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Aims and method This study aimed to develop and articulate a logic model and
programme theories for implementing a new cognitive–behavioural suicide
prevention intervention for men in prison who are perceived to be at risk of death by
suicide. Semi-structured one-to-one interviews with key stakeholders and a
combination of qualitative analysis techniques were used to develop programme
theories.

Results Interviews with 28 stakeholders resulted in five programme theories,
focusing on: trust, willingness and engagement; readiness and ability; assessment
and formulation; practitioner delivering the ‘change work’ stage of the intervention
face-to-face in a prison environment; and practitioner training, integrating the
intervention and onward care. Each theory provides details of what contextual factors
need to be considered at each stage, and what activities can facilitate achieving the
intended outcomes of the intervention, both intermediate and long term.

Clinical implications The PROSPECT implementation strategy developed from the
five theories can be adapted to different situations and environments.

Keywords Implementation; logic model; suicide; prisoners; psychological
intervention.

Understanding how complex interventions work and how
their casual pathways interact with implementation strat-
egies requires careful consideration. The Medical Research
Council (MRC) guidance for evaluating complex interven-
tions has recently been updated and now recognises the
importance of understanding that interventions and imple-
mentation strategies must consider their context and wider
systems, in addition to measuring effectiveness.1

Logic models diagrammatically illustrate the causal
processes between core components and intended out-
comes of an intervention. They are also beneficial in under-
standing the dynamic implementation process, where
implementation may occur across multiple levels within a
number of organisations,2,3 and provide a consistent and
structured approach to implementation.4 Mills and collea-
gues4 have provided a typology of logic models, consisting
of four types that vary according to whether or not the
model describes the relationships between factors (e.g.
between activities and outcomes) and whether or not the
model considers context (e.g. individual or environmental
characteristics that can affect, or be affected by, implemen-
tation). A type 4 logic model dubbed the ‘real-world’ logic

model (RWLM)5 includes both the causal relationships
between model factors and the context of the intervention.
This type of logic model captures how an intervention’s
success is dependent on its ability to adapt to different
situations and environments. In the development of the
RWLM, aspects of implementation science were included,
with the introduction of the Promoting Action on
Research Implementation in Health Services (PARIHS)
framework. This framework conceptualises successful
implementation as a function of the nature and type of evi-
dence, the context of the environment where the interven-
tion will be implemented and how implementation is
facilitated.6

Prevention of Suicide Behaviour in Prisons: Enhancing
Access to Therapy (PROSPECT)

The PROSPECT programme aims to refine and evaluate a
psychological intervention, cognitive–behavioural suicide
prevention (CBSP),7 for men in prison who are identified
as being at risk of death by suicide, through a series of inter-
related work packages. The CBSP intervention comprises a
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formulation-driven approach to understanding suicide
schema and a tailored intervention that is delivered over a
6-month period of up to 20 one-to-one talking therapy ses-
sions with a CBSP-trained practitioner.7

Prior to being evaluated in a randomised controlled trial
(RCT) and concurrent process evaluation, CBSP, as applied
to prison work, needed to be refined based on evidence
from a pilot trial8 to meet the diverse needs of patients in
prison and to develop an implementation strategy. CBSP is
a multi-component psychological intervention and when
delivered by healthcare professionals in a prison environ-
ment must consider prison-related complexities.9–12

Consequently, the development of a logic model was neces-
sary to delineate how the intervention was perceived to
bring about its outcomes and thus support the production
of an implementation strategy. This paper sets out the
approach used to develop the PROSPECT logic model and
the resultant initial understanding of the model’s compo-
nents. We aimed to develop a real-world logic model,5 as
the PROSPECT RCT requires consideration of (a) the inter-
play between different model factors (e.g. how different parts
of the CBSP intervention are delivered and facilitated, and
by whom) and (b) how local context might affect implemen-
tation (i.e. any specific adaptations needed to successfully
deliver CBSP in the prison environment and across different
prisons).

Method

Design

Data collection involved semi-structured qualitative
one-to-one interviews scaffolded by (a) flexible and iteratively
generated topic guides; (b) bespoke vignettes designed to elicit
open discussion of potentially sensitive contextual factors; and
(c) deliberately focused questions probing for any unknown
barriers to successful implementationof theCBSP intervention
in prison. Purposive sampling was used to identify and recruit
participants (n = 28) to take part in interviews that took place
over a 12-month period from November 2020 to October
2021. Inclusion criteria for participation in each stage of data
collection are given in the respective sections below. As
depicted inFig. 1, datacollectionandanalyses followedan itera-
tive approach in which data collection tools were refined and
theory developed simultaneously as the study progressed.13,14

As advocated by the approach of Mills and colleagues,4,5

features of implementation science, specifically the ‘integrated-
Promoting Action on Research Implementation in Health
Services’ (i-PARIHS) framework, were incorporated into the
study design to develop a real-world logic model for
PROSPECT, aiming to illustrate the relationships between
activities and outcomes, and to consider the context where
the intervention would be implemented. The i-PARIHS frame-
work proposes that successful implementation requires

Begin data collection:
Collating existing CBSP literature and consulting with

PROSPECT Co-Investigators

Research design
and logic

development 

Data collection:
1:1 interviews with practitioners, and 1:1 interviews and focus

groups with men with relevant lived experience of

imprisonment

Reporting:
PROSPECT logic

model (version 1.0)

and implementation

strategy  

Data collection:
1:1 interviews with key stakeholders in prison healthcare  

Data analysis:
TIDieR checklist – identifying ‘unknowns’ in existing knowledge   

Research
question 

Data analysis:
CMO configurations and explanatory accounts underpinning

core context and mechanisms   

Data analysis:
Thematic analysis and incorporating the i-PARIHS framework   

Fig. 1 Iterative process of data collection and analysis for developing the PROSPECT logic model (adapted from Busetto et al, 2020).13 The process
for data collection and analysis begins in the centre of the diagram and works outwards following the connecting arrows. CBSP,
cognitive–behavioural suicide prevention; TIDieR, Template for Intervention Description and Replication checklist; CMO, context, mechanisms
and outcomes (O); i-PARIHS, integrated-Promoting Action on Research Implementation in Health Services.
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consideration of four interrelated factors – (a) facilitatory
components, (b) types of innovation, (c) characteristics of reci-
pients and (d) local context15 – and it has proven valuable
when applied to multi-site implementation projects.16 The i--
PARIHS constructs were applied in the development of the
PROSPECT logic model to optimise the subsequent process
evaluation that will run concurrently with the RCT of CBSP
in prison; incorporating i-PARIHS as this stage meant that
problems could be tracked back and framed in a consistent
way.

Ethics

For interviews with practitioners and patients with relevant
lived experience, ethical approval was obtained from the
University of Manchester Research Ethics Committee (ref-
erence: 2020-9443-16034 and 2020-10252-16604). Ethical
approval was obtained from the Health Research Authority
and Health and Care Research Wales for interviews with
prison healthcare professionals (reference: 20/SS/0021).
Written or verbal informed consent was obtained from all
participants. Interview recordings were transcribed verba-
tim and pseudo-anonymised.

Stage 1: establishing a starting point logic

As a first step, relevant literature8,17,18 and descriptions of
CBSP used in previous trials7,19 were reviewed to identify
any ‘unknowns’ about implementing the CBSP intervention
in prison settings. The research team’s initial perceptions of
their knowledge of the underlying mechanisms of the inter-
vention, based on their clinical, research or lived experience
and wider reading, were recorded, along with any prejudices
and biases that could be identified. These consultations took
the form of individual interviews conducted either in person
or over the telephone. The research team comprised
PROSPECT co-investigators with distinct experiences as clin-
ical psychologists (n = 2) and lived experience of prison (n = 1).
The chief investigator of PROSPECT (D.P.) was interviewed at
three time points across the 12-month period of data collec-
tion to ensure that the developing logic was representative
of their understanding. The Template for Intervention
Description and Replication (TIDieR) checklist20 was used
to extract prior knowledge about the CBSP intervention
from both the existing literature and co-investigator inter-
views. Gaps arising from the application of the TIDieR check-
list formed ‘unknowns’ and were developed into questions for
subsequent interviews.

Stage 2: including the perspective of ‘experts by
experience’

In this next stage, clinical and forensic practitioners (n = 5)
who were independent of PROSPECT but who had experi-
ence of delivering psychological interventions to similar
patient groups at risk of suicide and self-harm in prisons,
forensic settings and the community were consulted to
understand how psychological interventions were used in
these environments from their perspectives. Participants
were purposively sampled via the research team’s profes-
sional network. Individual interviews took place via a

phone call (or via teleconferencing software) at a time con-
venient for the participant, and lasted approximately
45–60 min. Interviews were semi-structured and guided by
a topic guide probing ‘unknowns’ that had been identified
from the TIDieR checklist in stage 1. These probes were tai-
lored to the interviewee. For example, practitioners with
experience of working in secure settings provided further
information on the practical aspects of delivering similar
types of intervention – such as how practitioners had previ-
ously integrated clinical/forensic psychology programmes
into the prison regime.

In addition to collating practitioner perspectives, inter-
views were also conducted with men with wide-ranging per-
sonal (lived) experiences of suicidal thoughts and/or
behaviours during a period of imprisonment (n = 12). These
interviews lasted around 60 min and aimed to understand
further ‘unknowns’, specifically the perceived barriers and
facilitators to engaging with the CBSP intervention in a
male prison. At the time of data collection these 12 partici-
pants were residing in the community and were recruited
via third-sector organisations.

Stage 3: identifying core context and mechanisms of
implementation

The aim at this stage was to understand the core context and
mechanisms for implementing the CBSP intervention in
prison settings. Framework analysis was used to analyse
all data from stages 1 and 2 (literature extracts and interview
transcripts). Data were coded for instances of related context
(C), mechanisms (M) and outcomes (O), working backwards
from outcomes.21 Data were sifted, charted and sorted,
whereby the C, M and O categories were used for each col-
umn of the framework matrix and participants were
assigned a separate row and grouped as either (a) existing lit-
erature, (b) PROSPECT co-investigators, (c) independent
practitioner ‘experts by experience’ or (d) patient ‘experts
by experience’. Separating the data in this way highlighted
both convergence and divergence in the data. Any remaining
unknowns or conflicting evidence were marked to be
explored more deeply in the subsequent interviews and in
the process evaluation of the RCT.

Where possible, expressed explanatory accounts from the
CMO configurations were written in the form of ‘if . . . then’
statements that specified linked context, and/or mechanism
and/or outcomes(s) – for example ‘If we do [MECHANISM]
in [CONTEXT], then we achieve [OUTCOME]’.22 However, a
decision was made not to limit accounts to only those
expressed in this way, recognising that partial accounts were
also informative at this stage – for example ‘If [CONTEXT],
then [OUTCOME]’ or ‘If [MECHANISM], then [OUTCOME]’.
The explanatory accounts were expressed and documented in
a ‘narrative’, representing a coherent linear description of
what was expected at each stage of implementation.

Stage 4: incorporating the i-PARIHS framework

Once the core context and mechanisms for implementing
the CBSP intervention in prison settings had been identified
through CMO analysis, the next step was to understand how
local context could affect implementation. In preparation for
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the next stage of data collection (stage 5), the i-PARIHS
framework15 was introduced.

Applying i-PARIHS terminology to PROSPECT, the
innovation is the CBSP psychological intervention and the
training and supervision package for CBSP practitioners
who deliver the therapy. Facilitation of CBSP is provided
by practitioners who are clinical or forensic psychologists
or cognitive–behavioural therapists.7 These trained practi-
tioners might be novice facilitators (if new to the role),
more experienced or even expert facilitators. The expert
facilitator is responsible for training and supervising the
more novice facilitators who deliver the CBSP intervention
as part of the RCT. For PROSPECT the expert facilitator
was the chief investigator (D.P.), who has extensive experi-
ence of delivering CBSP in prisons and developing CBSP
with diverse patient groups (e.g. psychiatric in-patients, peo-
ple in the community with non-affective psychosis), supervis-
ing therapists in delivering CBSP across different settings (e.g.
prison, hospital, community) and working with associated
National Health Service (NHS) mental health teams.

There are three categories of ‘recipient’ in PROSPECT.
First, the men in prison who are perceived to be at risk of
death by suicide and who participate in the CBSP pro-
gramme. Second, novice facilitators delivering the CBSP pro-
gramme who receive the CBSP training and supervision
package. Third, the prison staff, who are considered recipi-
ents because they will affect, and be affected by, the imple-
mentation of the CBSP intervention.

The context in which PROSPECT is situated is the prison
environment, including the prison culture, staff attitudes and
organisational structures and priorities. PROSPECT is a
multi-site trial, so it was important to consider how the
local environment might differ across locations. Individual
characteristics, such as prisoners’ previous experience of ther-
apy and PROSPECT practitioners’ experience of working with
people who are suicidal and/or had been in the criminal just-
ice system, were important contextual factors that needed to
be considered.

Stage 5: developing context-sensitive implementation
strategies

Four prisons in the North of England were selected to host
PROSPECT and evaluate the CBSP intervention within an
RCT. At this stage, we wanted to assess key stakeholders’
views on how the above i-PARIHS factors might affect, or
be affected by, implementation. The aim was to investigate
how these factors might be customised in different contexts,
i.e. each prison site, and what each site would need for suc-
cessful implementation. Often with implementation
research, this is achieved by forging consensus among stake-
holders.23–25 However, Mills and colleagues4 suggest that
this is not appropriate for complex interventions that need
adaptations to context. It was clear from the outset that
PROSPECT would require localised customisation to sup-
port implementation.

For this stage of data collection, which comprised quali-
tative one-to-one interviews, participants were targeted who
were NHS healthcare staff with experience of working with
suicidal prisoners and who had supported a suicidal prisoner
in the past 6 months in one of the four host prisons.

Potential NHS staff participants were identified by an appro-
priate service manager, who sent an email on behalf of the
research team to relevant members of their team. The
email contained an introductory letter and a copy of the par-
ticipant information sheet. Individual interviews took place
via a phone call, or via teleconferencing software, at a time
convenient for the participants (n = 5). Interviews were
semi-structured, based on a topic guide comprising any out-
standing ‘unknowns’ or conflicting evidence, and lasted
approximately 60 min.

Using the narratives that were created following the
CMO framework analysis (stage 3), a series of vignettes
were designed to investigate the relationships between core
underpinning mechanisms and contextual factors. Vignettes
were used to provide a common context around which discus-
sions might be shaped in the interviews with key stake-
holders, reducing the need to rely on a personal frame of
reference and allowing stakeholders to talk openly and with-
out judgement. The aim was to use the vignettes to guide par-
ticipants through the current understanding of how the CBSP
intervention could bring about outcomes and be successfully
implemented in the local prison environment.

An example vignette and related question are as follows:

‘When delivering the CBSP intervention to men in prison,
practitioners will require access to a private location that
can be made available for one-to-one therapy sessions to
ensure confidentiality and promote engagement. It is likely
that the practitioner will need access to a variety of interven-
tion rooms throughout the prison site in order to provide
easy access to the CBSP intervention for all eligible partici-
pants. Decisions on which intervention rooms can be made
available to the PROSPECT practitioners should be made
in collaboration with host prison staff, with PROSPECT prac-
titioners adhering to any existing room booking procedures.
Locations of intervention rooms may include interview
rooms on residential wings, clinic rooms in the healthcare
centre, office spaces in workshops, or interview rooms within
the psychology / programmes centre.

What spaces are available for one-to-one therapy sessions
and how would PROSPECT practitioners go about scheduling
access to these rooms in your prison?’

This exercise was used to present the core components of
implementation to identify stages of the process and ‘walk
through’ the process of implementation with stakeholder par-
ticipants, considering the following questions: What assump-
tions have we made? What have we missed? Is there anything
we have not accounted for? These methods have been found
to be helpful when evaluating implementation strategies in
healthcare as they help ensure that procedures and protocols
can be followed successfully by users in specific healthcare
contexts.26 The aim here was to achieve context-sensitive
implementation strategies, rather than consensus on context
or methods (as these might be site-specific).

Researchers (R.C. and D.H.) independently analysed
each transcript from the five key stakeholder interviews, fol-
lowing the approach to reflexive thematic analysis.27 Data
were first analysed inductively following the thematic ana-
lysis method so that the analysis was not constricted by
the i-PARIHS framework, and the codes were generated
from the data using a bottom-up rather than top-down
approach. Once data had been analysed in this way, the i--
PARIHS framework was ‘layered’ over the top. Data-driven

288

ORIGINAL PAPERS

Crook et al Development of the PROSPECT logic model

https://doi.org/10.1192/bjb.2024.22 Published online by Cambridge University Press

https://doi.org/10.1192/bjb.2024.22


codes were compared with the i-PARIHS constructs
and matched so that there was information for all the i--
PARIHS constructs: (a) facilitatory components, (b) types
of innovation, (c) characteristics of recipients and (d) local
context. The data corpus was examined for instances of con-
sensus on feasibility of implementation and also divergence
regarding site-specific details on how to approach imple-
mentation. These data were then included to develop the
PROSPECT logic model and programme theories to support
the production of an implementation strategy. Each pro-
gramme theory was written using data collected from vari-
ous stakeholders throughout the study, and includes an
overarching theory of change and more detailed theory of
action28 produced by collating ‘if . . . then’ statements that
have been refined throughout the iterative process of data
collection and analysis.

Results

The PROSPECT logic model

The PROSPECT logic model (version 1.0) (Fig. 2) and five
programme theories were developed following the principles
of a real-world logic model5 and consideration of the i--
PARIHS framework.15 Together these describe the causal
pathway of the CBSP intervention and the interplay with
implementation strategies.

Context includes both inner (individual) and outer
(environmental) factors at the top and bottom of the logic
model; the arrows going into the centre of the model from
the top and bottom in Fig. 2 represent how these contextual
factors must be considered throughout implementation. Key
features of the implementation and facilitation strategy are
included in the left-side shaded rectangle, and the circular
arrow illustrates the ordering of key mechanisms for facilitat-
ing delivery of the CBSP intervention. Soft outcomes are
included in the top right-side box and core outcomes are
included in the shaded boxes below. The bi-directional
arrow connecting the box containing ‘Implementation and
facilitation strategy’ and ‘Mechanisms’, and the soft outcomes
shows the bidirectional relationship between these model
components – i.e. activating the mechanism(s) will lead to a
change in the soft outcome(s), and a change in the soft out-
come(s) can affect implementation and facilitation. For
example, if a more novice practitioner is supervised regularly
and uses the CBSP manuals to inform intervention delivery,
then there will be a change in the practitioner’s skills, enab-
ling them to deliver the CBSP intervention in line with the
manualised pathway. This soft outcome will then affect the
way in which they approach the intervention delivery with
the participant. The arrows connecting the soft and core out-
comes illustrate the relationship between outcomes – i.e. a
change in soft outcomes should lead to a change in intermedi-
ate core outcomes, which should lead to a change in long-

Space available to deliver

the CBSP intervention in

prison

Practitioner develops and

maintains a trusting

relationship & therapeutic

alliance with the participant

Change in the practitioner's skills enabling

them to deliver the CBSP intervention in line

with the manualised pathway

More engaged participant who trusts their

practitioner

Participant will better master CBSP techniques,

and is ready, willing and able to engage

meaningfully in the CBSP intervention

PROSPECT team is embedded and integrated in

the prison regime

Intermediate outcomes
Participant's improved mental health and

well-being

Long-term outcomes
Reduction in the severity and frequency of self-

directed harmful behaviours

Reduction in medical and economic costs of

suicidal behaviour among prisoners

Practitioner works through 

the change work with the

participant at a suitable

pace, so the participant

engages meaningfully with

the content throughout

Practitioner uses the

PROSPECT toolkit to

improve and support the

participant's readiness,

willingness and ability to

participate

Practitioner plans the

change work guided by

this shared understanding,

prioritising delivery of

appropriate modules

Participant's previous experience

of psychological interventions

Practitioner's experience

level

Participant's trust in

healthcare professionals

Participant's mental

health

Practitioner assesses the

participant and

collaborates with them to

produce a shared

understanding of their

suicidal behaviour

PROSPECT

practitioners and

supervisors liaise

with prison

services to set up

organisational

protocols,

contracts and

agreements

PROSPECT

supervisors train

and supervise the

PROSPECT

practitioners, and

practitioners use

the manuals to

support delivery

of the CBSP

intervention

Prison officers' views

about vulnerable

people in prison

Relationships between

prison staff and clinical

staff

Inner (individual) context

Environmental

instability (e.g., COVID-19

regulations)

Prison prioritising

safety and security

over healthcare

Outer (environmental) context

Implementation and
facilitation strategy

Mechanisms
Soft outcomes

Core outcomes

Fig. 2 PROSPECT logic model, version 1.0. CBSP, cognitive–behavioural suicide prevention.
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term outcomes. Constructs in the i-PARIHS framework (the
innovation, context, facilitators and recipients) are embedded
throughout the PROSPECT logic model.

The different components in the larger left-side box (the
‘Implementation and facilitation strategy’ and the ‘Mechanisms’
for intervention delivery) provide brief summaries of programme
theories that ‘sit behind’ the logic model. These provide fur-
ther detail explaining the various activities and mechanisms
that are required to achieve the outcomes. Drawing on the
work of Brand and colleagues,14 each programme theory also
has a diagram presenting the relationships between specific activ-
ities and the intermediate outcomes. These offer more detailed
models (see Fig. 3 for an example) showing the particular
mechanisms required to achieve soft outcomes for each pro-
gramme theory. Broken arrows in these supplementary models
indicate negative consequences that could affect the achievement
of the respective intermediate outcomes. It is anticipated that
if the various mechanisms that are described in the programme
theories are activated and achieve the soft outcomes (included
in top right-side boxes in Fig. 2), then this will lead to a change in
intermediate outcomes (secondary outcome measures for the
PROSPECT RCT relating to mental health and well-being) and
long-term (primary) outcomes that are highlighted in
shaded boxes under ‘Core outcomes’ in the logic model in Fig. 2.

Programme theory 5 (PT5) is included here as an example
(see Fig. 3 for the detailed model for this programme theory)
and describes the core mechanisms for implementation that
will develop practitioners’ skills and help integrate the CBSP
intervention in the prison environment.

For each mechanism in PT5 (see the outside ‘Mechanism’
boxes connecting inward to the dotted ‘outcomes’ box in
Fig. 3) there are context-sensitive factors that need to be
addressed, as included in the logic model in Fig. 2. For
example, when training and supervising the PROSPECT prac-
titioners, the supervisor will need to consider the practi-
tioners’ past work experiences and their professional
background. The existing structures to support participant
engagement and integration of the CBSP intervention will
also be context-specific and will vary depending on which
prison the PROSPECT practitioners are working in.

The five programme theories and detailed models are
available in Supplementary Material 1, available at https://
doi.org/10.1192/bjb.2024.22.

Context-sensitive implementation strategy

Stakeholder interviews in the final stages of data collection
provided site-specific information, including convergence and
divergence. This helped generate the underlying mechanisms
for each programme theory, and consideration of how these
factors could differ and how implementation could be adapted
to different contexts/prisons. The PROSPECT logic model
(version 1.0), programme theories and detailed models sup-
ported the development of the PROSPECT implementation
strategy that uses this information to guide the facilitators
and recipients in the PROSPECT RCT. The implementation
strategy includes the following sections: (a) information
about the CBSP intervention; (b) information for prison

There is a change in therapist’s skills/competencies/behaviour, enabling them to deliver the CBSP intervention in line with manualised pathway to the participant group.

The PROSPECT team is embedded and integrated in the prison regime.

PROSPECT

practitioners should

use existing

structures to support

participant

engagement and

integration of the

CBSP intervention

where appropriate

(e.g. Listeners,

Chaplains).

Practitioners take

time to

understand the

prison culture and

terminology and

adopting this in

their approach.      

PROSPECT staff should

attend to preparing

existing prison-based

staff and getting their

views on how delivery of 

the intervention can be

best achieved, giving the

staff some ownership

and influence over

implementation.        

Practitioners are

trained, by their

supervisor in how to

do the assessment-

formulation

approach and how to

decide how to

approach tailoring

the change work

around the needs of

the individual.         

Practitioner

training is

supported by

the manual,

which the

practitioners

can use as a

guide to their

approach.        

Supervisors review

the practitioner’s

case load in

supervision, ensuring

that the formulation

is appropriate and

that the change work

delivered by the

practitioner is

shaped by the

formulation.

Practitioners must find

creative ways of

supporting

intervention delivery.

They can involve key

workers to pass things

on, or meet up with

the participants in

between session for

half an hour to prompt

/ support them in

doing any out of

session tasks.

Practitioners should

make an effort to

establish and

maintain good

relationships with

the prison staff,

especially the Safer

Custody teams, and

should have a

physical presence in

the mental health

teams.      

Practitioners must

embed themselves

across the prison

culture and

understand the

workings of the prison,

to do this they should

liaise with prison staff

and attend relevant

meetings where their

input could be

beneficial.

At the end of the CBSP

intervention, PROSPECT

practitioners will develop a

handover plan and may involve

the prison mental healthcare

team in the final CBSP session to

handover for onward care and

long-term support as necessary.

Each plan will be individualised

and tailored to each person’s

needs.          

At the end of the

CBSP

intervention, the

PROSPECT

practitioners will

collaborate with

each person in

developing a

‘maintain

well-being /

staying well’ plan.

Some prison officers

might have

prejudicial or

negative views about

vulnerable people in

prison, so prison

officer interactions

might act as a barrier

to implementation        Key:

Mechanism

Outcome

Negative consequence

Fig. 3 Model of the core mechanisms for Programme Theory 5: practitioner training, integrating PROSPECT and onward care (pre-, during and
post-intervention). CBSP, cognitive–behavioural suicide prevention.
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governors and healthcare providers and commissioners; (c)
information for supervisors overseeing PROSPECT; and (d)
information for PROSPECT practitioners. The implementation
strategy also includes site-specific sections that were produced
for implementation in each of the four prisons in the RCT.
These comprise key information about the i-PARIHS factors
that needed to be considered and/or adapted in the pro-
gramme theories for successful implementation in each prison.
These include: prisoner population (recipients: e.g. the size and
profile of the prisoner population); PROSPECT staff i.e. practi-
tioners and supervisors (facilitators: e.g. what spaces are avail-
able for facilitation?); local environment (context: e.g. what
does the current prison mental healthcare model look like
and what are staff attitudes to suicidal prisoners?); and the
CBSP intervention (innovation: e.g. what other psychological
interventions are available and how does CBSP compare?).

Discussion

The PROSPECT logic model (version 1.0) was developed to
articulate how the CBSP intervention brings about its out-
comes in the prison environment and to support the imple-
mentation of the CBSP intervention with male participants
in prison. Drawing on the work of Mills and colleagues4,5

and also Brand and colleagues,14 a logic model and related pro-
gramme theories illustrating and describing the relationships
between activities (mechanisms) and outcomes were gener-
ated, while also considering how context can affect implemen-
tation. For PROSPECT, the CBSP intervention is being
implemented as part of a wider programme of work, specific-
ally in the treatment arm of an RCT whereby half of the par-
ticipants enrolled into the trial will be offered the intervention
over a period of 6 months. The PROSPECT programme theor-
ies are now being utilised in the PROSPECT RCT and concur-
rent process evaluation. The outcome of the RCT will tell us
‘what’ – i.e. is the CBSP intervention clinically effective and
cost-effective when implemented in prison? – whereas the
process evaluation will tell us ‘how’ and ‘why’, and findings
will be considered to develop and refine the PROSPECT
logic model for further implementation, as appropriate.

Strengths and limitations of the PROSPECT logic model

Logic models are often used in healthcare research (for exam-
ples, see4,29–31). Nevertheless, critiques have noted some key
limitations, namely, that they can overlook the complexity
underlying interventions, limit exploration of adaptations to
enhance contextual compatibility or disregard any undesirable
outcomes.32 By developing a real-world logic model5 we aimed
to navigate these potential limitations. Specifically, the
PROSPECT logic model and programme theories consider
context throughout implementation, and interviews with key
stakeholders at different prison sites allowed for local context-
ual factors and adaptations to be included. This helped shape
context-sensitive implementation strategies, and potential
undesirable outcomes that could affect implementation are
included in the programme theories and respective diagrams.

That is not to say that the current version is without
flaws. Some features of the logic model will require atten-
tion. As described earlier, the expert facilitator of CBSP for
PROSPECT is the chief investigator (D.P.); logic model
development in the process evaluation will need to account

for not having this role for wider implementation outside
of the trial, among other factors, as D.P. would not have cap-
acity to train and supervise all CBSP practitioners if the
intervention were successful and rolled out across the prison
estate. Likewise, outside of the PROSPECT RCT, trained
psychologists would need to be employed to deliver the
CBSP intervention in prison. In an environment where the
few trained psychologists working in prison are in high
demand, these roles would require funding and resourcing –
contextual challenges that require further investigation in
the PROSPECT process evaluation.

An additional limitation of the current model is that,
owing to restrictions surrounding research activity during the
COVID-19 pandemic,33 we were not able to interview staff
employed by His Majesty’s Prison and Probation Service, so
these perspectives are not included in the current version of
the logic model. Prison staff participants will be approached
for interviews in the process evaluation of PROSPECT and
their perspectives will be included in the next iteration of
the model and developing programme theories. By using the
PROSPECT logic model to inform implementation during
the trial we can test and evaluate our current understanding
of how the CBSP intervention should bring about its outcomes.
This will be done through rigorous qualitative analysis in the
process evaluation. The process evaluation method includes
further investigation of the barriers and facilitators to imple-
mentation, and has the benefit of patient and public involve-
ment (both staff and prisoners) actively experiencing
implementation of the CBSP intervention during the RCT,
and contributing to the logic model development.

Further development of the PROSPECT logic model

Novel findings from this study highlight the value of devel-
oping a real-world logic model that considers both the causal
relationships between model factors and the context of the
intervention4,5 as a crucial initial step in supporting imple-
mentation of any complex psychological intervention trial.
Recent advances in implementation science, alongside the
RWLM, have introduced the implementation research logic
model (IRLM).2 Rather than applying implementation fra-
mework(s) to the logic of the intervention itself (as we did
with i-PARIHS for PROSPECT), the IRLM integrates imple-
mentation science into the core logic model, with the aim of
improving the rigour and reproducibility of implementation
research, and this has been shown to provide structure when
developing causal pathways and mechanisms.3 Developments
in the PROSPECT logic model could consider this approach,
drawing on learnings from producing an RWLM in line with
guidance from Mills and colleagues5 and considering the
most effective way of illustrating and guiding implementation.
Further developments should include stakeholders in the
final developments of the model, ensuring that the pro-
gramme theories for implementing the CBSP intervention
in prison, and specifically the visualisation of implementation
(PROSPECT logic model), could support implementation
beyond the research trial.34
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Aims and method The aim was to evaluate an innovative pathway in police custody
suites that aimed to specifically address alcohol-related health needs through
screening and brief interventions by police custody staff. This paper presents a
qualitative investigation of challenges involved in implementing the pathway.
Qualitative interviews were carried out with 22 staff involved with commissioning
and delivering the pathway; thematic analysis of interview data was then undertaken.

Results An overarching theme highlights the challenges and uncertainties of
delivering brief alcohol interventions in the custody suite. These include challenges
related to the setting, the confidence and competence of the staff, identifying for
whom a brief intervention would be of benefit and the nature of the brief intervention.

Clinical implications Our findings show that there is a lack of clarity over how
alcohol-related offending can be identified in police custody, whose role it is to do
that and how to intervene.

Keywords Police custody; alcohol; brief intervention; public health; qualitative.
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