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The introduction of a recovery approach to forensic psychiatry services has been 
embraced in recent years. The recovery approach moves patient care beyond the 
domains of symptom reduction and aggression management. It places the import-
ance on the patient’s personal experiences and values, and instills hope for a future 
with meaningful activities and supportive social relationships. As an initial step to 
integrating a recovery approach, we sought to better understand patients’ and family 
members’ perspectives and experiences of recovery in a forensic psychiatry pro-
gram (FPP). This project involved one family member and two patient focus groups. 
All groups were asked what recovery meant to them and what we could do to support 
their recovery in the FPP. The focus groups were audio recorded and transcribed. 
A thematic analysis approach identified themes from the transcripts. Family themes 
included the patient returning to their original identity, opportunities to address the 
past, developing positive connections with others, balancing rehabilitation in the 
forensic environment, and maintaining communication with staff. Patient themes 
included developing positive connections, developing better communication about 
the forensic system, balancing rehabilitation in the forensic environment, and pro-
gressing with their lives. Patients and family members described their experiences of 
recovery in our FPP. Some areas for improvements were identified, which can form 
the groundwork for future improvement initiatives in our FPP.
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The introduction of a recovery approach to 
forensic psychiatry services has been embraced 
in recent years. The recovery approach works to 
enhance practices and move patient care beyond 
the domains of symptom reduction and identifica-
tion of risk factors for violence. A recovery approach 
places importance on the patient’s personal experi-
ences, values, and instills hope for a future with 
meaningful activities and supportive social relation-
ships (Davidson et al., 2005). The goal is on indi-
vidual development by the patients and a quality of 
life that works with the illness rather than focusing 
on being symptom-free (Morgan & Rees, 2018; 
Shepherd et al., 2016).

While conventional mental health practices and 
research have focused on clinician perspectives, 
recent trends have highlighted the importance of the 
patients’ perspectives regarding care (Livingston et 
al., 2012; Marklund et al., 2020). Crucial to recovery 
is a relationship between patients and staff that rec-
ognizes and incorporates the perspectives of patients 
as they begin the process of accepting and over-
coming their individual challenges. Similarly, patient 
perspectives may pinpoint effective interventions that 
clinicians may not identify (Tapp et al., 2013).

Recovery-oriented guidelines have been 
developed to help mental health services implement 
a recovery approach (Mental Health Commission 
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of Canada, 2015). A core idea of recovery is that 
patients are active participants, rather than passive 
recipients of care. Trends in health services recog-
nize patient contributions and perspectives as key 
pieces to maximize the therapeutic value of care 
(DeBronkart, 2015). Best practices from general 
mental health services have been used to inform 
forensic mental health practice and the develop-
ment of interventions for forensic patients (Simpson 
& Penney, 2011). However, some of the challenges 
patients and families experience in the forensic 
system remain unique compared with other mental 
health services (Davidson et al., 2006; Mann et al., 
2014; Tomlin et al., 2020).

Forensic mental health services differ from 
general mental health services in a few ways. 
Forensic services are for patients with mental ill-
nesses who have been found not criminally respon-
sible or unfit to stand trial and touch both legal and 
health-care systems. Forensic psychiatric facilities 
have high levels of environmental and procedural 
security, where visits are regulated and restrictive 
orders may not allow patients to leave the hospital. 
Access to personal belongings may be restricted, 
as is intimacy and contact with the outside world. 
These restrictions can last many years and can 
have an effect on social, occupational, and voca-
tional domains, as well as decrease motivation and 
hope because patients often lack an understand-
ing of their lengthy course in the forensic system 
(Ghaemi & Pope, 1994; Tomlin et al., 2020).

Creating a supportive and rehabilitative environ-
ment for forensic patients can be a challenge. 
Forensic patients are unwillingly detained in hospi-
tal, and this would impose threats to autonomy and 
choice, especially where feelings of oppression are 
often unavoidable (Livingston et al., 2012; Mann 
et al., 2014). Also, the risk for violence in foren-
sic psychiatric services poses another barrier to a 
recovery approach, where the focus on safety may 
confine the limits of a patient-centred approach 
(Hörberg & Dahlberg, 2015; Morrissey et al., 2018). 
This type of milieu can also lead to authoritarian and 
restrictive attitudes by staff (Askola et al., 2020).

In the past decade, there has been an increase in 
literature looking at understanding patients’ experi-
ences with recovery in forensic psychiatric servi-
ces. More specifically, qualitative research looking 
at patients’ perspectives of recovery are beginning 
to yield some common themes. Systematic reviews 
of the recovery approach have identified concepts 
such as connections, hope, identity, meaningful 
life, and empowerment (Clarke et al. 2016; Leamy 
et al., 2011). Although the literature suggests that 

forensic patients endorse the importance of these 
mainstream concepts of recovery, forensic patients 
also have unique needs compared with other men-
tal health populations that must be recognized (Aga 
et al., 2017; Mann et al., 2014; Mezey et al., 2010; 
Shepherd et al., 2016; Turton et al., 2011).

In recent years, qualitative studies involving 
forensic patients have identified important themes 
for recovery in forensic settings. However, some of 
the themes emerging from qualitative studies may 
be affected by contextual factors, such as policies, 
local practices, relationships with staff, and avail-
ability of services. As an initial step to integrating 
a recovery approach into our forensic psychiatry 
program, we sought to obtain the perspectives 
of patients and their family members. Our paper 
describes a qualitative study we conducted to gain 
a better understanding of patients’ and family mem-
bers’ perspectives and experiences of recovery in a 
forensic psychiatry program (FPP).

Methods
Design

We used focus groups with an evaluative, 
descriptive focus to gain participants’ perspectives 
about their recovery in an FPP. To promote more 
open and honest responses from participants, the 
facilitator was a staff member from outside the 
FPP. The facilitator was skilled in conducting focus 
groups and creating an environment where partici-
pants were encouraged to share their perspectives 
of recovery.

Each focus group followed a general interview 
guide with the following open-ended questions:
1. What does recovery mean to you?
2. What could we do to support your recovery in 

the FPP?
Each of the three focus groups were audio-

taped. Transcription of the audiotapes was done by 
a transcriptionist outside the FPP.

Participants and Recruitment
Patients were recruited through community 

meetings on the forensic in-patient units. As well, 
outpatients responded to a flyer that was posted in 
the forensic outpatient waiting room. Patients had 
to speak English and be willing to talk about their 
experience of recovery in the FPP to be eligible to 
participate. Patients contacted the project lead if 
they were interested in participating in the project.

Family members or a person the patient con-
sidered a significant other were invited to participate 
in this project. Case managers and social workers 
typically had more established relationships with 
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family members and contacted them by email or 
phone to provide an explanation of the project. 
Interested individuals were contacted by the project 
lead to provide more information about the study.

All participants signed a consent form to par-
ticipate and be audiotaped. Upon completion of the 
focus group, each participant was given an honor-
arium for participating in the focus group.

Ethics
This project was recognized as a quality 

improvement initiative by the research ethics board. 
All participants in the focus groups provided written 
informed consent to participate in the project.

Analysis
A thematic analysis approach was taken follow-

ing the framework described by Rabiee (2004) in 
analyzing the focus group transcripts. The frame-
work provides steps to sift through a substantial 
amount of data while maintaining the integrity of 
social interaction and addressing lived experiences.

In this study, analysis began with two of the 
authors (I.F. and M.C.) familiarizing themselves 
with the focus group audiotapes and transcripts. 
Memos and notes were taken with the transcripts 
to help code the data and link different segments 
in the data. The coded data were then categorized 
to generate concepts and subthemes. At times, the 
two authors may have placed quotations from the 
transcripts under different themes. When a dis-
crepancy was identified, both authors re-read the 
transcripts to obtain a better understanding of the 
context of where the quotation originated. Once a 
context was identified, the authors identified the 
theme under which the quotation best fit. Each quo-
tation in the manuscript has a coinciding number [in 
square brackets], which represents the line number 
in the transcript where the quotation is found.

The themes arising from the focus group tran-
scripts were linked to the purpose of the project, 
which was to gain a better understanding of patients’ 
and family members’ perspectives and experien-
ces of recovery within our FPP. Quotations repre-
sentative of emergent themes were identified. The 
themes were compared between the patient and 
family focus groups for similarities and differences.

The results of the thematic analysis along with 
supporting quotations were presented to a recovery 
group in the program. The recovery group included 
both front-line staff and patients from the program. The 
results were presented to the recovery group to raise 
awareness of our patients’ current experiences with 
recovery in the FPP. Many front-line staff confirmed 
an awareness of these themes from discussions with 

patients. Patients in the group confirmed the accur-
acy of the themes either through their own experien-
ces or from speaking with other patients. The results 
were also presented to the recovery project team and 
compared with the peer reviewed literature to identify 
similarities and differences.

Results
Twelve patients, including 11 males, partici-

pated in the focus groups. Patient participants’ 
length of stay ranged from three to 52 months. Two 
patients were outpatients at the time.

Five family members of patients in the FPP also 
participated in the focus groups. At the time of the 
project, they had been connected with the FPP for 
14 to 52 months. Participants were three mothers 
and two fathers of three patients.

Family Focus Group
The family focus group identified five themes and 

related subthemes as important to recovery (Table 1). 
Direct quotations from the family focus group tran-
scripts are used to support each main theme.

Family Theme 1: Returning Patients to 
Their Original Identity

Family members noted that patients became 
increasingly productive and independent during 
their time in the hospital. In particular, this change 
in attitude shifted away from the characteristics that 
emerged with the onset of mental illness and was 
viewed as a return to the patient’s regular way of 
being. Some family members also acknowledged 
that it took time for the patient to start returning to 
how they used to be, while other family members 
were still waiting.

We’re so fortunate to come in here because 
now he’s changed back to like he was … 
He went back to like he was … I really 
think he didn’t know what he was doing, 
and now it’s amazing how we’ve got our 
son back. [23–24], [27], [28–29]

Yeah, I have seen a lot of improvement in 
him, and I’m waiting until he is just actually 
normal. I wouldn’t say he’s perfect right now, 
and he’s working on his dressing. [101–103].

Family Theme 2: Addressing the Past
Family members took the opportunity to talk 

about the experience of having the patient enter the 
forensic psychiatric system. Although this wasn’t the 
focus of the group, the supportive environment of 
having others in similar circumstances encouraged 
a supportive discussion. These shared experiences 
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decreased feelings of social isolation and anxieties 
about present circumstances.

The blame was always put on me because I 
was the one always calling the police. [366]
Family members said they felt that patients 

acknowledging their past actions promoted self- 
awareness, responsibility, and remorse. Family mem-
bers gave examples of conversations where patients 
showed remorse. Verbalizing remorse helped 
decrease family members’ feelings of blame and guilt.

He never referred to us as mom and dad. It 
was [Name-X] and [Name-Y], and now, it’s 
hard for him to come to terms with the way 
that he was because I know we mean a lot 
to him, and he tells us that often. [197–199]
A family member provided another example 

of a patient acknowledging their past actions and 
the resulting consequences. The family member 
described a conversation they overheard between 
the patient and another family member:

They’re about the same age and he’s telling 
him all kinds of things that he went through. 
He even told him about being put in the jail, 
and he hopes in his life he never sees the 
inside of that place again. [256–257]

Family Theme 3: Developing Positive 
Connections

Family members said they found that positive 
connections with staff fostered feelings of confi-
dence in care. Staff support outside the hospital 
strengthened independence, encouraging positive 
feelings about discharge, and hope for the future.

I know that we can still phone, and I can 
get help. I have a whole list of numbers. 
They left us very well-equipped that we can 
get help. [My child] comes and sees case 
workers. [1304–1305]
Family experiences in the forensic system pre-

sented unique circumstances. It was important for 
family to feel supported, especially when preparing 
for discharge from the hospital. Family members felt 
that having positive peer relationships on the unit 
would decrease loneliness and stigma for the patient.

This may be with the patients and maybe 
with psychiatrists just to kind of referee 
the whole thing because everybody thinks 
when you’re sick, they’re just a little island, 
but if they see other people with maybe not 
the same illness but similar, they don’t feel 
so alone. [789–792]

Table 1
Family focus group themes and subthemes

Themes Subthemes
Returning patients to their original 
identity

Recovery is a return to identity before the illness*
Recovery is seeing their children set goals and being productive and 
independent*

Address the past Recovery is their children acknowledging their past and current circumstances
Recovery is the family having the opportunity to discuss and acknowledge the 
past with the onset of illness

Developing positive connections Recovery is having the support of the staff and facility
There is a need to develop a peer support system to address loneliness and 
isolation on the unit
There is a need to address stigma and discrimination*

Balancing rehabilitation in the 
forensic environment

The patients feeling safe is crucial to the recovery environment*
There is a need to find a balance between freedom and purposeful limitation 
because recovery is a process that requires patience and hard work*
There is a need for more stimulating, therapeutic activities on the unit to develop 
new skills for re-integration and deterring bad habits*
There needs to be a distribution of roles and tasks on the unit to promote 
feelings of responsibility and independence*

Maintaining communication with 
staff

The hospital needs to be transparent and accommodating, and to establish a 
clear line of communication with the family*

* Significant agreements (> 50%) made by the participants
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There is a stigma. Yeah, and I think a lot of 
people that haven’t actually personally dealt 
with it like we have, they don’t understand 
it. [219–220]

Family Theme 4: Balancing 
Rehabilitation in the Forensic 
Psychiatric Environment

Family members said they felt that being on a 
forensic in-patient unit was very different than liv-
ing in the community. However, they said they felt 
that the forensic psychiatry system was necessary 
to limit risks and contributed to a greater under-
standing of patients’ circumstances. Some family 
members said they felt the patients were bored and 
didn’t have many responsibilities on the unit. They 
suggested that asking patients what they wanted to 
do and finding activities to keep patients occupied 
and happy would help with their recovery.

Something he did say is that they should 
be doing more physical things and jobs. 
That’s something he wanted to do when he 
first got in here. He said oh, if I even at least 
could just even sweep the floor or work in 
the kitchen doing the dishes. [823–825]

Yeah, I think we should see if it’s their 
interest. It should be about their interest 
because, if you offer things that they’re not 
exactly into, they might not join the group, 
so we have to find out what their interests 
are first. But just find things to keep them 
occupied and happy, and even if they’re 
happy, they will recover even faster. They 
can develop those skills at the same time 
that would enable them to get back into 
society, find a job, and just go to find a 
purpose. [495–500]

Family Theme 5: Maintaining Good 
Communication with Staff

Good communication with the hospital staff 
increased confidence in care and feelings that the 
patient was safe. Availability of staff was essential 
to make the family feel cared for, easing tensions, 
and increasing feelings of respect and trust toward 
staff. The staff provided information about available 
resources that could help with the patient’s recov-
ery. Staff were also instrumental in facilitating visits 
with patients and provided support during inter-
actions with the patient.

I think that you do a great job in supporting 
the family, and I always knew when our 

[child] was in the hospital. We came often, 
three times a week, to see [them], and we 
got to know who [they were] seeing, a lot of 
people, and I found that [staff] were always 
available if we needed help. If we had a 
question that we didn’t know the answer to, 
we would get an answer. [1295–1299]

Patient Focus Groups
The patient focus groups identified four main 

themes and related subthemes that were important 
to their recovery (Table 2). Direct quotations from 
the patient focus group transcripts are used to sup-
port each main theme.

Patient Theme 1: Developing Positive 
Connections

Patients talked about developing and main-
taining positive connections with patient peers, 
family, and staff. Existing interactions with staff 
highlighted issues with unequal power distribution 
on the unit. Patients indicated a power imbalance 
and the lack of a relationship between staff and 
patients created a disengaging environment.

An activity that I always enjoy doing is going 
for a walk with staff around the hospital on 
(inaudible). I would get to know the staff 
a lot better, get to know what they do and 
stuff like that, what they like doing. It’s 
just an experience which boosts recovery, 
because when you get to know the staff, the 
staff like you a lot better. When staff have 
a general outlook on your behaviour and 
they can benchmark it and create windows 
so that they will know that no matter what, 
that you’re not going to mess up. [441–446]
Patients valued maintaining connections with 

their family while they were on the unit even through 
virtual connections.

I’d say having more access to our family on 
the unit. A big thing for me is me and my 
family text, and we Facebook a lot … I just 
don’t have access to my family when I think 
it would beneficial over time. [358–359, 
360–361]
Patients also identified that some of the policies 

and rules prevent patients from showing compas-
sion and interacting in meaningful ways.

Right now, the hospital trains us not to help 
anyone, because we can get in trouble for 
it, when that’s not [being] a human being …. 
We’re all in the same boat, and sometimes 



8 Patients’ and Family Members’ Experiences of Recovery

Furimsky et al. International Journal of Risk and Recovery, 5(2)

it’s sinking, and we’ve got to bail it out. We 
can’t because we’re not allowed to hand 
things or donate things [to each other]. 
[566–567, 569-570]

Patient Theme 2: Developing Better 
Communication About the Forensic 
System

Lack of information about the patient’s course 
of treatment in the hospital served as a barrier 
to motivation and hope. As a result, frustration 
increased about wasting time in the system and not 
knowing what to do to progress through the system.

They have the team meeting about you 
behind closed doors, and you’re not there 
to hear what the nurse, or the psychiatrist, 
or anyone has to say about you. So, you’re 
in the dark, and they don’t tell you how 
you can improve. They simply give you a 
green sheet eventually, and you wait for it, 
and say, this is what your privileges are. 
They don’t say how you can improve and 
what they’ve noticed from you being in the 
in-patient unit. [399–404]
At times, the difference in opinion between the 

staff and patients of where the patients were in 

their recovery created a reluctance to engage with 
the system.

And my disposition has been direct 
community. And I would like to go to school, 
to [college], in September. But I’m not 
going to be at that stage of my choice with 
my privileges. But I feel like I’m ready. So, 
I don’t have the choice to go to [college] 
yet. I have to wait until another full year is 
wasted, so I can go to [college]. So, I don’t 
have the choice to go myself. I have to wait 
until the doctors and the nurses say that 
I’m ready and I’m a low risk and stuff like 
that. [655–660]
Psychoeducation allowed patients to under-

stand their illnesses, creating a sense of acceptance 
and responsibility. This promoted self-management 
and increased feelings of independence.

I think what would help me recover was 
a psychoeducation. Psychoeducation 
based on what would help me homogenate 
and control my symptoms, what I’m 
experiencing, right, so that I can tackle day-
to-day living. When you can tackle day-
to-day living, that’s the first step towards 
recovery. [346–349]

Table 2
Patient focus group themes and subthemes

Themes Subthemes
Developing positive connections Recovery is establishing trusting relationships with others on the unit

Recovery is having a social support system while on the unit*
The forensic mental health system obstructs the ability of patients to practice 
compassion and develop meaningful connections on the unit

Developing better 
communication about the 
forensic system

There needs to be more communication with patients about their progress and 
protocol to address the discrepancies between staff and patient perspectives*
Recovery is developing an understanding of their illness to have a better 
understanding of self

Balancing rehabilitation within 
the forensic environment

The unit environment needs to represent a realistic setting with an appropriate 
balance between structure and autonomy because patients feel as though they 
are wasting time*
There needs to be more choices in activities and more therapeutic activities to 
develop new skills to re-integrate*
Recovery is feeling that their choices are respected, so they are seen as a person 
and not as their illness

Moving ahead with their lives Recovery is a process and involves developing the ability to move forward, 
refocus, regain motivation, and be productive*
Recovery is recognizing that illness does not make them bad people
Recovery is developing self-confidence*

* Significant agreements (> 50%) made by the participants
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Patient Theme 3: Balancing 
Rehabilitation in the Forensic 
Environment

The restrictions placed on a forensic in-patient 
unit made for an inflexible structure, which resulted 
in the temporary suspension of responsibilities, risk 
management priorities, and lack of personal auton-
omy. Patients recognized that increased security 
and rules were necessary for some patients, how-
ever, at the same time, limited choices and activities 
for others. As patients progressed closer to moving 
into the community, they said they found the unit did 
not simulate living in the community.

If it’s worth doing well, it’s worth focusing [on] 
all things together. So, trust me when I say, 
I need this, or I don’t need that. Because 
when I say, I don’t need this, or I don’t 
need that, that’s my honest [opinion]. And if 
you’re going to say you have no choice, you 
have to do it, well then you’re making me 
do something that I think is pointless, and 
you’re wasting my energy. [593–597]

Well, that’s a pretty strict rule that we don’t 
follow in general society. If I can’t share, 
what can we do? I’m supposed to be 
selfish or do it underhanded behind your 
back? [730–732]
Conversely, security and risk assessment were 

regarded as necessary, suggesting the importance 
of balancing structure and autonomy.

Maybe not so much open the doors, 
because there are some patients, and 
we are criminals. Let’s get down to the 
facts. There are some patients that would 
escape and probably would do something 
terrible. So, we can’t just leave the doors 
open, I mean. But we can get certain 
passes for the security, and they could 
open them for us. [337–340]
The emphasis on security impeded on auton-

omy, which resulted in limited choices for activ-
ities. Rather than wasting time, participation in 
therapeutic activities was preferred to build self- 
confidence and acquire new skills for re-integration 
into the community.

I’d say more hobbies. People want to 
get good at something that builds their 
confidence up. So, if I could learn guitar 
or to play it better, maybe professionals 
come in and help guide us or teach us 
more often. We do rec therapy, which is 

once a day, an hour, we get volleyball 
every Wednesday or something, but that’s 
not enough. You start feeling good about 
yourself and get better at something. Once 
you get better at something, that builds the 
self-confidence. [542–547]

Patient Theme 4: Moving Ahead with 
Their Lives

Patients said that refocusing and goal setting 
were important to build self-confidence. Patients 
recognized their circumstances and their past 
actions, but they said they did not want their past 
circumstances to define who they are. Regaining 
motivation allowed patients to move forward with 
their lives, make changes, and want to help others. 
Regaining motivation and building self-confidence 
were seen as significant aspects of rehabilitation.

being healthy, going back to my old life 
without the old routines, without the drugs, 
without the drinking, without the smoking, 
without all of the stuff, the bad friends that I 
used to hang out with, you know. A new life, 
a second chance. [714–717]

We might be criminals or done something 
stupid because we were sick, but it doesn’t 
make us bad people. Like, we want to help 
each other. [567–568]
Patients indicated that there is encourage-

ment from staff to participate in treatment, edu-
cation, and skill building offered by the program. 
However, the programs offered may not neces-
sarily have been in areas in which the patient 
had an interest or felt would help create hope and 
recovery. The patients said they knew what would 
create hope and help them recover, hence their 
time could be better spent on personal goals they 
valued and enjoyed.

I think it should be individual goal setting. I 
mean, there’s not a lot of that. As much as 
the system will say, well, what do you want 
to do, what do you want to do, it doesn’t 
really say goals. The first goal is [to] get out 
of here, etcetera, but I mean more profound 
goals. [144–147]

So, that’s something for me was don’t 
doubt or limit my self-confidence because 
I do that enough. And that would give me 
hope in myself. You don’t have to supply 
hope for me. I’d like to supply my own 
hope. [589–592]
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Discussion
This project attempted to gain an understand-

ing of the perspectives and experiences of recovery 
from patients and family members receiving servi-
ces in an FPP. It sought to understand what recov-
ery meant to patients and family, as well as how an 
FPP could support their recovery.

Recovery is not done alone, and most patients 
will be discharged into the community and continue 
their recovery there. Both family and patients identi-
fied the importance of having positive relationships 
with others throughout their recovery. The import-
ance of connecting with others who can provide 
support and encouragement, and be positive role 
models were identified in the literature (Davidson et 
al., 2006; Leamy et al., 2011; Marshall et al., 2018; 
Tomlin et al., 2020). Fundamentally, the recovery 
process focuses on the individual through the sup-
port of the family and staff (Topor et al., 2018).

Developing Positive Connections
Developing positive relationships among 

patients was identified in helping with recovery. 
This theme emerged in both patient and family 
focus groups. Family members indicated that 
relationships with other patients on the unit was 
important in preventing social isolation and idle-
ness. Patients viewed other patients as potential 
support systems on the unit who provided avenues 
to share experiences, practice compassion, help 
each other, and develop meaningful relationships. 
However, patients indicated that peer relationships 
were difficult to develop on the unit because some 
of the policies precluded patients from developing 
meaningful relationships with others. The theme 
that policies in the forensic mental health system 
precluded the development of meaningful relation-
ships was also reported in other studies (Aga et al., 
201; Livingston et al., 2013; Marklund et al., 2020; 
Tomlin et al., 2020).

Developing positive relationships with staff 
was also identified as helping with recovery. 
Family members indicated that having a positive 
relationship and good communication with staff 
increased confidence, encouraged independence, 
and decreased anxiety as patients approached 
discharge. The literature indicates that a trusting 
relationship with staff considerably influences 
recovery, and family members may feel over-
whelmed and not equipped to support the patient 
without this support (Gómez-de-Regil et al., 2014; 
Priebe et al., 2018).

Patients also indicated that positive relation-
ships with staff was important to their recovery. 

However, patients in this study reported there was 
a lack of collaboration and communication between 
the staff and patients. This led to a lack of under-
standing of processes and protocols in the forensic 
system, which increased feelings of uncertainty and 
feeling like they were wasting their time. Patients 
identified procedural aspects that precluded them 
from participating in meetings where decisions 
were being made about their trajectory in the foren-
sic system. The literature suggests that good care 
involves positive staff interactions that allow patient 
perspectives to be understood, and patients are 
invited and heard rather than act solely as recipi-
ents of information (Askola et al., 2018, Hörberg 
et al., 2012; Livingston et al., 2013; Olsson et al., 
2015; Selvin et al., 2016).

Providing Family Support
The dynamics of the family focus group high-

lighted the idea that family members require sup-
port and education throughout the patient’s stay in 
the forensic system. At times, the discussion kept 
circling back to what the family had to do to get the 
patient help. Frequently, family members asked 
questions about how others handled particular 
situations. Family members of forensic psychiat-
ric patients hold a crucial role in rehabilitation and 
are an essential resource, yet they are often under 
considerable stress themselves (Absalom-Hornby 
et al., 2011; Laithwaite & Gumley, 2007).

Initial feelings of disbelief, devastation, anger, 
fear, and guilt over time may establish heavy emo-
tional burdening if left unaddressed (MacInnes & 
Watson, 2002). Having a forum to share experi-
ences can be used to form social alliances, which 
can alleviate feelings of social isolation and stigma 
that are frequently reported in psychiatric patients’ 
family members (Absalom-Hornby et al., 2011; 
Chang & Horrocks, 2006; Tsang et al., 2002).

Where possible, patient experiences are fun-
damentally intertwined with family involvement. 
Family perspectives and experiences are critical 
when assessing repeated crime because family 
members usually hold knowledge of occurrences 
outside of the hospital (Askola et al., 2017).

Family members play an important role in the 
recovery of forensic patients. Patients described 
wanting to maintain contact with family, and family 
members described needing information and 
access to resources on how to help the patient 
and themselves. Forensic programs need to focus 
on developing services aimed at keeping families 
engaged in the recovery of forensic patients, while 
providing families with the necessary support.
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Facing Stigma
Patients and family members in the forensic 

psychiatry system face stigma. Triple stigma has 
been identified when patients have a mental illness, 
addiction, and offending history (Livingston et al., 
2011). Family members recognized the impact of 
stigma toward themselves and the patient, which 
can lead to being ostracized by the community and 
causing social isolation.

Interestingly, stigma was not a concern raised 
in the patient focus groups. It is not clear whether 
patients were unwilling to discuss it because it was 
a sensitive issue or if forensic patients, who have 
been in hospital for long periods and not engaged 
in the community, have yet to experience the full 
impact of stigma. However, qualitative studies have 
indicated that stigma is experienced by forensic 
patients and can hold back recovery (Aga et al., 
2019; Livingston et al., 2011; Mezey et al., 2010; 
Tomlin et al., 2020).

Addressing the Offending Behaviour
Family members and patients saw addressing 

the past offending behaviour and what led up to it 
as important for patients. Family members noticed 
that patients who acknowledged their past actions 
expressed remorse and recognized the conse-
quences of their actions. Patients said they felt 
that talking about what happened and how to avoid 
it in the future gave them hope and confidence. 
These feelings align with what is found in the lit-
erature, where accepting the social and personal 
consequences of their actions may lead to guilt, 
remorse, or even shame. The literature indicates 
that accepting the offender identity is a crucial com-
ponent in preventing future crime and developing 
insight (Askola et al., 2017; Askola et al., 2020).

Balancing the Forensic and Recovery 
Environment

Both the family and patient focus groups indi-
cated that there should be more opportunities for 
patients to participate in activities to promote daily 
living skills. Patients indicated that being on the 
unit caused boredom and did not prepare them for 
living in the community. They viewed the lack of 
activity as restrictive and impeding their recovery. 
The restrictions of the unit created a disconnect 
between security and therapy, limiting their motiv-
ation to live independently. The literature suggests 
that care based on protocol has been reported to 
risk patient–staff relationships, hinder recovery, 
and destroy individuality (Aga et al., 2019; Askola 
et al., 2020; Higgins et al., 2016; Looi et al., 2014; 

Marklund et al, 2020; Morrissey et al., 2018; Slemon 
et al., 2017; Tomlin et al., 2020).

The literature suggests balancing agency and 
rehabilitative practices to incorporate a broader set 
of practices that enact life on the unit (Tucker et 
al., 2019). This aligns with themes from our study 
in which family members spoke of the need to 
allow patients control over domestic activities on 
the unit to increase feelings of responsibility and 
mitigate the potentially negative impact of idleness 
and boredom. Additionally, family members valued 
experiences of success in patient progress, which 
increased confidence, proactivity, and motivation, 
and encouraged patients to look toward the future 
(Pearson & Tsang, 2004).

Conclusion
The aim of this project was to obtain patient and 

family perspectives of recovery as experienced in 
our FPP. Since patients’ and family members’ per-
spectives are influenced by many context-specific 
variables, the results found in our project can not 
necessarily be generalized to other FPPs. However, 
the perspectives and experiences identified by our 
patients and family members provide a valuable 
foundation for future quality improvement initiatives 
in our program.

The small sample sizes of both the patient and 
participants can be a limitation. However, the infor-
mation gained from the participants has provided 
valuable insights into the recovery of patients in 
our program. This information can be confirmed 
through further study with a larger group of patients 
and family members from the program to gain a 
broader perspective.

With a growing body of literature about forensic 
patient and family members’ experiences in foren-
sic psychiatric services, there appear to be themes 
emerging that are unique to the forensic environ-
ment. Further exploration of this body of literature 
may develop a more solid evidence base to identify 
the unique needs of patients who are recovering in 
a forensic psychiatry environment.
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