stored as for study one. 

 

Interviews ranged from approximately 35 minutes to 80 minutes with most being over 45 minutes. Of note 

was the time taken to read the accounts, the quickest was read in 4:54 minutes and the longest took 
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secure environment further restricted their autonomy and may have influenced their assumptions about 

their right to decline participation. Therefore to make it clear that participation was voluntary a 

participation card was used (Appendix 13). By filling in a participation card and placing this in an envelope 

addressed to me this meant that the service users did not have to give their answer directly to me which 

was to prevent anybody from feeling any pressure or coercion to take part. 

 

I think it was interesting to note that three service users who declined to participate already knew me, 

which in one sense could be seen as positive as it demonstrated they felt no pressure or obligation to 

take part and were comfortable in declining to participate.  

 

3.5.3 Right to withdrawal 

 

Their right to withdraw from the interview without explanation and to have data removed later, without 

negative consequences (King & Horrocks, 2010), was explained to each participant both in person, and 

on the information sheet (Appendix 13, 17). 

 

3.5.4 Confidentiality 

 

Small sample sizes can compromise confidentiality (Speziale et al., 2007) and protecting all the 

information given during the research study is essential. All participants were informed that the content of 

the interviews would remain confidential unless disclosures were made about risks to themselves or 

others, in which case the care teams (for the voice-hearers) or the management team (for the staff 

members) would need to be informed. Participants were advised that anonymised, direct quotes from 

their interviews may be used in the thesis, in future publications and conference presentations and for 

teaching purposes.  

 

The interview recordings were stored electronically on a password protected computer and an encrypted 

memory stick and then deleted from the audio recorder. The interviews were then transcribed, and the 

transcriptions and memory stick stored in a locked cupboard. The paper transcripts and audio recordings 

will be destroyed three years after the completion of the research project so as to allow time to seek 

publication of the findings.  
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enhanced the depth of these interviews and the research findings. Additional support strategies were put 

in place for all participants, and for voice-hearers this was handed to them on a support card. Participants 

found this card helpful but none of the voice-hearers had been distressed where they had needed to use 

this when I asked about their welfare at the final review of their voice-hearing account. No staff reported 

the need to access any strategies that were outlined to them. This suggests that all participants had felt 

supported throughout this study. 

 

Consideration of ethical issues is important for sensitivity to context (Tracy, 2010; Yardley, 2000). The 

ethics section has outlined my detailed consideration of these. Service users were involved in reviewing 

the easy read information I initially developed prior to the study at the Trust Research Involvement Group, 

this meant that the information was user friendly for these participants to support their decision making 

when giving informed consent. I considered capacity to consent to participate at every point of contact 

with the participants during the study and the signed consent forms evidence this culmination of this 

process. Even after this I considered capacity at the time of interview and again when going through 

written voice-hearing accounts which had a further consent to share their accounts form to sign.  I have 

used pseudonyms for voice-hearers and staff members to preserve their anonymity and confidentiality. 

Clear support strategies to ensure protection from harm were identified for all participants as evidenced in 

the support card for the voice-hearers and written information for staff. 

 

Commitment and rigour incorporate the thoroughness of the research, although there is some overlap 

with sensitivity to context such as the attentiveness to participants during interviews which has been 

demonstrated (Yardley, 2000). Commitment is evidenced through prolonged engagement with the topic 

(Yardley, 2000). This can be evidenced by the dedication needed to gain the initial University, Trust and 

NRES approvals for the study and the ongoing commitment to the study over the years this part-time 

research study has taken.  Rigour, another debated concept, involves a robust and cohesive approach 

(Smith & McGannon, 2017), appropriateness of context, sample, and method (Tracy, 2010) and 

considers the overall integrity of the research (Noble & Smith, 2015). I have made my interpretative 

stance clear. I have outlined how my homogenous sample was identified which is important when using 

IPA (Smith et al., 2009). A thorough and robust analysis has been evidenced (Smith et al., 2009). 

 

Conducting a good interview is a key quality criteria (Yardley, 2000, 2008). Open questions enhance 

quality as participants are free to give their own responses (Yardley, 2017). Service users were involved 

in reviewing the interview questions I initially developed prior to the study at the Trust Research 

Involvement Group. This meant that these questions had been reviewed by several group members who 

heard voices, they were happy with the questions and their further suggestions to enhance the interview 
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were added to the interview schedule. All voice-hearers engaged with the interviews and all could answer 

the questions, with most giving detailed appropriate answers, which demonstrated effective questioning.  

 

Transparency and coherence (Yardley, 2000, 2008) can be seen with my detailed descriptions of the 

methods used and research processes undertaken. I have produced a coherent whole with congruent 

ontology and epistemology from a critical realist perspective using an appropriate choice of methodology 

and methods. Transparency is aided by reflexivity (Yardley, 2000, 2017). Reflexivity is imperative to all 

interpretative qualitative research which needs to be both personal and methodological (Finlay, 2011, 

Willig, 2013). Required at all stages in the research process to reflect the role of the researcher (Hennink, 

Hutter, & Bailey, 2011); reflexivity requires depth and some honest self-reflection and criticality (Finlay, 

2011). I have demonstrated ownership by writing in the first person, articulating my research position and 

being reflexive throughout the research process which is evidenced throughout the thesis. I have honestly 

outlined my assumptions, thoughts and perspectives and have been reflexive about my research 

relationship given my clinical role. I have also kept a reflexive diary following the research interviews 

(Appendix 21, 27). 

 

This chapter has articulated the methodology and method used in this study. There is a fuller discussion 

of quality in analysis in the final chapter. The next chapter presents the findings from the first part of the 

study exploring the voice-hearing experiences of adults with a learning disability in secure settings. 
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Figure 4: Mind Map of Master Themes 
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Figure 7:  Mind Map of Master Theme: An emotional journey: ups and downs 
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highlighted by some participants. Having a staff member they felt comfortable with and who they could 

approach if feeling distressed was an important coping strategy to prevent the use of more risky coping 

strategies such as self-harm. 

 

The next chapter presents the findings from the second part of the study where two voice-hearing 

accounts were shared with forensic nursing staff to ascertain their thoughts on their value.  
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of coping strategies. These master themes and their sub-themes yielded a number of new insights when 

compared with the existing literature and these will be outlined later in the chapter. 

 

The findings from Part Two of this study where voice-hearing accounts were shared with forensic nursing 

staff to ascertain their value are also important because they show how useful this understanding of 

individual voice-hearing experiences could be for informing more individualised care. Nursing staff 

participants in this study have suggested the potential value of voice-hearing accounts in clinical practice 

as a potential intervention with voice-hearers. Participants also gave limited consideration of the potential 

negative impacts of developing voice-hearing accounts. Staff findings have added to the existing 

evidence base for developing awareness of lived mental health experiences, developing effective working 

relationships and the importance of staff training.  

 

6.2 Contributions to Knowledge 

 

This study is an original valuable piece of research contributing knowledge and offering insight to an area 

where little is known and where the research within this specific population is scant and underdeveloped. 

The findings of this study are valuable as they have provided new insights into how men with a learning 

disability in secure services make sense of their voice-hearing experiences which could be used to direct 

support strategies for this population. The depth of difficulties in making sense of confusing voice-hearing 

experiences has been outlined as an important finding. Searching for explanations was fraught with 

difficulties. A key issue was the reality conundrum and the amount of consideration required to try and 

determine if the voices were real or not real.  Making sense of trauma added to the difficulties in making 

sense of voice-hearing. Stigmatised people making sense of a stigmatising experience added a further 

layer of complexity. Literal interpretations of voice content added further difficulties in sense-making that 

also linked with offending and risky behaviours for this population. Participants experienced difficulties in 

understanding some mainstream sense-making concepts such as the notion of voice-hearers having a 

relationship with their voices. The impact of controlling voices in a forensic population was an important 

finding as this had contributed to their risky behaviours and detention in a forensic hospital for these 

participants. Both voice-hearers and staff saw a valuable role for nursing staff in supporting the sense-

making process. Despite most of the staff having had little previous specific training on working with 

voice-hearers, nursing staff enthusiasm for engaging in discussion was evidenced in these interviews, yet 

half of the staff participants had not actively engaged in these discussions. The value of nursing staff 

support and understanding in a forensic setting was important for these participants. Men with a learning 

disability articulating accounts of their voice-hearing provided an important contribution to the evidence 

base demonstrating that people with a learning disability can participate fully in research. The various 
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2015; Jackson et al., 2011; Rosen et al., 2016). Drawing on multiple co-existing models to make sense of 

the experience is evidenced in the hearing voices research (Knudson & Coyle, 2002; Milligan et al., 2012) 

but also in the one located study with learning disabled participants, Cookson and Dickson (2010), 

suggested this may be due to people developing frameworks before getting into contact with services and 

going into hospital where they incorporate additional perspectives such as the medical illness model. 

From the critical realist perspective, voice-hearing is often understood from a biopsychosocial perspective 

(Zubin & Spring, 1977) which suggests that multiple strata of reality such as psychology, cultural, religious 

and social factors contribute to this varied subjective experience (Danermark & Gellerstedt, 2004). For 

most participants, voice-hearing was viewed as a symptom of a mental illness. The forensic setting and 

its medicalised perspectives may have shaped participants understandings through a morphostatic 

approach (Archer, 1995) that reproduces the same ideas already prevalent in the system. It may also be 

that this is a more concrete, easier to grasp understanding than some of the above frameworks. 

 

Seeking the views of others to validate their thoughts about their voice-hearing experiences has been 

evidenced for all participants in this research as they try to make sense of what is happening to them. All 

participants had discussed their voice-hearing with nursing staff. Most participants had discussed it with 

their family; this seems a higher rate than in other studies. Milligan et al. (2012) stated that their 

participants only spoke to their family about this if they were at crisis point. This may reflect how people 

with a learning disability may have very limited social networks often comprising of only family members 

and care staff (Fulford & Cobigo, 2018; Sullivan et al., 2013). Some had discussed their religious voices 

with people from their church and pastoral care staff in the forensic setting. This confirms previous 

findings where Jackson et al., (2011) suggested that people will seek understanding and guidance from 

those who share similar views such as church groups. Tomlins & Cawley (2015) in their research into a 

hearing voices group for people with a learning disability reported how people found the group useful 

when they could talk with family, care staff and peers sharing similar experiences.  

 

A unique finding of this study not apparent in the current literature was the link that some voice-hearers 

made between their voice-hearing and their learning disability. Some linked their voice-hearing 

specifically to having a learning disability and others linked their voice-hearing to exacerbating their 

challenging behaviours related to their learning disability. Hassiotis et al. (2012) stated that the 

behavioural manifestations of symptoms may be the first changes observed in somebody with a learning 

disability. Having a diagnosis of a learning disability could have shaped this perspective as participants 

may understand their lived experiences from this behavioural perspective if they have become 

accustomed to this diagnosis explaining their difficulties. Nursing staff also suggested that having a 

learning disability could impact on trying to understand voice-hearing experiences. Diagnostic 

overshadowing (Reiss, Levitan, & Syzszko, 1982; Reiss & Syzsko 1983) has long been an issue for 

people with a learning disability and although this term was not used directly by staff, the comments 
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6.4 The impact of controlling voices in a forensic population 

 

Obeying what the powerful voices commanded was reported by nearly all participants in this research. 

Most participants in these forensic settings had acted on what their voices had said to them and they 

linked their voice-hearing to their risky and offending behaviours that led to them being detained in a 

forensic hospital setting. Birchwood and Chadwick (1997), in an early study testing the cognitive model 

described how 45% of participants reported malevolent controlling voices. This suggests that participants 

in this study felt more controlled by their voices than in other studies. 

 

The context of the forensic setting and its population given their detention due to their histories of risky or 

criminal behaviour within the context of their mental health or learning disability can be considered as 

being a factor in this greater response to command hallucinations. The higher rate could be the product of 

the nature of the population brought together in this context in these forensic settings. Controlling voices 

can cause significant distress (Birchwood et al., 2014; Ellett et al., 2017) due to voice-hearers beliefs 

about the voice, the meanings that voice-hearers attribute to it and how they understand it as opposed to 

specific voice tone or content (Chadwick et al., 1996). Command hallucinations are often associated with 

higher levels of distress than other hallucinations (Birchwood et al., 2014; Ellett et al., 2017). Some 

participants spoke specifically about their fear of their voices and how this fear compelled them to act and 

behave in certain ways. As found by Mawson et al., (2011), people feared punishment, harm or negative 

retribution if they did not do what the voices said. Some participants followed what the voice said and did 

things to hurt themselves such as self-harm by cutting themselves as evidenced in previous studies 

(Jaroniski, 2008; Kalhovde et al., 2013, 2014). This was reflected by Cookson and Dickson (2010) as they 

described how controlling malevolent voices reduced the ability of participants with a learning disability to 

keep themselves and others safe. Most participants in the study spoke of the difficulties in gaining some 

control over their voices. The struggle for power and control between the voice-hearer and their voices 

was akin to a fight with the domination of power going back and forth until the person eventually gained 

control which has been evidenced in the research literature (Chin et al., 2009; Mawson et al., 2011). This 

was reinforced in this study corroborating the notion about the difficulties is gaining control over the 

voices. The findings have suggested that it was important for the men in this study to gain a sense of 

control over their voices as even negative voices can be managed if those hearing them can understand 

the experience and feel some control over it, rather than feeling controlled by the voices. 

 

It is notable that in this study, most participants recognised the power of their voices by their behaviour. 

Participants noticed changes in their behaviour in response to their commanding voices which does not 

have as much emphasis in the wider literature. This may reinforce the significance for people with a 

learning disability as this enhances a previous point made where emotional distress or symptoms in 
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From one angle the enthusiasm to engage from the current participants can be seen as refreshing as 

none of these participants held the more traditional views which act as a barrier to engagement. Staff 

values, attitudes and culture have an important influence in the clinical context of the forensic settings. 

The staff participants did ultimately choose to participate and this self-selection could have meant that 

those taking part were more interested and enthusiastic staff generally. It could only be assumed that 

people would practice in ways that they said as this study was asking how the accounts may be used and 

not about actual experiences. However, two participants did say that they had not spoken with any voice-

hearers about voice-hearing before so were unsure how to respond and were worried as to what they 

should say, although they would try to have such discussions. A number of other staff also expressed no 

or very limited engagement in such discussions in clinical practice. Staff participants demonstrated limited 

prior awareness of the voice-hearing experiences of the owners of the two shared accounts, despite most 

staff having worked with these two service users previously. The accounts were presented anonymously 

and the voice-hearers were not identified, though most participants referred in passing to their possible 

identities. Only two staff correctly identified them and only one recognised both. It is necessary to 

consider if the forensic environment supports the telling of these accounts. Staff may lack awareness of 

the concept of sharing accounts and how this can inform joint collaborative understandings of 

experiences that can guide interventions. As part of daily nursing practice on the ward, given the time 

commitment required and need to manage holistic needs and competing demands of the service with 

limited resources when co-ordinating shifts, it would not be deemed a clinical priority. It may be thought 

that developing accounts like this is not the role of the nurse and should be developed from discussions 

with the medical team, specialist nursing and therapy staff or psychologists so nursing staff may not be 

engaging in discussion at this depth on a daily shift basis to start developing an account. There may be 

the assumption that people with a learning disability are not able to fully engage in developing an 

account. Assumptions around the dominant medical model may mean that staff do not see a value in 

developing individual accounts. Staff may not feel confident in engaging in this work without any 

additional training. For a nurse working on shift on a busy forensic ward, it is hard to manage the shift and 

also maintain all their other additional duties such as their formal primary nursing responsibilities including 

care plan evaluations and report writing and the volume of these requirements. Time is a precious 

resource and nursing staff may not have dedicated time to spend completing these accounts. The 

forensic context may not support the telling of these stories.  

 

Possible reasons staff tended not to discuss voices, despite their apparent enthusiasm for doing this, 

could include a lack of clinical experience. Exposure to working with voice-hearers and experience is 

important for developing understanding about voice-hearing (England, 2007, a, b). It would be expected 

that staff may feel confused and anxious initially as they start to gain experience (McMullan et al., 2018). 

Supporting voice-hearers can be distressing for staff given the levels of distress in acute settings, and the 

potential for feelings of distress, powerlessness and helplessness requires staff to ensure appropriate 

support and supervision is in place before having such discussions (McMullan et al., 2018). However, If 
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staff feel supported and confident they would be more likely to engage in these discussions and gain 

more experience enhancing their skills and confidence further supporting more engagement in such 

discussions. Practice, experience and supervision are important for staff to develop their skills and 

confidence (Chapman & Morris, 2011). Staff in acute mental health settings have supported people with 

meaning-making successfully (Place et al., 2011). Considering the forensic context, it is interesting to 

consider if staff willingness to engage with voice-hearers could be different from the wider literature. 

Working in a locked environment with 24 hour nursing support could mean that staff do not have the 

same levels of anxiety as they know people are in a safe environment with support whenever they require 

this, they are not alone, isolated and without support as many people are in the community. Certainly, the 

participants saw the value in learning about voice-hearing and how discussing this with the person may 

lead to enhanced connections and relationships. 

 

It was interesting that only one staff participant highlighted potential negatives of service users creating 

an account of their voices and how this could be hard for people and would need to be done at an 

appropriate time for them. There is some limited evidence for this in the literature. It is necessary to 

consider if exploring voice-hearing in this way is appropriate for the person at that point (Chadwick & 

Hemingway, 2017; Happell & Bennetts, 2016). Telling a story could have a re-traumatising effect for 

people and increase their vulnerability (Happell & Bennetts, 2016), or enhance stigma (Collinson Scott et 

al., 2015) and dialogical engagement led to the development of another voice in one study (Davies, 

Thomas & Leudar, 1999). The 24 hour nursing staff provision in a secure setting could have again 

minimised the chances of this. 

 

6.7 Men with a learning disability articulating accounts of their voice-hearing  

 

One of the initial concerns when setting out to do this research was how fully people with a learning 

disability would be able to articulate their experiences and whether this would limit achieving the research 

objectives. A notable point highlighting the value of this research was that all participants were able to 

communicate about their voice-hearing experiences in enough detail that, with my support and input, 

accounts were developed of their voice-hearing. The production of ten voice-hearing accounts that all 

participants were keen to share with nursing staff participants was a real achievement for a population 

whose emotional lives and subjective experiences have historically often been ignored or disregarded 

(Arthur, 2003; Scior, 2003), meaning that their voices can be heard. This meant that the research 

objectives of this study were achieved.  
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thoughts. The consent obtained covered one quote to be analysed by over twenty people at an IPA 

workshop. I found this useful as it confirmed that my emergent themes were recognised by others and 

that my themes were grounded in the data rather than my own prior assumptions. 

 

Transparency and coherence (Yardley, 2000, 2008) has been demonstrated as I have produced a 

coherent whole with congruent ontology and epistemology from a critical realist perspective through to an 

appropriate choice of methodology and methods. I have made my interpretative stance of the double 

hermeneutic clear (Smith & Osborn, 2008). This research is my interpretation of the participant 

interpretation, and arguably also a triple hermeneutic when this is read, others may have made different 

interpretations. I have not claimed the findings are anything other than that, they are findings in this 

context for this population and do not claim to be facts. I have acknowledged that findings are not 

generalisable but that there may be some transferability to different populations in similar settings or to 

similar populations as they move to different settings. I have given clear and thorough details with an 

audit trail about the setting, context, and method that could be replicated in another similar setting (Hadi & 

Jose Closs, 2016). I have provided a level of detailed description evidencing how the interpretation 

developed from the data using IPA for the voice-hearers (Appendix 24) and template analysis for staff 

(Appendix 25, 28). This provides a clear explanation of how the final interpretation developed (Smith et 

al., 2009) and how this was derived from the transcript data (Yardley, 2017). Reflexivity is evidence 

throughout this study (Yardley, 2000, 2017). 

 

The impact and importance (Yardley, 2000, 2008) of a study is based on the study yielding information 

that is interesting and useful (Smith et al., 2009), where understanding and practical knowledge of worth 

are enhanced (Yardley, 2000) and where the findings are accepted as being legitimate by interested 

parties (Yardley, 2017). This study adds to the existing voice-hearing experiences knowledge base for 

men with a learning disability providing new insights and extends the voice-hearing literature generally. 

The potential value of voice-hearing accounts in clinical practice as a potential intervention has been a 

preliminary finding. It also enhanced the awareness of the views of forensic nursing staff. In my opinion 

this study is important as it adds to a very small knowledge base about this group of participants and it 

shows a willingness of nursing staff to engage with voice-hearers. 

 

6.9 Limitations 

 

This research study was undertaken with a limited number of participants in a very specific context, 

across medium and low secure units in England. Whilst an homogenous group mostly, the men with a 
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liaison teams for people with a learning disability leaving secure care, involves a range of professionals 

whose interactions with a person with a learning disability could impact on their sense-making regarding 

their voice-hearing. Exploring how contact with community multidisciplinary professionals, who may have 

similar roles to hospital staff but work outside of a hospital setting, may shape sense-making could be 

beneficial as developing knowledge in this area could support sense-making in the community which 

could potentially impact on hospital admission. It would also be useful to find out what interventions these 

community services offer for voice-hearing and how helpful people find this. This would be beneficial as if 

specific voice-hearing interventions were offered in these settings then this may prevent forensic hospital 

admissions. 

 

Given the depth of confusion these participants experienced due to the reality conundrum and figuring out 

what is real and not real and the significant active puzzling-out process some engaged in, it would be 

beneficial to qualitatively explore this in more depth across people with a learning disability in the different 

forensic and community contexts.  

 

It would be intriguing to consider the links that some of these participants made between their learning 

disability and their voice-hearing with other groups of people with a learning disability across the range of 

forensic and community settings as outlined. Further curiosity regarding the literal interpretations of the 

content of their voices that these participants experiences suggest further research exploring this for 

people with and without a learning disability across all the settings outlined would be worthwhile.  

 

Having a relationship with your voices (Benjamin, 1989) is a difficult notion to understand and these 

participants struggled with this concept. This may have been due more to their general understandings 

about relationships as half the participants were engaging in a relationship with their voices (Rosen et al., 

2015) although they did not see it as a relationship. It would be thought provoking to explore this notion 

with people with a learning disability across all the settings outlined. It would be interesting to see if being 

in a different setting impacted on the relationship of people with a learning disability as there may be 

learning to be obtained from some settings that could benefit other settings.   

 

An interesting future research topic would be to consider if people with a learning disability experience 

higher rates of command hallucinations or higher levels of distress than people without a learning 

disability. Exploring the trauma experiences of people with a learning disability would be an important 

area to develop. It would be interesting to explore in a wider range of contexts as outlined if people view 

their learning disability diagnosis as a trauma. Some participants spoke of how being on a section and 

being detained in a secure unit was also traumatic and I would be keen to explore this notion for people 
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with a learning disability across the range of forensic settings and also for those people in forensic 

settings who do not have a learning disability.  

 

Voice-hearers and nursing staff in this study have suggested the value of written voice-hearing accounts. 

A participatory research project involving the voice-hearers with a learning disability and staff 

collaboratively creating and sharing their voice-hearing accounts would be worthwhile in different care 

areas. The potential benefits of this could be explored from both the voice-hearer and staff perspectives. 

This could add to the evidence base for this to be evaluated and developed further as an intervention. It 

would also be useful to extend this across a range of care settings including those where the voice-

hearers do not have a learning disability. A larger intervention with different groups of staff using different 

formats could be evaluated as this may help inform formats that people prefer or find more useful which 

would be beneficial in clinical practice. Research could also look at whether it is more useful for staff to 

read stories of people they are caring for rather than anonymised stories as this may directly enhance 

clinical therapeutic working relationships and not just improve more generalised understandings. It would 

also be interesting to explore if this approach could be extended to other mental health symptoms such 

as delusions or difficulties people may have a result of their learning disability as this may help enhance 

understanding and inform clinical practice.  

 

The importance of staff supporting voice-hearers to make sense of their voice-hearing experiences 

requires further promotion. Staff require further education and training to facilitate this and the voice-

hearers with a learning disability could be involved with developing and facilitating this training and then 

exploring issues such as staff perspectives before and after training and investigating clinical outcomes.  

 

Staff approaches when working with voice-hearers also warrant further investigations. Some participants 

reported how staff telling them that the voices were not real was helpful which is an approach that does 

not align with supporting people to accept their experiences (Romme et al., 2000), however, was an 

approach that some participants found helpful. It would be useful to explore this further with both people 

with and without a learning disability to ascertain their views regarding this. It would also be useful to look 

at whether the relationship with the staff member makes a difference. If there is a strong working 

relationship it may be easier to discuss voices not being real without this being taken as a sign of 

disrespect. 

 

Implementation of the clinical recommendations of this study could be evaluated in future research. It 

would be useful to explore how the information shared in these accounts could be practically used in 

other areas of clinical practice such as with informing risk assessment or care plans to ascertain if the 
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accounts can enhance the quality of other clinical interventions. Any training and supervision 

interventions could be evaluated for further learning. Given that staff said they wanted to discuss voices 

with service users, but not all staff did this, it would be useful to explore the barriers to engaging in these 

discussions. If barriers were identified steps could be taken to overcome these in clinical areas. 

Observational methods could be used to explore how staff and service-users actually talk about voices to 

explore their interactions and identify positive and negative interactions as this may generate findings that 

could help guide more effective future discussions. 

 

6.14 Conclusion 

 

The literature reviewed in chapter 2 highlighted the confusion associated with making sense of voice-

hearing experiences. It recognised the individual background context of meaning-making such as culture 

and religion and outlined how multiple perspectives exist that view voice-hearing in certain ways, each 

with their own theories about the problematic nature of voice-hearing, each with a different emphasis on 

the relevance of voice meaning and each with an evidence base and associated interventions. The more 

prominent perspectives were outlined and available first-hand accounts of voice-hearing were reviewed. 

The participants did draw on a number of the models reviewed as they used multiple frameworks to make 

sense of their experiences, personifying their voices and battling for control as did the general population 

(Holt & Tickle, 2014). These participants seemed to have a higher level of confusion than those without a 

learning disability, a more convoluted sense-making process, high levels of trauma, the reality conundrum 

was debated in depth and the utility of being told the voices were not real was helpful for some. There 

was a high rate of obeying commanding voices which they recognised by behaviour and sometimes 

offending behaviours. The need to feel safe to manage the voices was evident. The notion of having a 

relationship with the voices was also a very challenging concept for a number of the participants, 

replicating their own social relationship difficulties. Literal interpretations of the voices and multiple stigma 

issues also impacted on their responses and sense-making and for some people the voices did not make 

sense. This research has highlighted the importance of the meaning of the voices which contributes to the 

value of the Hearing Voices Movement (Corstens et al., 2014) paradigm as compared to the medical 

model which views voices as symptoms to be treated through medication and eliminated.  

 

The literature reviewed emphasised the reluctance from nursing staff to engage in discussions about 

voice-hearing. Staff participants talked at some length about the value of the account and they provided 

specific ideas about where the accounts could be used. They also, seemed keen to have these 

conversations with voice-hearers and talked about some of the ways in which care practices inhibit this 

such as with a lack of additional awareness training. The nursing staff participants in this study 

contradicted the literature as they were all willing and motivated to engage in discussions about voice-
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Appendix 15: Participant Consent Form: Voice-hearers to share stories 

 

Hospital Trust Header 



298 

 

 



299 

 

 



300 

 

Appendix 16: Participant invite: staff 

 

Hospital Trust Header 

Address 



301 

 

Appendix 17: Participant information sheet: staff 

 

Hospital Trust Header 



302 

 

 



303 

 

 



304 

 

 

Number 



305 

 

 

Address and phone number 

Address and phone number 

Name 

Address and phone number 



306 

 

 

Address 

Number 

Number 

E-mail address 

Address and phone number 

Number 



307 

 

Appendix 18: Participant Invite Response Staff 

 

Hospital Trust Header 



308 

 

Appendix 19: Participant Consent Form: Staff 

 

Hospital Trust Header 



309 

 

 



310 

 

Appendix 20: Easy read picture sources 

 

http://www.google.co.uk/imgres?imgurl=http://us.123rf.com/400wm/400/400/andegro
4ka/andegro4ka1111/andegro4ka111100028/11380647-man-who-thinks-can-not-
answer-the-question-of-confusion-waiting-for-a-
response.jpg&imgrefurl=http://www.123rf.com/photo_11380647_man-who-thinks-
can-not-answer-the-question-of-confusion-waiting-for-a-
response.html&usg=__wic1bG1i-
tAbnYqRPcnMjEXFbMo=&h=400&w=400&sz=14&hl=en&start=4&zoom=1&tbnid=9
YSgYHxAoiqKjM:&tbnh=124&tbnw=124&ei=aGmwUbSoAYaZ0QXt-
oDYAw&prev=/search%3Fq%3Dnot%2Banswer%26hl%3Den-
GB%26gbv%3D2%26tbm%3Disch&itbs=1&sa=X&ved=0CDIQrQMwAw 

 

http://www.google.co.uk/imgres?imgurl=http://calipercompetitiveedge.calipercorp.co
m/wp-content/uploads/2010/12/sign-
name.jpg&imgrefurl=http://calipercompetitiveedge.calipercorp.com/%3Fp%3D285&u
sg=__LidmKG0kFaTjgbdlcbE_Z-
c0oYU=&h=537&w=318&sz=38&hl=en&start=4&zoom=1&tbnid=6Td4th5ezopAVM:
&tbnh=132&tbnw=78&ei=cmywUZyRKOnJ0QWA_YD4BA&prev=/search%3Fq%3D
sign%2Bname%26sa%3DN%26hl%3Den-
GB%26gbv%3D2%26tbm%3Disch&itbs=1&sa=X&ved=0CDIQrQMwAw 

 

ttp://www.google.co.uk/imgres?imgurl=http://integrationtraining.co.uk/blog/wp-
content/uploads/2010/03/reading11.jpg&imgrefurl=http://integrationtraining.co.uk/blo
g/2010/03/speed-reading-
tips.html&usg=__vNwDVIChSF5zSdULKxoiZpMB7_8=&h=617&w=720&sz=70&hl=e
n&start=80&zoom=1&tbnid=PrORMoM7BW8o1M:&tbnh=120&tbnw=140&ei=zWSw
UfCUAuaY0QWf1oGwBQ&prev=/search%3Fq%3Dreading%26start%3D60%26sa%
3DN%26hl%3Den-
GB%26gbv%3D2%26tbm%3Disch&itbs=1&sa=X&ved=0CFIQrQMwEzg8 

 

https://www.google.co.uk/search?q=confused+clipart+man&tbm=isch&tbo=u&source
=univ&sa=X&ved=0ahUKEwjEzsKH0avbAhUMM8AKHZVyAP0QsAQIJg&biw=1280
&bih=900#imgrc=WK8EXrxcYQKArM:&spf=1527621371716 

 

http://www.google.co.uk/imgres?imgurl=http://visionwellnesscenter.com/wp-
content/uploads/2012/02/thumbs-
up.jpg&imgrefurl=http://visionwellnesscenter.com/testimonials/&usg=__w-
e8iBq4baTh5_hQWCO58AHgvdY=&h=1024&w=1280&sz=79&hl=en&start=3&zoom
=1&tbnid=90ROYAXy7qpTfM:&tbnh=120&tbnw=150&ei=B2WwUaObHK2g0wXK7IG
oBA&prev=/search%3Fq%3Dthumbs%2Bup%26hl%3Den-
GB%26gbv%3D2%26tbm%3Disch&itbs=1&sa=X&ved=0CDAQrQMwAg 

 

http://www.google.co.uk/imgres?imgurl=http://www.devon.gov.uk/print/more_choice_
__control.gif&imgrefurl=http://www.devon.gov.uk/print/index/socialcarehealth/learnin
g-disability/ldis-total-com-symbols/ldis-symb-
vp.htm&usg=___kvRdabEmI4SurJ2pBq8rJACV3g=&h=383&w=480&sz=11&hl=en&
start=28&zoom=1&tbnid=7FdTpTj7PyC5KM:&tbnh=103&tbnw=129&ei=ZWWwUZju
EYWf0QXS9IAg&prev=/search%3Fq%3Dchoice%26start%3D20%26sa%3DN%26hl
%3Den-GB%26gbv%3D2%26tbm%3Disch&itbs=1&sa=X&ved=0CDoQrQMwBzgU 

 

ttp://www.google.co.uk/imgres?imgurl=http://www.haringey.gov.uk/index/social_care
_and_health/learningdisabilities/working_together/commsproject/communication_trai
ning/2-days-
resized.gif&imgrefurl=http://www.haringey.gov.uk/index/social_care_and_health/lear
ningdisabilities/working_together/commsproject/communication_training/makaton_fo
undation.htm&usg=__gawlSacJ8TRru76gQuCi4p-
iaS8=&h=140&w=140&sz=5&hl=en&start=3&zoom=1&tbnid=Y7-
lnSO4ig9ulM:&tbnh=93&tbnw=93&ei=6QOxUdidK4HHPKbJgdAJ&prev=/search%3F

http://www.google.co.uk/imgres?imgurl=http://us.123rf.com/400wm/400/400/andegro4ka/andegro4ka1111/andegro4ka111100028/11380647-man-who-thinks-can-not-answer-the-question-of-confusion-waiting-for-a-response.jpg&imgrefurl=http://www.123rf.com/photo_11380647_man-who-thinks-can-not-answer-the-question-of-confusion-waiting-for-a-response.html&usg=__wic1bG1i-tAbnYqRPcnMjEXFbMo=&h=400&w=400&sz=14&hl=en&start=4&zoom=1&tbnid=9YSgYHxAoiqKjM:&tbnh=124&tbnw=124&ei=aGmwUbSoAYaZ0QXt-oDYAw&prev=/search?q=not+answer&hl=en-GB&gbv=2&tbm=isch&itbs=1&sa=X&ved=0CDIQrQMwAw
http://www.google.co.uk/imgres?imgurl=http://calipercompetitiveedge.calipercorp.com/wp-content/uploads/2010/12/sign-name.jpg&imgrefurl=http://calipercompetitiveedge.calipercorp.com/?p=285&usg=__LidmKG0kFaTjgbdlcbE_Z-c0oYU=&h=537&w=318&sz=38&hl=en&start=4&zoom=1&tbnid=6Td4th5ezopAVM:&tbnh=132&tbnw=78&ei=cmywUZyRKOnJ0QWA_YD4BA&prev=/search?q=sign+name&sa=N&hl=en-GB&gbv=2&tbm=isch&itbs=1&sa=X&ved=0CDIQrQMwAw
http://www.google.co.uk/imgres?imgurl=http://integrationtraining.co.uk/blog/wp-content/uploads/2010/03/reading11.jpg&imgrefurl=http://integrationtraining.co.uk/blog/2010/03/speed-reading-tips.html&usg=__vNwDVIChSF5zSdULKxoiZpMB7_8=&h=617&w=720&sz=70&hl=en&start=80&zoom=1&tbnid=PrORMoM7BW8o1M:&tbnh=120&tbnw=140&ei=zWSwUfCUAuaY0QWf1oGwBQ&prev=/search?q=reading&start=60&sa=N&hl=en-GB&gbv=2&tbm=isch&itbs=1&sa=X&ved=0CFIQrQMwEzg8
http://www.google.co.uk/imgres?imgurl=http://visionwellnesscenter.com/wp-content/uploads/2012/02/thumbs-up.jpg&imgrefurl=http://visionwellnesscenter.com/testimonials/&usg=__w-e8iBq4baTh5_hQWCO58AHgvdY=&h=1024&w=1280&sz=79&hl=en&start=3&zoom=1&tbnid=90ROYAXy7qpTfM:&tbnh=120&tbnw=150&ei=B2WwUaObHK2g0wXK7IGoBA&prev=/search?q=thumbs+up&hl=en-GB&gbv=2&tbm=isch&itbs=1&sa=X&ved=0CDAQrQMwAg
http://www.google.co.uk/imgres?imgurl=http://www.devon.gov.uk/print/more_choice___control.gif&imgrefurl=http://www.devon.gov.uk/print/index/socialcarehealth/learning-disability/ldis-total-com-symbols/ldis-symb-vp.htm&usg=___kvRdabEmI4SurJ2pBq8rJACV3g=&h=383&w=480&sz=11&hl=en&start=28&zoom=1&tbnid=7FdTpTj7PyC5KM:&tbnh=103&tbnw=129&ei=ZWWwUZjuEYWf0QXS9IAg&prev=/search?q=choice&start=20&sa=N&hl=en-GB&gbv=2&tbm=isch&itbs=1&sa=X&ved=0CDoQrQMwBzgU
http://www.google.co.uk/imgres?imgurl=http://www.haringey.gov.uk/index/social_care_and_health/learningdisabilities/working_together/commsproject/communication_training/2-days-resized.gif&imgrefurl=http://www.haringey.gov.uk/index/social_care_and_health/learningdisabilities/working_together/commsproject/communication_training/makaton_foundation.htm&usg=__gawlSacJ8TRru76gQuCi4p-iaS8=&h=140&w=140&sz=5&hl=en&start=3&zoom=1&tbnid=Y7-lnSO4ig9ulM:&tbnh=93&tbnw=93&ei=6QOxUdidK4HHPKbJgdAJ&prev=/search?q=two+days&hl=en-GB&gbv=2&tbm=isch&itbs=1&sa=X&ved=0CDAQrQMwAg
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q%3Dtwo%2Bdays%26hl%3Den-
GB%26gbv%3D2%26tbm%3Disch&itbs=1&sa=X&ved=0CDAQrQMwAg 

 

http://www.google.co.uk/imgres?imgurl=http://1.bp.blogspot.com/-
SiIc5tAxqVA/UOTBGEYRm7I/AAAAAAAAAFw/AmvH-
5Iavgk/s1600/thumbs_up_bciy.jpg&imgrefurl=http://everyday-
idioms.blogspot.com/2012/12/thumbs-up.html&usg=__MGJvx7A1KARQh0UDp-
s8vsoW_ks=&h=537&w=622&sz=35&hl=en&start=2&zoom=1&tbnid=zgstjXDNp3c1
PM:&tbnh=117&tbnw=136&ei=Qi5sUbioJYr80QXhpoHADQ&prev=/search%3Fq%3
Dthumbs%2Bup%26hl%3Den-
GB%26gbv%3D2%26tbm%3Disch&itbs=1&sa=X&ved=0CC4QrQMwAQ 

 

ttp://www.google.co.uk/imgres?imgurl=http://3.bp.blogspot.com/_q1dTPYo1PQs/TR
WEJ3ixfxI/AAAAAAAAAOI/TaYPsceT6As/s1600/no.jpg&imgrefurl=http://impdfilipina
s.blogspot.com/2010/12/when-god-says-no-to-our-
prayers.html&usg=__I0PMFvaw4zQbk0zqyd3VEUWzQkU=&h=640&w=800&sz=186
&hl=en&start=5&zoom=1&tbnid=Mbi5HGh5470CYM:&tbnh=114&tbnw=143&ei=yW
WwUcj-
CMPJ0AXUzYGoBA&prev=/search%3Fq%3Dsay%2Bno%26sa%3DN%26hl%3Den
-GB%26gbv%3D2%26tbm%3Disch&itbs=1&sa=X&ved=0CDQQrQMwBA 

 

http://www.google.co.uk/imgres?imgurl=http://2.bp.blogspot.com/-
rnF2PeEZ3aQ/Trz_d-zwd4I/AAAAAAAAKYI/W-501SsPQyc/s1600/bye-
bye.gif&imgrefurl=http://forteanzoology.blogspot.com/2011/11/bye-bye-for-
week.html&usg=__Ob0atMmsrdtItWx0-
3WDh82m9V8=&h=425&w=247&sz=5&hl=en&start=25&zoom=1&tbnid=OKSHWho
DwgJm_M:&tbnh=126&tbnw=73&ei=EGawUcuGM-
ib0wXDvIGoAQ&prev=/search%3Fq%3Dbye%26start%3D20%26sa%3DN%26hl%3
Den-GB%26gbv%3D2%26tbm%3Disch&itbs=1&sa=X&ved=0CDQQrQMwBDgU 

 

ttp://www.google.co.uk/imgres?imgurl=http://www.thedacare.org/Medical%2520Tea
m/~/media/Images/Body%2520Copy%2520Images/W01_230000_BI_1AugGroup_A
MC.ashx&imgrefurl=http://www.thedacare.org/Medical%2520Team/Hospital%2520C
are%2520Teams.aspx&usg=__BYvmXMPECAy1jOwow2eJoUpgLjQ=&h=405&w=6
07&sz=156&hl=en&start=35&zoom=1&tbnid=Ua1XHU6FnJfVoM:&tbnh=91&tbnw=1
36&ei=YWewUdipELSZ0AXOoIC4CA&prev=/search%3Fq%3Dcare%2Bteam%26st
art%3D20%26sa%3DN%26hl%3Den-
GB%26gbv%3D2%26tbm%3Disch&itbs=1&sa=X&ved=0CEgQrQMwDjgU 

 

http://www.google.co.uk/imgres?imgurl=http://www.travelnortheast.co.uk/images/oth
er/clockbnw.jpg&imgrefurl=http://www.travelnortheast.co.uk/news/stories/2012/octob
er/271012-
OctoberClockChangeCoachTravelAdvice.html&usg=__w2e6bBYiaABDRPJ_x2znIy
CK2Uk=&h=1200&w=1200&sz=145&hl=en&start=11&zoom=1&tbnid=fPw44XszG_o
l1M:&tbnh=150&tbnw=150&ei=4ASxUcWQMoGdO-
O2gZAI&prev=/search%3Fq%3Dclock%26hl%3Den-
GB%26gbv%3D2%26tbm%3Disch&itbs=1&sa=X&ved=0CEAQrQMwCg 

 

http://www.google.co.uk/imgres?imgurl=http://icons.iconarchive.com/icons/custom-
icon-design/pretty-office-3/256/Remove-Male-User-
icon.png&imgrefurl=http://www.iconarchive.com/show/pretty-office-3-icons-by-
custom-icon-design/Remove-Male-User-
icon.html&usg=__dTN_0DsZ1EzYOCsHf_WGA2voMq4=&h=256&w=256&sz=20&hl
=en&start=29&zoom=1&tbnid=E-
7Jp85RHvEL6M:&tbnh=111&tbnw=111&ei=vmewUcKNMcHW0QXLyIDICw&prev=/s
earch%3Fq%3Dremove%26start%3D20%26sa%3DN%26hl%3Den-
GB%26gbv%3D2%26tbm%3Disch&itbs=1&sa=X&ved=0CDwQrQMwCDgU 

 

http://www.google.co.uk/imgres?imgurl=http://salmo.bclibrary.ca/site-
files/report_writing_0515-0909-2722-
3528_SMU.jpg/image_preview&imgrefurl=http://salmo.bclibrary.ca/site-
files/report_writing_0515-0909-2722-
3528_SMU.jpg/view&usg=__PSvoVXDoKIirEBYslxXMEcdPxwM=&h=300&w=300&s
z=22&hl=en&start=24&zoom=1&tbnid=p6dR1C2S054JfM:&tbnh=116&tbnw=116&ei
=QGiwUbrbFqad0AW7poGoBA&prev=/search%3Fq%3Dwriting%2Bclipart%26start

http://www.google.co.uk/imgres?imgurl=http://1.bp.blogspot.com/-SiIc5tAxqVA/UOTBGEYRm7I/AAAAAAAAAFw/AmvH-5Iavgk/s1600/thumbs_up_bciy.jpg&imgrefurl=http://everyday-idioms.blogspot.com/2012/12/thumbs-up.html&usg=__MGJvx7A1KARQh0UDp-s8vsoW_ks=&h=537&w=622&sz=35&hl=en&start=2&zoom=1&tbnid=zgstjXDNp3c1PM:&tbnh=117&tbnw=136&ei=Qi5sUbioJYr80QXhpoHADQ&prev=/search?q=thumbs+up&hl=en-GB&gbv=2&tbm=isch&itbs=1&sa=X&ved=0CC4QrQMwAQ
http://www.google.co.uk/imgres?imgurl=http://3.bp.blogspot.com/_q1dTPYo1PQs/TRWEJ3ixfxI/AAAAAAAAAOI/TaYPsceT6As/s1600/no.jpg&imgrefurl=http://impdfilipinas.blogspot.com/2010/12/when-god-says-no-to-our-prayers.html&usg=__I0PMFvaw4zQbk0zqyd3VEUWzQkU=&h=640&w=800&sz=186&hl=en&start=5&zoom=1&tbnid=Mbi5HGh5470CYM:&tbnh=114&tbnw=143&ei=yWWwUcj-CMPJ0AXUzYGoBA&prev=/search?q=say+no&sa=N&hl=en-GB&gbv=2&tbm=isch&itbs=1&sa=X&ved=0CDQQrQMwBA
http://www.google.co.uk/imgres?imgurl=http://2.bp.blogspot.com/-rnF2PeEZ3aQ/Trz_d-zwd4I/AAAAAAAAKYI/W-501SsPQyc/s1600/bye-bye.gif&imgrefurl=http://forteanzoology.blogspot.com/2011/11/bye-bye-for-week.html&usg=__Ob0atMmsrdtItWx0-3WDh82m9V8=&h=425&w=247&sz=5&hl=en&start=25&zoom=1&tbnid=OKSHWhoDwgJm_M:&tbnh=126&tbnw=73&ei=EGawUcuGM-ib0wXDvIGoAQ&prev=/search?q=bye&start=20&sa=N&hl=en-GB&gbv=2&tbm=isch&itbs=1&sa=X&ved=0CDQQrQMwBDgU
http://www.google.co.uk/imgres?imgurl=http://www.thedacare.org/Medical Team/~/media/Images/Body Copy Images/W01_230000_BI_1AugGroup_AMC.ashx&imgrefurl=http://www.thedacare.org/Medical Team/Hospital Care Teams.aspx&usg=__BYvmXMPECAy1jOwow2eJoUpgLjQ=&h=405&w=607&sz=156&hl=en&start=35&zoom=1&tbnid=Ua1XHU6FnJfVoM:&tbnh=91&tbnw=136&ei=YWewUdipELSZ0AXOoIC4CA&prev=/search?q=care+team&start=20&sa=N&hl=en-GB&gbv=2&tbm=isch&itbs=1&sa=X&ved=0CEgQrQMwDjgU
http://www.google.co.uk/imgres?imgurl=http://www.travelnortheast.co.uk/images/other/clockbnw.jpg&imgrefurl=http://www.travelnortheast.co.uk/news/stories/2012/october/271012-OctoberClockChangeCoachTravelAdvice.html&usg=__w2e6bBYiaABDRPJ_x2znIyCK2Uk=&h=1200&w=1200&sz=145&hl=en&start=11&zoom=1&tbnid=fPw44XszG_ol1M:&tbnh=150&tbnw=150&ei=4ASxUcWQMoGdO-O2gZAI&prev=/search?q=clock&hl=en-GB&gbv=2&tbm=isch&itbs=1&sa=X&ved=0CEAQrQMwCg
http://www.google.co.uk/imgres?imgurl=http://icons.iconarchive.com/icons/custom-icon-design/pretty-office-3/256/Remove-Male-User-icon.png&imgrefurl=http://www.iconarchive.com/show/pretty-office-3-icons-by-custom-icon-design/Remove-Male-User-icon.html&usg=__dTN_0DsZ1EzYOCsHf_WGA2voMq4=&h=256&w=256&sz=20&hl=en&start=29&zoom=1&tbnid=E-7Jp85RHvEL6M:&tbnh=111&tbnw=111&ei=vmewUcKNMcHW0QXLyIDICw&prev=/search?q=remove&start=20&sa=N&hl=en-GB&gbv=2&tbm=isch&itbs=1&sa=X&ved=0CDwQrQMwCDgU
http://www.google.co.uk/imgres?imgurl=http://salmo.bclibrary.ca/site-files/report_writing_0515-0909-2722-3528_SMU.jpg/image_preview&imgrefurl=http://salmo.bclibrary.ca/site-files/report_writing_0515-0909-2722-3528_SMU.jpg/view&usg=__PSvoVXDoKIirEBYslxXMEcdPxwM=&h=300&w=300&sz=22&hl=en&start=24&zoom=1&tbnid=p6dR1C2S054JfM:&tbnh=116&tbnw=116&ei=QGiwUbrbFqad0AW7poGoBA&prev=/search?q=writing+clipart&start=20&sa=N&hl=en-GB&gbv=2&tbm=isch&itbs=1&sa=X&ved=0CDIQrQMwAzgU
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%3D20%26sa%3DN%26hl%3Den-
GB%26gbv%3D2%26tbm%3Disch&itbs=1&sa=X&ved=0CDIQrQMwAzgU 

 

http://www.google.co.uk/imgres?imgurl=http://vecto.rs/1024/vector-of-a-cartoon-
embarrassed-boy-with-a-bag-on-his-head-outlined-coloring-page-drawing-by-ron-
leishman-16063.jpg&imgrefurl=http://vecto.rs/design/vector-of-a-cartoon-
embarrassed-boy-with-a-bag-on-his-head-outlined-coloring-page-drawing-by-ron-
leishman-
16063&usg=__i1Kdl1IwSdGsFR9eeESbpAPJIkE=&h=1044&w=1024&sz=134&hl=e
n&start=3&zoom=1&tbnid=xBj-
GY8k6aRdgM:&tbnh=150&tbnw=147&ei=FGmwUa3mEMWR0QX_koDABg&prev=/s
earch%3Fq%3Dbag%2Bover%2Bhead%2Bcartoon%26sa%3DN%26hl%3Den-
GB%26gbv%3D2%26tbm%3Disch&itbs=1&sa=X&ved=0CDAQrQMwAg 

 

ttp://www.google.co.uk/imgres?imgurl=http://us.123rf.com/400wm/400/400/arcady31
/arcady311209/arcady31120900050/15286003-confidential-
stamp.jpg&imgrefurl=http://www.123rf.com/photo_15286003_confidential-
stamp.html&usg=__ifwb0NXuxJabizRo8l3cLPsQgxI=&h=1143&w=1200&sz=255&hl
=en&start=2&zoom=1&tbnid=W8xHFQ61jyWcSM:&tbnh=143&tbnw=150&ei=z2mw
Ufy7JcO_0QWUpYCoCg&prev=/search%3Fq%3Dconfidential%26hl%3Den-
GB%26gbv%3D2%26tbm%3Disch&itbs=1&sa=X&ved=0CC4QrQMwAQ 

 

http://www.google.co.uk/imgres?imgurl=http://static.tumblr.com/b4juubu/dxDm0mqb
5/topsecret.jpg&imgrefurl=http://sxsecrets.tumblr.com/&usg=__TdS7RLY2HUttQutrz
I58GTOdz2s=&h=220&w=275&sz=22&hl=en&start=18&zoom=1&tbnid=v1xUaTtLs1t
iJM:&tbnh=91&tbnw=114&ei=amqwUYGEE8nG0QWb7IGIBQ&prev=/search%3Fq%
3Dsecret%26hl%3Den-
GB%26gbv%3D2%26tbm%3Disch&itbs=1&sa=X&ved=0CE4QrQMwEQ 

 

http://www.google.co.uk/imgres?imgurl=http://www.drawingtodraw.com/images/draw
People_silouette.jpg&imgrefurl=http://www.drawingtodraw.com/drawing-
lessons_how-to-draw-people.html&usg=__uJCRz-
dxOzlHfWeNI1kmaLwTjo0=&h=187&w=200&sz=6&hl=en&start=10&zoom=1&tbnid=
24EQ7nPXgfU4TM:&tbnh=97&tbnw=104&ei=vHSwUbGDOofM0QWD-
IC4DQ&prev=/search%3Fq%3Doutline%2Bof%2Ba%2Bperson%2527s%2Bhead%2
6sa%3DX%26hl%3Den-
GB%26gbv%3D2%26tbm%3Disch&itbs=1&sa=X&ved=0CD4QrQMwCQ 

 

http://www.google.co.uk/imgres?imgurl=http://apps.mni.mcgill.ca/yourstory/img/yves
_story.png&imgrefurl=http://apps.mni.mcgill.ca/yourstory/inspire.php&usg=__DJyP3
83Oe8w_427YGh3_B02repo=&h=926&w=800&sz=316&hl=en&start=8&zoom=1&tb
nid=OnycO_HT8rmkLM:&tbnh=147&tbnw=127&ei=gnewUcghoafQBZX0gZgM&prev
=/search%3Fq%3Dstory%26hl%3Den-
GB%26gbv%3D2%26tbm%3Disch&itbs=1&sa=X&ved=0CDoQrQMwBw 

 

https://www.google.co.uk/search?q=stick+man+crying+clipart+free&tbm=isch&tbs=ri
mg:CVUWiGq36sjjIjg8wPHGluQ47vWMt5cdLztDNbM6i7Fy8-L-
asNxT_1ka4iP511o9y1CRXQ5uiPM6F50UT2ZVK6XExyoSCTzA8caW5DjuEReNITI
6N7ZIKhIJ9Yy3lx0vO0MRwYu510MeL-
YqEgk1szqLsXLz4hGZkTPYpp0AlyoSCf5qw3FP-RriER-
tbWrBuQZEKhIJI_1nXWj3LUJERPwO8lVZ4OqMqEgldDm6I8zoXnRGegngi2TbWO
SoSCRRPZlUrpcTHEeOz7oPfoSQH&tbo=u&sa=X&ved=2ahUKEwiU4vO93KvbAh
WC7BQKHVK2BCcQ9C96BAgBEBg&biw=1280&bih=900&dpr=1#imgdii=0YDliSZ-
RRlWbM:&imgrc=3CTwRYXpRjLuuM:&spf=1527624491372 

 

https://www.google.co.uk/search?biw=1280&bih=900&tbm=isch&sa=1&ei=ZbMNW8
X4CenRgAauvp34CA&q=stick+man+upset+clipart+free&oq=stick+man+upset+clipar
t+free&gs_l=img.3...65014.66032.0.67378.5.5.0.0.0.0.50.239.5.5.0....0...1c.1.64.img.
.0.0.0....0._9xI2DuofDA#imgrc=VRaIarfqyOOjdM:&spf=1527624617771 

http://www.google.co.uk/imgres?imgurl=http://vecto.rs/1024/vector-of-a-cartoon-embarrassed-boy-with-a-bag-on-his-head-outlined-coloring-page-drawing-by-ron-leishman-16063.jpg&imgrefurl=http://vecto.rs/design/vector-of-a-cartoon-embarrassed-boy-with-a-bag-on-his-head-outlined-coloring-page-drawing-by-ron-leishman-16063&usg=__i1Kdl1IwSdGsFR9eeESbpAPJIkE=&h=1044&w=1024&sz=134&hl=en&start=3&zoom=1&tbnid=xBj-GY8k6aRdgM:&tbnh=150&tbnw=147&ei=FGmwUa3mEMWR0QX_koDABg&prev=/search?q=bag+over+head+cartoon&sa=N&hl=en-GB&gbv=2&tbm=isch&itbs=1&sa=X&ved=0CDAQrQMwAg
http://www.google.co.uk/imgres?imgurl=http://us.123rf.com/400wm/400/400/arcady31/arcady311209/arcady31120900050/15286003-confidential-stamp.jpg&imgrefurl=http://www.123rf.com/photo_15286003_confidential-stamp.html&usg=__ifwb0NXuxJabizRo8l3cLPsQgxI=&h=1143&w=1200&sz=255&hl=en&start=2&zoom=1&tbnid=W8xHFQ61jyWcSM:&tbnh=143&tbnw=150&ei=z2mwUfy7JcO_0QWUpYCoCg&prev=/search?q=confidential&hl=en-GB&gbv=2&tbm=isch&itbs=1&sa=X&ved=0CC4QrQMwAQ
http://www.google.co.uk/imgres?imgurl=http://static.tumblr.com/b4juubu/dxDm0mqb5/topsecret.jpg&imgrefurl=http://sxsecrets.tumblr.com/&usg=__TdS7RLY2HUttQutrzI58GTOdz2s=&h=220&w=275&sz=22&hl=en&start=18&zoom=1&tbnid=v1xUaTtLs1tiJM:&tbnh=91&tbnw=114&ei=amqwUYGEE8nG0QWb7IGIBQ&prev=/search?q=secret&hl=en-GB&gbv=2&tbm=isch&itbs=1&sa=X&ved=0CE4QrQMwEQ
http://www.google.co.uk/imgres?imgurl=http://www.drawingtodraw.com/images/drawPeople_silouette.jpg&imgrefurl=http://www.drawingtodraw.com/drawing-lessons_how-to-draw-people.html&usg=__uJCRz-dxOzlHfWeNI1kmaLwTjo0=&h=187&w=200&sz=6&hl=en&start=10&zoom=1&tbnid=24EQ7nPXgfU4TM:&tbnh=97&tbnw=104&ei=vHSwUbGDOofM0QWD-IC4DQ&prev=/search?q=outline+of+a+person's+head&sa=X&hl=en-GB&gbv=2&tbm=isch&itbs=1&sa=X&ved=0CD4QrQMwCQ
http://www.google.co.uk/imgres?imgurl=http://apps.mni.mcgill.ca/yourstory/img/yves_story.png&imgrefurl=http://apps.mni.mcgill.ca/yourstory/inspire.php&usg=__DJyP383Oe8w_427YGh3_B02repo=&h=926&w=800&sz=316&hl=en&start=8&zoom=1&tbnid=OnycO_HT8rmkLM:&tbnh=147&tbnw=127&ei=gnewUcghoafQBZX0gZgM&prev=/search?q=story&hl=en-GB&gbv=2&tbm=isch&itbs=1&sa=X&ved=0CDoQrQMwBw
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https://www.google.co.uk/search?biw=1280&bih=900&tbm=isch&sa=1&ei=sbQNW_r
EOI2UgQbjuo-
gAg&q=red+tick+clipart+free&oq=red+tick+clipart+free&gs_l=img.3...135256.136435
.0.138357.4.4.0.0.0.0.54.183.4.4.0....0...1c.1.64.img..0.0.0....0.8gnYkOpF7RQ#imgr
c=-0b1ZcGGUcWfYM:&spf=1527625021424 

 
https://www.google.co.uk/search?biw=1280&bih=900&tbm=isch&sa=1&ei=CbcNW-
KaD8vOgAavh4OwCg&q=2014+open+book+clipart+free&oq=2014+open+book+clip
art+free&gs_l=img.3...132329.138206.0.138629.18.15.3.0.0.0.87.760.15.15.0....0...1
c.1.64.img..0.0.0....0.Afn6cxAGHAw#imgdii=ZChon7qXhXMyUM:&imgrc=_Q52auBg
X1A1VM:&spf=1527625621348 

 
https://www.google.co.uk/search?biw=1280&bih=900&tbm=isch&sa=1&ei=lbcNW6b
RC6WXgAbKmZGABA&q=2014+crowd+silhouette+clip+art+free&oq=2014+crowd+s
ilhouette+clip+art+free&gs_l=img.3...185087.191340.0.191805.30.29.0.0.0.0.531.36
72.21j1j4j1j1j1.29.0....0...1c.1.64.img..1.6.1886...0j0i67k1j0i5i30k1j0i8i30k1.0.BKa3P
fRSAac#imgrc=C7OQV435fgFpHM:&spf=1527626031643 

 

https://www.google.co.uk/search?biw=1280&bih=900&tbm=isch&sa=1&ei=HboNW6
vLC8PVgAbEsLX4BA&q=2014+green+tick+box+clipart+free&oq=2014+green+tick+
box+clipart+free&gs_l=img.3...3470.3470.0.5632.1.1.0.0.0.0.51.51.1.1.0....0...1c..64.
img..0.0.0....0.MXxEwD8ZOfo#imgrc=jgR05G8hrok6SM:&spf=1527626276688 

 

 
 
 
 
 

   
 
 
 
Sourced from Trust computer using clipart and free images. 
 
 
 

 

file:///C:/Users/anne.todd/Documents/Presentation1.pptx
file:///C:/Users/anne.todd/Documents/Doc6.pdf
file:///C:/Users/anne.todd/Documents/Doc6.pdf
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Appendix 21: Reflexive diary extract after voice-hearer interview 
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Appendix 22: Voice-hearer transcript excerpt with analysis 
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Appendix 23: Mind Map for voice-hearer 
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Appendix 24: Excerpt from voice-hearing account 

 



320 

 

 



321 

 

Appendix 25: Development of final mind map 
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Appendix 26: A priori coding and reviews of template 
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Initial a priori themes 

 

Emotional Reaction to the 

account 

 

 

Developing: 

Insight 

Knowledge 

Awareness 

 

Staff 

Voice-hearers 

Enhancing the therapeutic 

relationship 

 

Staff 

Voice-hearers 

Developing clinical skills: 

 

Engagement 

Communication 

Voice-hearing specific 

Informing care plans 

Education and training 

 

Staff 

Voice-hearers 

Other ward based practical uses 

 

Care plans 

Risk assessment 
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A priori codes after six cases 
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Appendix 27: Excerpt of transcript of interview and data analysis 
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Appendix 28: Excerpt following staff interview 
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