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interview study

Summary

As part of an evaluation of the Dangerous and Severe
Personality Disorder (DSPD) Programme, we conducted
in-depth interviews with 60 participants purposely sampled
across four pilot DSPD units. This report is limited to the
finding with potential ‘conceptual generalisability’: namely
the unanticipated finding of negative and hostile attitudes of
participants being managed in hospital units compared
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with the prison system. The recent UK government
policy decision to concentrate this programme in
prisons may, in part, reflect the significance of these
findings.
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Dangerous and severe personality disorder (DSPD) is an
administrative category, not a medical diagnosis, and whether
individuals so labelled should be managed within high secure
hospitals or prisons remains a subject for debate. A pilot study
of four sites in the UK (two within high-security hospitals and
two within the prison system) is complete and although the UK
Dangerous and Severe Personality Disorder Programme is being
scaled down, there is a need to learn lessons for the future
management of this difficult group.’

Method

The DSPD Programme and the baseline characteristics of parti-
cipants involved in the Inclusion for DSPD Evaluating Assessment
and treatment (IDEA) study are described elsewhere.>” The aim of
this short report is to describe the experiences and responses of
participants to the treatment pathway and environment of the
DSPD units.

An interview topic guide was developed and piloted, designed
to identify aspects of services that are perceived as either
facilitating or inhibiting participant progress. Participants were
purposely sampled from the four DPSD sites described above
according to time on the unit and individual wing/ward.* Secondary
sampling characteristics (e.g. age, IQ score, personality indicators,
offence history) were collected to investigate characteristics across
the whole sample.’

Interviews, lasting on average 40 min, were conducted by one
research assistant at each site. Participants were reassured about
the confidentiality of interviews (unless they disclosed material
indicating imminent serious harm or escape), and were
encouraged to discuss topics of greatest relevance to them. All
interviews were recorded, transcribed, checked and imported into
NVivo software on Windows XP.® A form of framework analysis
was undertaken to systematically analyse the data.”®

Results

Sixty men were interviewed. They did not differ significantly from
the overall sample (n=168) on any baseline characteristics (online
Table DS1), specifically referring location, index offence and
clinical characteristics." Men in the prison units retained the status
of ‘prisoner’, whereas those in hospital had the same rights as
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other people detained under the Mental Health Act in a secure
facility.

Perception of the use of time

The majority of participants talked of waiting for time to pass or
for something to occupy them (online supplement 1). Although
the individual timetables of participants in the study showed
that those in prison spent a greater proportion of time in
lock-up,® hospital participants disproportionately talked of
‘waiting’ as a major factor, and had far greater expectations that
their time would be spent in therapies or structured activities.
The impact of time spent waiting to be occupied was essentially
a negative one. The main associated emotional states described
were boredom, frustration and an exacerbation of negative mood
states (particularly feelings of depression and anxiety). Several
participants specifically mentioned the link between ‘waiting’
and their feelings of becoming ‘wound up, making threats of
violence (to themselves or others) or being verbally aggressive.

The descriptions of acting out and other emotional responses
to believing that so much time was wasted were not, however,
associated with particular participant characteristics such as the
number or type of personality disorders, or the participant’s IQ
score. Rather, it appeared to be related to the degree of waiting
that an individual perceived relative to his desire to be occupied,
or his sense of entitlement to engage in therapy. Although
overall the hospital units were described as providing the widest
range of activities in well-equipped, purpose-built facilities, the
participants in these units were much more likely than those in
the prison system to complain that they spent excessive time
waiting to attend such activities.

Patient or prisoner status

More participants in hospital (44%) than in prison units (7%)
talked of how they considered aspects of procedural security as
curtailing their autonomy and restricting access to activities.
The initial procedures following admission were perceived as
punitive by some of those within the hospital system relative to
equivalent prison procedures. They saw the loss of privileges
and curtailment of activities arising from procedural security as
difficult to understand or justify. These included not being
allowed their own razor, a two-person escort, no personal items
allowed in their room, being secluded for swearing, and being
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subjected to rub-downs, being stripped and showered. Thirteen
participants (12 in the hospital system) described these procedures
as engendering feelings of annoyance and frustration through to
resentment, hate and alienation. There were associations between
how the participant had come to the unit and his emotional
response to it, particularly in relation to unmet expectations.
Participants who perceived themselves as having little choice or
warning of coming to the programme (whether they did or not)
formed the largest group in the sample and were unequally
divided between the hospital and prison systems, potentially
reflecting the different legal mechanisms for detention, but also
their perception of the purpose in being transferred.

One hospital participant talked of being made to feel ‘back
straight into the frame of mind of being a prisoner’. None of
the prison sample considered the regime in these terms, indeed
several described it in terms of being ‘safe’, ‘friendly’ and ‘relaxing’.
Participants within the prison system, although critical of aspects
of the regime, seemed more willing to accept that as a prisoner
there was a reason why they were incarcerated, other than simply
as a waiting area for therapy. All the participants met the criteria
for DSPD (severe personality disorder, directly linked to a high
risk of further serious offending), yet those managed within the
hospital system were more focused on their entitlement to
treatment than their role as offender.

Discussion

There appeared to be a substantial and unanticipated difference
between the participants in the prison and hospital groups in
how they perceived their identity on the units, not accounted
for by individual differences. Results from the wider study showed
that transfer into the DSPD Programme resulted in considerable
uncertainty about progressing through the system in both prison
and hospital units,> but from the participants’ perspective there
was something specific to the hospital units that made this less
acceptable. Overall, the narrative of participants in hospital
reflected an adoption of the sick role, with an entitlement to
treatment. Participants in the prison units, in general, appeared
much less demanding of the system. They saw themselves with
fewer entitlements or less ability to affect their ultimate outcome.
This requires further exploration in future studies of DSPD
populations and those managed in other personality disorder
services.

This study indicates the importance of using qualitative
methods when evaluating novel treatments and policies,9
highlighting possible unintended consequences that would not
be accessible to study by quantitative observational or randomised
trials alone. The use of several methods of inquiry allows for
triangulation of the results, which strengthens the qualitative
findings.” Strengths of this study include the use of a large,
broadly representative sample such that the findings are unlikely
to be due to sampling bias of a particularly difficult group
(e.g. those transferred to hospital at the end of their sentence).
Limitations include the inherent differences in terms of legal
status between the prison and hospital groups, and identifying
differences between the two groups may be a proxy for this.
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Experience of DSPD services

How participants describe their experiences suggests that the
setting in which they are treated has a profound effect on their
attitude, a potentially significant implication for their
management.
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