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Abstract

The recovery paradigm is a widely accepted strebgted approach in general mental health
care. Particular challenges arise when applyingghradigm in a forensic context. To address
these issues, the present study examined recoasegdion first-person narratives of offenders
formerly labeled as not criminally responsible dfom the judicial measure was abrogated.
Eleven in-depth interviews were conducted to obiaiormation on lived experiences and
recovery resources of this hard-to-reach and uheiesl population. The interviews focused
on recovery and elements that indicated a sengmgfess in life. Key themes were derived
from the collected data. Descriptions of recovesources followed recurrent themes,
including clinical, functional, social, and persbresources. Participants also reported
ambiguous experiences related to features of thieig trajectory. This was defined as
forensic recovery and can be seen as an additeethanism, besides more established

recovery dimensions, that is unique to mentallgfilenders.
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Introduction

Recently, the recovery paradigm has gained impoetam mental health care in most Western
welfare states, inspiring practitioners, policy-raek as well as researchers (Amering &
Schmolke, 2009; Lietz, Lacasse, Hayes, & Cheungi420oos et al., 2017; Slade, Oades, &
Jarden, 2017). Recovery provides an alternativepgetive on mental health care that
expands the traditional medical model, which iseblasn classification, (pharmacological)
treatment, and psychotherapy, and is aimed atgama alleviating symptoms. In reaction to
what is perceived as an overly narrow biomedicalaach, the recovery movement is client-
centred, based on individuals’ needs and practicseflect clients’ valued activities
(Thornton & Lucas, 2010; Vanderplasschen, Rapprdee&andevelde, & Broekaert, 2013;
Vandevelde, Vander Laenen, Van Damme, Vanderplass&udenaert, Broekaert,

& Vander Beken, 2017). This approach provides comground to residential and outpatient
services for developing community-based initiatitreet challenge traditional structures,
practices, and established beliefs in mental healté.

One of the first and most frequently cited deforits describes recovery as deeply

personal, unique process of changing one’s attgugalues, feelings, goals, skills and/or
roles. It is a way of living a satisfying, hopefahd contributing life, even with limitations
caused by illness. Recovery involves the develdpoh@ew meaning and purpose in one’s
life as one grows beyond the catastrophic effectsenmtal iliness.(Anthony, 1993, p. 527).

A core component of recovery is its focus on sttlemgather than on deficits and limitations.
Despite the absence of a scientific consensuseondtirse and characteristics of recovery, it
is accepted as being a lifelong, non-linear, dyiwaamnd personal process that encompasses
several life domains and in which individuals regeontrol over their lives (Leamy, Bird, Le
Boutillier, Williams, & Slade, 2011; NIMHE, 2005lived experiences, expectations, and

future perspectives of people with a mental illn@ssstressed as guiding principles for



clinical, functional, and social recovery. Clinicacovery refers to cure and the absence of
symptoms, while functional and social recovery réderestoring physical, psychological, and
social functioning and regaining a valued posifiosociety, respectively (Resnick, Fontana,
Lehman, & Rosenheck, 2005). The idiosyncratic reaturd subjective accounts of the
recovery process are captured by the term ‘persenalery’(Resnick et al., 2005; van der
Stel, 2012). The scientific research community ddapted this perspective in studies
conducted about and by (former) service users comgetheir lived experiences in mental
health care (e.g. Ashcraft & Anthony, 2007; BrowrK&ndirikirira, 2007; Biringer,

Davidson, Sundfgr, Ruud, & Borg, 2016).

Although numerous recovery theories and models baea developed within the field of
mental health, knowledge of recovery among menttligdividuals who committed criminal
offences is almost nonexistent. Within the crimipatice domain, recovery has mainly been
theorized and studied in relation to addiction had often been linked to desistance research
(Best, Irving, & Albertson, 2017). Research on dusing offenders suggests that desistance
is subordinate to recovery (Colman & Vander Laer2€1,2), since these individuals view
themselves primarily as drug users rather tharffasaers. A recent study on desistance
among mentally ill offenders revealed that respaoisieexperiences of desistance and
recovery showed striking similarities (Van Roey®@an Audenhove, Vanderplasschen, &
Vander Laenen, 2016).

The few available studies on mentally ill offendar&l recovery describe impediments rather
than reconcilability between recovery and forersisets (Dorkins & Adshead, 2011;
Henagulph, Mclvor, & Clarke, 2012; Mezey, Kuvumairibn, Demetriou, & Wright, 2010;
Pouncey & Lukens, 2010; Simpson & Penney, 201Jp¥il, Nicholls, Greaves, de Ruiter, &
Brink, 2011). In these studies, the judicial staiutabel, clients’ self-image, setting- or

treatment specific characteristics, compliance, sowlal desirability were found to be



obstacles to recovery. Reviews on personal recaneigrensic settings (Clarke, Lumbard,
Sambrook, & Kerr, 2016; Shepherd, Doyle, SanderSh&w, 2015) identified several factors
that facilitate this process, including feelingssafety, security, and hope; the availability of
social networks; and progress in terms of iderditgnge, gaining a sense of connectedness
and self, coming to terms with the past, and expeing freedom and symptom reduction
through pharmacological and psychotherapeuticvetgions.

It has recently been acknowledged that a shift tdevatrength-based approaches may also be
appropriate for criminal justice-related intervemnis (Andrews & Bonta, 2010; Barnao,
Robertson, & Ward, 2010; Barnao & Ward, 2015; Barndard, & Casey, 2015; Barnao,
Ward, & Casey, 2016; Barnao, Ward, & Robertson62®obertson, Barnao, & Ward, 2011,
Vandevelde et al., 2017; Ward, Yates, & Willis, 2DJAlthough, developing strength-based
approaches in forensic contexts is challenging V2013), the aspect of being able to live a
fulfilling life may be important for enhancing indduals’ well-being (Bouman, Schene, & de
Ruiter, 2009) and decreasing recidivism in the lang(Ward, Mann, & Gannon, 2007).
Several authors have emphasized the importancelefadistinction between a recovery
approach in general and forensic mental health (@ega & Vanderplasschen, 2016; Corlett

& Miles, 2010; Dorkins & Adshead, 2011; Drennan &, 2012; Ferrito, Vetere, Adshead,
& Moore, 2012).

A conflict of interest may arise when applying tikeovery paradigm as a strength-based
framework to offenders with mental illness (Mezey&stman, 2009; Hillborand, Young, &
Griffith, 2010; Pouncey & Lukens, 2010), sincedtjuires a transformation of ideas and
practices. In a forensic context, this translateoaven more challenging since the holistic,
complex recovery approach for mentally ill offer&ldemands a shift from causal, linear, and
risk-based indices to dynamic, personal, and salgeeocesses. Drennan and Alred (2012, p.

15) added ‘offender recovery’ to the recovery mamfdResnick et al. (2005), which refers to



“the subjective experience of coming to terms vathrig offended, perceiving the need to
change the personal qualities that resulted in pdfending, which also creates the future
risk of reoffending, and accepting the social aedspnal consequences of having offefided
This process focuses on the offending behaviortl@dhdividual responsibilities of the
offender and is considered as imperative (DrenWargldridge, Aiyegbusi, Alred, Ayres,
Barker, ..., & Shepherd, 2014) but contradictoryhe tenet of personal choice in mental
health recovery.

This tension between recovery and forensics highdithe multifaceted nature of recovery
among mentally ill offenders, who have a mentaldls but are simultaneously subjected to
law enforcement and mandatory treatment (Simps@&®Bney, 2011) owing to the societal
responsibility to reduce risks (Shepherd et al1l,53)0This dichotomy has been described as
dual or securerecovery (Corlett & Miles, 2010; Dorkins & Adshed&®11; Drennan & Alred,
2012; Ferrito et al., 2012). In order to addregsatorementioned paradox, the present study
investigated recovery based on first-person naeatof mentally ill offenders of whom the
judicial measure was abrogated. A narrative of geabkexperiences is a sequential, ordered
statement concerning events linked to the biogragtilye subject (Labov & Waletzky, 1967)
and“draws selectively on lived experieh¢Bresser, 2009, p. 179). Such accounts have
seldom been included in the criminological and ere-psychiatric literature (Livingston,
2016), but may shed light on factors that fackitegcovery and may provide
recommendations for improving support for mentallgffenders. In particular, we aim to
identify resources for recovery in this population.

Methods

Internment measure in Belgium

Under Belgian law, people can be ‘interned’ if tteag considered not criminally responsible

for an offence they have committed. These persmndeemed unaccountable due to a mental



illness (Vandevelde, Soyez, Vander Beken, De SBuwrs, & Broekaert, 201 1participants
were eligible for this study if the internment megswas abrogated at least 6 months prior to
the interview. The measure has a twofold goal:qmtdn of society and provision of
appropriate treatment and care (Heimans, VandeeiBek Schipaanboord, 2015). The
Commission for the Protection of Society (CPSkeiponsible for the implementation of the
measure and decides whether and when the persdsewiin)conditionally released
(Jeandarme, Habets, Oei, & Bogaerts, 2016). Padmbeare subject to the internment
measure in Belgium can be assigned to various typesndatory treatment in penitentiary
services, secure forensic-psychiatric facilitiegeneral mental health care settings (inpatient
as well as outpatient), depending on the degreeatéctive measures and support needed
(Vandevelde et al., 2011; Rowaert et al., 2016 dration of the internment measure is
undetermined; at the time of this study, it coutdtérminated based on a decision by the CPS
if it was deemed that the mental state of the aféernad sufficiently improved (Act of 1 July
1964 on the Protection of the Society against Almabdand Recidivist Offenders, §1, art. 18).
This act was still in effect at the time of thedstubut has been replaced by the Act of May 5,
2014 which became effective on October 1, 2016. @rnke main reasons for this reform

was numerous convictions of the Belgian State byghropean Court of Human Rights. The
most important objective of the new penal cod® iavoid incarcerating mentally ill offenders
through construction of an integrated network eéfsic mental health services.

Sampling strategy and participants

In order to recruit participants, patient and fanaissociations of people with mental iliness,
inpatient and outpatient mental health care agenteensic-psychiatric units, services for
people with intellectual disabilities, a law offispecialized in advocating on behalf of
mentally ill offenders, the CPS, and other orgatizes were contacted regarding the present

study. Staff members were asked to distribute tornmation leaflet and inform potential



participants about the study. Those who were istetkein participating were asked how they
preferred to be contacted by the researcher irr éodschedule an interview. Nine participants
were recruited in this manner, while two contadteziresearcher directly after reading the
leaflet on the website of a patient and family asgteon. All participants who agreed to be
contacted by the researcher received an explanktbey about the purpose of the study and
course of the interview.

All participants (nine men and two women) wererliyin Flanders, the northern Dutch-
speaking region of Belgium. The mean age of thégiaants was 49 years (SD: 8; range: 36—
62 years). The internment measure had been abtbigatereen 6 months and 4 years before
the interview, with the duration of the measuregiag from 4 to 19 years. Seven of the 11
participants lived independently—one person livedn illegally inhabited garage, two in an
open ward of a general psychiatric hospital, one jpmivate service, and one in a service for
persons with disabilities.

Data collection

Study participation was voluntary. Location anditighof the interview were chosen by the
participant. One participant was accompanied byhrsonal assistant. Prior to the interview
and signing of an informed consent form, the redearprovided an extensive verbal
explanation about the study and interview courskepdtticipants received a €20 gift voucher
before the interview in recognition of their cobtrtion.

Given the exploration of lived experiences of awnubject area, in-depth interviews
grounded in narratives were deemed most approgaatata collection (Ricoeur, 1976). To
this end, a topic list with open-ended questions made based on a review of the literature
on recovery in general and forensic mental health.cThe extent to which the topic list was
used during the interview was determined by paudicts’ narratives; as such, the sequence of

guestions was not fixed (Van Male, 2011). The witav consisted of a conversation focusing



on recovery and elements that were acknowledgéeéiag important for the feeling of
progress in life (e.g. Leamy et al., 2011; Tew, RanSlade, Bird, Melton, & Le Boutillier,
2012). Additionally, life quality and satisfactiovere addressed. All interviews began with
the open question “How are you?” and ended witharedents summarizing the three most
important supporting factors allowing them to predtén life. Basic demographic data were
collected at the end of the interview. Data coitetended when theoretical saturation was
reached, meaning that no new insights or themes igdentified, and no new topics appeared
in relation to a category of data (Strauss & Cartt®90). Interviews were carried out
between June 2015 and January 2016, and rangeudatah between 00:46:30 and 2:01:56,
for a total of 15:43:32. The study design was apgddy the ethical board of the Ghent
University Hospital (Belgian registration numberm®201422068).

Data analysis

Given the exploratory nature of this research, aresiered that an inductive thematic
analysis was appropriate (Mortelmans, 2011). Trethwd identifies, analyzes, and reports
patterns by organizing and describing the dateetaib(Braun & Clarke, 2006). We used a
gualitative data analysis software package (NvikmFL) to organize and analyze the data.
All interviews were transcribed verbatim. Firste tharratives were reviewed repeatedly to
gain insight into the content. Common codes weeatifled (Bogdan & Biklen, 2007) by one
Master’s-level student and two authors, who ifigiabded two different sample interviews.
Data that supported these codes were discussé@ watisensus was reached on a common
tree structure. The 11 interviews were then codetivb authors individually, applying this
common tree structure. The separate analyses werpared, discussed, and integrated.
Overarching themes were exposed by the princigalareher (first author) and a co-author, in

accordance with the identified codes. These emetgemes were then discussed with the



principal researcher and two authors of this papleis yielded 17 superordinate themes,
which are described below (see table 1 for a suiymer
Results
Recovery resources were considered using impdidaats of recovery in the general mental
health literature as a guideline (Leamy et al.,12@esnick et al, 2005; van der Stel, 2012)—
i.e., clinical, functional, social, and personalaerces. The ambiguous role of the judicial
label is discussed, since this is a critical aspéotcovery for mentally ill offenders.
Clinical recovery resources
Medication—More than half of participants identified takingedication (including
psychopharmacological agents as well as medic&trosomatic complaints) as an important
recovery resource. Although general physical hesithreduction of mental illness
symptoms are important aims of taking medicatioespondents mentioned their complaints
such as fear, stress, and/or hearing voices.
“Medication is no golden bullet, but | need to ghgt it can help you to balance your
spirit and orientation in time.” (Participant 3)
Residential treatment servieesg-or four participants, new insights were gainedatignding
therapy sessions in residential care, which theipated to the indispensable role of talking
during these sessions. The presence of staff duadl patients with whom it is possible to
informally converse was seen as an advantage idimgsn a hospital. One person referred to
being in a service as supportive:
Researcher: “Is it helpful to be here?”
Participant 2: "Yes, yes, especially because | tdnhk here. And, there are people
surrounding you and it's constructive. At home iitts like that.”
Formal health care-Mental health care was an important topic in everative.

Participants assigned a protagonist role to stettfiese settings, considering them as
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supportive if they made time for the respondentstmmlved genuine interest in his/her story.
Three participants emphasized the importance ofgogiven multiple chances in case of non-
adherence to treatment instead of being sent somas helpful. Two stated that they did not
have any expectation of staff other than their gpgiresent, although their presence was
reported to be helpful. In addition, informal cartawith professionals were considered more
valuable than scheduled activities.
“The informal conversations helped me to proceed] A mentor was assigned. If we
made a formal appointment, it was not okay. Behd asked me to do something on the
ward, where | could do her a favor with, then | did...] Most of the nurses there were
polite, friendly and correct. Fantastic.” (Particgmt 1)
Three participants added that their general praogt (GP) was a helpful resource both in the
past and at present; frequent contacts with orsacimea GP facilitated their recovery process.
Functional recovery resources
Financial situation—Participants frequently mentioned their financitlaion. They believed
that more financial resources would enhance thgoreomy, since it would allow them to go
on a vacation or save money for future expenseticipants further argued that they would
like to have more money to be able to support famild friends. Some mentioned difficulties
with regards to this life domain, although theytestlathat this did not negatively affect their
immediate well-being.
Daily activities—Spending the day in a purposeful way was mentianasgveral narratives.
Participants reported a multitude of reasons whyctiired activities were helpful. One was
that it provided peace of mind, but a way to pass &lso contributed to an activity being
considered as helpful. Others considered dailyystsrsuch as reading, writing books, or
attending lectures as beneficial for understandimgself or a certain context. Several

participants engaged in these activities not omlgain insight into specific health-related
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topics, but also for the social contact. Being tiveacomprised all of the above-mentioned
reasons for which daily activity was a resourcerémovery.
"Painting and drawing didn’t belong to my strengtiefore. But nowadays when | feel
the need to say something, | say it with paintar{ieipant 9)
Ten participants mentioned employment as an impbeiement of their recovery. They
made a clear distinction between paid employmedtatunteer work, as the former
represented greater progress according to thréieipants. However, only one participant
had a paid job at the time of the interview.
Practical resources-One practical resource was mobility. Five parteifs indicated that a
car, moped, or driver’s license would enable theraxiperience progress in life. Access to the
internet or having a mobile phone were also meetidny three participants as tools to access
recovery resources. These media were consideredimgéa primarily to maintain social
contacts, although an internet connection waslaaful for translation or listening to music.
Most of these practical resources reflected thel ne@ncrease the opportunities for
connecting with others, and were thus closely khtesocial resources.
Social recovery resources
Helping others—Several participants emphasized the importan¢eiping instead of hurting
others, referring to direct and indirect victimstlo¢ir past offending. According to them,
being supportive reflects progress in life.
“Ah, but that’'s what | want to reach: to set mysadide and forget about what
happened with me, because | moved forward frorpaise | set myself aside, but not
everything, and | do my best to help people withbfams.” (Participant 7)
A related theme was participating in activitieggorating from respondents’ lived
experiences, which was mentioned in three narmt@ae participant supported a peer who

was still subjected to the internment measure,anmilother gave lectures on the experiences
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of being subjected to the interment measure antbdipatients in the secure hospital where
he had been treated. A third person published & bodived experiences and psychosis.
Social network-The social network was another theme that wasqgfdhie social process of
recovery. The majority of participants consideragting a good relationship or regular
contact with their (ex-)partner and family as extedy valuable. One person emphasized the
importance of setting a good example for her chitdr

“It is always possible that my children get sick t@and that's a negative point. It's

better to set a good example for them: | got dick,l can have a good life.”

(Participant 11)
Besides their (ex-)partner and family, friends wals® part of the respondents’ social
network. According to several participants, recgweas about developing prosocial contacts
and avoiding ‘bad friends’, which were defined lasse with whom they associated while
offending; this was in contrast to good, positikieridships, which were prolonged and
supportive relationships. The majority of resportddrad a limited prosocial network,
consisting of their (nuclear) family, partner, amdmall group of friends; however, it was
nonetheless viewed as a resource for recoverye #inéfered stability and a sense of
connection and prevented them from offending:

“[A partner is important], because you can say: laning this for her. | want to do it

for her.” (Participant 3)
A sense of belongirgSeven participants referred to affective componefhtonnectedness,
which they described as being able to be yoursigifout fear of being different, giving them
a feeling of being accepted. Experiencing this typgupport from staff, friends, or family
lowered the threshold for requesting help or supipathe future.

“He believed in me and | believed in his approachiagard to my needs. He did it with

his heart and soul to help me proceed. Thanks[trininal Justice staff member] |
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was able to cooperate in a good way, also withctirainal justice system. Like
[discussing together]: how can we prevent you freroffending?” (Participant 4)
Personal recovery resources
Personal developmentParticipants mentioned education as a resourgeeiconal
development and described learning to increaseagedfeness and understand and control
feelings and behavior as very meaningful. One gpent stressed the importance of studying
to understand context.
“I am someone who wants to understand things aadsexnd studies them. Even if
something belongs to the past, | keep paying attend the theme because of my
societal conscience and the fact that some of myaintances are still interned. |
could proceed due to my self-study.” (Participahnt 1
Some learning processes started with but went legfenindividual and were related to
interpersonal contacts—e.g., the development afreative attitude while communicating
with others.
Acceptance-The majority of participants mentioned that thegepted their current
situation. Some indicated that ‘letting go of tlesp was essential to feeling satisfied with
their life. This acceptance resulted for one pgréict in an open and honest attitude in
relationships and at work. Also, abandoning thespitiiof ‘the ideal life’ was a way to
proceed: several participants mentioned their desifocus on maintaining the equilibrium
they had reached.
“I have reached an equilibrium, a golden mean. Bsychologically, | understand that
| will not regain a healthy life, but | can stayia for my children... Life is not perfect,
but you can’t despair. Because despair, that’s, like, despair means death. | thought

about what’s important for me and what | am ableléd’ (Participant 11)
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Autonomy—Willpower was featured as an important resourcedoovery. Two participants
stated that in addition to having aspirationswilkngness to pursue them was meaningful.
With regards to this topic, the importance of aotoy was strongly emphasized.
“If you don’t need anyone for it, it's more valuabll think. When it’'s your own motive
and you can decide to begin and stop on your o\patticipant 9)
Tranquility and rest-Several respondents identified rest as a resdaraecovery; Six
discussed seeking and/or getting the rest theyatksr needed. Their definition of rest varied
from staying in bed to reducing contact with frisnd@hree persons cited meditation as a way
of seeking tranquility; for three others, rest vaasociated with going (more often) on
vacation.
“I have a lot of contacts. [...] But | can always ntien that | don’t feel well and they
understand. From time to time, | say: stop, | neesd. That’s no problem.” (Participant
4)
Ambiguous role of the judicial measure
All respondents mentioned the dual role of thermteent measure in their lives and in their
recovery process.
Measure of internmentSeveral participants stated that the moment tteeriment measure
was imposed was helpful. They indicated that atespoint in the past, they felt the need for
appropriate treatment, but needed coercion to @aareness of this need.
"If | wouldn’t have been interned, | would be st under by now. Perhaps | would
have caused a family tragedy, arms trade, drugdrad (Participant 4)
Nevertheless, most participants had ambiguousnigebout the further course of the
internment measure and questioned its efficienegryits dual influence on their lives.

“Researcher: Did the interment help you?
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Participant: [silence] Good question. On the onentlal dare to say that you end up a
little bit better, stronger. But on the other haiitts a wound you get due to society. It
heals, but you don’t forget it.” (Participant 1)
This ambivalence was mostly due to the indefingeqal of the internment measure; the
uncertainty was burdensome and stressful for ppaints. Additional stress was caused by the
feeling of being constantly tracked and by the ity of being re-incarcerated.
“Internment [...]. It impended over me and then | wakeased from prison. Being
stressed the whole day: something is going to hapgpaice is bent on finding me.”
(Participant 3)
Four participants referred to the probationaryqukwith limited release as well as to the final
release from prison as indicators of recovery. Bd\marticipants stated that they externalized
the prescribed conditions and complied with regoitet only in anticipation of the
termination of the internment measure. A minonitiernalized the restrictions after
adjournment of the measure; two participants reglothat they still limited themselves by
adhering to the conditions, although they no loriget to do so.
“Unless | don’'t need them anymore, my conditiory s my head [...]. Not for
supporting others, not to show what I’'m worth, fartmyself, to avoid problems.”
(Participant 7)
The final adjournment of the internment measure ewasidered as a recovery resource.
However, the way in which participants experientedladjournment as a resource differed:
for some, it directly impacted their functioningdaliving situation, since they no longer had
restrictions and had regained their civil rightsr Bther participants, the end of the measure
was beneficial for their societal functioning—elgejng able to apply for a job. Three
participants stated that they were only able td #teir life when the measure was abrogated.

One person disclosed that the stigma of being cadumntable disappeared with the end of the
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measure; another emphasized that being able tih@stigma into perspective was essential
for overcoming it.
“I suffered from an overpowering fear and stresscduse | constantly thought | had
to re-enter prison. | always had that same thouttdt people could read from my
face that | was a .... It seemed like | was mark@articipant 11)
Several participants indicated that the internnmeaasure still affected their life satisfaction
in that they tried to build a constructive life &yoiding the behaviors that would lead them to
the same dead end:
“I try to direct my life [...] in the right directionYou can always be led astray again,
but at those moments you should know who you dafoato receive some
encouragement.” (Participant 3)
Incarceration—Except for one person, all participants stayegrison for a substantial period
of the internment measure. Most of them looked lwackhis period with mixed feelings.
Three participants experienced its deterrent etisdielpful, although they expressed some
equivocation.
“On the one hand, the rough edges are smoothed.alfput on the other hand, prison
cultivates the revolting characteristics that |@hdy had in me.” (Participant 3)
Five participants reported that imprisonment wdpfakonly to a limited extent. Some
mentioned that their imprisonment contributed &irtipersonal development and provided
opportunities to prove themselves in a positiveseere.g., quitting drug use. Furthermore,
observing individuals who were incarcerated for eserious criminal offenses was
considered as an aid because it showed the partisiphat it would be detrimental to emulate
the behavior of these inmates. Imprisonment was@ssidered as helpful because it
afforded the participants with an opportunity tonganize their lives; they talked about taking

time to rest and about the structure and reguléngy experienced during detention.
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Additionally, the possibility of spending the dawya purposeful way during imprisonment
was seen as helpful. Six participants discussesiahm of work during incarceration.
Furthermore, participants talked about the impaanf taking a walk or participating in
other outdoor or leisure activities. However, aifpes relationship with other inmates was
stated as a prerequisite for participation in activdy. Three participants considered the
presence of a psychosocial service or support sgauifically for mentally ill offenders as
very helpful and described it as an accurate resptmtheir needs and demands during
imprisonment that focused on practical support—effering work and leisure activities,
helping to write or read letters, or assistingpplging for permission to contact family or
friends—rather than on addressing mental healtlesssParticipants considered release from
prison as an important step in the recovery process
The victim—Another forensic element that emerged from therui¢ws as a possible
resource was the role of the victim. One particigated that the fact that his victim survived
the offence allowed him to move forward. Two pap@nts recounted the restorative effect of
contacting the victim, indicating that it was thetim that chose the form, frequency, and
intensity of the contacts. Although the coursehef éncounters was not according to the
participants’ preferences, they nonetheless coreidiat having this contact allowed them
to move forward.

“Y. [victim and family member] is always welcomet bwill not push her to decide to

contact me or to live with me. | will try to take mesponsibility and try to love, but |

cannot force it.” (Participant 3)
Belief in the measure as a resoure@/hile exploring the accounts about internment as a
resource, it became clear that participants redeieheir own attitude of believing in the
usefulness of the measure. They considered thiingviess to succeed as a requisite for a

successful judicial trajectory, and indicated tatountering others with the same motivation
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and belief in their potential was helpful. For exdey members of the CPS and the probation
officer were mentioned as being supportive andfaklpive participants expressed
appreciation for being treated humanely by the GPtBe probation officer and for the fact
that these individuals believed in them.

Discussion

By exploring 11 first-person narratives of mentalllpffenders formerly labeled as not
criminally responsible, this study assessed ressuittat helped these individuals to move
forward in their recovery process. As for other taéhealth populations, we can conclude
that recovery is an ongoing journey that consitexperiences that are unique to each
individual. Our results indicate that there are own factors that facilitate the recovery
process that are consistent with recovery liteeainigeneral mental health care (Leamy et al.,
2011; Resnick et al, 2005; van der Stel, 2012)udhing clinical, functional, social, and
personal resources. However, specific resourcesgati¢hat can be attributed to the
particular judicial trajectory of mentally ill offelers.

Recovery process

Although the recovery paradigm does not assumectimital recovery is needed in order for
an individual to be considered as being ‘in recgyehis study identified three key
components of this recovery form as important resgsithat facilitate this process: taking
medication, staying in a residential treatmentrsgtiand the relationship with formal health
care. The desire of participants to live a hedlifieywas reflected by their adherence to taking
medication and how they valued the reduction ofa@amnsymptoms. The participants stated
that a positive relationship with professionals—egtlieir GP—played a crucial role in their
recovery. This is in accordance with previous fingdi of the importance of cooperative

engagement with staff for individuals with psychmtal problems who were following a
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compulsory treatment (Andreasson & Skarsater, 2Dd2zer & Wilkus-Stone, 2015;
Hayward & Finlay, 2009).

Recovery could also be gauged by a set of fundti@saurces. For example, overcoming
financial shortage was perceived as an importamansief regaining autonomy (Biringer et
al., 2016), although money was not seen as indsgiea for a fulfilling life. Other key
components of functional recovery were identifiedttcorresponded with findings from other
studies (Andresen, Oades, & Caputi, 2003; Leanay.e2011; Resnick et al., 2005; Schrank
& Slade, 2007); for instance, engaging in meanihgdily pursuits supported recovery by
fostering hope. In addition, establishing struatureutines was crucial for recovery (Doroud,
Fossey, & Fortune, 2015); as such, the importahb@awing an occupation was repeatedly
mentioned.

The third superordinate theme, social resourcegyrapassed ‘helping others’ as well as the
existence of an informal network, with certain piead conditions as prerequisites and a
sense of belonging as a goal. Previous researcal$mastressed the importance of trusted
relationships for the recovery process (Tew et28l1,2). In the present study, participants
strongly endorsed the physical as well as the gibd@ affective component of
connectedness—i.e., ‘a sense of belonging’. Thé&yeda'simply being’ or being able to go to
a place where they could be themselves—e.g., & fitey could call ‘home’, day care center,
or workplace. Hagerty and colleagues (1992) stttatdhaving a connection with the
environment gave individuals a sense of belondiimgs physical dimension refers to
meaningful places in a person’s life, which hashbaéefined as ‘place attachment’ (Fullilove,
1996) and plays a critical role in individuals’ ni@rhealth, sense of well-being, and recovery
(De Ruysscher, 2016).

The participatory dimension of the results wastegldo citizenship. The majority of

participants experimented with ways to regain dtosin society, which was repeatedly
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emphasized as important. For respondents, theoidgizenship was not founded in
normative ideas such as re-entering the labor m@tes, 2001), but rather in voluntary
contribution as a societal engagement—e.qg. givaetures to students, writing a book, or
participating in scientific research. Interrelategs and social inclusion were important for
individuals to proceed in life. Research on recgvers found that social exclusion is the last
component from which offenders recover (Ware, Hoppegenberg, Dockey, & Fisher,
2007), indicating that the social dimension of theovery process is the most difficult to
promote.

Personal development, acceptance, autonomy, amguitidy and rest were repeatedly
emphasized as personal recovery resources. Pedsmredbpment can enhance the subjective
experience of well-being, since education and aetkreness are linked to acceptance of the
actual situation (Clarke et al., 2016; Young & Hggil999). Autonomy was highlighted in
many of the narratives. The emphasis on this fdngqrarticipants could be attributed to the
importance of reestablishing ownership of and adrver their own lives, since they were
deprived of these elements during the impositiothefmeasure, especially in the case of
imprisonment (Liebling & Crewe, 2012). In additiaghe possibility of resting or finding
peace of mind was seen by some respondents as af waging with symptoms of their
illness or as a means of reestablishing their palpcjical balance. Experiencing a sense of
calmness was highly valued. This could be relateti¢ opposite past experiences during the
course of their illness (Young & Ensing, 1999).

‘Forensic recovery’

The narratives in this study showed significantikgirities to mental health recovery, but also
presented aspects that were specific to involvernehie criminal justice and forensic care
systems. These elements define the particular eeggrocess for mentally ill offenders—

i.e., forensic recovery (Aga & Vanderplasschen,80ivhich includes recovery from the
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impact of the offence (Ferrito et al., 2012) aslwaslthe judicial trajectory—e.g., the
indeterminacy of the internment measure. Baseduofirdings, forensic recovery may
include but does not necessarily imply offendeovecy (Drennan & Alred, 2012).

The judicial measure was of critical importancetfoe respondents, although their feelings on
this point were highly ambivalent. On the one hahd,status was considered as a positive
resource. For example, participants discussed sopnent as a resource for their personal
development (e.g., to structure their life or gmthway to treatment). This is in accordance
with previous research conducted in Belgium (Tonheule, De Smet, & Vandevelde, 2015;
De Smet, Van Hecke, Verté, Broekaert, Ryan, & Vaettke, 2015). However, participants
also expressed that although it was lifesavingjrite¥nment measure was hard to bear as
time passed owing to the indefiniteness. This s discussed in a study on patients’
experiences with community treatment orders by @emand colleagues (2003), who
reported that the measure wasdinly negative really, but it saved my’lifp. 251).

Forensic recovery can be considered as a consegjoénwentally ill offenders being
positioned between the care and justice systenar (R007), which leads to additional
obstacles as compared to mentally ill individualeowave not committed offences (Simpson
& Penney, 2011). One additional obstacle is thebtioar even triple stigma (LeBel, 2012);
that is, besides beingatients or ‘addicts, mentally ill offenders are also seen affenders
(Mezey et al., 2010). It is possible that indivitbuiaternalize these labels, resulting in self-
stigma (Corrigan, Watson, & Barr, 2006; LeBel, 20#ngus & Burchfield, 2012; Slade,
Amering, & Oades, 2008). Related to this issuetigpants tended to restrict the
conceptualization of their own recovery processc@iging events linked to judicial progress
(e.g., release from prison) as advancing theirvexgo They also considered basic rights and
prerequisites for mental health recovery (e.g.simg) as achievement-related rewards for

being stable and not being at risk of reoffending ask to society. Thus, the judicial labeling
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perpetuates (self-)stigma even for individuals wah®in treatment (e.g., in general mental
health care). Positive relationships with staff—easally through informal contacts—could
promote feelings of self-worth and counter therstigexperienced by mentally ill offenders
(Barnao, Ward, & Casey, 2015; Mezey et al., 2010).

In the present study, some participants set limnatto their own behavior even after the
measure had been abrogated by complying with foomeditions. The majority had a limited
social network. This is consistent with earlierdiimgs that individuals who experienced
stigma more frequently isolated themselves, althdhg did not include familial interactions
(Link, Struening, Neese-Todd, Asmussen, & Phel@0,12Perlick et al., 2001).

The need to help others and ‘to give something'iackociety was a key theme in the
narratives. Ferrito and colleagues (2012, p.34@nted that this ‘form of repayment’ was
“generativity to the experience of hope, which kewafeature of the recovery process

study on desistance found that this was criticallgortant because it i®“message to the
community that the offender is worthy of furthgosaort, and to the offender that s/he has
something to offer that is of value to otligiBazemore & Erbe, 2004, p.45).

Mentally ill offenders are also faced with the stig of the judicial measure, which is often
embodied by practical obstructions such as resttiatcess to the internet or suspension of
their driver’s license. If these obstacles to rnegmnation are not tackled, it will be difficult to
overcome the challenges of rehabilitation and tkst® and provide support to offenders so
that they can change themselves (McNeill, 2012).

Strengths and limitations of the study

The present study has a number of strengths arigiioms. One strength is that it provides
important insight into theories of recovery sinceas based on first-person perspectives

(Barnao et al., 2015; Dorkins & Adshead, 2011; Mezial., 2010; Turton et al., 2009;
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Viljoen et al., 2011), which reveals the realitiased by this vulnerable population with
respect to various life domains.

A limitation of the study is the small sample siaich is attributable to the fact that we
studied a hidden population that is no longer feéld by the judicial system and is often
reluctant to be contacted regarding their expegsnbilonetheless, we were able to recruit a
diverse sample of individuals who were formerlydigal as not criminally responsible for in-
depth interviews about their past and current reppexperiences. In addition, our study
focused on the situation in Belgium and its spedifterment procedure; as such, the findings
may not be generalizable to other settings. Orother hand, other countries have similar
approaches to dealing with individuals who are ledb@&ot criminally responsible; moreover,
our findings regarding ‘forensic recovery’ are greement with the international literature on
this topic. Despite the dynamic nature of recoy@ncesses, data collection was limited to a
single interview; repeated follow-up interviews nmapvide additional insights into the long-
term tenability of the findings.

Finally, there is still a theoretical void and akaf empirical evidence which moderates
suggesting forensic recovery as a rehabilitativegegy. Also, Barnao and Ward (2015) warn
that a consistent comprehensive rehabilitation éaork is needed instead of a blended
model of approaches and interventions, which corgdte more conceptual and practical
obscurity. To obtain further clarity into the coptef ‘forensic recovery’, future studies
could focus on mapping the gradual changes anthtypoints in this process by engaging
forensic mental health service users. In additioa,concept of ‘forensic recovery’ and
recovery could be explored within a mandatory cantehich could deepen our
understanding of its (in)compatibility with mairsam mental health recovery. More

generally, research on the intersection of speaatls education, psychology, psychiatry,
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criminology, and law could provide additional insignto the influence of imperceptible
labels on the recovery process.

Conclusion

This exploratory study focused on the paradoxds/ofseemingly incompatible paradigms—
recovery and the forensic context—based on thereqmes of mentally ill offenders
formerly labeled as not criminally responsible. Bbedy identified several resources for
recovery by focusing on individuals’ lived experes, which were largely in accordance
with previous knowledge of recovery in general méhealth care. However, our study
highlighted the ambiguities experienced by theséviduals in their recovery at the
intersection of mental health care and the crimustice system, as illustrated by the concept
of ‘forensic recovery’, which is an aspect of teeavery process that concerns particular
forensic elements and dynamics, such as how ai@idieasure can contribute to personal
development. Acknowledging personal goals assatiatth affective components, the social
network, and practical and financial issues wasdoto be especially critical for facilitating

the recovery process.
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Table 1 Summery of the main themes

Clinical recovery resources

Medication
Residential treatment services

Formal health care

Functional recovery resources

Financial situation
Daily activities

Practical resources

Social recovery resources

Helping others
Social network

A sense of belonging

Personal recovery resources

Personal development
Acceptance
Autonomy

Tranquility and rest

Ambiguous role of the judicial measu

réVleasure of internment
Incarceration
The victim

Belief in the measure as a resou

rce
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