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Accessible summary 

What is known on the subject? 

 Three pilot UK-only Women’s Enhanced Medium Secure Services (WEMSS) opened 

in 2007 to support women’s movement from high secure care and provide a bespoke, 

women-only service.  

 Evidence suggests that women’s secure services are particularly challenging 

environments to work in and staffing issues (e.g. high turnover) can cause difficulties 

in establishing a therapeutic environment.  

 Research in this area has focused on the experiences of service users. Studies which 

have examined staff views have focused on their feelings towards women in their care 

and the emotional burden of working in women’s secure services. No papers have 

made a direct comparison between staff working in different services. 

 

What does this paper add to existing knowledge? 

 This is the first study to explore the views and experiences of staff in the three UK 

WEMSS pilot services and contrast them with staff from women’s medium secure 

services.  

 Drawing upon data from eighteen semi-structured interviews (nine WEMSS; nine 

non-WEMSS), key themes cover staff perceptions of factors important for women’s 

recovery and their views on operational aspects of services. 

 This paper extends our understanding of the experiences of staff working with women 

in secure care and bears relevance for staff working internationally, as well as in UK 

services.  
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What are the implications for practice? 

 The study reveals the importance of induction and training for bank and agency staff 

working in women’s secure services.  

 Further, regular clinical supervision should be mandatory for all staff so they are 

adequately supported. 

 

Abstract 

Introduction 

Women’s Enhanced Medium Secure Services (WEMSS) are bespoke, gender-sensitive 

services which opened in the UK in 2007 at three pilot sites. This study is the first of its kind 

to explore the experiences of WEMSS staff, directly comparing them to staff in a standard 

medium secure service for women. The literature to date has focused on the experiences of 

service users, or staff views on working with women in secure care.  

 

Aim 

This qualitative study, embedded in a multi-method evaluation of WEMSS, aimed to explore 

the views and experiences of staff in WEMSS and comparator medium secure services.  

 

Methods 

Qualitative interviews took place with nine WEMSS staff and nine comparator medium 

secure staff. Interviews focused on factors important for recovery, barriers to facilitating 

recovery and operational aspects of the service.  

 

Discussion 

This study provides a rare insight into the perspectives of staff working in UK women’s 

secure services, an under-researched area in the UK and internationally. Findings suggest that 

the success of services, including WEMSS, is compromised by operational factors such as the 

use of bank staff.  

 

Implications for Practice 

Comprehensive training and supervision should be mandatory for all staff, so best practice is 

met and staff adequately supported. 
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Relevance Statement 

The current paper explores the views of staff employed in UK Women’s Enhanced Medium 

Secure Services (WEMSS) compared to staff working in non-WEMSS. Semi-structured 

interviews explored staff perceptions of what is important for women's recovery and of 

operational aspects of their service. The study reveals the importance of staff induction and 

training for bank and agency staff working with complex women in such secure services. 

Further, regular clinical supervision should be made mandatory to all staff so they are 

adequately supported and can engage in best practice. 

 

Introduction 

In the United Kingdom the past 20 years have seen significant changes in women’s 

secure mental health services, driven by concerns about women’s vulnerability in shared-sex 

accommodation (Howlett, 1994; Mezey, Hassell, & Bartlett, 2005; Shaw, Davies, & Morey, 

2001) and recognition that women were being inappropriately detained in high security 

psychiatric hospitals because of complex mental health problems rather than risk to the public 

(Aiyegbusi & Kelly, 2012). Consequently, a new and innovative type of gender-sensitive 

medium secure service known as Women’s Enhanced Medium Secure Services (WEMSS) 

was conceived (Department of Health, 2002, 2003). 

WEMSS services were piloted at three UK sites, aiming to facilitate closure of 

women’s high secure beds at Ashworth and Broadmoor and to provide a bespoke, properly 

resourced, ‘women only’ service (Edge, 2005). WEMSS set out to provide enhanced 

relational security, an organic process informed by attachment theory and based on staff 

members’ knowledge and understanding of a woman and the environment (Compton-

Dickinson, Odell-Miller, & Adlam, 2012).  

 An evaluation strategy was developed to determine whether WEMSS should become 

an established model of care (Edge, 2005). This included a case control study comparing the 

clinical, functional and social outcomes of women in WEMSS to those of matched control 

women in non-WEMSS facilities. This study found that WEMSS did not achieve better 

outcomes for women in terms of risk and clinical characteristics and transition to lower 

security levels (Edge et al., 2016). Service users in both types of service described good 

relationships with staff, but some women suggested that low staff numbers and bank staff 

could interfere with building trusting, therapeutic relationships (Abel et al., 2011).  
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The current study focuses on interviews with WEMSS and non-WEMSS practitioners 

and to our knowledge is the first of its kind. A search of the international literature revealed 

only a handful of studies that have explored the views of staff working in women’s secure 

services and the majority of these are UK-based (Baker & McKay, 2001; Nathan et al 2007; 

Bartlett & Somers, 2016; Beryl, Davies, & Völlm, 2016; Kurtz & Jeffcote, 2011). The only 

non-UK article revealed by the search was a pilot study which used the Feelings Word 

Checklist to examine staff emotional responses to women in their care (De Vogel & 

Louppen, 2016). UK-based research has focused on the emotional burdens placed on staff, 

and the impact of the environment on staff working with women in secure environments 

(Nathan et al 2007; Kurtz et al, 2011; Beryl, Davies, & Völlm, 2016). A small number of 

research papers have examined staff perceptions of service user experiences (Baker & 

McKay, 2001) and operational issues (Bartlett & Somers, 2016) but these have not directly 

compared delivery in two distinct types of service. 

Given that practitioners working in forensic services are at risk of occupational stress 

and burnout (e.g., Elliott & Daley, 2013), it is crucial that their views are heard to ensure they 

are supported in their roles. Further, since good interpersonal relationships are a central 

aspect of caring for women (Archer, Lau, & Sethi, 2016) and of WEMSS (Edge, 2005), it is 

important to explore staff perceptions of women’s needs and how well they are being met.  

Qualitative interviews with staff in high secure women’s services highlight the 

challenging situations that staff face daily e.g. fear about responding to incidences of self-

harm. Staff conflicts were also regarded as one of the most challenging situations, 

emphasising the importance of team work and being surrounded by the right people (Beryl, 

Davies, & Völlm, 2016). However, staffing issues are frequently reported in women’s 

services (Bartlett & Somers, 2016; Parry-Crooke & Stafford, 2009). During the national 

evaluation of women’s secure care pathways in 2011 and 2012, senior practitioners raised 

concerns about sick leave, burnout and inconsistent staffing (Bartlett & Somers, 2016).  

Department of Health Guidelines ‘Mainstreaming gender and women’s mental health: 

implementation guidance’, advocate that staff support includes access to supervision and a 

space for reflective practice (Department of Health, 2003). Clinical supervision is viewed as 

an essential way of supporting staff in difficult working environments including secure 

services caring for women with personal disorders (Logan & Taylor, 2017), yet uptake is low 

in women’s secure services (Long, Harding, Payne & Collins, 2014). Parry-Crooke and 

Stafford (2009) suggested that women’s secure services require increased resources and 

monitoring by managers to ensure availability and uptake of supervision. The current study 
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sought to elicit staff views on organisational aspects of their services including supervision 

and staff training. Such information was required to provide a thorough evaluation of 

WEMSS and to identify barriers to optimal service delivery. 

From a staff perspective, stakeholder-agreed success criteria for WEMSS were that 

staff feel valued and supported, staff want to work in WEMSS, staff comment favourably on 

ethos and cultures of WEMSS and there is evidence that staff interventions are effective. The 

first three of these criteria were explored using staff surveys and interviews (Edge, 2005).  

 

Study Aims 

1) Explore the success of WEMSS from staff perspectives, focusing on staff perceptions of 

service users’ experiences and service operation.   

2) Explore staff perceptions of staffing arrangements, including staff levels and roles, 

training, supervision and personal development opportunities.  

3) Compare the views of practitioners in WEMSS to those of practitioners in comparator non-

WEMSS medium secure services.  

 

Methods 

 

Ethics Approval 

Ethical approval was granted by County Durham and Tess Valley NHS Research 

Ethics Committee (10/H0905/13, 1st June 2010). All services included provided individual, 

site-specific governance approval. The field work took place over a period of six months 

(December 2010 to May 2011) at the three WEMSS pilot sites and non-WEMSS medium 

secure sites.  

 

Research Team and Reflexivity 

Interviews were conducted by two female research assistants from the University of 

Manchester, Hannah Wilson and Louisa McNair. Both researchers were trained in qualitative 

methods by an experienced researcher. The researchers had no prior relationship with the 

research participants and participants were not aware of the researchers’ personal goals or 

reasons for doing the research. Both researchers were interested in developing the skills 

necessary to work as a clinical psychologist.  
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Study Design 

Theoretical framework 

This qualitative study was nested in a larger evaluation of WEMSS (Edge, 2005). The 

study used face-to-face interviews. The systematic method of thematic analysis was used; 

with this analytic strategy, data exploration and theory-construction are combined and 

theoretical developments are made in a ‘bottom up’ manner so as to be anchored to the data 

(Braun and Clarke, 2006). 

 

Participant Selection 

Purposive sampling (May & Pope, 1995) was used to recruit participants, ensuring 

that the views of individuals with different roles (e.g., nurses, psychiatrists) were represented. 

Each service was provided with suggestions of which disciplines we wished to interview; the 

local collaborator provided appropriate individuals with the information sheet and they were 

given an opportunity to discuss the research and ask questions. Then, if staff wished to 

participate, informed consent was obtained and the interview took place.  

In total, nine WEMSS and nine non-WEMSS practitioners were interviewed; service 

demands meant that the target of ten from each service was not achieved. No participants 

dropped out of the research.  

 

Setting 

Due to the restricted area over which the study occurred, for ethical reasons and to 

avoid potential identification of participants, we shall not disclose the specific settings 

involved (Clark, 2006). All staff were interviewed in a private room within their workplace. 

All staff were given a pseudonym and the gender of some participants was changed to 

prevent identification.  

 

The roles of staff interviewed are summarised in Table 1. 

 

[INSERT TABLE 1] 

 

Data Collection 

A review of the literature was conducted and informed the development of a semi-

structured interview schedule (see Appendix 1). Additional questions were adapted from the 

A
u
th

o
r 

M
a
n
u
s
c
ri
p
t



 

This article is protected by copyright. All rights reserved 

Parry-Crooke and Stafford (2009) interview. Amendments were made to the schedule after a 

pilot interview (not included in the main study data) and ethical review. The interview 

focused on staff views and experiences of providing care and treatment to service users. Staff 

were also prompted to discuss operational aspects of the service and barriers to delivering an 

optimal service. Interviews were audio-recorded, with participants’ consent. No additional 

field notes were taken during the interviews. Due to time restrictions, transcripts were not 

returned to the participants for comment and correction. 

 

Analysis 

Transcripts were checked for accuracy and coded in NVivo by the two interviewers. 

A subset of the coded transcripts was then checked for accuracy by a 3rd research team 

member. Due to time restrictions, participant checking of themes was not undertaken. Data 

were analysed using thematic analysis (Braun & Clark, 2006). Themes were clustered 

together, noting overlaps and goodness of fit, to form categories which are reported here.  

 

Rigour  

There has been a great deal of debate about rigour in qualitative research (Grbich, 

1999). Credibility or confidence in the data was gained by the research assistants’ prolonged 

engagement with the data (Lincoln & Guba, 1985). Consistency was maintained by keeping 

an audit trail and an independent researcher checking the decisions and analysis. 

Transferability (neutrality) was evaluated by providing the raw data to a colleague to allow 

them to interpret how themes emerged. 

  

Results 

The four main themes which emerged from both sets of staff interviews were 1) challenges of 

working with women in secure care 2) relational security 3) service user involvement and 4) 

factors important for women’s recovery. In addition, staff comments about operational 

aspects of their service centred on three main topics; 1) staff recruitment and retention, 2) 

supervision and 3) training. 

 

Challenges of Working with Women in Secure Care 

WEMSS staff spoke about the challenges of managing complex interpersonal dynamics 

between women; the promotion of boundaries and trust between staff and the women was 

described as essential but sometimes a difficult balance to strike. 
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Issues to do with attachment and trust and that kind of pushing boundaries and just 

gaining that trust can take a long, long time for our ladies because they are so kind of 

messed up with their previous histories. (Bill, WEMSS nursing staff) 

 

Similarly, non-WEMSS staff voiced concerns about the dynamics of working with women:  

 

I think everybody is striving really hard for them to get that support, frustrating is the 

fact that one day they will take it and another day they can’t, so it’s getting round 

those areas. (Harriet, non-WEMSS nursing staff) 

 

Staff from both types of service described how complex interpersonal dynamics meant that 

women could impact both positively and negatively on each other.   

 

What often has happened with the women is that, if somebody's on one-to-one, 

then they don't feel that they're getting the input that they need and, therefore, they 

will do something to get the one-to-one, or two-to-one; or actually, I'll try and 

push the boundaries a little bit more. It'd be like a domino effect really sort of with 

the women. (Molly, WEMSS managerial staff) 

 

I think that patients at different stages of their treatment can help each other, and 

women are far better at doing that then men are. (Dave, non-WEMSS managerial 

staff) 

 

WEMSS staff also perceived that sometimes women’s challenging behaviour demonstrated 

attempts to test, dominate and/or cause splits within staff teams, thereby disrupting 

therapeutic alliances and potentially sabotaging recovery. Staff recognised this as a 

mechanism to test commitment to their care:  

 

I think that’s about them actually testing as well, you know, how much someone 

will work with them even though they’re, or constantly trying to say go away, 

leave me alone…and that’s their way of, I think, trying to say is this person going 

to work with me or are they just going to end up doing what’s happened to me all 

my life. (Tom, WEMSS managerial staff) 
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Some WEMSS staff reported being profoundly affected by the women’s distress and finding 

the work challenging and often ‘exhausting’, whilst others found it particularly rewarding: 

 

So I very much enjoy the challenges of that interpersonal, of those interpersonal 

dynamics, it is exhausting work though because it is continually challenging you 

but I guess that’s what, in part, attracts me to it… (Jill, WEMSS psychological 

therapies staff) 

 

Relational Security  

Practitioners in both types of service discussed their understanding of relational security and 

its importance: 

 

I think in the WEMSS service relational security is very important to the women and 

it’s about attachment and it’s about getting to know the women and it’s about getting 

them to trust you and it’s about allowing them the opportunity to actually ventilate 

their feelings …it’s about working with them to show them that they’re now in a 

service that is able to manage their illness and able to manage their behaviours and are 

prepared to work with them no matter how long that takes and they won’t be rejected. 

(Tom, WEMSS managerial staff) 

 

Both WEMSS and non-WEMSS practitioners were generally positive about the benefits of 

relational security and outlined similar important factors for good relational security. For 

WEMSS staff this included positive communication between staff members and providing 

support for each other, multidisciplinary team working, appropriate staffing levels, 

consistency of approach and knowing/understanding women and their ‘triggers’. Similarly, 

non-WEMSS staff felt that working as a multidisciplinary team, understanding each other’s 

roles within the service and knowing/understanding the women were most important.  

 

I would take away some of the structural security and replace it with relational 

security and create an environment where people were valued, staff and patients.  

Because if I don’t value staff, why would I expect them to value the contribution 

of patients? (Dave, non-WEMSS managerial staff)  
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Staff identified barriers to effective relational security; WEMSS staff highlighted an 

inconsistent therapeutic approach, poor staffing levels and use of bank/agency staff as the 

main threats: 

 

What would make it more ideal if we could use regular staff all the time and not 

use bank and agency and that to me would make an ideal service...bank and 

agency staff don’t really know the patients so, therefore, they’re not able to 

identify if someone’s behaving in a different way or someone’s acting in a 

different way. (Tom, WEMSS managerial staff) 

 

Similarly, non-WEMSS staff identified high staff turnover and using bank staff as most 

detrimental to relational security.  

 

All the units have real staffing pressures, so all the units inevitably end up using 

bank staff and sometimes agency staff and when you start having large numbers of 

patients on observations you end up having large numbers of staff who aren’t really 

with the unit just watching patients and it creates a very un-therapeutic atmosphere 

… (Nigel, non-WEMSS consultant psychiatrist) 

 

Service User Involvement 

Several WEMSS staff felt their service encouraged women to have responsibility, choice and 

independence. Advocacy services were highlighted as being important for ensuring women 

had a ‘voice’. However, staff also acknowledged that meaningful engagement could be 

difficult: 

 

I think they are quite involved in terms of we will as a team have discussions with 

them about what we think is necessary and what we think is appropriate, and I 

suppose the ultimate choice for them is not to engage isn’t it? It’s so important to 

have a collaborative approach with them because I think it would just be so 

diminishing and disheartening to be just told this is how it’s going to be, you 

know, that you can’t even have a say in what tablets you take, for example. (Lisa, 

WEMSS consultant psychiatrist) 
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Non-WEMSS staff agreed with the importance of involving women in their care and actively 

engaging them in treatment and, similar to WEMSS practitioners, highlighted some of the 

challenges of giving women choice and involvement when they are detained under the 

Mental Health Act (1983): 

 

There’s a limit to what you can offer them in choice, though, isn’t there, but 

they’re detained patients in a psychiatric hospital and they can’t go anywhere 

unless the Ministry of Justice say otherwise. So you offer choice within that… 

(Catherine, non-WEMSS nursing staff) 

 

Factors Important for Women’s Recovery 

Practitioners from WEMSS and non-WEMSS services identified similar factors as being 

important for recovery. For WEMSS staff, the most important factors focused on issues 

which have been previously outlined such as: positive relationships with staff, feeling valued, 

and having the ability to exercise choice.  

 

WEMSS staff stated that the women needed to feel understood and to be actively involved in 

their care and recovery: 

 

Being listened to, being involved in their care, not being put down but working on 

their skills, working on empowering them, working on their strengths and 

acknowledging that everybody does have difficult times but getting them to 

understand how to work through that… (Tom, WEMSS managerial staff) 

 

Non-WEMSS staff highlighted similar factors that they felt were important in providing 

effective care to women, including having strong trusting relationships, encouraging service 

user involvement and acknowledging the complex needs of the client group.  

 

Establishing trust with them. And respect. Honesty and openness... And I think in 

previous years, you know, up to recently I think probably a lot of services have not 

had that. And it's difficult to establish, but it's possible... I think we try extremely hard 

to establish that trust. And it's really difficult because not all staff buy into it... (Pam, 

non-WEMSS nursing staff) 
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Operational Successes or Barriers to Optimal Service Delivery 

 

Interviews also explored how staff felt about staffing arrangements and operational aspects of 

the service. Staff responses to these questions clustered under three main themes; recruitment 

and retention, staff supervision and staff training.  

 

Recruitment and Retention 

Staff often made a connection between recruitment and retention and staff commitment to 

working with women. A few WEMSS practitioners stated that they had an interest in 

women’s mental health; their responses reflected their perception that they might belong to a 

self-selected group of staff who sought opportunities to work with complex women: 

I’ve always been kind of interested in more the women’s side. The staff that we’ve 

got at the moment were all very keen to work with women. It’s a ward that most 

people wouldn’t choose to work on unless they’ve got a particular interest, which is 

great for us because we want people who are interested in the ward to be on it. (Bill, 

WEMSS nursing staff)  

Non-WEMSS practitioners also felt that staff should have a women-centred mind-set. They 

spoke of relishing the challenge of working with women: 

 

I think at the minute you generally find that the majority of staff actually want to be 

here and work with the women which makes a big difference… it is a certain mind-set 

that works with these women and understands the philosophy of care. (Georgina, non-

WEMSS nursing staff) 

 

WEMSS staff suggested that managers now try to select staff on the basis of wanting to work 

with women: 

When you’re doing your recruitment and selection what we are now trying to do is 

focus on people who actually want to work with women because I think that’s the 

only way that we can improve the service. (Tom, WEMSS managerial staff) 

Non-WEMSS staff were more likely to report recruitment difficulties, particularly of 

qualified staff who wanted to work with women. There was also a suggestion that non-

A
u
th

o
r 

M
a
n
u
s
c
ri
p
t



 

This article is protected by copyright. All rights reserved 

nursing roles might be at risk in financially- strained times. WEMSS’ staff, however, reported 

greater stability among qualified, non-nursing staff.   

Across the country services are being cut and services are looking at OTs 

[Occupational Therapists] being on the wards and on the numbers. And it’s just a real 

concern. One, about the impact it’s going to have on activity levels and us being able 

to do our job effectively. (Sam, non-WEMSS occupational therapy staff) 

 

Non-WEMSS staff talked about negative attitudes to working with women and the associated 

stigma, which in their view remained current: 

 

I think women’s services are perceived as not as attractive as other services. I can 

look at the men’s equivalent and they’re fully staffed. Women are harder work, all 

you have to do is look at the level of events and injuries – incidents – they’re a lot 

higher, and I suppose I can understand a member of staff wanting to go and work 

somewhere where they get paid the same for less hassle. (Catherine, non-WEMSS 

nursing staff) 

 

Staff Supervision  

Staff from both types of service reported receiving supervision and training. However, 

WEMSS staff reported more a formal supervision processes, with greater uptake and 

increased staff satisfaction: 

We’ve also got a nurse consultant... she would actually be on the ward working 

with...primary nurses, working with the nursing staff in relation to how you manage 

maybe a difficult patient, how you manage a certain patient who has a high level of 

self-harm... looking at how the staff are doing and how to de-escalate, helping them 

formulate care plans around trigger factors, around relational security… (Tom, 

WEMSS managerial staff) 

Non-WEMSS staff also talked about the importance of supervision and suggested the 

emphasis on the supervisory process was increasing: 
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I think nursing in the past has been very much a poor relation, supervision, and I 

mean, most nurses will tell you that there's not enough supervision, and it just didn't 

exist on a formal basis. Always we've supported each other, always there's been a 

high level of support for staff in and out of work. But more recently training is 

becoming very much more important, starting like that. We now do clinical 

professional development, there's something every week. (Pam, non-WEMSS nursing 

staff) 

Both WEMSS and non-WEMSS staff reported that formal supervision was not always taken 

up, due to time pressures or being perceived as ineffective. From non-WEMSS staff accounts, 

this was particularly apparent among nursing staff: 

I think it’s more of a challenge getting nursing staff to have clinical supervision. I 

think it always is. It’s a lot easier to deliver within the other staff groups where you 

haven’t got the same numbers of people; you haven’t got night shifts and so forth. 

(Nigel, non-WEMSS consultant psychiatrist) 

Staff from both types of service spoke about the importance of informal supervision and 

support. However, non-WEMSS staff perceived that informal support was not always 

available, particularly for new and unqualified staff: 

I used to get an awful lot of support and I know how it all works, but for new people 

coming in, I think that is probably something that they find very hard because they’re 

shocked. (Harriet, non-WEMSS nursing staff) 

Staff Training 

WEMSS staff generally expressed positive views about training opportunities, but suggested 

that the volume of mandatory training sometimes left little room for other forms of training: 

I think the problem is we have, the trust is under such a lot of pressure for the 

mandatory training to be done that it’s then very difficult to fit in all the other 

training…. (Jill, WEMSS psychological therapies staff) 

Although most non-WEMSS staff felt that there was a good variety of training available, they 

felt it wasn’t always adequately related to practice. They also highlighted a lack of training 

opportunities for unqualified staff: 

A
u
th

o
r 

M
a
n
u
s
c
ri
p
t



 

This article is protected by copyright. All rights reserved 

I think particularly for support workers there isn't the training that people 

need…There's no career path, basically, if you're not qualified.  And I guess you can 

apply for courses, but they're not accredited, really. (Georgina, non-WEMSS nursing 

staff) 

Non-WEMSS practitioners agreed that properly resourced training and development were 

necessary and important for service progression:  

I do believe that we need to train people.  I think if you’re not growing your staff your 

organisation will shrivel and die.  (Dave, non-WEMSS managerial staff) 

 

Discussion 

To our knowledge, this is the first study to explore and compare the views and 

experiences of staff in WEMSS and non-WEMSS services. Whilst WEMSS is a UK-based 

model of care, this study adds to the international evidence base by providing insight into the 

experiences of staff working with women in secure services. Until now, most qualitative 

research in this area has focused on the experiences of service users. Literature which has 

examined the views of staff has focused on their feelings towards women in their care and the 

emotional burden of working in secure services with women. The few papers which have 

examined staff perceptions of women’s needs and operational issues have not made a direct 

comparison between different types of service. The current study found that staff from both 

services reported similar challenges of working with women and a clear commitment to 

involving women in their own care. In terms of service operation, both groups of staff 

reported similar concerns regarding staffing problems, supervision and training.  

 Relational security was a key feature and explicit aim of the UK WEMSS pilots; we 

found it was regarded as important across all services. Perceived barriers to successful 

implementation of relational security focused on poor staffing and the use of bank staff in 

both types of service. The Royal College of Psychiatrists ‘Standards for medium secure units’ 

states that the number of nursing staff must be sufficient to meet the needs of the patients at 

all times (Royal College of Psychiatrists, 2007); our findings indicate that these standards 

may not be being met across women’s secure services. Absence of regular staff was 

perceived to damage relational security, consistent with previous findings that use of agency 

staff can shift the ward balance towards a more custodial, rather than therapeutic, 

environment (James, Fineberg, Shah & Priest, 1990). In addition, non-WEMSS staff 
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highlighted the lack of training opportunities for new or unqualified staff. Similar findings 

emerged in the ‘My Life in Safe Hands’ report, which found that unqualified staff were 

unlikely to receive supervision (Parry-Crooke & Stafford, 2009). Earlier research has shown 

that mental health staff with less training are more critical and emotionally cold (Van 

Humbeeck & Van Audenhove, 2003), highlighting the importance of effective training for 

bank or agency staff. In 2010, the Royal College of Psychiatry developed a training handbook 

on relational security for forensic services (Royal College of Psychiatrists, 2010) which 

explains the concept of relational security and how it should be implemented; we recommend 

that this is given to all staff. A recent paper on working with personality disordered women in 

secure care suggests that staff should be those who actively choose to work with women, and 

those with certain personal qualities including a good awareness of personal boundaries 

(Bodner et al., 2015; Logan & Taylor, 2017). It is promising that staff in both WEMSS and 

non-WEMSS services demonstrated a passion for working with women, and that WEMSS 

selection processes was described as having a focus on recruiting staff who want to work 

with women.  

 Staff in both services raised concerns about staff uptake of supervision. Service users 

with personality disorders (a common diagnosis in secure services) have been shown to have 

substantial impact on carers and staff, including frequent exposure to behavioural ‘acting out’ 

of intolerable feelings, impulses and beliefs (Moore, 2012). It is concerning that, despite 

formal supervision procedures, poor uptake of supervision was an issue in WEMSS. Staff 

should be supported to attend supervision and receive training on the possible benefits, 

including enhancing creativity and reducing job-related strain (Berg & Hallberg, 1999).  

 High service user involvement was described in both types of service, with staff in 

agreement that this would improve relational security, as well as empowering women. Staff 

accounts are consistent with those of service users; women in WEMSS spoke positively of 

being involved in decision-making about their treatment (Abel et al., 2011). However, recent 

research reported that across two large mental health trusts service users still feel 

marginalised in the care planning process (Grundy et al., 2015). If WEMSS have sustained 

the level of involvement in the pilot sites they should be commended for good practice in this 

area. 

 The authors acknowledge the delay in publishing this research. However, in the 

intervening period there has been little qualitative research into staff views and experiences 

(Beryl et al., 2016). This study provides valuable insight into operational challenges which 

need to be addressed in UK secure services and possibly further afield. A personal 
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communication from NHS England informed us that WEMSS continue to provide 36 beds 

nationally. Since the WEMSS evaluation, approaches to care delivery have developed as the 

understanding of particular patient cohorts has matured. NHS England acknowledges that the 

need for secure pathways sensitive to the needs of women remains, and an updated 

commissioning strategy is currently underway to develop a gender-specific pathway (NHS 

England, 2016). We recommend that staff and service users are consulted throughout this 

developmental work to ensure that services are meeting the needs of key stakeholders.  

 

Strengths and Limitations  

This study has several strengths and is the first to directly compare the views of 

WEMSS and non-WEMSS practitioners. The qualitative design of this research used an 

inductive approach (Yin, 2011), allowing themes to be drawn from the data (Braun & Clarke, 

2006). The themes presented here are supported by evidence from the data itself (Braun & 

Clarke, 2006; Guest, MacQueen, & Namey, 2012). The techniques of thematic analysis 

(Braun & Clarke, 2006) enabled the unique perceptions of individual participants to be 

recognised, which could have been rejected as anomalous using other methods (Braun & 

Clarke, 2006; Flick, 2009).  

A possible limitation is that the data collection took place from December 2010 to 

May 2011. However, we believe the findings still have clinical relevance as this is an under-

researched area. It is important that staff views are heard and understood so that clinical 

practice continues to be informed accordingly (Walker, Logan, & Shaw, 2017). Additionally, 

although purposive sampling was used, the small sample size must be acknowledged. 

Further, this is a UK-based study which limits the potential for findings to be generalised 

internationally. 

 

Implications for Practice 

The current study suggests that the success of women’s secure services, including the 

WEMSS UK pilots, is compromised by operational factors which could put service users and 

staff at risk. Staff reported difficulties in the recruitment and retention of committed, regular 

staff which was seen as a potential threat to relational security. We recommend that regular 

training and supervision is available for all staff, to ensure that recommendations for best 

practice are being met and that staff are adequately supported and trained. Further, in line 

with staff views that all staff should have a women-centred mind-set, we would encourage 

women’s services to emphasise this in selection procedures.  
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Appendix 1: Interview Schedule 

Introduction  

- Role within the women’s service 

- History and how came to be working here 

- Why work with women and how compares to working with men (WEMSS only) 

- WEMSS vs non-WEMSS as staff 

- What makes WEMSS enhanced 

- WEMSS women vs non-WEMSS women 

- How others view WEMSS service (non-WEMSS only) 

- How view WEMSS service 

 

Staffing arrangements 

- General staffing levels & roles 

- Training and support – what is there, is it enough 

- Opportunities for professional development 

- Relationships with other staff 

- Supervision 

- Training to focus on women’s needs and their ethnicity/culture/religion 

- Effect of 1-1 observations 

- Time spent escorting 

- De-escalation techniques – comfortable/training 

- Role of non-clinical staff 

- Agency/bank staff 

 

Eligibility  

- Referral/assessment process 

- Appropriateness of patient mix 

- Patient’s care pathway 

 

Service delivery 

- How service tailored specifically to women 

- Views on self-harm, what support is offered 
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- Strategies to prevent self-harm 

- Offence related rehabilitation 

- Degree of patient choice in care and treatment 

- Ease of access to psychological therapies 

- Patient views on psychological therapies 

- Creative/complimentary therapies available 

- What prevents delivering the ideal service 

- How encourage women to engage 

- Physical health care 

- Women’s centred services 

- Nutrition/healthy diet 

- How important do you think women’s engagement with structured activities is in 

aiding their recovery? 

- How many hours per week, on average, do you think each woman spends engaging in 

structured activity? 

- Do you think that there are enough services and activities available? 

- What do you think prevents the women on the ward from engaging in more services? 

- Are there any strategies which you find help to encourage the women on your ward to 

engage in structured activities? 

- Do you know how the current ward activity programme was designed? 

 

Service specification 

- Impact of female-only patients on staff 

- Advantages and disadvantages of gender-specific ward 

 

Relational security 

- Understanding of relational security 

- Training on relational security 

- How maintain relational security 

- What helps and hinders implementation 

 

Safety in the environment 

- Risk assessments – gender sensitive? 
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- Main risks of group of women 

- How risks and dangers assessed/addressed 

- Security measures undertaken 

- Do you feel safe? 

 

Built environment 

- Layout of building 

- Improvements to physical ward environment 

 

Service standards 

- Model/philosophy of care – description, how use on day-to-day basis 

- Key performance indicators 

 

Care planning process and CPAs 

- Describe care planning process and who’s involved 

- How care plans are reviewed 

- Do they take into account women’s experience of previous trauma, for example 

violence or abuse 

- How CPAs ensure ongoing care, safety and recovery 

 

Liaison and collaboration 

- Support for women interacting with community 

 

Levels of autonomy and control 

- Understanding of autonomy 

- How give women autonomy 

 

Discharge 

- Understanding of rehabilitation 

- Process when approaching discharge, how involved are the women 

- Support post-discharge? 

-  

What works and frustrations 
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- Main factors in service working well 

- Main difficulties and how cope 

 

Change and improvement 

- If asked to redesign service, what keep and what change 

 

Service provision 

- Most important factor for women’s recovery 

- Does the service provide this 

 

Is there anything else you think I should have asked/you’d like to tell me?  
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Table 1: Number of staff and occupations 

Role WEMSS staff  Non-WEMSS staff  

Nursing staff (ward based; including nursing 

assistants and ward managers) 
3 4 

Occupational therapy staff 1 2 

Psychological therapies staff (including arts 

therapies) 
2 1 

Consultant Psychiatrist/ Responsible 

Clinician 
1 1 

Managerial staff (including business and 

operational managers) 
2 1 

 

A
u
th

o
r 

M
a
n
u
s
c
ri
p
t


