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ABSTRACT
This study presents findings of forensic inpatients’ experiences of their role in the risk assessment 
process. Eleven patients, recruited from two forensic psychiatric clinics in Sweden, participated in 
semi-structured interviews which were analyzed using qualitative content analysis. The analysis of 
their experiences resulted in the information of three categories: Taking responsibility for one’s 
own situation, in terms of taking responsibility for aspects of one’s care, taking charge of the 
present, emphasizing potential challenges in grasping reality, and being involved and having 
impact, which concerns feelings of being involved in discussions related to one’s care and treatment 
versus feelings of being an outsider.

Introduction

Studies of patient experiences of compulsory treatment gen-
erally exclude patients in forensic psychiatric care (e.g., 
Katsakou & Priebe, 2007; Wyder et  al., 2016), although, 
patients’ responsibility for their involvement in their own care 
has been receiving increasing attention in general (Roaldset 
& Bjorkly, 2010). As forensic psychiatric settings deal with 
the task of compulsory treatment aimed at reducing the risk 
of criminal recidivism while taking societal protection into 
consideration, ethical issues regarding patients’ autonomy and 
their ability to participate in their treatment plans has come 
to the forefront of the contemporary discussion (Olausson 
et  al., 2019). Forensic psychiatric care in Sweden assumes 
incarceration for persons who have committed a criminal act 
due to the influence of a severe mental disorder. The purpose 
of forensic psychiatric treatment is to prevent future violent 
behavior; this involves continuously assessing the risk thereof 
and evaluating patients’ readiness to return to society with 
this risk having been reduced as much as possible. Therefore, 
there are frequent assessments of patients’ future risk of com-
mitting violence or exhibiting other dangerous behaviors. 
Structured instruments, such as the Historical Clinical Risk 
management (HCR-20) instrument (Douglas et  al., 2013), 
assess the risk of violence by identifying a person’s historical, 
clinical, and contextual risk factors. From a patient perspective, 

risk assessments are primarily connected with decisions about 
admission, privileges granted during stay, transfer to outpatient 
psychiatric care, and discharge (The National Board of Health 
and Welfare (Socialstyrelsen), 2004). If the forensic psychiatric 
treatment is combined with special court supervision (SCS), 
the County Administrative Court decides if the care must 
continue due to the high risk of recidivism or if the patient 
can be released every six months (SFS 1991:1129). In other 
words, the risk assessments are a key factor in the courts’ 
decision-making process.

The Swedish Health and Medical Services Act states that 
the health-care system must respect every patient’s autonomy 
and integrity (SFS 2017:30), emphasizing every patient’s ability 
to influence their own treatment. Current legislation of patient 
rights in psychiatric health care strongly stresses the concept 
of patient participation in all parts of their care. This is in 
line with the person centered strive in psychiatric care in 
terms of placing the patient’s recourses in the foreground 
during treatment, and at the same time focus on identifying 
aspects that restrain an increase in psychiatric illness. The 
caregiver should provide support, help the patients to reflect 
on their own actions and beliefs in relation to their ability 
to live an independent life (Gustafsson et al., 2012), and moti-
vate them to refrain from criminal behavior (The National 
Board of Forensic Medicine (RMV) report 2000:1, 2000).
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Understanding patients’ subjective experiences is a central 
element in health-related research. In line with the 
person-centered perspective the importance of knowing the 
person behind the patient is essential. Listening to the 
patient’s personal story acquires knowledge about the person; 
relating to them as a capable human being, with physical 
and intellectual abilities, as well as having personal and inter-
personal assets (Robeyns, 2006). Furthermore, the 
person-centered approach emphasize to engage the patient 
as a partner and invite him or her to participate in care 
processes (Slater, 2006). The person-centered recovery process 
relates to Hirschi’s social bonding theory (1969), which pres-
ents four interconnected bonds relating to criminality; essen-
tially, when social bonds are lacking or impaired, the risk of 
deviance is increased (Durkin et  al., 1999). The four bonds 
are attachment, referring to emotional and social ties to 
others that can control behavior in the sense of not wanting 
to disappoint emotionally important people, commitment, 
referring to the investment in society that people do not 
want to jeopardize through deviance; involvement, which 
assumes that spending time in prosocial activities decreases 
the likelihoods of engaging in criminal acts, and belief, which 
refers to values associated with the acceptance of social norms 
and behaviors that conform to the law (Pratt et  al., 2011), 
including morally binding societal rules (Durkin et  al., 1999).

Despite the formal importance of risk assessment in foren-
sic psychiatric care in terms of inviting the patient to partic-
ipate in the process, insight and knowledge are lacking in 
terms how patients actually perceive risk assessments. This is 
in contrast to the knowledge of when patients admitted to 
psychiatric care use self-reported assessments to predict their 
risk of committing violence and self-harm, which significantly 
predict violent behavior both during the psychiatric hospital 
stay and for the subsequent 3 months after discharge (Roaldset 
& Bjorkly, 2010). In addition, a significant association between 
self-assessment and subsequent violence has been found when 
psychiatric inpatients were asked to describe the chances of 
them committing a violent act in the near future (Lockertsen 
et  al., 2018). On the other hand, psychiatric inpatients con-
sidered to be at a high risk of violent behavior, were not 
involved in their risk assessments; more surprisingly, many 
were not even aware of them (Langan, 2008).

Despite the fact that the importance of a patient’s perspec-
tive is stressed in modern psychiatric care, findings still indi-
cate a lack of awareness from the patients regarding the actual 
contents of the risk assessment (Dixon, 2012); there seems to 
be, “a difficult balancing act” (Shingler et  al., 2018, p. 3208). 
This idea resembles the findings of another study exploring 
forensic mental health nurses’ experiences of risk assessments 
and their use of them in care planning (Nyman et  al., 2019). 
The risk assessments’ focus on the patients’ histories of vio-
lence challenged the nurses strive to establish a mutual rela-
tionship with the patient, in order to confirm the unique 
person behind the patient. The nurses also viewed the ther-
apeutic alliance as crucial, though there was also a need to 
balance both caring and restricting actions (Nyman et al., 2019).

Specific research on forensic psychiatric patients’ involve-
ment in risk assessments remains scarce (Kroner, 2012; Langan, 
2008). Deeper knowledge and understanding of the patients’ 

situations in connection with risk assessments during forensic 
psychiatric care would help caregivers in their attempts to 
provide person-centered care. The aim of this study was to 
explore how forensic psychiatric inpatients experience their 
role and participation in the risk assessment process.

Materials and methods

Recruitment and participants

Participants needed to have the capacity to consent to the 
study and to be willing to participate in the interview; a 
purposive sampling strategy was therefore used for recruit-
ment. Participants were recruited from two forensic psychi-
atric clinics in different regions of Sweden; both have similar 
care mandates and patients in terms of gender, diagnoses, 
and criminal offenses. After obtaining approval from the 
management of each clinic, selected staff members (in col-
laboration with the team involved in the patient’s care), who 
were well informed in advance of the study purpose and 
recruitment process, asked patients who met the inclusion 
criteria if they were interested in participating in an indi-
vidual interview. The inclusion criteria were that patients 
must be 18 years or older and must have been under SCS 
for at least 6 months. The main reason for this second cri-
terion is that patients placed under SCS are risk assessed 
more frequently. Patients reported by their treatment teams 
to have severe ongoing psychotic symptoms were excluded.

For patients who showed interest in participating, an 
interview time was set up in the visitor’s area at the clinic. 
The interviews were conducted between September 2018 
and March 2019.

Data collection

Data in this study came from semi-structured interviews 
focusing on the patient’s experiences of risk assessments. 
The interview guide included eight open-ended questions, 
including, “Can you tell me what you know about risk 
assessments?”; “What do you think about your own risk 
assessment?”, “What pros and cons of risk assessments can 
you identify?”, and, “What does it mean to you to be moti-
vated?” They were elaborated upon as needed. Eleven inter-
views were carried out with patients (only one of whom 
was female) in ongoing inpatient forensic psychiatric treat-
ment. Of those, seven were being treated at the clinic in 
the western region and four in the south region. The inter-
views, which lasted between 10 and 40 minutes, were con-
ducted by the first researcher. The audio-recorded interviews 
were then transcribed verbatim.

Ethical considerations

This study was conducted in accordance with the principles 
for medical research involving human subjects outlined in 
the World Medical Association Declaration of Helsinki 
(World Medical Association, 2013) and the General Data 
Protection Regulation (European Union Regulation 2016/679, 
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2016). The study was approved by the Regional Ethical 
Review Board in Lund, Sweden (registration number Douglas 
et  al., 2013/329). All participants were provided with verbal 
and written information about the study. As the participants 
were undergoing compulsory treatment, they were in a state 
of dependence, which could potentially make them vulner-
able to demands to participate. Thus, special care was taken 
to ensure that they did not feel pressured in that respect; 
they were informed that their participation was voluntary 
and that they could withdraw at any time without explana-
tion or consequences. They were also assured that the data 
would remain confidential and that their names would be 
replaced with codes. It was also explained that the data 
would be interpreted a comprehensively and that the results 
would be presented without identifying any individual infor-
mant. The interviewer also needed to take care not to pres-
sure an informant if they showed reluctance or discomfort. 
All participants gave informed consent to participate in 
the study.

Data analysis

We conducted a qualitative content analysis with an induc-
tive approach (Graneheim & Lundman, 2004). This is an 
often-used approach when the goal is obtaining insight 
into at variety of experiences and personal views. We began 
the analysis by reading the transcribed interviews several 
times. Meaning units, containing aspects related to indi-
vidual experiences of risk assessments, were identified, 
condensed, and then labeled with a code. These codes were 
then sorted into emerging categories, which were reviewed 
and refined to ensure that the coded meaning units were 
relevant to each category. This deepened the analysis to a 
more latent level by abstracting the data through categories 
(Graneheim et  al., 2017). The analysis implied a continuous 
process of forward and backward movement between the 
text as a whole and its parts (Graneheim & Lundman, 
2004). To ensure trustworthiness, the researchers discussed 
the findings through the analysis process until consensus 
was reached. It is possible that the first researcher’s expe-
riences with mental health nursing influenced the findings. 
However, this pre-understanding was balanced by having 
two researchers analyzing the data and participating in 
discussions during the process (Graneheim & Lundman, 
2004). All four researchers agreed with the final results. 
The analysis was performed using the qualitative software 
NVivo 12.

Findings

The patients’ experiences of and reflections surrounding 
their role and participation in the risk assessment process 
could be summarized in the following three categories: 
Taking responsibility for one’s own situation, taking 
charge of the present, and being involved and having an 
impact. These three represent the main points analysis 
and are presented below along with quotes from the 
interviews.

Taking responsibility for one’s own situation

The informants stressed the importance of being active and 
engaged, wanting to do the right thing, taking one’s medi-
cine, not causing any trouble on the ward, and visualizing 
future goals. They dreamt of future opportunities to study 
or to have a job after being discharged, emphasizing their 
willingness to contribute to society:

The goal is (author’s input) to not have to live on income 
support and the Social Insurance Agency. I have worked before 
so… yeah, absolutely. To pay taxes and pay the rent. Then 
nobody can say to you, “do this, do that” you know? And you 
are contributing, and you are occupied during the days and 
are able to meet new people at work and so on. (Informant 9)

It means a lot because it is my future. I need to know about 
everything that goes on around me: my finances, my well-being, 
occupation, friends, family, medication, and conversations with 
the psychologist and the doctor. To be able to have a good 
future, you must be aware of what is going on. I want to suc-
ceed/…/So, I am active and motivated. (Informant 9)

The participants expressed the desire to take responsi-
bility for their own situations by developing their own goals 
and staying busy, for instance by exercising, socializing, and, 
with permission leaving the hospital area by themselves.

This goal of taking responsibility for one’s own situation 
was, however, dependent upon engagement from the staff. 
If the staff ’s level of engagement was high, the patients’ 
commitment in their own care increased, which additionally 
raised their sense of participation. However, if the staff ’s 
engagement was not perceived as genuine or felt half-hearted 
(e.g., if the staff conveyed the attitude that, “this is just a 
job”), the patients’ motivation to take responsibility in their 
situations faded:

One category of those [staff] who wants to do something for the 
society/…/. They are the best. Then there are those who do it 
for the salary. There is nothing to say about that. And then there 
are those who are just here to dominate people. (Informant 1)

The informants stressed the staff ’s inability to negotiate 
conflicting situations. Even though the informants were aware 
of the importance of them engaging in challenging encounters 
to promote their development and growth, they often chose 
to withdraw from these opportunities in order to avoid the 
risk of ending up in a situation where they could potentially 
not receive necessary support from staff. Their increased 
awareness of being constantly under observation by staff and 
subjected to the documentation of their actions, contributed 
to patients becoming cautious and distrustful:

If there is trouble and they start to make noise, then you just 
have to leave the place. Even if they (fellow patients) are acting 
correctly and so on… I think that I would not interfere. It isn’t 
worth it. Everything will be documented. (Informant 1)

Informants feared that these situations would impact their 
risk assessments. Lack of structure and planning of care and 
a sense of a lack of sympathy created uncertainty, which, in 
turn affected engagement due to a sense of helplessness:

Well you feel so… you are so helpless. It is only them who 
decide. You kind of don’t come forward. Nobody listens to 
you. (Informant 1)
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The inexplicit goal of the care reduced the patients’ moti-
vation why the inpatient stay became a circumstance that 
to a large part was about ‘to kill time’

However, the picture was not entirely negative; there were 
also some indications of confidence in the idea of the staff 
wanting to help due to their guidance of patients making 
difficult decisions. In addition, it seemed to be encouraging 
for them to see that the staff payed attention and was 
well-informed about the patients as unique persons:

But then I started to realize… that everyone who is work-
ing here is professional, you know? They know what kinds of 
behavior pattern I have and that makes it very personal some 
how. (Informant 12)

They know exactly what I have done, and well… how I feel and 
what I think and how I behave. So it’s good for me. (Informant 12)

Taking charge of the present

Taking charge of the present was characterized by challenges 
in grasping reality versus experiencing feelings of uncer-
tainty. For example, when the time for a court hearing 
approached, as does every six months, (i.e., a process similar 
to what is found in a review board where decisions about 
the care are taken), patients would receive documents 
describing their history of illness and, crime, treatment pro-
cess, and assessed risk of violent behavior. These documents 
were often difficult to understand due to unfamiliar ‘medical 
language’; patients therefore became frustrated when they 
did not understand the reason behind a suddenly changed 
diagnosis, for instance:

It is the same with my ADHD./…/. It is chronic. You learn 
how to deal with it, more or less. Sometimes, new diagnoses 
appear. And then they disappear at the next court proceedings. 
That feels weird. (Informant 2)

One informant gave the following description when asked 
if they had studied the content of their risk assessment: “I 
got lots of papers, I don’t know. I didn’t read them. I don’t 
understand what they say,” (Informant 3). Additionally, expe-
riences of not being properly informed about important 
decisions, such as involuntary trusteeship, were mentioned, 
as well as a sense of concealment of contents related to the 
risk assessment, leading to a sense of impotence: “No, you 
don’t talk about it (risk assessment). It’s something that they 
are hush-hush about in the [staff] group,” (Informant 4).

Taking charge of the present was also related to worries 
about the influence of the past. The past was mentioned as 
something that could create doubts about one’s current abil-
ities and capabilities; one example could be a previous sub-
stance abuse problem. The informants also feared that their 
past offenses would become obstacles that would limit their 
futures and affect their self-esteem regardless of how long 
ago they were:

Because you don’t want to think about the past. But when we 
do the risk assessment, they put together everything and then 
you feel like a bad person every time they mention that you 
have committed an aggravated assault and violence against a 
public servant. (Informant 9)

Another influencing factor was the indeterminate amounts 
of time in custody, resulting in comparisons with prison. 
Patients described forensic psychiatric care as a repository 
where forensic mental health patients were kept in passivity. 
They also referred to a prison sentence as an advantage in 
terms of having a fixed date for when the incarceration 
would end. The statement, “I have been locked up for a 
long time,” was common, and it was often followed by the 
idea that a prison sentence would have taken much less 
time. The treatment period was regarded as lengthy and the 
lack of awareness of how long it would take to reach specific 
care objectives was disturbing and lead to feelings of res-
ignation and hopelessness. Experiences of being restrained 
and even punished upon failure to cooperate was stated: 
“You should just say thanks and accept it and if you cause 
trouble or do something against the doctor or contradict 
them, then they will withdraw and threaten you in one way 
or another,” (Informant 4). Nevertheless, receiving forensic 
psychiatric care was preferable for some in the sense that 
it included better planning for post-treatment care:

It can take a very long time as well, as compared to prison time, 
but then you end up on the street and have to live at a shelter 
and you start to take drugs again and go back to prison. It is 
more humane in institutional care. (Informant 12)

Difficulties in taking charge of the present were mostly 
due to conflicting and confusing information, especially in 
terms of the care process. In addition, being informed of a 
high assessed risk level despite taking prescribed medication, 
feeling well, and never causing any trouble increased feelings 
of not grasping reality, and, in a deeper sense, not being 
viewed as a person able to handle themselves:

Yeah I can say that I committed that crime when I wasn’t 
feeling well. But now I am in a completely different state of 
health so I am not posing any risk, not for you or the staff 
inside. I haven’t threatened and I haven’t quarreled. I haven’t 
done anything to anyone. I don’t know… for them we are still 
[seen as] dangerous. For the doctor, for the staff. (Informant 4)

Care was described as insufficient and the lack of expla-
nation for delayed processes resulted in feelings of anxiety 
and frustration; care was even compared to storage. A sense 
of being punished when behaving well, being transferred to 
another ward due to organizational issues (e.g., lack of 
rooms), for instance, was also mentioned.

In the patients’ opinion there were opportunities to 
streamline their care, for instance, by having important 
meetings more often, but that were not being taken since 
it was solely under the purview of staff. In other words, 
the patients themselves could not accelerate the care process. 
Specific issues, such as lack of housing on the outside, fur-
ther affected length of stay. Additionally, the six-month gap 
between court proceedings was regarded as too long. 
However, not all the patients had difficulty with grasping 
the present. Some expressed that the length of the stay could 
be useful for developing interests and hobbies:

Everything is perfect, you know, because I make use of the time 
here, you know. I think, “Well I am here. Very good. Happy. 
Then I have to work with myself ”. (Informant 10)
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Being involved and having an impact

Being involved and having an impact concerns the extent 
to which the patients feel that they are taking part in or 
influencing discussions related to their care and treatment, 
which could be directly or indirectly related to their risk 
assessment. The interviewees emphasized structured conver-
sations with the staff as important to shared decision-making. 
Participating in care planning, to them, meant being invited 
to structured meetings with the care team and presenting 
opinions as well as reflections on what had been good or 
bad in the last week or month. However, feelings of exclusion 
impacted shared decision-making in that wishes and pro-
posals were not always taken into consideration and denied 
requests were not always explained. Furthermore, lack of 
pre-information about meetings as well as having meetings 
too rare hindered shared decision-making. The possibility 
of changing their own circumstances felt limited, especially 
since opposing the staff could lead to negative consequences, 
creating feelings of powerlessness. There were also some 
patients who emphasized that asking questions disliked:

You have to give in, “We decide. You should just keep your 
mouth shut and do as we say.” It is like that. You can’t describe 
it in another way. Well, they put demands on you because they 
want you to give in and give up. Just keep saying, “Yes, yes, 
yes.” Otherwise, you won’t be given any permission to leave. 
(Informant 4)

The patients’ level of involvement in the risk assessment 
process emphasized contradictory experiences. Some infor-
mants felt very familiar with the process; they had a clear 
picture of it, feeling involved both in the process and the 
feedback, and felt that they understood the meaning of risk 
factors in relation to their own circumstances:

It (risk assessment, authors’ input) says something about what 
you have done before when you were staying here inside: why 
you were arrested; some history too, at younger ages and about 
what has happened. Then they make decisions about certain 
things. (Informant 5)

There were even some benefits associated with risk 
assessments:

Risk assessments… focus on when you are being released as 
well. So you won’t be just set free. Many will probably be able 
to manage it when they are released, but it is easy to end up 
doing drugs again. When you end up doing drugs, criminality 
will follow. So I think it (risk assessment) is right. (Informant 5)

For some, the risk assessment process also contributed 
to patients’ awareness of the main factors involved in their 
care. Others, on the contrary, did not know how the assess-
ments were performed or by whom. Informants also 
described risk assessments as an expression of patients’ 
behavior on the ward. Some felt that risk factors were never 
discussed. Awareness of their individual risk levels was gen-
erally high, but awareness of the reasoning behind them 
seemed to be low or even absent; several did not know how 
the risk assessments were performed or by whom: “But I 
don’t know how they are carried out, in practice,” 
(Informant 8). The risk assessment seemed strongly con-
nected to the court proceedings, as the assessments were 

mostly brought to the forefront in time for these proceedings 
to take place. Some expressed that neither their risk factors 
or risk of recidivism nor their protective factors were ever 
discussed.

Factors that informants mentioned as supportive were 
family and housing, having some meaningful activity to do, 
and staying away from old friends. Even hospital stays were 
seen as a supportive factor—being actually “locked in.” The 
common opinion, however, was that there was a greater 
focus, in general, on risks than on protective factors. Risk 
factors, commonly received as negative, clearly overruled 
protective (positive) factors.

Being involved and having impact was also characterized 
by a feeling of not being able to participate, being excluded 
from decision-making, and having a sense of “me and them.” 
This was illustrated, for example, when participating in 
meetings and suddenly being told to leave the room when 
decisions were made, or when attending court proceedings 
every six months feeling that no one was actually interested 
in their feelings or opinions. Additionally, being in an envi-
ronment with high walls, wire fences, and restrictions on 
moving freely inside the buildings emphasized segregation. 
There was sense of societal stigma, of being regarded as a 
dangerous person and, consequently, experiencing an obsta-
cle when returning to society in terms of employment or 
housing:

It feels like you have a sentence for life and will be marked for 
the rest of your life. And people out there don’t know how it 
is in forensic psychiatric hospitals, to be here. They think that 
we are dead dangerous. Some of them think that we are dead 
dangerous psychopaths, like child molesters or rapists, and so 
on… But that’s not right. (Informant 9)

Some of the informants felt that their insufficient par-
ticipation was unfair and that the unequal balance of power 
lead to a lack of motivation, lack of understanding, and 
incapability to change or influence their situation. The only 
way for them to proceed was to accept decisions and adjust 
to their outcomes; for example, being forced to accept a 
care giver companion in order to get permission to leave 
the hospital area. Deprivation of adulthood was mentioned 
and comparisons were made with nursery school; overall, 
internal surveillance in the care system contributed to the 
sense of powerlessness.

Discussion

The aim of this study was to illuminate forensic psychiatric 
inpatients’ experiences of risk assessments. However, the 
informants’ statements revealed an overall unawareness and 
lack of understanding of the risk assessment process as an 
entity, which complicated their ability to reflect on the 
importance of the risk assessment process as a tool in their 
recovery. This struggle is manifested in the findings in terms 
of the ideas of taking responsibility for their situation, taking 
charge of the present, and being involved and having 
an impact.

Over the past several decades, there has been a great 
focus on recovery-oriented care in the area of mental health 
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in terms of both psychiatry and forensic psychiatry 
(McKeown et  al., 2016; Nijdam-Jones et  al., 2015). The 
necessary components for recovery have been identified in 
terms of involvement in programs, belief in rules and social 
norms, attachment to supportive individuals, commitment 
to work-related activities, and concern about indeterminacy 
of stay (Nijdam-Jones et  al., 2015). These components are 
very similar to Hirschi’s (1969) four elements of pro-social 
bonds, attachment, commitment, involvement, and beliefs, 
which, according to his conception, are inversely related to 
the development of criminal behavior. Simply put, low 
occurrences of these qualities work as driving forces on 
individuals’ propensity for criminal activity (Pratt et  al., 
2011). This study’s findings also show parallels to the social 
bonding theory in relation to the patients’ sense of taking 
responsibility for their own situations. This encompasses 
both the patient’s responsibility for their own engagement 
and their perception of the staff ’s level of commitment to 
their care as a combination of genuine engagement and 
reliance on the staff ’s true intentions. In other words, a 
feeling of trust, from the patients’ perspective, seemed to 
be a prerequisite in the risk assessment process. This is 
similar to findings from a secure setting in UK, where the 
service users’ level of satisfaction with care was associated 
with their therapeutic relationships with staff (Bressington 
et  al., 2011). The importance of a trusting relationship with 
staff was also stressed among inpatients in a medium secure 
forensic setting when offering their perspectives on rehabil-
itation (Barnao et  al., 2015) and their satisfaction with care 
in forensic mental health settings (MacInnes et  al., 2014). 
This also connects to findings from mental health nurses 
that stress the importance of establishing a trusting rela-
tionship with patients as a crucial factor of the risk assess-
ment process (Nyman et  al., 2019). The trusting relationship 
was formulated in terms of keeping the patient informed 
and prepared before meetings which in turn, was assessed 
as crucial for ensuring involvement and awareness of the 
arguments related to the patients’ risk assessments (Nyman 
et  al., 2019).

Furthermore, the patients’ emphasis on the importance 
of motivation in terms of thinking about their future and 
their willingness to contribute to society connects to the 
social bond theory (Hirschi, 1969). This internal perception 
of being subjected to the norms and rules of society is 
crucial to Hirschi’s belief. Furthermore, Hirschi’s commit-
ment fits well with the informants’ desire to take responsi-
bility by behaving well and being compliant, which can be 
interpretated as beneficial investments in a relationship with 
the staff that, in turn, supports recovery (Coffey et  al., 2017). 
This is similar to findings from studies on forensic psychi-
atric patients’ experiences of their journey toward recovery 
while moving from the turning point phase to the recovery 
phase (Olsson et  al., 2014). The importance of acknowledg-
ing internal engagement with the treatment is stressed 
(Sainsbury et  al., 2004), as is awareness of increased feelings 
of hope and optimism about the future and being able to 
contribute to society (Livingston, 2018). Findings like those 
mentioned here, as well as the present study, point to the 

importance of involving the patient in their own care pro-
cess whenever their engagement is a crucial to the care 
outcome.

Another key finding of this study indicates that forensic 
inpatients faced difficulties in taking charge of the present, 
which manifested in an inability to grasp the risks associated 
with themselves. This is in line with findings of high aware-
ness among forensic patients about the risk assessment per 
se, but low awareness of its contents (Dixon, 2012). Our 
study also clarified that patients found it difficult to grasp 
the whole picture of the risk assessment due to significant 
focus on their risk factors and less emphasis on their 
resources. This is in contrast with recommendations that 
show the benefits derived from focusing on protective fac-
tors as well as risk factors during risk assessments (Kashiwagi 
et  al., 2018), suggesting that protective factors should be 
integrated into risk assessments to give a more comprehen-
sive picture of the patient’s risk of committing violence 
(Abbiati et  al., 2017). Difficulties in taking charge of the 
present were also connected to receiving insufficient infor-
mation about aspects of the risk assessment. This is in line 
with findings from a previous study of restrictive phenom-
ena, where psychiatric inpatients in a secure hospital in 
England experienced stigmatization, limitations of their 
agency, restricted autonomy of movement, prohibitions of 
different kinds, and lack of information about their care 
(Tomlin et  al., 2020).

Comparison to prison stay was another contributing fac-
tor to being unable to grasp reality in our study, which is 
in line with other studies (Tomlin et  al., 2020) in terms of 
the fact that the actual length of incarceration can be much 
longer in forensic psychiatric treatment as compared to a 
fixed prison sentence of someone without a severe mental 
disorder who committed the same crime. There is an ethical 
dilemma associated with an unlimited length of stay and 
its connection to the estimated risk of future violence, which 
has been discussed in terms of increased uncertainty and 
difficulties in grasping reality (Adshead, 2000). The dilemma 
lies in the question of preventive incarceration—in other 
words, “/…/the detention of patients who might be danger-
ous in the future for the safety and/or the benefit of others,” 
(Adshead, 2000, p. 303).

Growing attention on user involvement (Eidhammer 
et  al., 2014), including its addition to the legislation (SFS 
2014:821), should encourage forensic psychiatric caregivers 
to involve patients in all aspects of their care, despite its 
involuntary nature. In our study, possibilities of being 
involved in shared decision-making were hampered, affecting 
patients’ opportunities to change their situations. Additionally, 
the finding related to restraint as a consequence of concern 
about the staff ’s reactions has been stressed before in terms 
of the patients “playing the game” and complying with treat-
ment in hopes of improving their risk ratings as a conse-
quence of dissatisfaction with risk assessment-related care 
(Reynolds et  al., 2014).

However, our findings show inconsistency in that some 
patients felt involved with their risk assessments and some 
did not. Insufficient or lack of involvement increased 
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patients’ feelings of being an outsider, which, according to 
Hirschi’s element belief, can negatively affect the social bond. 
The influence of the stigma that forensic psychiatric patients 
bear is emphasized in the literature (Adshead, 2000), and 
has also been investigated in an intervention study where 
the forensic psychiatric patients despite an investigation that 
intended to promote the patients’ engagement only demon-
strated a scarce affect, even though their experiences of the 
care improved (Livingston et  al., 2013).

The importance of shared decision-making and its appli-
cability to involuntary psychiatric settings has been studied 
(Hamann et  al., 2003), showing a relationship between a 
higher level of patient involvement and fewer 
re-hospitalizations; this is further supported by the findings 
of Hamann et  al. (2007). Contrasting findings have also 
been presented, such as lack of transparency in terms of 
insufficient explanations of denied requests as well as deci-
sions concerning risk management (Sustere & Tarpey, 2019). 
This is in line with our study, in which patients participated 
by taking part in meetings and having conversations with 
the staff while simultaneously expressing a lack of knowledge 
of the content of risk assessments, exacerbating their feelings 
of being an outsider.

Studies indicate the benefits of future patient involvement 
in risk assessments; results have shown that letting patients 
estimate their own risks has resulted in more accurate pre-
dictions of violence (Skeem et  al., 2013) if patient inclusion 
is complemented by proper education about the process and 
invitations to regular meetings in which the risk assessment 
and formulations of risk scenarios are carried out. The results 
must then be summarized in a way that the patient can 
understand (Horstead & Cree, 2013). Additionally, risk assess-
ments have been highlighted as not being used often in 
collaboration with patients, which may present an obstacle 
to recovery, as the patient is then unaware of what is actually 
keeping them incarcerated and what they should do to prog-
ress, which may contribute to a lack of responsibility (Mann 
et  al., 2014). Lack of transparency in the risk assessment 
process may also increase the risk of making the patient feel 
left out of their own risk management, leading to resentment.

Limitations

Those who worked most closely with the patients were the 
ones who told them about the study and asked about their 
willingness to participate. This approach affected the selec-
tion, but it probably provided the richest possible data 
because the patients were approached by people who knew 
them well.

Participants may have felt cautious in terms of sharing 
sensitive aspects of their experiences and views, although it 
appeared that they generally communicated honestly and to 
the best of their ability with a good balance of positive and 
negative views, leading to a large amount of complex and 
multifaceted data. There was an imbalance regarding gender 
representation, as only one female patient participated in 
the study, although this merely reflects the real gender 
imbalance in forensic psychiatric care populations.

Relevance in clinical practice

The results of the present study have some important impli-
cations for practice. The benefits of increasing forensic psy-
chiatric patients’ opportunities for involvement and 
understanding of their own risk assessment processes may 
enable these patients to obtain a more comprehensive view 
of their care and increase their awareness of both their 
protective factors and their risk factors. In the long run, 
this may strengthen their feelings of personal responsibility 
and create opportunities for them to develop a sense of 
ownership and understanding of their care. This, in turn, 
may increase their autonomy helping them influence and 
play an active role in their recovery.

In addition, forensic psychiatric patients are probably 
more capable of participating in their own risk assessments 
than expected; this knowledge could uncover additional 
valuable aspects of individual risk factors and protective 
factors. Including patients in the risk assessment process 
from the beginning may provide a more comprehensive and 
valid risk assessment and more sustainable risk management.

Our findings also indicate a need for access to correct and 
understandable information. The limit of patients’ understand-
ing of and, involvement in the risk assessment process has 
been stressed; this may lead to hampered collaboration due 
to a sense of mistrust, a denial of risk factors, and negative 
effects on the therapeutic alliance (Horstead & Cree, 2013) .

Conclusion

This study highlighted forensic psychiatric inpatients’ expe-
riences of risk assessment; this is—a population that is rarely 
heard in research concerning risk assessment and risk man-
agement (Markham, 2018). The findings offer valuable 
insight into their perspectives and highlight their attempts 
to take an active part in their care and their desire to take 
responsibility for their care. These goals can be met by the 
caregivers, who generally have the ability to clarify the rea-
sons behind decisions and relate them to risk assessment 
results. One way to do this is to regularly invite patients 
into dialogues focused on self-perceived individual risk fac-
tors and ways to cope with them.

Forensic psychiatric patients are a vulnerable group in 
several ways; they are a large part of society’s most 
under-resourced and disabled individuals. It is, therefore, 
important to promote agency and active participation in 
their own care processes, highlighting the most important 
conditions for autonomy and well-being.
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