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			Introduction: Forensic psychiatric care is often practiced in closed institutions. These highly regulated, secure, and prescriptive environments arguably reduce patient autonomy, self-expression, and personhood. Taken together these settings are restrictive as patients’ active participation in clinical, organizational, community, and personal life-worlds are curtailed. The consequences of patients’ experiences of restrictiveness have not been explored empirically. This study aimed to develop a psychometrically-valid measure of experiences of restrictiveness. This paper presents the development, validation, and revision of the Forensic Restrictiveness Questionnaire (FRQ). 

			Methods: In total, 235 patients recruited from low, medium, and high secure hospitals across England completed the FRQ. The dimensionality of the 56-item FRQ was tested using Principle Axis Factor Analysis and parallel analysis. Internal consistency was explored with Cronbach’s α. Ward climate (EssenCES) and quality of life (FQL-SV) questionnaires were completed by participants as indicators of convergent validity. Exploratory Factor Analysis (EFA) and Cronbach’s α guided the removal of items that did not scale adequately. 

			Results: The analysis indicated good psychometric properties. EFA revealed a unidimensional structure, suggesting a single latent factor. Convergent validity was confirmed as the FRQ was significantly negatively correlated with quality of life (Spearman’s ρ = −0.72) and ward climate (Spearman’s ρ = −0.61). Internal consistency was strong (α = 0.93). Forty-one items were removed from the pilot FRQ. The data indicate that a final 15-item FRQ is a valid and internally reliable measure. 

			Conclusion: The FRQ offers a novel and helpful method for clinicians and researchers to measure and explore forensic patients’ experiences of restrictiveness within secure hospitals.
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Introduction

			Secure hospitals aim to provide a safe, therapeutic milieu in light of restrictive risk-averse policies and practices. The provision of forensic beds has been steadily increasing over the past decades in several European countries (1). A growing number of individuals are therefore placed within settings that have been described elsewhere as ‘total’, subject to prescriptive daily regimes (2, 3).

			Efforts to provide mental health care in the least restrictive environment possible are recognized internationally. In Canada, the Ontario Court of Appeal has held that not criminally responsible dispositions must be the “least onerous and least restrictive” (Osawe (Re), 2015 ONCA 280). Across Europe, Salize et al., (4) found that, of the 15 European Union member states they investigated, 13 codified the notion of “less restrictive” facilities or medication into law. In the UK, policy and best practice guidelines that reference least restrictive practice are ubiquitous (4–11).

			The prevalence of the least restrictive ideal across different stakeholders reflects historical trends. These trends involve movements away from large asylums and a recognition that patient autonomy and involvement in care should be maximized (12). These trends are captured in international human rights instruments, contemporary models of offender rehabilitation, and research into coercive and restrictive measures.

			The Council of Europe describes a minimum standard of care and accommodation that centers that deprive individuals of their liberty (including forensic hospitals) need to meet. These provisions intend to safeguard individuals from arbitrary, disproportionate, and unjustified detention; facilitate patient individuality and expression; and maximize the exercise of agency in patients’ private lives. In Recommendation REC(2004)10, the Council of Europe makes plain that patients should receive care in the least restrictive environment possible (art. 8). This environment should:

			‘[…] provide each such person, taking into account his or her state of health and the need to protect the safety of others, with an environment and living conditions as close as possible to those of persons of similar age, gender and culture in the community. (13: art. 9).

			Some forensic settings have begun to embrace elements of the recovery paradigm (14–16). The recovery paradigm prioritizes the role of individual agency. It emphasizes that individuals should play a role in planning their care, daily life and take responsibility for their actions. This empowerment is contingent on a notion of autonomy and the ability to act as an independent agent (17). The recovery paradigm therefore presupposes that individuals with mental disorders ought to take responsibility for, and through empowerment, self-determine their actions (18). The difficulties of fully implementing recovery principles in secure settings have been highlighted; however, recovery principles are being introduced in some sites (19).

			Best practice in forensic care is moving away from highly restrictive coercive measures (20). Coercive measures such as restraint, seclusion, and forced medication can, in extremis, preclude patient autonomy entirely. Accordingly, the use and consequence of coercive measures has become the focus of much recent research (21–23). Best practices to reduce their use have been developed (e.g., in England and Wales: the Mental Health Safety Improvement Programme to Reduce Restrictive Practices developed by NHS Improvement and the Care Quality Commission). Studies consistently report patients feel coercive measures limit autonomy, violate human rights, disrespect and dehumanize them and leave them feeling ignored (24, 25). Kontio et al. (26) report that coercive measures undermined satisfaction in care, treatment adherence, and violated patient autonomy. Thus, coercive measures are highly restrictive and can lead to negative patient outcomes.

			

Defining Restrictiveness From Patients’ Perspectives

			Recent studies have explored patients’ experiences of the restrictiveness of secure care more broadly. Sustere and Tarpey (27) asked residents in an English medium secure unit whether the introduction of Least Restrictive Practices on their unit increased autonomy and recovery. They found that participants felt the Least Restrictive Practices culture led to more positive risk-taking, greater levels of responsibility, and less judgement from staff (27). When asked to describe restrictive practices, residents identified restrictions on social interactions, which made them feel isolated, and restrictions on their ability to take control over aspects of their care particularly in relation to risk management.

			Hui (28) interviewed 28 patients residing within a high secure hospital in England. Residents described restrictive practices as encompassing close confinement with others, a lack of private space and having few personal belongings. They expressed feeling frustrated by confusing or unfair rules and regulations. They suggested the environment promoted dependence on others and described feeling physically and mentally confined.

			Tomlin et al. (29) qualitatively investigated 18 patients’ experiences of restrictiveness in low, medium, and high secure settings. Building on the conceptual work of Sexton (30) we found that patients’ experiences of restrictions could be described as severe and salient. The severity of restrictions for patients depended on to what extent residents felt aspects of care affected their autonomy, sense of self, or existence as a human being. The salience of restrictions described how psychologically significant these were for patients; this significance marked the degree to which patients expected or were surprised by restrictions or if these clashed with patients’ sense of what was fair. Where these expectations clashed with reality, restrictions were more salient. These accounts suggest that restrictions experienced by patients are subjective, diverse, and encompass more than coercive measures typically defined.

			The definition of restrictiveness used for this project was derived from qualitative interviews conducted with patients reported by Tomlin et al. (29). The definition of restrictiveness, taken from the aforementioned study and the wider literature, used to guide the development of the pilot FRQ in the present study was:

			Restrictivenessis the extent to which phenomena created, maintained or augmented directly or indirectly by forensic psychiatric care are subjectively experienced by a resident as infringing negatively upon their autonomy, self or personhood.

			



Rationale and Aims

			Despite recent qualitative efforts to conceptualize restrictiveness from patients’ perspectives there currently exists no valid and reliable measure that has been developed from interviews with patients and psychometrically validated. The closest is a version of the Measuring Quality of Prison Life Questionnaire adapted for forensic psychiatric settings (aMQPL) (31). The authors combined the domains “Transparency of procedures and decisions,” ”Fairness,” and ”Respect” to measure perceived institutional restraint alongside psychopathological symptoms and suicidal ideation across 130 patients in German forensic hospitals. Further instruments on involuntary admission (32) and coercive measures (33) exist, but these focus on procedural aspects of care or are event-related.

			The present study sought to develop and validate the Forensic Restrictiveness Questionnaire (FRQ). This is a measure of restrictiveness that captures patient perspectives; considers myriad phenomena identified as restrictive by patients; and measures restrictiveness as a state, amenable to change and intervention over time. The FRQ permits measurement of whether efforts to implement least restrictive practices are experienced as such from a patient perspective. A valid instrument permits comparison of scores across groups, and associations with outcomes such as: recovery, aggressive incidents, recidivism, quality of life, and so forth.

			The aims of this study were:

				1.	To develop and pilot the FRQ.

				2.	To assess the psychometric properties of the pilot FRQ.

				3.	To revise the FRQ in light of this.

			


Methods

			

Design

			This study was observational and cross-sectional. The development of the FRQ followed the framework for developing, validating, and revising questionnaires forth by Adcock and Collier (34) and developed for a mixed-methods research design by Luyt (35). This framework comprises three stages: conceptualization, operationalization, and scoring cases. In the conceptualization stage, a “background concept” was defined and developed into a “systematized concept.” A literature review to develop the background concept was presented in Tomlin et al. (3).

			Qualitative interviews with N = 18 patients in low, medium, and high secure settings in England were conducted and Thematically Analysed to generate the systematized concept (29). Items on the FRQ were derived from interviews. Patients described: restrictions on their sense of self given their treatment in forensic hospitals, the limited range and meaningfulness of activities, the prospects of reintegration into the community, the pathologization by staff of patient behaviors, reduced possibilities to exercise choice, and relationships with others inside and outside the hospital as restrictive and restricted (29).

			In the second stage the systematized concept was operationalized into a pool of items that captured restrictiveness as a latent construct. These 80 items were discussed in the research team and 65 items were sent to a panel of five experts to assess their face validity. Participants had expertise in clinical forensic psychiatry; academic research on repression in Young Offender Institutions, and ward atmosphere in secure hospitals; national mental health policy development; and speech and language therapy in secure settings. Respondents were asked to what extent: a) each item reflected restrictiveness so defined; and b) whether each item would likely be interpretable by the target population. Following this, 56 items were included in the pilot FRQ.

			The third stage involved the piloting and validation of the psychometric properties of the FRQ. Scale content (content validity), internal structure (dimensionality), associations amongst scores, and other variables (convergent validity) were investigated as measures of “construct validity” (36). Reliability (internal consistency) was also examined (37–39). Finally, the FRQ was revised in light of the piloting phase and psychometric properties.

			


Setting

			The study took place in secure forensic hospitals spread across England. These hospitals provide treatment to individuals detained under the Mental Health Act, 1983. Participants came from low, medium, and high secure hospitals in 16 National Health Service (NHS) Trusts (organizational units that serve a particular geographical area or medical specialty).

			


Participants

			The sampling frame comprised the forensic inpatient population of the 16 NHS Trusts. These Trusts were involved with the help of the NIHR Clinical Research Network. Sampling proceeded as primarily non-probabilistic and convenient but with some purposiveness (40–42). Wards providing care at different stages of recovery (e.g., rehabilitation, treatment, and admission) and hospitals of all levels of security were included. A range of hospitals and wards that provided care for different populations according to gender or diagnosis were approached. Most forensic in-patients were eligible for the study. The inclusion criteria were: sufficient grasp of the English language (or with use of translator if requested), and capacity to consent and participate; exclusion criteria were: a primary diagnosis of a learning disability, patients that were too unwell to participate (asserted by patient or staff), or under the age of 18.

			



Instruments

			

Essen Climate Evaluation Schema (EssenCES)

			The EssenCES patient-version is a self-report measure of ward climate (43). This scale was initially designed in German and subsequently translated into English. The scale is composed of 15 items measured on five-point Likert scales across three domains. The domains include therapeutic hold (TH), experienced safety (ES), and patient cohesion (PC).

			It demonstrated strong psychometric properties in its initial validation in a German sample (N = 327) (43). Principle Components Analysis supported the above domains, indicating good content validity. Internal consistency was demonstrated for each domain (Cronbach’s Alpha (α) = 0.87, 0.79, and.80 for TH, ES, and PC, respectively. The EssenCES has been validated in an English secure setting (44). A higher score indicates greater satisfaction with ward climate.

			


Forensic Inpatient Quality of Life Questionnaire - Short Version (FQL-SV)

			Patient quality of life was measured with the short version of the
Forensic Inpatient Quality of Life Questionnaire - Short Version (FQL-SV; 45, 46). This scale was developed in The Netherlands and translated into English by its authors. The FQL-SV is comprised of 20 items. It asks patients about a range of topics including leave, safety, food, personal hygiene, sexuality, and relationships with other residents.

			It has demonstrated good psychometric properties in a Dutch sample (45). Internal consistency was good (α = .79). Convergent validity was demonstrated as the FQL-SV correlated significantly with the World Health Organization’s WHOQOL-Bref QoL measure and the EssenCES measure of ward climate. A higher score indicates greater satisfaction with quality of life. The FQL-SV has a visual analogue scale from 0–100. This was recoded into 10 data points (1–3, 5–10). This recoding was necessary as in several participating sites printing issues meant the VAS line was 96 mm long. Patients that marked 96 on these scales are consequently comparable to those that marked 100 on the complete scales.

			


The Pilot Forensic Restrictiveness Questionnaire (FRQ)

			The pilot FRQ had 56 items each with a five-point Likert scale. Responses included “strongly disagree” through “strongly agree”. A Not Applicable option was also offered. The pilot FRQ included two ancillary questions asking: “How restricted do you feel in general?” and “Has anything very hard/difficult/hurtful happened to you in the last week?”. A higher score indicates a greater amount of experienced restrictiveness. Examples of items include: “The hospital helps me if I want to contact people outside,” “I am given enough information about my care,” “Staff stop me doing what I want,” and “The restrictions on the ward make sense.” Some items were reverse-coded to mitigated fatigue bias in responses. Space was allocated for patient feedback on the pilot FRQ.

			


Procedure

			The project was presented to patients and staff at ward community meetings. Interested patients could approach a member of the research team directly or by indicating their interest to staff. Patients were given information sheets and the project was explained to them. Patients were given at least 24 h to reconsider participation. All participants gave written consent.

			Data on participants’ legal, clinical, and demographic profiles were collected. These data provided a descriptive account of participants depicted in Table and allowed analysis of significant differences between groups (to be published elsewhere). Data on age, gender, ethnicity, mental health diagnosis, index offence (if applicable), Mental Health Act (1983) section, and length of stay in current hospital were collected from patient notes by a member of the research team and grouped by the first author.

			


Ethical Approval

			Ethical approval was granted by the Leicestershire South Research Ethics Committee. Administrative approval was granted by the Health Research Authority of the NHS. The study reference code was: 17/EM/0159.

			


Data Analysis

			The analysis was conducted with STATA v.15. SPSS v.24 was used to impute missing data. Non-parametric alternatives were used where appropriate. Significance levels were set to p = 0.001 unless indicated.

			

Initial Item Removal

			Prior to Factor Analysis items were removed if they had high collinearity with another item (Spearman’s ρ = > .0.7); had ceiling effects [>50% of responses fell on a single item and >80% were for agree or disagree (including the “Not Applicable’ option”)]; had Corrected Item-Total Correlation (CITC) scores <0.3; or where items were felt to be qualitatively redundant after piloting.

			


Factor Analysis

			EFA was undertaken to explore the underlying structure of the FRQ (47). EFA is an iterative, data-driven approach that groups together variables that might then be hypothesized by the investigator to reflect respondents’ scores on a latent variable (47–50). Principle Axis Factoring was conducted with Oblique, PROMAX rotation as it was hypothesized resulting factors would be influenced by the latent construct of restrictiveness and would correlate (48). Items that loaded onto a factor <0.3 were considered weakly associated and were not considered for further analysis (47, 49, 50). Items were excluded from further analysis if they cross-loaded >0.3 onto two or more factors.

			The decision to retain factors was based on several criteria: the Kaiser-Criterion rule of Eigenvalues >1.0; scree plot analysis; and parallel analysis (47). Parallel analysis based on the Monte-Carlo simulation technique was used with 10,000 repetitions. Observed factors with Eigenvalues greater than those generated in the parallel analysis were considered for retention, as this minimizes the generation of spurious factors due to chance association. Numerous models with different factorial solutions were computed before the most meaningful structure was arrived at.

			


Convergent Validity

			Convergent validity explored the extent to which the pilot FRQ correlated in a hypothesized fashion with quality of life (FQL-SV) and ward climate (EssenCES). Spearman’s RHO was used as the FRQ and FQL-SV data were not normally distributed (49).

			


Reliability

			Internal consistency is a measure of reliability and was investigated with Cronbach’s Alpha. An α > 0.7 was considered the minimum for a satisfactory score (38). Individual items with CITC scores <0.3 were considered not to measure the latent construct of restrictiveness and were removed.

			


Differences Between Groups

			A Mann-Whitney U test was conducted to investigate whether participants who stated they experienced something very hard, difficult, or hurtful in the last week (an ancillary question on the FRQ) scored differently than those not reporting this. The Mann-Whitney U test was calculated as the data were non-parametric (49, 51).

			


Missing Data and Sampling Adequacy

			Missing data represented 0.6% of all questionnaire data. Little’s test of missing completely at random indicated that data were missing at random: χ2(2686) = 2749.0, p = 0.194. The data were suitable for multiple imputation (52). Values were imputed with SPSS’s version 24 Automatic Imputation Method.

			To assess the adequacy of the data for EFA the Kaiser-Meyer-Olkin (KMO) measure of sampling adequacy and Bartlett’s Test of Sphericity were calculated. KMO scores >0.7 suggest data are influenced by underlying factors (37). Bartlett’s Test with a significance value p < .05 indicates the overall item correlation matrix was significantly different from an identity matrix (52).

			




Hypotheses

			1.	No hypothesis was put forward as to the dimensional structure of the pilot FRQ as this was exploratory.

			2.	The pilot FRQ would correlate negatively with both the FQL-SV and EssenCES.

			3.	The pilot FRQ would be internally consistent.

			


Results

			

Participants

			In total, 241 patients were recruited. Data for six participants who did not complete at least one questionnaire were excluded. The following describes the largest participant groups; for complete data see Table 1. Participants were predominantly male (96%) and white (70%). Black and Caribbean participants comprised 16% of the sample. Mean participant age was 39 years (S.D. = 10.8; Min = 19 Max = 74). Median length of stay in current hospital was 19 months (Min = 1 Max = 277).



		
							Table 1 | Participants’ demographic, clinical, and legal profiles.
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			The majority of participants were given a primary diagnosis of a mental illness (60%). Individuals with a personality disorder as primary diagnosis constituted 16% of the sample. Respondents with a mixed diagnosis of MI and PD comprised (9%); and those with MI and/or PD and an “other” diagnosis comprised 10%. The “other” category (5%) included: organic brain disorders, mood disorders, and Autistic Spectrum Disorders.

			The largest group of participants were on a Hospital Order with Restrictions (43%); one-fifth were on civil sections for treatment (19%); and 16% were Prison Transfers with Restrictions. The majority of index offences were offences against the person (37%), followed by sexual offences (10%), and offences against property (8%). A number of respondents had “mixed” offences, e.g., combination of offence-types (15%) and 18% had an offence categorized as “other”.

			


Initial Item Reduction

			Nine items were removed before EFA was conducted: one item for high (Spearman’s ρ = > 0.6) collinearity with three other items; four items for CITC scores <0.3; three items for ceiling effects; and one item was felt not to reflect restrictiveness for qualitative reasons. The remaining 47 items (N = 235) were suitable for factor analysis (KMO = 0.923; Bartlett’s Test of Sphericity χ2(1081) = 5177.7, p < .001). The participant to item ratio was 5:1.

			


Factor Analysis

			Principle Axis Factoring showed four factors with Eigenvalues greater than 1.0 (Table 2). These accounted for 78.8% of the variance. The first factor accounted for significantly more variance than the others. A scree plot supported this (Figure 1). Parallel Analysis using the Monte Carlo simulation technique with 10,000 iterations was then conducted to explore whether the four factors would occur by chance. This suggested the four observed factors were not likely to occur at random. This was consistent with the PAF results. Therefore, four factors were retained for extraction to iteratively explore the possible factorial structures.





		
							Table 2 | Principle axis factoring and parallel analysis values.
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			Figure 1 | Parallel analysis and Principle Axis Factoring scree plot.

		






			Four factors were rotated using the PROMAX, oblique method (37). However, the fourth factor only contained three items of which all loaded onto at least one other factor >0.3. Further, the content of the factors did not group together in clinically or theoretically meaningful way. Factorial models with three and two factors were computed but items still did not group together in a meaningful way. For instance, the two-factor solution simply contained positively and negatively worded items. Given the lack of meaningful theoretical interpretation in the multi-factorial solutions, the Eigenvalues in Table 2 and the scree plot in Figure 1, it was concluded that the underlying construct was unidimensional.

			Items that loaded strongly onto this unidimensional structure were felt most reflective of restrictiveness. To keep the FRQ short, and in line with patient feedback the 15 highest loading items (0.62–0.72) on this single factor were retained. Item loadings and uniqueness scores (the amount of variance in each item not explained by the latent model) are presented in Table 3. The remaining items had a Flesch Reading Ease Score of 82.3, which corresponds to an average 11-year-old reading level (53).

			


		
							Table 3 | Item factor loadings, uniqueness, and CITC scores for the 15-Item FRQ.
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Reliability

			The resulting FRQ scale was highly internally consistent. Cronbach’s α = 0.93. CITC scores ranged from α = 0.53 to 0.76. These are presented in Table. This suggests the FRQ was internally reliable as hypothesized.

			


Convergent Validity

			The directions and significance of the associations were as hypothesized. The FRQ correlated negatively with the EssenCES total score (Spearman’s ρ = −0.61, p < .001, n = 229, R2 = .372). There was a negative correlation between the FRQ and the FQL-SV (Spearman’s ρ = −0.72, p < .001, n = 229, R2 = .518). The EssenCES and FQL-SV correlated significantly in a positive direction (Spearman’s ρ = 0.57, p < .001, n = 229). These associations are classed as moderate to strong (49). These results and correlations with EssenCES domains are presented in Table 4.

			



		
							Table 4 | Spearman correlations between FRQ, FQL-SV, and EssenCES (and domains).
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Recent Hard, Difficult, or Hurtful Events

			Patients that expressed experiencing something very hard, difficult, or hurtful in the week prior to completing the FRQ (Mean rank = 150.68, n = 64) scored significantly higher than those individuals not reporting this (Mean rank = 105.54, n = 172), U = 3275.0, p < .001, r = −.29.

			



Discussion

			Forensic in-patient services aim to provide care in secure, restrictive settings. Therapeutic ideals promoting autonomy and patient-involvement can clash with custodial prerogatives (54). The nature of these restrictions can have significant impacts upon patient recovery. Such restrictions can be counter to human rights ideals (55), best practices, and contemporary models of rehabilitation such as the recovery approach (17) and the Good Lives Model (56). Accordingly, a measure of patient experiences of these restrictions is warranted.

			The present study described such a measure: the FRQ. A pool of items was developed from qualitative interviews with patients in low, medium, and high secure settings (see 29). These items were submitted to a panel of experts in the field of forensic psychiatry and revised. A 56-item FRQ was piloted with 241 patients across secure hospitals in England. The results of a psychometric analysis indicate that the FRQ has unidimensional structure, captured by 15 items. The FRQ correlated negatively with measures of Quality of Life and Ward Atmosphere as hypothesized and was found to be internally consistent.

			The FRQ was strongly correlated with quality of life. Increasing attention is paid to the role QoL plays in patient mental health. This is evidenced in contemporary models of offender rehabilitation. These include the Good Lives Model (56) and the application of recovery principles to forensic settings (14–16). These approaches prioritize strength-building and emphasize quality of life.

			Quality of life is both a predictor and outcome in forensic services. QoL is generally acknowledged as a key indicator of clinical mental well-being (57). As a predictor, Bouman et al. (58) demonstrated that in a forensic out-patient context higher levels of satisfaction with one’s quality of life and one’s health were associated with lower recidivism rates. As an outcome measure, QoL has been predicted by a range of psychosocial variables in forensic settings. Of relevance for this study, Long et al. (59) reported that level of security, as well as psychopathology and living conditions, was significantly associated with QoL scores. The authors attribute this to the degree of control and mastery patients have over their own lifestyle. Further, O’ Flynn and others (57) found that level of security, availability of meaningful activity, and TH between staff and patients were significant predictors of total QoL scores.

			The FRQ includes questions on patient control and choice, access to meaningful activities, and on restrictions more generally. Thus, given the relationships between restrictiveness and QoL, taking seriously patients’ accounts of restrictiveness as captured in the FRQ and incorporating this into routine care might be significant in improving patient QoL and other outcomes.

			The FRQ was also strongly correlated with ward atmosphere. Closed and restrictive atmospheres characterized by stress, fear, and inflexibility have been associated with negative emotions, hostility, anti-social behavior, low social engagement, and increased verbal, and physical aggression (60–62).

			Social climate of forensic settings has been shown to predict reoffending. A recent study explored the predictive ability of prison social climate on proven reoffending within 12 months of release (63). A multilevel regression model controlling for security level, inmate age, inmate ethnicity, and percentage of prisoners completing an offending behavior program found that prisoner adaptation, drugs, bullying, exploitation, safety, staff supervision and control, and individual autonomy most strongly predicted reoffending.

			Given the association between the FRQ and EssenCES, interventions to reduce untherapeutic restrictions might foster a more open and positive ward atmosphere. This could have positive consequences on patient outcomes and improve conditions for staff and patients.

			The correlations between the FRQ and measures of QoL and ward atmosphere ask us to consider to what extent restrictiveness so conceived is a distinct construct from or a proxy of these or a third variable, such as satisfaction with care. Empirically, the amount of shared variance between the FRQ and FQL-SV (52%) and the EssenCES (37%) suggests that these constructs do overlap. This overlap might be due to a shared focus on autonomy or patients’ use of these measures as a proxy for general dissatisfaction in their care. Much variance is not shared however. The explanation for this may be conceptual. Restrictiveness diverges from QoL and ward atmosphere as it aims to capture restrictions on patients’ sense of self/identity and personhood as well as the degree to which restrictions are fair or make sense to them. The FRQ can therefore complement not supplement these other measures.

			The outcomes of this study add to the findings of Franke et al. (31). Measuring perceived restraint with the aMQPL in German secure settings, the authors found that scores were associated with psychological symptoms including hostility, depression, and psychological state more broadly in a negative direction. High perceived restraint scores were also associated with a higher likelihood of suicidal ideation. These studies suggest that, though complex and the direction of causality unclear, the relationship between patients’ experiences of restrictiveness and adverse therapeutic processes and outcomes cannot be ignored and deserves further clinical and scientific attention.

			


Limitations

			This study has a number of shortcomings. Random sampling was not employed. As participation was voluntary and consensual, only individuals who had an interest, were not in seclusion and had capacity to consent were involved. Participation may have appealed to patients with strong feelings on the topic. Further studies should explore the discriminant validity of the FRQ; specifically, its relationship with constructs such as general satisfaction with life or care. Given the higher scores reported by patients having experienced something they consider very hard, difficult, or hurtful in the week prior to completing the FRQ, it is plausible that responses on the FRQ reflect patients’ dissatisfaction with care more generally. These studies could include a validated forensic measures such as the Forensic Satisfaction Survey (64).

			Female patients were underrepresented as they comprised 4% of the current sample but are approximately 12% of the forensic population (65). These factors might have biased the responses on the FRQ and rendered the results less generalizable.

			The sample size (N = 235) was comparable to similar studies developing questionnaires in forensic settings (E.G., 46, 64) but fell short of ideal participant to item ratios for factor analysis as recommended in the literature, I.E., 10:1 (52, 66). Further replicative studies should aim for a larger and more representative sample with more participants to ensure a more accurate distribution of all patient groups, including those diagnosed with a learning disability. It is a further limitation that the resulting 15-Item FRQ has only one reverse-coded item; this reduces the possibility to detect some response biases (e.g., fatigue or yea-/nay-saying).

			


Implications of This Project

			The FRQ has clinical value; it can provide a springboard for care staff to discuss specific elements of care patients wish to describe based on their answers to each of the FRQ items. This interviewing could be part of patients’ care plans. This proactive and inclusive approach to care planning is integral to the ethos of patient-centered care, independence, and shared decision-making (7–11).

			The FRQ has scientific value. Studies could explore causality between restrictiveness, ward atmosphere, and quality of life by employing repeated measures and conducting an analysis of variance over time controlling for possible confounding variables such as ward-type, level of security, medications, treatment and recovery outcomes, diagnosis, patient profiles, and recent adverse events. Differences in mean FRQ scores could be compared between clinical and demographic groups. The FRQ offers opportunities for ward, hospital, and international comparisons. Following the presentation of the preliminary results of this study plans are underway to validate the FRQ in Canada, Germany, Poland, and Italy.

			Further, the FRQ could be used as a measure of change following alterations in local treatment philosophy, service reorganization, or the introduction of initiatives to reduce restrictions. Prior to being used in this way however, the sensitivity to change of the FRQ needs to be established. Future projects should investigate sensitivity to change. The FRQ can be accessed at: www.frqquestionnaire.weebly.com or by asking the corresponding author.

			


Conclusion

			The 56-item FRQ was completed by a sample of 235 patients from 16 NHS Trusts in England. These patients resided in low, medium, and high secure forensic settings across England. Patients with a range of demographic, clinical, and legal backgrounds participated. The findings of the psychometric investigations suggested that a unidimensional structure was the most adequate for explaining a meaningful proportion of variance in FRQ scores. The short, 15-item final FRQ was highly internally consistent. The final FRQ correlated with measures of ward climate and quality of life in the hypothesized directions, thus placing the FRQ within a nomothetic network and providing empirical evidence supporting claims of construct validity. The FRQ offers a novel and helpful method for clinicians and researchers to measure and explore forensic patients’ experiences of restrictiveness within secure hospitals.
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