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It is well-known that the quality and quantity of our social relationships influence our 
physical and mental health and wellbeing (Cohen, Gottlieb, & Underwood, 2000; Veiel 
& Baumann, 1992). Most theories assume that the foundation for social development 
is built during early childhood. Children who have grown up in a safe and supportive 
social environment, face fewer physical and mental problems and are less involved in 
the criminal justice system during adulthood. At the same time, a lack of stable and 
close social relationships during one’s childhood can increase the risk of developing a 
wide range of physical and mental health problems later in life (Caspi, Harrington, Mof-
fitt, Milne, & Poulton, 2006; Danese, Moffitt, & Harrington, 2009; Katz, Conway, Hammen, 
Brennan, & Najman, 2011; Lacey, Kumari, & Bartley, 2014). 

Adolescence is a period of transition between childhood and adulthood, a time when 
individuals start spending more time with their peers and less time with their families 
(Felson & Gottfredson, 1984; Newman, Lohman, & Newman, 2007). Although friend-
ships provide adolescents with a broad (new) social support system outside the family 
context (Brown, 2004), peer groups can also encourage risk behaviors, such as problem-
atic drinking, substance (ab)use, violent, and offending behavior (Warr, 2002; Gardner 
& Steinberg, 2005). When it comes to offending, the majority of these adolescents will 
become prosocial once they enter adulthood. There is a smaller group that is persistent 
in offending after adolescence. Finally, there is a marginal group that starts offending 
from the moment they become adults (Benson, 2002; Hirschi & Gottfredson, 1983; Laub 
& Sampson, 2003; Massoglia & Uggen, 2010; Warr, 2002).

A segment of the adult offenders is detained and treated in forensic psychiatric treatment 
centers. In such cases, it was established that the offending behavior was influenced 
by serious mental health problems and therefore treatment is considered essential to 
reduce the risk of reoffending. It is well-known that to reduce this risk of reoffending 
meaningful bonds with others – such as marriage, family, work, and community institu-
tions - and the availability of sufficient protective social support are important (Bonta 
& Andrews, 2007; Laub & Sampson, 2003; Resnick, Ireland, & Borowsky, 2004; Sampson, 
Laub, & Wimer, 2006; Warr, 2002). For instance, a social support system can positively 
influence patient’s treatment motivation and his compliance with rules and treatment 
outcomes (Skeem, Encandela, & Eno Louden, 2003; Skeem, Eno Louden, Manchak, Vidal, 
& Haddad, 2009). 

In forensic clinical practice, it is important to assess the dynamic development of social 
network factors. These insights provide extra input to define treatment goals and strate-
gies (e.g., network interventions) (see for example: Bogaerts, Vervaeke, & Goethals, 2004; 
Borowsky, Hogan, & Ireland, 1997; Kunst, Bogaerts, & Winkel, 2009; Odonne-Paolucci, 
Violato, & Schofield, 2000; Sampson & Laub, 1990; Vance, Bowen, Fernandez, & Thomp-
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son, 2002; Van der Horst, 2011; Wright & Wright, 1992). A problem in forensic diagnostic 
clinical practice is the limited available information about the role social network fac-
tors may play in individuals’ specific (risk) behaviors (Bogaerts et al., 2007; Monahan, 
1981; Spreen & Pomp, 2009). Due to the lack of empirical studies on personal social 
networks of the forensic psychiatric population, it is unclear what kind of relationships 
will maintain, dissolve, or emerge during forensic psychiatric treatment. It is likely that 
patients face major challenges to build a sufficient protective social support system. 
For instance, it is known that persons with mental health problems have difficulties in 
maintaining stable and prosocial contacts. They are confronted with fewer intimate re-
lationships and lower levels social support (Estroff, Zimmer, Lachicotte, & Benoit, 1994) 
and are less satisfied with their personal relationships (Nettelbladt, Svensson, Serin, & 
Ojehagen, 1995). Another challenge is that some patients were or are still part of high 
risk networks. These networks may be detrimental to the success of forensic psychiatric 
treatment. For example, antisocial/criminal network members are more likely to be bad 
role models and they may give the patient access to criminal goods, such as weapons 
and drugs (Akers, 1998; Andrews & Bonta, 1994; Haynie, 2002; Hilterman, 1999, 2001; 
McCarthy & Hagan, 1995).

This dissertation explores the possibilities of a personal-centered social network ap-
proach to support forensic psychiatric treatment decisions. Personal social network 
approaches contribute to the understanding of how people (inter)act within a specific 
context and their own social environment (McCarty, Lubbers, Vacca, & Molina, 2019; 
Wasserman & Faust, 1994). The added value of personal network approaches has already 
been shown in many other disciplines, like in regular mental health care (e.g., substance 
use treatment (Tracey et al., 2016)) and in school classes (e.g., bullying behavior (Huits-
ing, Snijders, Van Duijn, & Veenstra, 2014)). Remarkably, personal network approaches 
with a specific focus on the forensic psychiatric population are lacking (Bogaerts et 
al., 2007; Spreen & Pomp, 2009). For instance, the available social network tools in the 
forensic psychiatric context, such as eco-map designs (Hartman, 1995) and the Maas-
trichtse Social Network Analysis (MSNA) (Baars, 1997), do not specifically focus on the 
risk contexts of forensic psychiatric patients. 

Chapter 1 starts with the research aim and research question. Afterwards, there is a descrip-
tion of the forensic psychiatric judicial system in the Netherlands: the so-called TBS-system. 
Thirdly, the role of social network factors in current risk assessment and -management ap-
proaches is discussed. Finally, we focus on the concepts of personal networks and personal 
network approaches. The first chapter finishes with an outline of the dissertation.
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1.1 Aim and Research question 

The main objective of this dissertation is to provide a better understanding of the 
connection between the personal networks of forensic psychiatric patients and their 
individual specific patterns of (risk) behavior. By understanding this connection, a more 
responsive treatment and personalized risk assessment and -management will be pos-
sible. 

The lack of empirical and scientific knowledge on how personal social network factors 
may assess and manage risk at an individual level led to the following necessary broad 
explorative question:

To which extent and in what respect can a personal network approach 
contribute to a more comprehensive understanding of the risk behavior by 
forensic psychiatric patients?

In this dissertation, a personal network (also known as ego-centered network) is defined 
as “the subnetwork of closer and personal relationships (Van der Poel, 1993) consisting of 
people with whom the individual has durable and meaningful ties (Hammer, Makiesky-Ar-
row, & Gutwirth, 1978) that fulfill his daily life needs” (Baars, 1994; Speck & Attneave, 1973). 
Risk behavior is understood as all types of behavior that can lead to an (new/repeated) 
offense. Risk factors are defined as “any characteristic of a person, his or her environment 
or situation, which may increase the risk of future violent behavior”. Protective factors 
are defined as “any characteristic of a person, his or her environment or situation, which 
may reduce the risk of future violent behavior” (de Vogel et al., 2007, p.23).
To address our research question, first, theoretical insights from the risk assessment 
and -management literature are combined with the field of sociology, with a specific 
focus on personal network perspectives (this chapter). Second, to collect data from the 
personal networks the so called Forensic Social Network Analysis (FSNA) data collection 
instrument has been applied (Pomp, Hendriks, Kremer, & Spreen, 2007; Spreen, Pomp, & 
Vermeulen, 2006). In the forensic psychiatric context, this instrument may help forensic 
psychiatric professionals to systematically collect data about relevant relationships and 
actors (e.g., network members) of their patients (see Chapter 2). This instrument has 
been applied in a series of studies in which personal networks of forensic psychiatric 
patients are explored to gain insights into the extent and the way personal networks 
can contribute to the understanding of the patient’s individual specific risk behavior 
(Chapters 3-5). 
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1.2 The TBS-system

In the Netherlands, mentally disturbed violent offenders can be sentenced to a so-called 
TBS order. The aim of TBS is to protect society against mentally disturbed offenders and 
to provide effective treatments to prevent future recidivism (Van Marle, 2002). This TBS 
order (art 37 a, b of The Netherlands Criminal Code) is meant for offenders who suffer 
from a personality disorder and/or a severe mental illness. The court assesses, based on 
the diagnoses of forensic behavioral experts, whether a psychiatric disorder or limited 
mental development has influenced the offense behavior of the person. The court will 
impose a TBS order if a person has been declared partially or fully unaccountable for 
his actions because of his psychiatric disorder or limited mental development. The 
stronger the connection between the disorder and offense - the greater the influence 
of the disorder on the offense - the lower the responsibility (Van Marle, 2002). A TBS 
order can only be imposed for sentences of four years or longer and an assessed high 
risk of recidivism without treatment (Van Marle, 2002). The aim of a TBS- treatment is 
reintegration in a responsible way which implies a recidivism reduction during and 
after treatment. Patients who show sufficient progress during treatment are gradually 
granted more freedom. Leaves occur in various degrees of supervision and security, 
namely: (1) supervised leave, (2) unsupervised leave, (3) transmural leave (the patient 
is living outside the clinic but still under supervision and responsibility of the Forensic 
Psychiatric Center (FPC)), and finally (4) probationary leave may be granted. In case of 
probationary leave, patients can return to society under certain conditions. For patients 
that are evaluated to remain a too high risk for society, the TBS order will be prolonged 
as long as necessary (Ministry of Justice and Safety; in Dutch: Ministerie van Justitie en 
Veiligheid, 2018). 

1.3  Risk assessment and -management in forensic psychiatric 
centers - the role of social network factors1

In order to identify the key elements of how personal networks may contribute to a 
more detailed understanding of the patient’s risk behaviors, it is important to first sys-
tematically collate risk assessment and -management literature about what is known 
about social risk factors in relation to offending and recidivism. First, we describe major 
theoretical models in the risk assessment and -management literature (subparagraph 
1.3.1). Second, we describe the current status of the most applied risk assessment (sub-
paragraph 1.3.2) and risk management tools in forensic psychiatric treatment programs 

1 This paragraph is a slightly revised version of the first two paragraphs of the following paper: Ter Haar-Pomp, L., Bo-
gaerts, S., & Spreen, M. (2016). Risk management in the forensic psychiatry: Integrating a social network approach. 
In M. Cima (Ed.), The Handbook of Forensic Psychopathology and Treatment (pp. 337-351). New York: Routledge. 
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(subparagraph 1.3.3). Third and finally, we focus especially on the established social net-
work factors in current risk assessment and -management tools (subparagraph 1.3.4).

1.3.1  Major theoretical models in risk assessment and -management 
literature 

Risk assessment and -management in forensic psychiatry are driven by various theoreti-
cal models. The most influential theoretical model in current forensic psychiatry is the 
Risk-Need-Responsivity (RNR) model, first formalized in 1990 (Andrews, Bonta, & Hoge, 
1990). This model is based on the rehabilitation theory (Andrews, Bonta, & Hoge, 1990; 
Andrews & Bonta, 1994; Bonta & Andrews, 2010). Rehabilitation theory refers to “the 
overall aims, values, principles, and etiological assumptions that are used to guide the 
treatment of offenders, and translates how these principles should be used to guide 
therapists” (Ward, Melser, & Yates, 2007, p. 211). 

The RNR model includes the ‘What Works Principles’ (Bonta & Andrews, 2007). These 
principles are widely adopted in forensics psychiatric settings and provide guidance 
for diagnostics, risk assessment and management, and rehabilitation. The RNR model 
consisted originally of three principles (risk, need and responsivity), but since 1990, the 
model has expanded. The five main principles are explained below: 
1. The risk principle states that the intensity and level of forensic psychiatry treatment 

should be tailored to the patient’s individual level of risk. Patients with a high risk on 
recidivism will benefit most from intensive treatment, while patients with a low risk 
of recidivism will benefit more from less intensive and shorter treatment. 

2. The need principle argues that treatment should concentrate on those dynamic 
criminogenic factors that most significantly influence risk of reoffending. In addition 
to criminogenic factors, attention must also be paid to non-criminogenic factors, 
such as self-esteem (Bonta & Andrews, 2010). According to the need principle, each 
individual has his own typical combination of factors that can lead to the criminal 
offenses. 

3. The responsivity principle focusses on risk and need factors. Interventions must be 
delivered in a way that is appropriate to the individual characteristics of the offend-
ers. It is important to employ empirically supported social learning and cognitive 
behavioral treatment, because these treatments have been evaluated as most effec-
tive in reducing risk behavior in offenders.

4. The program integrity principle states that the program should be conducted in 
practice as intended by its theory and design. This can be accomplished by providing 
staff with training, guiding professionals during supervision and ethical guidelines. 

5. The professional discretion principle requires that staff members have the neces-
sary skills and access to supervisory support to make appropriate decisions. Invest-
ing in professional discretion has a significant impact on crime reduction. 
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In their RNR model, Bonta and Andrews (2007) defined eight central risk factors, known 
as the ‘Central Eight’. Based on the strength of associations with criminal behavior they 
grouped those eight risk factors into the “Big Four” (i.e., Criminal history, Antisocial per-
sonality pattern, Pro-criminal attitudes, and Antisocial associates) and the “Moderate 
Four” (i.e., Substance abuse, Family/marital relationships, School/work, and Prosocial 
recreational activities). The central eight factors are most predictive of general and 
violent recidivism (Bonta, Blais, & Wilson, 2014). Most central eight factors directly or 
indirectly refer to the personal network of forensic psychiatric patients. For example, 
the risk factor ‘Antisocial associates’ is directly linked to the personal network of a fo-
rensic psychiatric patient. To assess this factor, information about the individual social 
context is needed, such as: “Are co-offenders (still) part of the individual’s personal 
network?” and “Is the individual spending time with network members with procriminal 
attitudes?”. But also, information about protective influences must be weighed: “Are 
there network members that display a prosocial attitude/lifestyle?”. Other factors of the 
central eight are more indirectly linked to the personal network. For example, the risk 
factor ‘Substance abuse’ is focused on the abuse of the individual who is assessed, but 
to thoroughly understand future risks, it is important to establish whether the assessed 
individual has easy access to alcohol and/or drugs through his network members. For 
example, friends who use alcohol (Ali & Dwyer, 2010; Branstetter, Low, & Furman, 2011) 
or drugs (Farrell & White, 1998; Guxens, Nebot, Ariza, & Ochoa, 2007; Kandel, 1985) are 
known to influence own drinking and drug use.  

Bonta and Andrews (2007) formulated (social) targets for interventions to reduce or 
eliminate the effects of the central eight risk factors on recidivism outcomes, see Table 
1.1.

In sum, the RNR model provides useful information regarding offender treatment and 
effective (social) interventions (Bonta & Andrews, 2010). It has been established that 
treatment and relapse preventions programs adhering to the RNR principles are more 
effective in reducing recidivism compared to other programs (Andrews, Bonta, & Hoge, 
1990; Dowden, Antonowicz, & Andrews, 2003; Hanson, Bourgon, Helmus, & Hodgson, 
2009; Olver, Wong, & Nicholaichuk, 2009). For instance, Dowden et al. (2003) found in a 
meta-analysis, that relapse prevention programs had the greatest impact for those situ-
ations in which the RNR principles were strictly followed. Hanson et al. (2009) focused 
on the effectiveness of treatment of sexual offenders. They found in their meta-analysis 
that programs that adhered to the RNR principles showed the largest reduction in sexual 
and general recidivism (Hanson et al., 2009). 

Despite the promising results of the effect of the RNR principles on reducing recidivism, 
the RNR model is also subject to criticism. One point of criticism on the RNR model is the 
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one-dimensional focus on criminogenic needs that ignores the role of non-criminogenic 
needs mentioned earlier in this dissertation, such as self-esteem. It is also argued that 
too much focus on risk-taking behavior may negatively influence the patient’s motiva-
tion to adhere to the prescribed treatment (Gannon et al., 2011; Marques et al., 2005; 
Ward & Stewart, 2003). Motivation is essential for tailoring treatment and influences 
recidivism outcomes (Hanson & Bussiere, 1998). Ward and Steward (2003) argued that 
a focus on human goals may contribute to the patients’ willingness to engage in treat-
ment. To achieve a better balance between strengths and risks, so-called ‘restorative’ 
approaches have been developed. Restorative models focus not only on deficits like 
risks and needs, but also on promoting specific goods or goals in offender rehabilita-
tion (Ward & Maruna, 2007). An example of a more restorative focused model is the 
‘good lives’ model (GLM), which focuses on promoting human goods to provide the 
offender the essential ingredients for a 'good' life (Kernshall, 2012; Ward & Maruna, 

Table 1.1 Central eight risk factors, indicators, and intervention goals

Central Eight  
risk factors

Indicators Intervention goals 

Criminal history Antisocial and criminal behavior, 
involvement in a number and variety 
of anti-social and criminal acts

Antisocial 
personality 
pattern

Impulsive, adventurous pleasure, 
restlessly aggressive and irritable

Build self-management skills, teach 
anger management 

Pro-criminal 
attitudes

Rationalizations for crime, negative 
attitude towards the law

Counter rationalizations with 
prosocial attitudes; build up a 
prosocial identity 

Antisocial 
associates

Criminal friends, isolation from 
prosocial others 

Replace procriminal friends and 
associates with prosocial friends and 
associates

Substance abuse Abuse of alcohol and/or drugs Reduce substance abuse, enhance 
alternatives to substance use 

Family/marital 
relationships

Inappropriate parental monitoring 
and disciplining, poor family 
relationships

Teaching parenting skills, enhance 
warmth and caring

School/work Poor performance, low level of 
satisfactions

Enhance work/study skills, nurture 
interpersonal relationships within the 
context of work and school 

Prosocial 
recreational 
activities

Lack of involvement in prosocial 
recreational/leisure activities

Encourage participation in prosocial 
recreational activities, teach prosocial 
hobbies and sports

Note. Retrieved from Bonta and Andrews (2007).
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2007). According to the GLM, treatment should not only focus on risk reduction, but a 
treatment plan “should take into account offenders' strengths, primary goods, relevant 
environments, and specify exactly what competencies and resources are required to 
achieve these goods” (Ward, Mann, & Gannon, 2007, p.91). This focus helps the patient 
develop and maintain a crime-free life (Yates & Ward, 2008). Several studies have shown 
that treatment based on GLM components resulted in improved treatment alignment 
and a higher intrinsic motivation for behavioral change (Bouman, 2009; Mann, Webster, 
Schofield, & Marshall, 2004; Marshall, Cripps, Andersons, & Cortine, 1999). However, the 
GLM has been criticized as well. For instance, it has been suggested that the focus on 
needs may obscure attention to risks (McNeill, 2009). 

The insights of the RNR-model and GLM are important when deciding how to use per-
sonal networks in forensic psychiatric treatments:
• Information about the ‘central eight factors’ (i.e., risk principle) must be taken into 

account (RNR-model); 
• Those dynamic (social) criminogenic factors that most significantly influence the 

patient’s individual risk of reoffending need to be identified. It is important to un-
derstand that each individual has his own unique combination of these (social) risk 
factors (i.e., the need principle) (RNR-model); 

• Forensic personal network professionals need to be trained in network theory. In 
addition, professional guidelines are needed to conduct personal network research 
(i.e., program integrity). The professionals should have the necessary skills and the 
access to supervisory support to make appropriate decisions (i.e., professional dis-
cretion) (RNR-model); 

• Personal network interventions are most effective when (a) they match the level of 
risk of recidivism by the individual (i.e., the risk principle) and (b) interventions target 
specific risk factors (criminogenic needs) (RNR-model); 

• A personal network approach should not only focus on deficits like risk and needs, 
but also on promoting specific (social) goods or (social) goals in the patient’s current 
and future life. The forensic professionals, the patient and his (informal) significant 
others, should consider together what social goals and related social resources are 
required for the patient to achieve a crime-free life (GLM). 

1.3.2 Risk assessment in forensic psychiatric centers
Risk assessment is a key component in every forensic psychiatric treatment in which 
the level of risk of recidivism is assessed to distinct high risk from low risk patients 
(Bogaerts, Spreen, ter Horst, & Gerlsma, 2018). Applying risk assessment tools are 
nowadays common practice in forensic psychiatry. These tools intend to systematically 
bring together information about static and dynamic predictors of risk and needs in 
order to develop a treatment plan (treatment goals) and assign an appropriate level of 



1

Introduction   |   19   

supervision (Andrews et al., 2006; Bonta, 2002). Static risk factors (e.g., age at first of-
fense and prior criminal history) are useful to assess the basic risk but are unchangeable 
and therefore not useful to evaluate behavioral change. Static factors may provide an 
indication of an abnormal personal development and may identify long-term tenden-
cies towards criminal behavior. Dynamic risk factors (e.g., coping style, self-control, and 
social support) can be influenced by treatment and are therefore changeable over time 
and useful to adjust and evaluate treatment goals. The most useful risk factors are those 
amenable to deliberate interventions (Andrews & Bonta, 1994). Risk assessment has 
different purposes in a patient’s trajectory. First, it is important to estimate future risks 
and to identify significant risk factors. Second, risk assessment can be used to define 
treatment goals. Third, risk assessments are important to evaluate changes in risk levels 
during forensic psychiatric treatment and to make decisions whether treatment should 
be adjusted, continued or stopped (Bogaerts et al., 2018). In literature, a distinction is 
made between unstructured clinical, actuarial and structured clinical risk assessment. 
In an unstructured clinical risk assessment, the clinician gives his assessment of the 
patient’s risk of recidivism based on his own clinical expertise and interpretation and 
defines those factors that are related to future recidivism. Actuarial or algorithmic risk 
assessment concerns the estimation of risk behavior based on factors that have been 
established in scientific research because of their direct association with criminal be-
havior (Hart, Michie, & Cooke, 2007). Usually, a summation is made based on a linear 
sum of the containing predictors resulting in a certain risk level category. Structured 
clinical assessment can be described as the use of empirical established risk factors as 
indicators, as items on a checklist. There is no summation of the value of the individual 
factors or indicators, but the clinician considers the values of the various factors and 
assigns greater weight to some factors than to others, based on the individual case. 
The list of risk factors can be viewed as a checklist of all risk indicators that must be 
considered in an individual risk assessment.

The most frequently used instruments in the clinical practice are structured risk assess-
ment instruments. There are worldwide more than 200 structured risk assessment tools 
available in forensic psychiatry and criminal justice (Douglas, Pugh, Singh, Savulescu, 
& Fazel, 2017). Research has shown that structured risk assessment instruments show 
poor to reasonably predictive validity at group level (Canton, Veer, van der Panhuis, van 
Vanheul, & van den Brink, 2004; De Vogel, De Ruiter, Hildebrand, Bos, & Van de Ven, 2004; 
De Vogel 2005; De Vries Robbe et al., 2011; Hildebrand, Hesper, Spreen, & Nijman, 2005; 
Singh et al., 2014). 

In Dutch FPC’s, structured risk assessment instruments are required by the Dutch 
government since 2004. In the current situation, mandatory structured risk assessment 
instruments are the Historical Clinical Risk Management (HCR-20V3) (De Vogel, De Vries 
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Robbe, Bouman, Chakhssi, & de Ruiter, 2013; Douglas, Hart, Webster, & Belfrage, 2013), 
Historical Clinical Future-Revised (HKT-R) (Spreen, Brand, Ter Horst, & Bogaerts, 2014), 
and for sex offenders the Sexual Violence Risk- 20 (SVR-20) (SVR-20; Boer, Hart, Kropp, & 
Webster 1997; Hildebrand, De Ruiter, & Van Beek, 2001) or the Static, Stable, Acute (SSA) 
(Harris, Phenix, Hanson, & Thornton, 2003; Dutch version: Smid, Koch, & Van den Berg, 
2014). In the HCR-20V3, the HKT-R, the SVR-20, and the SSA, the outcomes of the final risk 
judgment are either low, low-moderate, moderate, moderate-high or high risk. 

Structured risk assessment tools are also used in forensic ambulant care settings. An 
example of a Dutch ambulant risk assessment and evaluation tool is the Forensic Out-
patient Risk Evaluation (FORE) (In Dutch: Forensisch Ambulante Risico Evaluatie (FARE)) 
(Van Horn et al., 2016). The FORE consists of six static and 11 dynamic items and is used 
to assess the risk of recidivism for risk behavior (general recidivism) and to monitor 
treatment progress (Van Horn et al., 2016). 

Recent years, attention to protective factors increased (De Vogel, De Ruiter, & Bouman, 
De Vries-Robbe 2007; De Vries-Robbe, 2014; De Vries-Robbe, Mann, Maruna, & Thornton, 
2014; Fitzpatrick, 1997; De Vries-Robbe, De Vogel, Koster, & Bogaerts, 2015; Nagtegaal & 
Schonberger, 2013). Protective factors are hypothesized to reduce the negative impact 
of risk factors, such as ‘strong social support’ or a ‘strong bond with a positive authority 
figure’. A protective factor can be defined as “any characteristic of a person, his or her 
environment or situation which reduces the risk of future violent behavior” (De Vogel, 
de Ruiter, Bouman, & de Vries Robbe, 2007, p.23). An example of a risk assessment 
instrument containing solely protective factors is the Structured Assessment of Protec-
tive Factors for violence risk (SAPROF; De Vogel et al., 2007; English version, 2009; De 
Vries-Robbe, 2014).

1.3.3 Risk management in forensic psychiatric centers
An important task of FPC’s is to reduce and control the assessed risks (ideally dynamic 
risk factors are eliminated through effective treatment). Risk management is therefore 
an essential component in a forensic psychiatric treatment. Various definitions of ‘risk 
management’ are available in forensic psychiatric literature. For instance, Douglas et 
al. (2014) stated that risk management includes “the full breadth and range of risk 
reduction strategies at the disposal of agencies or persons responsible for the supervi-
sion of an individual” (p.104). De Vogel (2005) defines violence risk management as “all 
intervention strategies aimed at reducing violence risk developed on the basis of the 
results of violence risk assessment” (p.45) and the Workgroup ‘the Ideal Forensic Psy-
chiatric Department’2 (2013) defines risk management as “a structured measurement of 
security- and recidivism risks and targeting of these risks by individualized counselling- 

2  in Dutch: de ideale forensische psychiatrische afdeling (IFPA)
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and treatment with the aim to reduce the risks” (p.2). The definitions above represent 
a consensus view on risk management (e.g., monitoring risk behavior by applying risk 
assessment strategies/interventions to reduce the assessed risks). Based on these defi-
nitions, we consider it prudent to define forensic psychiatric risk management in this 
dissertation as: the process of controlling a forensic psychiatric patient’s risk on criminal 
and violent behavior using a combination of on-going monitoring and evaluations of risk 
behaviors and situations throughout the patient’s treatment and rehabilitation (Ter Haar-
Pomp, Bogaerts, & Spreen, 2016). 

Risk management has received little attention in forensic psychiatric studies. De Kogel 
and Nagtegaal (2008) studied the effectiveness and mechanism of supervision programs 
for offenders and forensic psychiatric patients. They found some academic support that 
programs are most effective when they consist of control elements (e.g., monitoring an 
individual’s behavior, movements and other elements of supervision) and rehabilitation 
elements (e.g., treatment, care, skill training, and practical support). Additionally, the 
researchers noted that there are still very few impact studies on empirical results of su-
pervision programs (De Kogel & Nagtegaal, 2008). De Kogel and Nagtegaal (2006) gave 
a brief overview of the most frequently used risk management tools in Dutch forensic 
psychiatry. First, the most used tool is the (individual) risk management plan. This plan 
defines which measures are needed to decrease risks (EFP, 2013). Based on a systematic 
evaluation of the patient’s treatment and rehabilitation, the plan is adjusted. Second, 
the Early Recognition (ERM) Method is frequently used (ERM: In Dutch: signaleringsplan; 
Fluttert, Van Meijel, Webster, Nijman, Bartels, & Grijpdonck, 2008). This method aims to 
explore and describe signs of deteriorating behavior in situations associated with the 
patient’s aggressive behavior. The assessed early warning signs are listed and described 
in the ERM-plan (Fluttert, Eidhammer, & Dale, 2021). Patients score their early warnings 
signs on a weekly basis. This provides input to evaluations between the patient and a 
trained and professional supervisor. This method has been primarily developed for the 
intramural treatment phase (Fluttert et al., 2008). The third example of a frequently used 
tool is the relapse prevention plan (in Dutch: terugvalpreventieplan). This plan consists 
of interventions focused on controlling patient’s dynamic risk factors. The aim of the 
interventions is to improve the patient’s self-regulation and whenever necessary, to 
motivate the patient to accept external interventions (EFP, 2013). 

Most risk management tools involve social risk factors, such as family members, peer 
groups and their role in supporting or discouraging violent behavior (Monahan, 1981; 
McCarthy & Hagan, 1995; Warr, 2002). Network members of a forensic psychiatric patient 
can be important to maintain or enhance positive behavioral change, but can also have 
a negative effect on the patient (Andrews et al., 1990; Ward & Steward, 2003). Especially, 
during the rehabilitation phase, which is characterized by a less structured and less 
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controlled context, network members can play a crucial role in supporting the patient 
to remain crime free (Lindqvist & Skipworth, 2000). The most commonly worldwide-
used social network management intervention is the so-called Circles of Support and 
Accountability (COSA) program for sex offenders, which has been developed in Canada 
(Wilson, Picheca, & Prinzo, 2005). A key feature of COSA is the involvement of the local 
community in offering a protected and protecting area for the sex offender to control 
his problem behavior (Höing et al., 2011). COSA addresses key factors for reoffending 
like social isolation and emotional loneliness (Höing et al., 2011). Two statements ex-
press the core of COSA: “no more victims” and “no one is disposable” (Höing, Bogaerts, & 
Vogelvang, 2013). COSA consists of three to seven trained volunteers who meet a high 
risk sex offender on a frequently basis in order to support his integration into the com-
munity. For instance, these volunteers display pro-social values and behaviors in their 
interactions with the sex offender. Also, they offering moral, emotional, and practical 
support. The volunteers (inner circle) are supported by professionals (outer circle). The 
professionals can take appropriate measures based on the reported concerns of the 
volunteers to prevent the sex offender from reoffending (Höing et al., 2011). Studies 
have shown that COSA reduces sexual, violent, and general recidivism, whereby the 
reduction of sexual re-offense rates is the largest (Aos, Miller, & Drake, 2006; Wilson, 
Cortoni, & McWhinnie, 2009; Wilson, Picheca, & Prinzo, 2005, 2007). Since 2008, COSA 
has been introduced by the Dutch Probations Organization (Reclassering Nederland, 
RN). In the Dutch situation, COSA is intended for sex offenders with a moderate to high 
risk of reoffending, a high need for social support, and on conditional release with a 
court supervision order of at least 12 months (Höing et al., 2013). 

1.3.4 Social network factors in risk assessment and -management tools
The current used risk assessment and -management tools in Dutch forensic psychiatry 
for adult populations are all based on the ‘what works’ principles (discussed in subpara-
graph 1.3.1). Table 1.2 displays the specific items per tool that are directly related to the 
social environment or social functioning of the patient.

The social network factors from the various tools - displayed in Table 1.2 - largely over-
lap. Network factors with a protective influence are (1) prosocial network members, (2) 
intimate relationship, (3) having social skills, and (4) social support. Risk factors are (1) 
risky network members, (2) problems with ((non-)intimate) relationships, and (3) lack of 
social support. 

Note that the presented social network factors in this paragraph are based on population 
research but not necessarily representative in each individual case. For instance, some 
people with severe relational problems act aggressively; others do not. In addition, the 
presented list of factors is not exhaustive: each individual case may have its own set of 
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factors/considerations. For instance, a patient may use his apparently ‘protective’ social 
skills to get access to a high risk context (e.g., grooming processes, strategic position 
in a criminal network). In the next paragraph, we will elaborate the implication of the 
individual case in more detail by using a personal network perspective.

Table 1.2 Social network factors in current used risk assessment and -management tools (in 
brackets number of item in tool)

Risk assessment model/tool Social network factors

Historical Clinical Risk-management-
20V3 (De Vogel, De Vries Robbe, 
Bouman, Chakhssi, & de Ruiter, 2013; 
Douglas, Hart, Webster, & Belfrage, 
2013)

• Historical factor (3): history of problems with 
a. Intimate relationships
b. Non-intimate relationships

• Risk factor (3): future problems with personal support

Historical Clinical Future Revised (In 
Dutch: HKT-R) (Spreen, Brand, Ter 
Horst, & Bogaerts, 2014)

• Historical risk factor (05): network influence (prosocial 
network versus criminal/antisocial network)

• Clinical risk factor (07): social skills
• Clinical risk factor (14): influence of protective and/or 

risky network members
• Future risk factor (06): social network

Structured Assessment of Protective 
Factors for violence risk (SAPROF) 
(De Vogel et al., 2007; English 
version, 2009; De Vries-Robbe, 2014)

• External factor (13): social network and (14) intimate 
relationship

Sexual Violence Risk-20 (SVR-20)a 
(SVR-20; Boer, Hart, Kropp, & Webster 
1997; Hildebrand, De Ruiter, & Van 
Beek, 2001)

• Domain psychological adjustment: risk factor (7) 
relationships problems. 

Short-term Assessment of Risk and 
Treatability (START) (Webster, Martin, 
Brink, Nicholls, & Middleton, 2004)

• Risk factor (1): social skills
• Risk factor (2): relationships
• Risk factor (11): social support

The Forensic Outpatient Risk 
Evaluation (FORE) (In Dutch: 
Forensisch Ambulante Risico 
Evaluatie (FARE)) (Van Horn et al., 
2016)b

• Dynamic risk factor (3): delinquent social network
• Dynamic risk factor (5): problematic (ex-)partner 

relationship 

a  The SVR-20 is used for the risk assessment of sexual offenders.
b  The FORE is developed as a risk assessment and evaluation tool for forensic psychiatric outpatients.
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1.4 A forensic psychiatric personal network perspective

From a social network perspective, we explore in this paragraph (Wasserman & Faust, 
1994), how and to what extent personal networks may influence a patient’s risk or pro-
social behavior, and vice versa, and how a patient’s behavior may influence his personal 
network (for the definition of a personal network see page 13). 

From a personal network perspective, a patient (ego) can to a certain degree decide 
about the persons he will include in his network and how connections between these 
persons are structured. However, ego cannot control everything. Each personal network 
is characterized by a continuously interplay between the possibilities and constraints 
of social ties, which exerts an influence on the behaviors of ego and his personal net-
work members. For instance, ego is constrained in its opportunities to change ties in 
his personal network (e.g., social ties within a high dense family or peer subnetwork) 
(Kadushin, 2012; Wasserman & Faust, 1994).

One must also keep in mind that a patient and his personal network members are 
driven by certain needs and goals. Patients (un)consciously shape their social world 
in accordance with their needs and goals (Lindenberg, 1991, 1996; Lindenberg & Frey, 
1993; Ormel, Lindenberg, Steverink, & Verbrugge, 1999). It is well-known that individuals 
differ in their underlying criminal propensity and in their chance of getting into trouble 
in specific criminogenic situations (Andrews & Bonta, 1994; Bem & Funder, 1978; Delisi, 
2005; Monahan, 1981; Sampson & Laub, 2005).

In the scientific discipline ‘Social Network Analysis’, the effects of personal networks on 
a person’s behavior can be expressed by the network characteristics size, composition 
and structure (Kadushin, 2012; McCarty et al., 2019; Wasserman & Faust, 1994). The 
network size is the total number of individuals belonging to the personal network. The 
composition of a personal network is defined by its characteristics (e.g., network role3, 
gender, age, occupation, education, and marital status) of the focal person and his 
network members (Wasserman & Faust, 1994). The way these network members have 
relationships with each other is called the structure of the network (Wasserman & Faust, 
1994). The interactions between these three network characteristics can be used to get 
insight into personal networks. For instance, two personal networks of the same size 
with identical network compositions can have different effects on the person when their 
structures differ (McCarty et al., 2019). An example in the forensic psychiatric context: 
a central position of a network member in the personal network (network structure) 
combined with his role as social supporter (network composition), can be beneficial for 
the patient, as this person can easily talk to the patient and other network members 

3  For example: family members, friends, neighbors, and colleagues.
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about important issues. However, an antisocial network member in the same central 
position can be risky for the patient, because this network member can easily negatively 
influence the patient and other personal network members with his antisocial lifestyle 
and related procriminal attitudes. These hypothetical situations illustrate that even 
though structures are identical, differences in compositions, can cause big differences 
how beneficial a network member can be. 

To have a better understanding of the interaction in personal networks between network 
size, composition, and structure in a forensic psychiatric context, four well-established 
theoretical social concepts will be discussed. These concepts are: social influence, social 
capital, social support, and social control. 

Social influence. An important consequence of being (well) connected is that people 
who influence each other become more alike because they have similar network 
characteristics (Christakis & Fowler, 2007; Haynie, 2001; Kadushin, 2012; Milardo, 1986; 
Skeem et al., 2009). Two theoretical notions make it more likely that people make con-
nection with others. The first concept is ‘proximity’: if people are at the same location 
(are geographically close), they meet and make connections (Allan, 1979; Feld & Carter, 
1998). The second concept is ‘homophily’: people with similar characteristics (same 
background and values) tend to connect with each other (McPherson, Smith-Lovin, & 
Cook, 2001). A well-known criminological learning theory related to this concept, is 
differential association theory (DFT) (Sutherland, 1947). It states that criminal behavior 
is developed through interactions with others (in other words: criminal behavior is 
learned), especially from intimate personal groups (e.g., the person’s personal network) 
(Sutherland, 1947). The frequency, duration, priority and the intensity of the interaction 
with other people will influence the development of criminal behavior (Sutherland, 
Cressey, & Luckenbill, 1992). According to the DFT criminal behavior is enhanced by 
observing, imitating, and internalizing (Sutherland et al., 1992). In this way, not only 
criminal behavior is adopted, but also the values and attitudes related to criminal be-
havior. High risk network members (or subcultures) can cause individuals to end up in 
high risk situations, recede into risky behavior or criminal opinions. Protective network 
members (or subcultures) have the potential to support the individual in maintaining 
and carrying out prosocial behavior like cooperation with own treatment. A limitation 
of DFT (Sutherland, 1947) is that it does not explain why some people become criminal 
and others do not. Not all persons, exposed to criminal behaviors, will act criminal. For 
this reason, Social Learning theory (SLT) added a focus to DFT (Bandura, 1962, 1977). Ac-
cording to SLT criminal behavior is influenced by certain stimuli (classical conditioning), 
by external reinforcement (through operant conditioning) and by cognitive processes. 
It states that persons can learn new (criminal) behavior by observing behaviors of other 
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persons. Learning is considered as an interaction between personal factors, the environ-
ment, and the behavior of the learner (the individual) (Bandura, 1962, 1977).

Social Capital. Relational ties between actors can be interpreted as channels for (social) 
resources (Wasserman & Faust, 1994). Social Capital Theory (SCT) assumes that the more 
social capital a person has, the better his opportunity to achieve his personal goals 
(Bourdieu 1980, 1985; Coleman, 1988, 1990; Flap, 1999; Flap & Volker, 2013; Spreen, 
Volker, & Flap, 2002). The concept of Social Capital can be divided into two components, 
namely 1) social relations and 2) the quality and quantity of resources possessed by oth-
ers (Bourdieu, 1985; Portes, 1998). Each individual has his own personal mix of these two 
components. The quality of the patient’s personal network relations influences which 
resources are to what extent available to him. The willingness of a network member 
to support the other is usually associated with the intensity of the social relationship 
(Van der Gaag, 2005), and depends on the previous investment in this relationship 
(the shadow of the past), and the expected value of the relationship in the future (the 
shadow of the future) (Flap, 2004). From the perspective of SCT, it is important to know 
what network members have to offer and how much the patient values these features 
(e.g., skills, jobs, personal support, status). For instance, prison studies provide empiri-
cal evidence that prisoners who have access to higher levels of personal support from 
family members show better re-entry outcomes (e.g., Brunton-Smith & McCarthy, 2017; 
Ditchfield, 1994; Hairston, 1991). However, having a certain degree of social capital 
does not necessarily lead to positive outcomes. Network members can also generate 
negative social resources (i.e., ‘negative social capital’ (Pomp, 2005) or ‘criminal social 
capital’ (de Cuyper, 2015; McCarthy & Hagan, 1995)). Examples of the negative side of 
social capital are criminal friends and the presence of drugs in the personal network. 
Not all capital with a negative influence on the patient’s behavior can be defined as 
‘criminal’ capital. For instance, drinking alcohol per se is not a criminal act, but visiting 
a friend who is drinking in the presence of the patient can be risky for patients with a 
history of alcohol addiction (i.e., negative social capital). In addition, the same network 
member can also constitute a positive and a negative influence on patients’ behavior. 
For example, a patient receives practical support from someone (positive capital), but 
the same person also encourages drinking alcohol (negative capital, dysfunctional role 
model). In the forensic psychiatric context, it is important to explore whether appar-
ently positive capital may be risky in an individual case. For instance, a patient can use 
his social network members to get access to future victims (e.g., a sex offender who 
abuses the children of his prosocial friends). It is important to know what personal 
network members have, how this creates opportunities for the patient and how much 
the patient values these features (Pomp, Spreen, Bogaerts, & Volker, 2010).
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Social Support. Social support, which can be understood as a form of social capital, has 
shown to be a key factor in preventing reoffending of forensic psychiatric patients. Social 
support can be divided in structural support (the quantity of social ties) and functional 
support (the availability of support functions such as affection). The personal social 
support network is that part of a person’s network which provides the major sources of 
emotional and instrumental support. There is a growing body of research that link social 
support to the health and well-being of persons. Not all studies have shown similar 
results about the precise effect of social support on someone’s mental health (Robinson 
& Garber, 1995). Many studies found a direct effect (Vilhjalmsson, 1994), but some evi-
dence indicates an indirect effect: social support as a buffer of stressors that affect the 
mental health (Hobfoll, 1995). In psychological studies, stress is seen as an important 
and synergistic or causative factor for mental problems, such as depression and fears 
(Schmidt, 2000; Rice, 1999). Studies underline the need to investigate the dimensions 
of social support. There is growing evidence that the quality of social support is more 
relevant than the quantity of the support. Focusing on risk behavior, the general conclu-
sion from literature is that increase of social support leads to a decrease in crime and 
delinquency (Nakhaie & Sacco, 2009). Social support theory of Cullen (1994) explains 
criminal behavior by the amount of positive social support individuals receive. As indi-
viduals receive more social support, they are less likely to act antisocial or criminal. The 
more social support a person receives, the more this person has to lose in situations 
where he behaves contrary to the norms of his social support group (Cullen, 1994). 

Social control. The main goals of a forensic psychiatric treatment are to protect society 
against mentally disturbed offenders and to provide effective treatments to prevent 
future recidivism (Ministry of Justice, 1994). Social control and social ties may prevent 
forensic psychiatric patients from again engaging in criminal activities. Strong bonds 
are often based on mutual trust (Cullen, 1994) and are often a precondition for effective 
social control (Cullen, Wright, & Chamlin, 1999). Social Control Theory explains conven-
tional (no delinquent) behavior by the degree of involvement in mainstream society 
(Hirschi, 1969, 1977). It states that every person is, by nature, inclined to be selfish. 
According to this theory, persons who are less committed and attached to society are 
more prone to show criminal behavior. There are four bonding elements to society: at-
tachment4, commitment5, involvement6 and beliefs7. Hirschi’s Social Control Theory has 
been widely studied. For instance, multiple studies have found that persons who have 
a weaker bond with their parents, more often show violent behavior than those having 
strong bonds with their parents (Hindelang, 1973; Knight & Tripodi, 1996; Krohn & Massy, 

4 Attachment: strong social attachment encourages conformity.
5 Commitment refers to the investment an individual has in social activities and institutions.
6 Involvement: extensive involvement in legitimate activities inhibits deviance.
7 Beliefs: strong beliefs in conventional morality and respect for authority figures restrain tendencies towards devi-

ance.
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1980; Sokol-Katz, Dunham, & Zimmerman, 1997). Years later, Hirschi and Gottfredson 
(1990) developed the ‘self-control theory’. They argued that low self-control is the best 
predictor of criminal behavior. Self-control (internalized (early in life)) will protect an 
individual from criminal behavior throughout his/her life. An individual’s family is the 
most important institution for the development of self-control and for the explanation 
of delinquent behavior (Gottfredson & Hirschi, 1990). 

Several basic analytic units within a patient’s personal network can be used to describe 
and understand the impact of structural variables on the four theoretical social concepts 
(i.e., social influence, social capital, social support and social control). The most basic unit 
in a personal network is a dyad (Wasserman & Faust, 1994). A dyad consists of two actors 
and the (possible) relational ties linking these actors together. The second basis analytic 
unit is the triad. A triad is “a subset of three actors and the (possible) tie(s) among them” 
(Wasserman & Faust, 1994, p.19). The addition of the third actor to the dyad, increases 
the complexity of relationships (Kadushin, 2012). Kadushin (2012) stated that “triads are 
the beginning of a society that is independent of the ties between a dyad” (p.22). The 
most famous classic theory about the complexity of triads is the balance theory of Heider 
(1946). Heider argued that individuals tend to choose balance states in their personal 
relationships. The two most important concepts are “a friend of a friend of mine is my 
friend” and “an enemy of a friend of mine is my enemy” (Heider, 1946; Kadushin, 2012). 
Balance will occur whenever all three actors (triad) like each other or in cases where 
two actors like each other and they both dislike the third actor. The concept of ‘triadic 
closure’ (Easley & Kleinberg, 2010; Granovetter, 1973; Heider, 1946) describes that when 
two people in a social network have a friend in common, they have an increased chance 
to become friends themselves at some point in the future. There are two possible triadic 
network closures in an ego network, namely no tie between the alters (open triad) or a 
tie between the alters (closed triad) (the ego has ties with both network members), see 
Figure 1.1. 

To reach a deeper understanding of protective and risky patterns in personal networks, 
we may classify protective versus risky triads by assigning specific dichotomous compo-
sitional characteristics of network members, that is, whether an alter has a forensic risk 
factor, such as criminal record, psychiatric problems, drug use, alcoholism, aggression or 
antisocial way of life. The triad classification is inspired by the work of Kalish and Robins 
(2006). They introduced a method of classifying egocentric networks by a census of 
triads of different types (Kalish & Robins, 2006). Each classified type of triad can be inter-
preted in terms of risk vulnerability depending on the individual case. The vulnerability 
of a triad for risk depends on the social context and situations in which a specific triad 
is likely to emerge. In general, higher levels of interaction between high risk network 
members provide more opportunities to negatively influence other members and the 
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patient (Haynie, 2001; Skeem et al., 2009). From that perspective, a triad, in which both 
network members have high risk characteristics and have ties with each other, has the 
highest level of risk, see Table 1.3. A practical example is a patient having two close 
friends who together are engaged in criminal activities or other risk behavior. The other 
way around, a triad in which two protective network members are connected will have 
likely the lowest level of risk, because of their collective protective influence. It should 
be noted that even a triad classified as ‘protective’ may pose a high risk in an individual 
case. For instance, a convicted pedophile, who creates access to risk contexts through 
his close friends, such as access to school yards and sports clubs. The same also applies 
to the defined ‘risk’ triads. For instance, not every patient is sensitive for (negative) peer 
pressure. In each personal network, it is important to have a high proportion of protec-
tive triads: these triads may counterbalance the pressure from the high risk triads.

The last analytic unit is to consider the personal network as a whole entity. A theoreti-
cally distinction is usually made between three personal network structures, namely the 
closed, crosscutting and spoke structure (Volker, 2001). Each structure is supposed to 
create its own opportunities and constraints for the focal person. The three network 
structures are shown in Figure 1.2.

Figure 1.1 Open versus closed triad
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The first structure shows the closed network structure, each individual is tied to all 
others. This structure is characterized by a high density of interrelations. The density 
represents how well connected the focal person and his social network members are 
within the network (Hirsch, 1979). The closed structure can consist of strong and 
multiplex relationships. The ‘strength’ of an interpersonal tie can be defined as “a (prob-
ably linear) combination of the amount of time, the emotional intensity, the intimacy 
(mutual confiding), and the reciprocal services which characterize the tie” (Granovetter, 
1974, p.1361). Strong relationships need investment from the actors involved. Norms 
are easier to establish if all network members know each other (stronger social closure). 
Individuals behave according to the norms of their personal network in order to achieve 
their personal goals, such as acceptation by his group members (Cialdini & Goldstein, 
2004).  In a well-connected network structure, people are highly visible for each other 
(can see what others are doing). People can control, monitor, and sanction each other’s 
behavior (Cullen, 1994; Kadushin, 2012).

The second network structure in Figure 1.2, the crosscutting structure, illustrates a 
possible transition from the first to the third network structure (Volker, 2001). The fo-
cal person is the only link between various kinds of subgroups/social circles (Volker, 
2001). These subgroups can only make contact with other subgroups through the focal 
person. Krackhardt (1999) noted that the focal person will be limited in his possibilities 
if he is a crucial link between two or more subgroups: the focal person will have to 
adjust to the different values of every subgroup. This may lead to stress and tensions 
(Krackhardt, 1999).

The third structure in Figure 1.2, the spoke structure, is the opposite of the closed 
network structure. The individual in the center is tied to the others, but the network 

Figure 1.2 Three network structures (closed, crosscutting, and spoke)
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members are not interconnected and do not know each other. There are limited op-
tions for social control (Cullen, 1994). The density is low. The spoke structure consists 
of superficial, uniplex and often temporary relationships (Pescosolido & Rubin, 2000; 
Volker, 2001). The absence of ties (structural holes) offers many opportunities for ego, 
since there are no overlapping pieces of information that reach the focal person (Burt, 
1992). The benefits are demonstrated in the classical work ‘The strength of weak ties’ of 
Granovetter (1974). Weak ties are beneficial for the opportunities of the individual and 
his/her integration into communities (Granovetter, 1974), because these ties connect 
the individual to heterogeneous individuals. These ties can have a bridging function; 
weak ties are needed in binding groups of strong ties together and are important for 
spreading ideas, information flows or influences. However, these ties can also be used 
by ego to manipulate others (Granovetter, 1974). An effective manipulator needs to take 
others into accounts and must have some underpinning of trust of feelings of safety 
to be effective (Kadushin, 2002). In addition, it is likely that within the spoke structure 
highly network specialists or brokers exist. “A broker is a professional manipulator of 
people and information who brings about communication for profit” (Boissevan, 1974, 
p.148). Burt (1992) showed the benefits of a broker role for someone’s social capital: 
building relations with dissimilar persons gives access to different valuable resources. 
Structural holes offer the focal actor a high degree of freedom since his behavior to-
wards one network member remains hidden towards other network members. The focal 
actor can even go as far as playing his network members against each other. Structural 
holes could lead to stress and problems as an individual-level outcome. It is known that 
stressful social relationships increase the risk of violence (Estroff & Zimmer, 1994). 

The above presented implications of being part of one of the three network structures 
allow us to qualitatively weight the specific consequences of protective (+) or risky (-) 
network compositions and structures. The possible impact on social influence, social 
capital, social support, and social control is illustrated in Table 1.4. 

In sum, personal network analysis helps to operationalize an individual social context in 
relation to the person’s risk. In a personal network analysis of a forensic psychiatric pa-
tient all discussed theories and network characteristics are to a certain degree helpful, 
dependent on the context, to understand the behavior of a forensic psychiatric patient 
in terms of risk. In this dissertation we do not attempt to test which theory should ide-
ally be used best in forensic psychiatric personal network research; this dissertation is 
an exploration about the role personal networks of forensic psychiatric patients play in 
risk assessment and -management with these theories in mind.
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1.5 The outline of this dissertation 

Chapter 2 introduces the key elements of the data collection instrument FSNA, which 
are applied in all studies, and gives also some general practical guidelines how to ana-
lyze the collected personal network data. 

A series of personal network studies are conducted to explore the added value of the 
FSNA approach in identifying patients’ distinctive (social) patterns of (risk) behavior 
(Chapters 3-5). Chapter 3 presents the results of a small descriptive retrospective re-
search on the personal social networks of personality disordered forensic psychiatric 
patients. The purpose of this study is to explore the extent to which network size, 
composition, and structure of the personal networks of forensic psychiatric patients 
change over time and how this type of information can be used for risk assessment and 
management. Chapter 4 demonstrates the potential benefits of using the FSNA data 
collection instrument to examine the role personal networks play in individual cases. 
Three case studies demonstrate the four basis steps of the FSNA data collection instru-
ment. Chapter 5 addresses the benefits of monitoring social support using FSNA col-
lected data in outpatient treatment. A prospective case-study examines changes over 
time in the social support network of a forensic psychiatric outpatient. It addresses the 
importance for including characteristics of the patient’s (social) context in his individual 
risk assessment and management

Chapter 6, the final chapter provides a general discussion of the main findings of this 
thesis. Future directions and implications for the forensic psychiatric practice will be 
discussed.
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In this chapter, the Forensic Social Network Analysis (FSNA) data collection instrument, 
which has been applied as the data collection method underlying the empirical studies 
in this dissertation, is introduced. This instrument consists of a series of semi-structured 
interviews with the patient and some of his relevant personal network members. The 
items which are collected by the FSNA instrument are mainly extracted from the risk 
assessment, -management and social network concepts presented in Chapter 1. This 
chapter starts with a brief history of the FSNA data collection instrument and the practi-
cal personal network approach as implemented in Dutch forensic psychiatric centers 
(paragraph 2.1). Paragraph 2.2 lists the type of personal network research questions 
that can be answered based on the collected FSNA data, while paragraph 2.3 describes 
the FSNA instrument in more detail. Paragraph 2.4 offers general practical guidelines to 
analyze a single personal network of a forensic psychiatric patient. Paragraph 2.5 pro-
vides some additional information on how to report the personal network outcomes. 
Paragraph 2.6 presents the exploratory research design of the limited personal network 
sample that is used for the studies in Chapters 3, 4 and 5. The last paragraph (2.7) pro-
vides an overview of important definitions used in this dissertation.

2.1 A brief history of the FSNA data collection instrument

Social workers in forensic psychiatric centers support patients in controlling their of-
fending behavior and help them to live socially responsible lives obeying the law, by 
involving their families, friends, and other network members (McNeill & Whyte, 2007). 
For adequate care and risk management, social workers should have a clear view of the 
social relationships of a forensic psychiatric patient. Around 2003/2004 a group forensic 
social workers of different forensic psychiatric centers and researchers of Forensic Psy-
chiatric Center Dr. S. van Mesdag regularly met to explore and exchange professional 
experiences of working with patients and their personal networks in their daily routine. 
At that time, two risk assessment instruments, i.e., the HCR-20 (Webster, Douglas, Eaves, 
Hart, 1997; Dutch version: Philipse, de Ruiter, Hildebrand, & Bouman, 2000) and the HKT-
30 (Werkgroep Risicotaxatie Forensisch Psychiatrie, 2002), were introduced in the treat-
ments of forensic psychiatric patients. The forensic social workers felt the urge to follow 
this trend because they were aware of the importance of personal networks in the risk 
management of their patients. In regular meetings, individual cases were thoroughly 
discussed. Positive effects but also negative effects of the role of personal networks in 
counselling were listed and assessed. An example of a positive effect was the protective 
influence personal network members had on the compliance of medicine intake of a 
schizophrenic patient during his leave period. An example of a negative effect was a 
friend of a patient who influenced the patient to commit a heist together. From these 
anecdotal cases, it was decided to develop a systematic way to sample and analyze 
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individual personal networks, so a more standardized but tailored counselling would 
be possible. An instrument, called Forensic Social Network Analysis (FSNA), which was 
developed earlier by the research department of FPC Dr. S. van Mesdag in cooperation 
with its social work department, was taking as starting point for further elaboration. 

From 2005, the TBS system in the Netherlands became a central and recurring topic 
in political and societal discussions. A parliamentary commission was put in place 
after several patients committed serious incidents during leave. This commission 
recommended an increase in funds to facilitate more extensive scientific and practical 
research into the effectiveness of treatment methods: this research should focus on 
the identification of underlying risk factors (Parlementair onderzoek TBS, 2006). Dutch 
scientists launched new studies to improve the identification of risk factors and one of 
these initiatives was focused on the way a personal network approach could contribute 
to a better understanding of (risk) behaviors by forensic psychiatric patients. In 2006, 
the Dutch Custodial Institutions Agency (Dienst Justitiële Inrichtingen (DJI)) requested 
the initial FSNA group to develop and experiment with a personal network approach on 
a nationwide scale in nine Dutch FPC’s (Spreen & Pomp, 2009). The project objectives 
were (1) to professionalize forensic social work, (2) to provide additional information 
for risk assessment/-management purposes at the patient level, (3) to monitor risk be-
haviors of individual patients in unobserved and uncontrolled social situations outside 
the clinic by using personal network-members as source of information, (4) to define 
network interventions, and (5) to implement a uniform personal network procedure 
in the participating institutions (Spreen & Pomp, 2009). In 2007, this implementation 
started as a joined effort of forensic social workers in nine FPC’s8, the forensic psychiatric 
observation clinic Pieter Baan Center and also probation officers from several probation 
services. The project was funded by the Dutch Custodial Institutions Agency (DJI), the 
Expertise Center Forensic Psychiatry (EFP) and the nine Forensic Psychiatric Centers. This 
nationwide project also allowed exploration of the added value of personal networks 
for the forensic psychiatric population and was the starting point of this dissertation. 

2.2  Basic personal network questions for forensic psychiatric 
patients

Already in the early eighties of the last century, Monahan (1981) stated in his classic 
work ‘Predicting Violent Behavior: An Assessment of Clinical Techniques (1981)’ that one 
way to decide whether a given item describes the kinds of environment in which the 

8  FPC Dr. S. van Mesdag, FPC Veldzicht (current name: CTP Veldzicht), Hoeve Boschoord (current name: Trajectum), 
FPC De Rooyse Wissel, FPC De Woenselse Poort, FPC De Kijvelanden, FPC Pompestichting, FPC Oldenkotte (closed 
in 2014), FPC Oostvaarders, FPC Van der Hoeven Kliniek (FPC Van der Hoeven ended participation in the first year 
of the pilot). 
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individual can be expected to be violent, is to rate the kinds of environment in which the 
person had been violent in the past’. Monahan (1981) summarized situational and envi-
ronmental correlates of violent behavior that may be used for prediction in individual 
clinical cases. He finished his discourse with the observation that especially much more 
research was needed to practical clinical tools by creative clinical experimentation. For 
this purpose, Monahan posed, based on earlier work of Bem and Funder (1978), three 
questions to analyze a single patient with respect to his violent behavior: 
1. What characteristics describe the situations in which a person reacts violently?
2. What characteristics describe the expected situations which a person is likely to face 

in the future? 
3. How similar are the expected situations to those that have elicited violence in the 

past? 

Elaborating and inspired by the work of Monahan (1981), we modified his questions 
into three basic questions to analyze personal networks of forensic psychiatric patients: 

Three basic research questions for a forensic psychiatric personal network 
analysis  
1. Which network members/personal relationships are supposed to have a risk-

increasing and/or a risk-reducing (protective) influence on patient’s behavior 
in the run-up to the crime?

2. Which types of network members/personal relationships are more likely to 
have a risk-increasing and/or a risk-reducing (protective) influence on pa-
tient’s behavior in current and future social situations?

3. What are the differences and similarities between the risk-increasing and/or 
risk-reducing roles network members have on patient’s behavior in current 
and future risk-increasing social situations compared to those in the run-up 
to the crime?

These questions can be used to stepwise analyze and interpret personal networks of fo-
rensic psychiatric patients. In step one network members and structures are determined 
that are supposed to have had a risk-increasing and/or a risk-reducing influence on the 
patient in social situations in the run-up to the crime. The period of the run up is defined 
about 12 months before the crime and called ‘Historical Personal Network’ (HPN). 

Step two is a repetition of step one, but for the current and future situation. The current 
situation is focused on the previous 12 months during forensic psychiatric treatment 
and called the ‘Clinical Personal Network’ (CPN). The personal network in which the 
patient will function when he re-enters society is called the ‘Future Personal Network’ 
(FPN). 
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In the third step, the differences between HPN and CPN/FPN are focus of qualitative 
analysis. The different risk-increasing and/or risk-reducing roles network members have 
in current and possibly future risk-increasing social situations to influence the behavior 
of the patient are compared and evaluated with those in the HPN. For instance, a current 
network member may be new, but his positive or negative influencing role may be simi-
lar to a network member in the HPN. The aim of this comparison is to evaluate whether 
the different roles of former, new and possible future network members sufficiently 
lower the risk on short and/or long-term recidivism of the patient and/or whether leave 
is possible. 

2.3 The FSNA data collection instrument

To collect data that addresses the three basic questions for personal network analysis 
of forensic psychiatric patients, the FSNA data collection instrument is applied. Data 
collected by this method are obtained from three different data resources, i.e., admin-
istrative records, self-reports from the patient and a limited part of relevant network 
members. Electronic patients’ files can be used to collect personal and forensic psychi-
atric characteristics, such as psychiatric and criminal history. In addition, the patient and 
a limited number of patient’s network members are interviewed to get more detailed 
information about specific individual risk and protective behaviors of the patient and 
his network members. The FSNA data collection method has a strong focus on indi-
vidual storylines. A narrative approach may contribute to a better understanding of how 
individuals conceptualize their actions and what motivates and deters them from risk 
behavior (Agnew, 2006). Network members are asked about their perceptions on the 
patient’s behavior and committed offense(s): risks, motivation, triggers, level of skills, 
etc. Including network members as data resources provide opportunities to evaluate 
social contexts in which there are no institutional observers. From an institutional 
view, network members are informants to assess whether a patient adequately applies 
learned skills in uncontrolled environments. In that respect, informal network members 
are the eyes and ears of professionals (Shapiro & diZegera, 2010). Another benefit is that 
informal network members may provide collateral information about the patient, other 
personal network members and themselves. 
To collect personal network data using the FSNA instrument four basic steps can be 
followed
1. Desk research
2. A patient’s interview
3. Selecting network members
4. Network members interviews
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Step 1: desk research. A personal network research in which the FSNA data collection 
instrument is applied starts with collecting relevant administrative background infor-
mation. Electronic patients’ records can be used to collect personal and forensic psychi-
atric characteristics, such as psychiatric diagnoses and criminal history (see Table 2.1). 
Information of the life history before the committed crime and the patient’s treatment 
history, with the focus on the last 12 months is collected. The life history can be system-
atically structured with the historical, clinical, and future indicators of a structured risk 
assessment tool in mind (Chapter 1, paragraph 1.3). In the prior described nationwide 
FSNA project in Dutch FPC’s (see paragraph 2.1), the Historical Clinical Future-30 was 
used to structure the narrative information of a patient’s life history (HKT-30; Werkgroep 

Table 2.1 FSNA Patient record – background information

FSNA - Patient Record

BACKGROUND INFORMATION

Patient’s name, place of birth, country of birth, background family of origin

Index Delict

Start date TBS treatment, treatment phase, history of (un-)supervised leaves

DSM-IV diagnosis (American Psychiatric Association, 1994), IQ scores 

Life history: relevant risk assessment information about the patient and his network members on 
historical and clinical dynamic indicators, as defined in the HKT-30

• H01 Offense history: 
types of crimes, motives, 
geographical place of 
committed crimes, types of 
victims (gender, age, part of 
network, etc.), co-offenders 
(part of network) 

• H02 Breaching conditions 
about treatment and 
supervision

• H03 Behavior problems 
before age of 12 years

• H04 Victim of violence in 
childhood

• H05 History of care 
• H06 Employment history
• H07 History of substance 

abuse
• H08 Psychotic disorders
• H09 Personality disorders
• H10 Psychopathy
• H11 Sexual deviance 

• C01 Problem recognition
• C02 Psychotic symptoms 
• C03 Substance use
• C04 Impulsiveness
• C05 Lack of Empathy
• C06 Hostility
• C07 Social and relational 

skills
• C08 Self-support
• C09 Problems with 

acculturation 
• C10 Attitude towards 

treatment
• C11 Responsibility for the 

offense
• C12 Sexual preoccupation
• C13 Coping skills 

• F01 Agreement about 
conditions

• F02 Material conditions
• F03 Daytime activities
• F04 Skills
• F05 Social support and 

network
• F06 Stressful conditions
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Risicotaxatie Forensische Psychiatrie, 2002). This is one of the risk assessment tools, 
which has been obliged by the Dutch government since 2004 (current version: His-
torical Clinical Future-Revised (HKT-R); Spreen, Brand, Ter Horst, & Bogaerts, 2014). The 
reason for choosing this risk assessment tool was its specific development for the Dutch 
context and the ability to show reasonable to good predictable validity at group level 
(Hildebrand, Hesper, Spreen, & Nijman, 2005; Lammers, 2007). 

To examine the life history, in the administrative reports about the patient, information 
important for risk assessment and -management based on the HKT-30 is searched with 
an emphasis on social risk and protective factors, such as network members with positive 
or negative influence on patient’s risk behavior (e.g., bad and good friends). In addition, 
information about current social connections between the patient, his personal social 
relationships in the FPC and personal networks members outside the FPC are noted.

Step 2. Patient interview. After examining and processing the information in the admin-
istrative records, the patient will be approached and asked for a semi-structured inter-
view. To elicit the network members in patient’s HPN, CPN or FPN, patients are asked 
to mention a maximum of 40 people they consider as network members for each time 
period. The FSNA data collection instrument uses name generators to include network 
members and the relations among them. The use of name generators is well-established 
in personal network research (Burt, 1984; Campbell & Lee, 1991; Laumann, 1966). To 
trace back the HPN the following name-generation question is posed: “If you go back 
in time to the period of 12 months before your detention started, with whom did you have 
a meaningful relationship at that time?”. To disclose present personal network contacts 
the following question is formulated: “Considering the last 12 months, with whom did you 
have a meaningful contact?”. To disclose personal network contacts in the next future, 
the following broad question is formulated: “Whom do you consider to be or become a 
meaningful contact in the next future?”. 

The name-generating procedure is employed as follows. First, family members are listed, 
next important contacts outside the family are sampled covering different relational 
roles. 

After all recalled names are inventoried, more specific information about each network 
member and the quality of the contact between patient and the listed network member 
is asked from the patient. Personal characteristics of the network member as well as 
relationship characteristics and so-called forensic risk factors of network members are 
asked. These forensic risk factors were extracted from the central eight criminogenic 
risk/need factors of Bonta and Andrews (2010) (see table 1.1 in Chapter 1). At the end of 
each FSNA patient interview, a series of questions concerning the social support system 
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are posed. Patients are asked to name those people from whom they have received 
social support. As stated in Chapter 1, empirical studies have shown that social support 
is known to be a key factor in preventing reoffending of forensic psychiatric patients 
(Bouman, 2009; Kogel & Nagtegaal, 2008). The FSNA data collection procedure concerns 
four types of social support: companionship (spending time together), financial support 
(borrowing money), practical support (domestic help) and emotional support (seeking 
advice, talking when troubled). Patients are also asked with whom they had a stressful 
relationship and whom they asked for help when they were in trouble. Present or future 
strains (stressors) may leave patients prone to relapse (e.g., interpersonal conflicts, 
different expectations, other norms and values), especially if these strains (stressors) 
were also present prior to the offenses (Monahan, 1981). Finally, to determine linkages 
between patients’ network members, patients are asked to give their perceptions about 
how well their network members know each other. Table 2.2 shows the FSNA patient 
interview in more detail.

Table 2.2 FSNA Patient interview – name generators and name interpreters

FSNA patient interview 

Historical Personal Network (HPN)

If you go back in time to the period of 12 months before your detention started, 
with whom did you have a meaningful relationship at that time?

Name generators Did you have contact with… 
your father/stepfather, mother/stepmother, partner/ex-partner, brother/half-
brother/stepbrother, sister/half-sister/stepsister. 
Next, important contacts outside the family are collected covering different 
relational roles: friends, boss, colleagues, neighbors, acquaintances, people 
from church, sports buddies, people from (leisure) clubs, social media, or 
other contacts.
Patients are asked to mention 40 people at a maximum which they consider 
as personal network members in the 12 months run-up to the offense.

Name interpreters 
personal 
attributes per 
mentioned 
network member

• Gender, age, occupation, place of birth, geographic location
• Living conditions (living alone, living with partner/children, living with 

others).
• Leisure activities: volunteer work, sport or social clubs, religious, political or 

other organizations.

Name interpreters
Relationships 
attributes per 
network member

• How long have you known …? 
• How did the relationship start? How and where did you meet? 
• How often did you have contact with …. at that time? (daily, every week, 

every two weeks, every month, every three months, less frequency, no 
contact). 

• How did you communicate? (face-to-face, written, telephone, internet). 
• Who contacted whom? (patient, network member, both, through others)
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Table 2.2 FSNA Patient interview – name generators and name interpreters (continued)

High risk 
factors listed 
per mentioned 
network member

• Did network member have a criminal record? 
• Did network member have psychiatric problems? 
• Did network member use soft drugs? 
• Did network member (regularly) use hard drugs, such as heroin, cocaine, 

crack, ecstasy, LSD, other drugs? 
• Did network member have problems with alcohol? Was he/she drunk once 

a week or more often?
• Did network member face financial problems?
• Did network member face housing problems, such as not paying rent or 

mortgage, evicted and tensions with neighbors?

Name/resource 
generator – social 
support system

• Many people tend to visit others in their spare time to spend quality time 
together. Did you have persons that you visited regularly with the purpose 
of spending quality time together? If yes, who?

• Who came to visit you? 
• With whom did you undertake activities? (shared recreational activities)
• Imagine that you needed money (think about an amount of 200 euros), 

from whom did you expect financial support back then? 
• Who did ever lend money to you (more than 50 euros)? 
• Did you lend money to others? Who were they? 
• From whom could you expect help in daily life (e.g., household shores, 

and administrative matters). Who did help you with daily life shores at that 
time?

• Did you help persons with their daily life shores? If yes, who?
• From time to time, most people discuss things that are important to them 

with others. For instance, job advice, study issues, parenting advice, etc. 
Who were the people you went for advice? With whom did you talk about 
personal matters?

• Did people ask you for advice? If so, who? 
• Did you ask for help to anyone just before the committed crime(s)? If yes, 

who? 
• With whom did you experience tensions/conflicts at that time?

Besides the persons you already listed, is there anyone (else) who was very 
important for you?

Network structure How well did your network members know each other? 
Answers options 
• They did not know each other;
• They avoided each other;
• They knew each other, but there was no contact;
• They hardly knew each other;  
• They knew each other reasonable;
• They knew each other well; 
• They knew each other well, but they do not get along;
• They knew each other and get along.
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Table 2.2 FSNA Patient interview – name generators and name interpreters (continued)

Clinical Personal Network (CPN/FPN)

Name generators Considering the last 12 months, with whom did you have a meaningful contact? 
Your father/stepfather, mother/stepmother, partner/ex-partner, brother/half-
brother/stepbrother, sister/half-sister/stepsister. 
Next, important contacts outside the family are collected covering different 
relational roles: friends, fellow inpatients, forensic health professionals, boss, 
colleagues, neighbors, acquaintances, people from church, sports buddies, 
people from (leisure) clubs, social media, or other contacts.
Additional questions focus on the ‘future’ personal network after mandatory 
forensic psychiatric treatment: 
• With which person(s) that used to be important to you, did you decide to 

fully terminate all forms of communication?
• With which of the person(s) that you fully terminated all forms of 

communications with, do you hope to reconnect in the future?
• Suppose that you visit your family or friends during a leave or after your 

TBS order, which other persons will you encounter there? Would you like to 
have contact with this person/these person in the foreseeable future?

• In what city or village do you plan to live? Which past acquaintances would 
you encounter there? Would you like to have contact with this person/
these persons in the foreseeable future?  

• Do you know in which organization you would prefer to work in the 
future? Do you know any of the persons there? Would you like to have 
contact with this person/these persons in the foreseeable future?  

• In what manner do you plan to spend your free time? What activities are 
you planning? Is it likely that you will be running into any acquaintances 
there? Would you like to have contact with this person/these persons in 
the foreseeable future?  

• If you do not have a partner at the moment: would you like to have a 
partner in the foreseeable future? And do you already have someone in 
mind? If yes, then who? 

• If we would scroll through the list of names that we have written down so 
far, is there anybody that is important for you that is still missing from your 
list? 

Patients are asked to mention 40 people at a maximum which they consider 
as network members in the period of 12 months prior to the interview and in 
the next future.
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Table 2.2 FSNA Patient interview – name generators and name interpreters (continued)

Name/resource 
generator – social 
support system

• Many people tend to visit others in their spare time. To spend quality time 
together. Who are you planning to visit after your TBS order is finished? 

• Who do you think, will visit you in the time after your release?
• With which persons did you plan any activities the last 12 months? 
• Suppose that you need money (think about an amount of 200 euros), from 

whom do you expect financial support (loan or gift)? 
• Did you borrow money from persons in the last 12 months? If yes, who?
• Did you lend money to people in the last 12 months? If yes, who? 
• Who did help you in daily life (e.g., household shores, administrative 

matters). Who did help you with daily life shores in the last 12 months?
• Did you help persons with their daily life shores in the last 12 months? If 

yes, who?
• From time to time, most people discuss things that are important to them 

with others. For example, job advice, study issues and parenting advice. 
Looking back over the last 12 months, who were the people you went for 
advice? With whom did you talk about important personal matters? 

• Looking back over the last 12 months, who did discuss his/her personal 
matters with you? 

• Imagine that you experience severe stress and you are afraid to commit a 
new offense, who will you contact for help? 

• Who do you think will be the most disappointed if you do not succeed in a 
crime-free life? 

• With whom do you experience tensions/conflicts? 
• Which persons on this FSNA list know the details of your TBS order? 

Network structure How well do these two network members know each other? 
Answers options 
• They do not know each other;
• They avoid each other;
• They know each other, but there is no contact;
• They members hardly know each other; 
• They know each other reasonable;
• They know each other well;
• They know each other well, but they do not get along;
• They know each other and get along.
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Step 3: selection procedure network members. After having interviewed the patient, 
permission must be asked to interview some of his network members. It is important 
that the risk management professional (most times a social worker), and not the patient, 
chooses which network members will be invited for an interview. A consequence of this 
choice is that a patient must release his control over who is allowed to give information 
about his behavior and situation. A small explorative study of 15 patients on leave in 
FPC Dr. S. van Mesdag found that patients who refused to cooperate with this selection 
procedure had more registered incidents in the year after the personal network research 
(from the eight patients, six had registered incidents) than the patients who gave their 
permission (from the seven patients, one had a registered incident) (Spreen & Pomp, 
2006). In situations in which patients try to manipulate or reject the choice of network 
members, it is important to investigate the reason why patients refuse to cooperate. 

Network members are selected based on their roles, network positions and their influ-
ence in the CPN and FPN. Explicit rules which network member to select and interview 
are difficult to define. Each patient has his own significant social network factors. The 
professional has to select those network members who are thought to be risky and/or 
protective for risk management purposes. 

Step 4: network member interview. The selected network members are invited for an 
interview. In this interview, the same questions as in the patient interview are posed 
(e.g., the personal and social support variables). Some additional questions are asked 
concerning the network members’ opinion about patient’s ability to remain crime free. 
Each network member is also asked to name individuals who (1) are friends of the pa-
tient, (2) are common friends of the patient and the network member, (3) provide social 
support to the patient, and (4) have a positive or negative influence on the patient. 
This way also network members not mentioned by the patient may be detected. These 
network members might also be invited for an interview, if needed, dependent on the 
assessment of the professional. 

The network interview is preferably conducted at home. This provides the professional 
advantage of observing the network member in his/her own natural environment. It 
gives insights into the network members’ housing situations and neighborhood. See 
Table 2.3 for a more detailed description of the network member interview.
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Table 2.3 FSNA network member interview 

FSNA Network Member interview 

Personal 
attributes 

• Date of birth, place of birth, highest completed education level of network 
member. 

• Having a partner, children. 
• Living conditions (living alone, living with partner/children, living with 

others).
• Leisure activities: volunteer work, sport or social clubs, religious, political or 

other organizations. 

Questions about 
forensic risk 
factors

• Did you ever have problems with the criminal justice system? 
• Did you ever receive professional support for mental health problems? If 

so, what kind of support? 
• Did you ever use drugs? If so, what types of drugs? 
• Did you ever drink alcohol? If so, amount/frequency? 
• Did you face financial problems? 
• Did you ever face housing problems, such as not paying the rent or 

mortgage, evicted, tensions with neighbors, etc.?
• Have you ever been a victim of a crime?

Questions 
about patient – 
network member 
relationships

• How are you connected with ***? (network role)
• How long do you know ***? (duration)
• How/where did you meet? (origin of contact)

Questions Historical Personal Network (HPN)

Questions 
about patient – 
network member 
relationships

Looking back on the 12 months before ****’s committed crime(s)… 
• how often did you have contact with ….? (daily, every week, every two 

weeks, every month, every three months, less frequency, no contact). 
• how did you communicate? (face to face, written, telephone, internet). 
• who contacted whom? (patient, network member, both, through others) 
• which persons had a positive influence on the behavior of ***?
• which persons had a negative influence on the behavior of ***?
• could you define retrospectively, risk signals that were related to the risk 

behavior of ***? What signals? And could the crime have been prevented? 
If so, how?

Questions Clinical Personal Network (CPN)

Questions 
about patient – 
network member 
relationships

• How often did you have contact with *** the last 12 months? (daily, every 
week, every two weeks, every month, every three months, less frequency, 
no contact). (frequency)

• How did you communicate the last 12 months? (face to face, written, 
telephone, internet). 

• Who contacted whom the last 12 months? (patient, network member, 
both, through others) (reciprocity)

• Imagine your contact before ***’s detention, do you think that there have 
been changes in your contact with ***? 

• Do you experience tensions/conflict in the relationship? If so, what kind 
of…?
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Table 2.3 FSNA network member interview (continued)

Social support 
questions

• Many people tend to visit others in their spare time to spend quality time 
together. After his release, do you plan to visit ***? Is he welcome to visit 
you? 

• Did you plan any activities with *** the last 12 months? Would you plan 
any activities with *** during his leaves/after his release? 

• Imagine that *** needs money for buying a refrigerator, would you lend 
him money? Do you know other persons who might help him out?

• Imagine that *** asks for your help in his daily life shores (e.g., household 
shores, administrative matters), would you help him, even if you have to 
cancel/reschedule other plans? Do you know other persons who might 
help him out?

• From time to time, most people discuss things that are important to them 
with others. For example, job advice, study issues and parenting advice. 
Looking back over the last 12 months, did *** ask you for advice? Did *** 
talk with you about important personal matters? Did you talk about your 
personal matters with ***?  

Crime related 
questions

• Do you know the crime history of **** in detail? If so, could you tell me 
what you know? 

• Do you know the reason why **** is treated in a forensic psychiatric 
center? If so, can you tell me the reason? 

• Do you consider **** a psychiatric patient?

Importance of 
other network 
members

• Which persons do you think are important to *** in the current situation? 
(maximum of five names)

• Who are the friends of *** in the current situation?
• Who are common friends of you and ***?
• Who (else) provides social support for ***? 
• Who (else) has a positive influence on ***? (maximum of five names)
• Who (else) has a negative influence on ***? (maximum of five names)

Network 
member’s opinion 
about patient’s 
ability to remain 
crime free

• What is in your opinion necessary to accommodate a successful return to 
society?

• What are stressful circumstances for *** after his release? 
• How much confidence do you have that *** 

- can have a crime-free future?
- will ask for help? 
- will undertake meaningful activities?
- if applicable: takes his medicines?
- find a stable job? 
- is able to live on his own? 
- will make new contacts?
- maintain his contacts? 
- manage his own financials?
- will not use drugs?
- if applicable: will not drink alcohol?

(1. No confidence at all, 2. Somewhat confident, 3. Confident, 4. Very confident, 
and 5. Very much confident)
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2.4 Some general guidelines to analyze forensic psychiatric patients’ 
personal networks 
As already mentioned in paragraph 2.2, the underlying principle of the analysis is the 
comparison between time periods, i.e., the historical personal network (HPN) and the 
clinical and future personal network (respectively CPN and FPN). To structure the analy-
sis, some practical tables and network visualizations have been developed during the 
nationwide study (see 2.1), which we will discuss next.

2.4.1 Criminal history table 
The so called “criminal history table” can be used to examine whether a patient has a 
specific profile of offense characteristics (Table 2.4). 

Table 2.4 shows a patient’s offense history table from an applied personal network 
research. This patient was 14 years old at the time of his first registered offense, and 
29 years old at the time of his index delicts. All types of offenses were sexual driven, 
the index delict against his partner was also characterized by severe physical domestic 
violence. No co-offenders were involved. All victims were female and they were from 
a different age: one victim was a very young girl (4 years old), the other victims were 
adults in the age of 18 to 32. Four victims were randomly chosen by the patient, two vic-
tims were part of the patient’s personal network (his partner and the young girl). Details 
on one victim’s characteristics were not registered in the patient’s file. The geographical 
crime scenes differed (e.g., own house, parental house, and public road), but all offenses 
were committed in the same town. Based on this table, one may question whether 
the patient should rehabilitate in the same area, especially if his victims still live in the 
same area. At the time of the index delicts, the patient’s risk behavior was worsened 
by alcohol, drugs, and his fear of abandonment. For risk management purposes, it is 
therefore important to establish if the patient has easy access to alcohol or drugs via his 
current network members. Network members who use alcohol or drugs may pose a risk 
for him. In addition, it is important to establish whether experiences of the patient with 
his current partner cause fear of abandonment or other stressful feelings/issues. 

2.4.2 Social support table
To assess the degree of social support, the so called “social support table” can be used. 
This table shows the degree of (dis-)agreement between the social support answers 
of the patient and his interviewed network members. Categories of social support are: 
companionship (spending time with), financial (borrowing money), practical (domestic 
help) and emotional (seeking advice from). Misperceptions between patient and his 
network members are of special interest. An assumption is that each misperception 
may lead to stress when the patient re-enters society (Pomp, Spreen, Bogaerts, & Volker, 
2010). A FSNA social support table example is shown in Table 2.5.
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Table 2.4 Example of a criminal history table

Index delict Previously 
committed 
offense

Previously 
committed 
offense

Previously 
committed 
offenses

Type(s) of offense(s) Attempted 
homicide
Sexual assault

Sexual 
assault

Fornication 
of minor

Multiple sexual 
assaults

Patient’s motive(s) Attempted homicide: 
frustration.

Sexual assault: sexual 
motivation, lust. 

Sexual 
motivation, 
lust.

Sexual 
motivation, 
lust.

Sexual 
motivation, lust.

Date committed 
offense, patient’s age

2003, 29 years 2002, 28 
years 

1994, 20 
years

1988, 14 years
1990, 16 years
1992, 18 years

City or village ****
(same town)
Attempted homicide: 
in patient’s and his 
partner’s house.

Sexual assault: public 
road

****
(same town, 
public road)

****
(same town, 
patient’s 
parental 
house)

****
(same town, 
public roads)

Characteristics 
victim(s) (gender, age, 
part of network)

Psychical/sexual 
violence against 
partner (female, 26 
years)

Sexual assault: a 
woman walking on 
the public road (32 
years), not part of 
patients’ network 

Unknown Daughter of 
the patient’s 
neighbor, 4 
years. 

Victims were 
strangers 
(not part of 
the patient’s 
network). 
Females, young 
adults (18, 18, 20). 

Co-offender(s)
If yes: characteristics 
victim(s) (gender, 
age, part of network/
relation to offender)

No No No No

Important offense 
components

Sexual component Sexual 
component

Sexual 
component

Sexual 
component

Offense behavior was 
stimulated by

Alcohol, drugs, fear of 
abandonment 

unknown unknown unknown
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Table 2.5 shows a social support table from an applied personal network research (Pomp, 
Hendriks, Kremer, & Spreen, 2007). This forensic psychiatric inpatient expected to receive 
companionship, financial and emotional support from all four interviewed network 
members. He assumed that he would also receive practical support from two network 
members, namely from friend B and his brother. Table 2.5 shows that fifty percent of 
the listed social support is based on symmetrical expectations between the patient 
and a specific network member (yes/yes-no/no combinations). The same percentage 
of the listed social support is based on disagreement (yes/no – no/yes combinations). 
Therefore, the question is how to qualify a certain (dis-)agreement related to a patient’s 
assessed social factors. In this example, patient listed four times his brother as social 
supporter, whereas his brother did this only one time. The brother mentioned that he 
knows patient’s vulnerabilities (patient’s life was characterized by drug dependence) 
and that he had no confidence in his brother’s reintegration in society. The brother 
would rather have limited contact with patient. Mother, on the other hand, wants to 
support her son during his resocialization phase, but she would not take the risk that he 
spends money on drugs. In the words of the mother “If he needs anything for his future 
house, I will buy it for him”.

2.4.3 Visualization of networks 
Network visualization may help to better identify relationships between compositional 
and structural variables. Social Network Analytic tools can be used to create visual re-
presentations of the personal networks at the different periods (e.g., UCINET and Analyst 
Notebook). These visualizations are helpful in discussing the possible network dynamics 

Table 2.5 FSNA social support table 

Social support Spending time 
with

(companionship)

Borrowing 
money

(financial)

Domestic 
help

(practical)

Seeking advice 
from

(emotional)

From friend A
according to patient
according to friend

Yes
Yes

Yes
No

No
No

Yes
Yes

From friend B
according to patient
according to friend

No
Yes

Yes
No

Yes
Yes

Yes
Yes

From brother
according to patient
according to brother

Yes
Yes

Yes
No

Yes
No

Yes
No

From mother
according to patient
according to mother

Yes
Yes

Yes
No

No
Yes

Yes
Yes

Retrieved from Pomp, Hendriks, Kremer, and Spreen (2007).
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together with the patient, and the multidisciplinary treatment team. An example of a 
helpful visualization is shown in Figure 2.1. 

The visualization in figure 2.1 was constructed based on the interview data of one of 
the first personal network studies in which the FSNA data collection instrument was 
applied (Pomp et al., 2007). The Future Personal Network (FPN) as constructed from the 
interview with the patient was compared to the FPN based on the given information 
of the interviewed network members into account. The interview data of the selection 
of his network members (e.g., father, mother, brother, and one friend) showed a com-
pletely different picture of patient’s future situation outside the forensic treatment cen-
ter. Although the patient thought that all his network members, excepted his brother, 
wanted to stay in contact with him when reentering society, only his brother wanted to 
renew their contact in near future. The visualization of the discrepancies between the 

Future Personal Network in 
the perception of the patient  

Future Personal Network after 
interviewing his network 
members

 
Figure 2.1 Example of a network visualization
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patient and his network members was used in the feedback session with the patient to 
underline his ‘real’ support options outside the treatment center in his future life. 

2.5 FSNA report 

From the nationwide explorative study (see 2.1), a so-called FSNA report was proposed 
for processing the personal network data in a structured standard way. Significant 
background information and findings are reported step-by-step, see Text box 2.1 for the 
outline of the report. After assessing and analyzing the patient’s risks and needs in his 
current or future personal network, interventions must be tailormade to fit the patient’s 
individual risk profile. According to the RNR model, the frequency and intensity of each 
intervention must be adjusted to the risk level of the offender (Andrews & Bonta, 1994). 

Textbox 2.1 FSNA report outline

FSNA report step-by-step

1. General background information (relevant historical information)

2. The extent to which patient and network members cooperated with FSNA re-
search

3. Description of HPN: which network members/personal relationships are sup-
posed to have a risk-increasing and/or a risk-reducing (protective) influence on 
patient’s behavior in the run-up to the crime? 

4. Description of treatment history (relevant clinical items)

5. Description of CPN/FPN: which network members/personal relationships are 
supposed to have a risk-increasing and/or a risk-reducing (protective) influence 
on patient’s behavior in current and future social situations? 

6. Comparison between HPN and CPN/FPN: What are the differences and simi-
larities between the risk-increasing and/or risk-reducing roles network members 
have on patient’s behavior in current and future risk-increasing social situations 
compared to those in the run-up to the crime?

7. Risk management suggestions based on assessed historical, clinical and future 
risk/protective factors



2

The FSNA data collection instrument   |   57   

2.6 Personal network studies in this dissertation

The next Chapters (3-5) present a series of studies in which the FSNA data collection 
instrument has been applied in a forensic psychiatric population. All patients from the 
study in Chapter 3 were participated in the nationwide FSNA pilot project (2007-2009) 
described in paragraph 2.1. Data is used from nine Dutch Forensic Psychiatric Centers 
(FPC’s), namely: Veldzicht, De Rooyse Wissel, De Woenselse Poort, De Kijvelanden, De 
Pompestichting, Oldenkotte, Oostvaarders, Hoeve Boschoord, and Dr. S. van Mesdag. 
The three patients from the case studies in Chapter 3 were treated in Dr. S. van Mes-
dag, situated in Groningen, the Netherlands. The study in Chapter 5 is conducted in 
the forensic psychiatric outpatient and day treatment center ‘het Dok9’, situated in 
Rotterdam, the Netherlands. All studies were conducted independently; the (funding) 
organizations did not play a role in the design and conduct of the study, the collection, 
management, analysis and interpretation of the data, or the preparation, review or ap-
proval of the research. Taking part in all studies was voluntary. The participating forensic 
psychiatric patients agreed, by signing a consent form, that their anonymized personal 
social network data were used for scientific research. 

To ensure accurate data, all FSNA data collectors have been followed an intensive FSNA 
training. Important topics in this training were (1) risk assessment and -management 
(tools) in forensic psychiatry, (2) related theoretical models, (3) basics of Social Network 
Analysis (SNA), (4) guidelines of FSNA data collection instrument, (5) analyzing and 
interpretation of personal network data, and (6) writing a FSNA report. The training 
consisted of two training days and several follow-up intervision meetings.

9  The name ‘het Dok’ was changed to ‘Fivoor Ambulant’ in 2019, however, we use the reference het Dok.
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2.7 Definitions 

Table 2.6 summarizes the most relevant definitions used in this dissertation. 

Table 2.6 Definitions 

 Definitions 

Social network A finite set or sets of actors (e.g., individuals) and the relation or relations 
defined on them (Wasserman & Faust, 1994, p.20).

Personal network The subnetwork of closer and personal relationships (Van der Poel, 
1993) consisting of people with whom the individual has durable and 
meaningful ties (Hammer et al., 1978) that fulfill his daily life needs” 
(Baars, 1994; Speck & Attneave, 1973).

Historical personal 
network (HPN)

The patient’s personal social network in the 12 months run-up to the 
offense(s).

Clinical personal 
network (CPN)

The patient’s personal network in the previous 12 months during forensic 
psychiatric treatment. 

Future personal 
network (FPN) 

The patient’s personal network to which the patient will return when he 
re-enters society.

Network size The total number of individuals considered as personal network 
members. 

Network composition The composition of a personal network is defined by the individual 
characteristics of the forensic psychiatric patient and by the 
characteristics of his network members.

Network structure The network structure in a personal network is defined by the 
characteristics of the relations between the forensic psychiatric 
patient and his network members and between the network members 
themselves.

Ties between patient 
and a personal 
network member

The existence of a tie between the patient and a network member is 
defined as the existence of a meaningful contact between these two 
persons, as perceived by the patient or/and his network member(s).

Ties between 
personal network 
members

The existence of a tie between two network members is defined as the 
existence of a contact between these two persons, as perceived by the 
patient or/and his network member(s).

Triad “A subset of three actors and the (possible) tie(s) among them” 
(Wasserman & Faust, 1994, p.19).

Risk behavior Risk behavior is understood as all types of behavior that can lead to an 
(new/repeated) offense.

Risk factors Any characteristic of a person, his or her environment or situation which 
may increase the risk of future violent behavior. 

Protective factors Any characteristics of a person, his or her environment or situation 
which may reduce the risk of future violent behavior (de Vogel, de Ruiter, 
Bouman, & de Vries Robbe, 2007).

Risk management 
in the forensic 
psychiatric context

The process of controlling a forensic psychiatric patient’s risk on criminal 
and violent behavior using a combination of on-going monitoring and 
evaluations of risk behaviors and situations throughout the patient’s 
treatment and rehabilitation.
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3.1 Introduction 

The aim of this chapter is to provide insight into the role personal network factors of 
personality disordered forensic psychiatric patients play in the period 12 months before 
their offense and during their forensic psychiatric treatment. The idea to compare these 
two periods is motivated by the early works of Bem and Funder (1978) and Monahan 
(1981). As described in Chapter 2, Monahan (1981) introduced three steps to assess 
and compare personal network factors of individuals at different time periods. The first 
step analyses the environment in which the person acted violently, the second step the 
environment in which the person is likely to act in future (Bem & Funder, 1978; Mona-
han, 1981). The third step compares both time periods (Monahan, 1981; Pomp, Spreen, 
Bogaerts, & Volker, 2010). 

This chapter explores the personal networks of 36 male forensic psychiatric inpatients 
with personality disorders staying in maximum secured forensic psychiatric centers. The 
focus was on psychiatric patients with personality disorders because of their character-
istic maladaptive pattern of cognitions, experiences, and behaviors across contexts. A 
lack of social skills may lead to misjudgment of social situations and investments in so-
called “wrong” relationships. Antisocial personality disorders which are characterized by 
a pervasive pattern of violence, lack of empathy, impulsive and manipulative behavior 
are overrepresented in forensic psychiatry (Clifton, Turkheimer, & Oltemans, 2009; Coid, 
Kahtan, Gault, & Jarman, 1999; Hildebrand & de Ruiter, 2004).

This chapter is divided into four parts. The first section comprises a brief literature review 
of the current knowledge on personal networks in the forensic psychiatric population. 
Section 3.3 describes the research method and section 3.4 presents the findings. Finally, 
section 3.5 contains a discussion of the results. 

3.2  Brief literature review on personal network characteristics 
in forensic psychiatry  

This paragraph provides a brief overview of previous research on typical personal 
network characteristics (network size, composition, and structure) in the forensic psy-
chiatric population.

Network size and network composition. Very little is known about personal network 
sizes of forensic psychiatric inpatients. Some small studies have found that personal 
networks of forensic psychiatric inpatients range from 0 to 30 people with an average of 
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10 people, but the network size largely differs between the inpatients (Greeven, 1997; 
Pol, 1995). 

A growing body of literature has investigated social networks of regular psychiatric 
patients with mental health problems. Mental disorders are characterized by chronic 
interpersonal problems (Clifton, Turkheimer, & Oltemans, 2009). People with severe 
mental health problems have smaller social networks compared to the general popula-
tion; their network size has been found to range from 4.5 to 13 people, while the general 
population network size ranged from 20 to 50 (Albert, Becker, McCrone, & Thornicroft, 
1998; Hammer, Makiesky-Barrow, & Gutwirth, 1978; Pattison & Pattison, 1981). Feelings 
of isolation and loneliness are more common in people suffering from a mental illness 
(Forrester-Jones & Barnes, 2008). They have fewer intimate relationships and fewer 
friends outside their primary family (Estroff, Zimmer, Lachiotte, & Benoit, 1994). In addi-
tion, they are less satisfied with their personal relationships (Nettelbladt, Svensson, Serin, 
& Ojehagen, 1995). Persons with mental health issues often struggle with a psychiatric 
stigma. Their behavior related to a mental illness is often seen as socially unacceptable 
or not understandable (Lee, Lee, Chiu, & Kleinman, 2005; Schulze & Angermeyer, 2003; 
Wahl, 1999). These factors may cause difficulties and have a detrimental impact on 
people’s mental health problems (Brunt & Hansson, 2002). Consequently, one may as-
sume that forensic psychiatric patients diagnosed with multiple and complex disorders 
will experience serious problems in building and maintaining stable and protective 
social personal relationships during their life. In addition, it is likely that committing a 
severe offense and being incarcerated have negative consequences for building and 
maintaining a stable personal network. 

Compositional network change over time. Forensic psychiatric social network studies on 
compositional changes in personal networks due to forced forensic psychiatric confine-
ment have not been found. However, in studies of prison and general populations some 
studies refer to changes in network composition. For instance, intimate relationships of 
prisoners are often disrupted in detention (Arditti, Lambert-Shute, & Joest, 2003; Kunst 
et al., 2009; Matejkowski, Caplan, & Wiesel Cullen, 2010). Several studies have shown 
that prisoners with positive supportive relationships are less likely to reoffend (Bales & 
Mears, 2008; Brunton-Smith & McCarthy, 2017; Ditchfield, 1994; Hairston, 1991). Studies 
of general populations have found that the composition of personal networks often 
change after important life events, such as the transition to parenthood, marriage, 
divorce, job changes, or widowhood (Kalmijn, 2003; Terhell, Broese Van Groenou, & Van 
Tilburg, 2007; Wrzus, Hanel, Wagner, & Neyer, 2013). In addition, it is known that family 
members face also the highest risk of becoming a victim of patients with severe mental 
disorders (Chan, 2008; Estroff, Swanson, Lachicotte, Swartz, & Bolduc, 1998; Hyde, 1997; 
Steadman et al., 1998). It can be argued that in cases where the victim was part of pa-
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tient’s personal network, this may have a detrimental impact on the whole social system 
involved. 

In addition, Gruenberg (1967) stated that individuals who are removed from their 
natural environment can face the Social Breakdown Syndrome (SBS), a process in which 
informal relationships outside the institution are replaced by relationships with profes-
sionals and patients inside the institution. According to the SBS theory, a person staying 
in an institution cannot fulfil the expectations of their informal social relationships from 
outside the institution. This may result in a loss of social relationships (Gruenberg, 1967). 
There is no empirical data on the forensic psychiatric inpatient population in relation to 
SBS. 

Network structure. Empirical studies on structural (dynamic) factors are also lacking in 
the forensic psychiatric population. Prison studies found evidence that strong family 
ties during imprisonment are associated with lower levels of recidivism (Brunton-Smith 
& McCarthy, 2017; Ditchfield, 1994; Hairston, 1991). 

3.3 Method

3.3.1 Sample and procedure 
The 36 male forensic psychiatric inpatients described in this chapter, participated in a 
nationwide personal network pilot project conducted between 2007 and 2010 (Spreen 
& Pomp, 2009). Inclusion criteria for this project were: (1) DSM-IV10 diagnoses of one or 
more personality disorder(s) (American Psychiatric Association, 1994) and (2) sentenced 
to a tbs order for a violent or sexual offense. To collect personal network data the FSNA 
data collection method as introduced in Chapter 2 was applied. 

The initial sample consisted of 41 forensic psychiatric patients of whom five did not 
complete the FSNA interviews because they refused to disclose their network members. 
The final sample contained 36 adult male forensic psychiatric inpatients of high security 
forensic psychiatric centers (FPC’s) in the Netherlands. All patients were sentenced to a 
so-called TBS order (see Chapter 1, paragraph 1.2).

3.3.2 Participants
The 36 male patients were from nine FPC’s. Background variables were collected from 
electronic patients’ files. Personality disorders were classified according to the criteria 

10   A personality disorder diagnosis can never entirely describe the complexity and individuality of a particular 
person’s personality profile (Widiger, 2003). Although DSM is a valuable tool for diagnosing personality disorders, 
it has been criticized for reasons including standardizing subjectivity, medicalizing personality and behavior, and 
the resource to (neuro) biology in psychiatry (Pickersgill, 2012).
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of DSM-IV (APA, 1994). Participating patients were in different phases of treatment: 8 
(22.2%) were in the diagnostic phase, 16 (44.4%) in intramural treatment and 12 pa-
tients (33.3%) in the resocialization phase. The average length of stay in the FPC was 
about 70 months (SD = 37, range 8 – 152 months). Twenty-three patients were convicted 
for violent offenses and 13 for sexual offenses. The average first offense age was 24.2 
years (SD = 7.6, range = 14 – 45 years). Seventeen patients (47%) had committed their 
offense against a stranger. Nineteen patients (53%) knew their victims: acquaintances 
(6), partners (5), biological children (3), a patient’s mother (1), a neighbor (1), and a client 
of a psychiatric center (1).

Twenty-nine patients (81%) were born in the Netherlands. The mean age at the time of 
the interview was 39.2 years (SD = 7.4, range = 27–58 years). Twenty-two patients (61%) 
had a history of substance use and also a diagnosis on Axis I of the DSM-IV (APA, 1994). 
Five patients (14%) were diagnosed with a cluster A personality disorder, ten patients 
(28%) with a cluster B, and 24 patients (67%) with a personality disorder Not Otherwise 
Specified (PD NOS). Three patients (8%) were diagnosed with dual personality disorders. 
No patient was diagnosed with cluster C. The background characteristics of the patients 
are shown in Table 3.1.

3.3.3 Instrument
Data was collected according to the FSNA data collection procedure (Chapter 2). 

3.3.4 Variables
Table 3.2 summarizes the network factors that were used to describe the personal net-
works of the participants in this study.

3.3.5 Analysis
Data were analyzed using Statistical Package for Social Sciences (SPSS) statistical 
software version 20.0. Frequencies, percentages, means, and standard deviations 
were calculated. The structure of the personal networks, i.e., the patterns of relations 
between the patient and his network members and between his network members, 
was examined according to the triad census method of Kalish and Robins (2006). The 
proportion of all types of triads expresses the personal network structures (Kalish & 
Robins, 2006), see for more details paragraph 1.4. 
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Table 3.1 Background characteristics of the sample

Background characteristics (N=36) Frequency Percent
Country of origin

Netherlands
Other

29
 7

80.6
19.4

Age category at the moment of interview 
20-29
30-39
40-49
50-59

 
2
17
13
4

 
5.6
47.2
36.1
11.1

Forensic Psychiatric Center
De Rooyse Wissel
De Pompestichting
Dr. S. van Mesdag
De Kijvelanden
Hoeve Boschoord
Veldzicht
Oostvaarders

10
7
6
4
3
1
1

27.8
19.4
17
11.1
8.3
2.8
2.8

Phases of treatment
Diagnostic
Intramural Treatment 
Rehabilitation

8
16
12

22.2
44.4
33.3

History of substance use 
Drugs
Alcohol
Drugs & alcohol
No history of substance use

11
3
8
14

30.6
8.3
22.2
38.9

DSM-IV Axis II diagnosis*
Cluster A
Cluster B
PD NOS

 
 5
10
24

13.9
27.8
66.7

Type of offense 
Violent 
Sexual

 
23
13

 
63.9
36.1

Patient knowing the victim 
Core family members 
Other family members
Friends 
Others

Patients not knowing the victim

19
10
1
0
8
17

52.7
27.8
2.9
0
22.2
47.2

Age category at first offense (N=34)
10-19
20-29
30-39
40-49

11
16
 6
1

32.4
47.1
17.6
2.9

*Three patients were diagnosed with two personality disorders.
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3.4 Results

3.4.1 Network size and composition 
Historical Personal Network (HPN). The average HPN consisted of 15 network members 
(SD = 7.6). Patients varied substantially in respect of their network size. The smallest per-
sonal network size was 4, while the largest personal network size was 34. The average 
personal network consisted of seven women and eight men. The average ‘core family 
network’ consisted of 4.9 members (SD = 2.4), next to an average of 4.0 other family 
members (SD = 4.0). Nineteen percent of the network members were friends: patients 
listed on average 2.8 friends (SD = 3.2) in their personal networks. 

Clinical Personal Network (CPN). The average clinical personal social network consisted of 
8.5 network members (SD = 4.6). A substantially variation in network size was observed, 
from 0 to 22. The average CPN consisted of 4.3 women and 4.1 men. The average ‘core 
family network’ consisted of 3.3 members (SD = 1.3), next to an average of 2.2 other fam-

Table 3.2 Measurements of the personal network factors

Factor Variables

Network size The total number of individuals mentioned as network members

Network roles • Gender
• Core family/other family/friends, and others.

Core family members: partner, mother, father, stepmother, stepfather, own 
children, stepchildren, (half-)sister(s), (half-)brother(s). 
Other contacts: ex-partner, acquaintances, colleagues, neighbors, club/sport 
mates, and others.

Network 
structure:

The patterns of relations between the patient and his network members 
and between his network members examined according to the triad census 
method. The proportion of all types of triads expresses the network structures.

Social support • The total of number of individuals that were listed by patient for social 
support.
Categories: 
1. Companionship: (spending time with)
2. Financial (borrowing money)
3. Practical (domestic help) 
4. Emotional (seeking advice from, talking when troubled)

• The total number of social supporters with risk factors. 

Duration Answer category: ‘0-1 year’, ‘1-2 years’, ‘2-3 years’, ‘3-4 years’, ‘4-5 years’, ‘more 
than 5 years’, and ‘whole life’. 

Frequency Answer category: ‘daily’, ‘every week’, ‘every two weeks’, ‘every month’, ‘every 
three months’, and ‘less frequency’.

Reciprocity Answer category: ‘patient’, ‘network members’, ‘both’, and ‘through others’.
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ily members (SD = 2.7). Patients listed on average 1.5 friends (SD = 2.1) in their personal 
networks and 1.2 other contacts (SD =1.9). 

Comparison between HPN-CPN. Table 3.3 shows the change in number and roles of 
network members between the HPN and CPN. Patients reported in the CPN an average 
reduction of 6.5 network members (HPN: 15 versus CPN: 8.5). All categories of network 
roles declined between the two measurements. The CPNs were composed of fewer core 
family members (HPN 4.9 versus CPN 3.3), fewer other family members (HPN 4.0 versus 
CPN 2.2), fewer friends (HPN 2.8 versus CPN 1.5) and fewer other contacts (HPN 3.1 
versus CPN 1.2). The CPNs were composed of fewer female core family members (HPN 
2.9 versus CPN 1.9), fewer male core family members (HPN 2.1 versus CPN 1.5), fewer 
other male family members (HPN 2.0 versus CPN 1.0) and fewer male friends (HPN 2.2 
versus CPN 0.9). 

Eleven patients mentioned a partner in their CPNs, whereas 27 patients reported a part-
ner in the HPNs. In the HPNs, 13 patients reported that their children were meaningful 
contacts, while only four of these patients reported the same in the CPNs. Nine patients 
reported their children only in their HPNs, two patients reported their child(ren) only in 
their CPNs.

Table 3.3 The number of network members and their roles in HPN and CPN, Means (M), Stan-
dard Deviations (SD) (N=36)

HPN CPN Difference
HPN-CPN 

M (SD) Min Max M (SD) Min Max M 

Total
Female
Male

15.0 (7.6)
6.8 (3.1)
8.4 (5.2)

0
0
0

34
14
21

8.5 (4.6)
4.3 (2.8)
4.1 (2.7)

0
0
0

22
11
11

6.5 
2.5
4.3 

Core family members
Female 
Male

4.9 (2.4)
2.9 (1.6)
2.1 (1.3)

0
0
0

13
8
5

3.3 (1.3)
1.9 (0.9)
1.5 (1.0)

0
0
0

7
4
4

1.6 
1.0 
0.6 

Other family members
Female 
Male

4.0 (4.0)
2.0 (2.2)
2.0 (2.0)

0
0
0

18
9
9

2.2 (2.7)
1.2 (1.8)
1.0 (1.3)

0
0
0

12
7
5

1.8 
0.8 
1.0 

Friends
Female
Male

2.8 (3.2)
0.6 (1.1)
2.2 (2.7)

0
0
0

12
5

10

1.5 (2.1)
0.6 (0.9)
0.9 (1.5) 

0
0
0

10
3
7

1.3
0.0
1.3

Others
Female
Male

3.1 (3.5)
1.1 (1.1)
2.1 (2.8)

0
0
0

16
4

12

1.2 (1.9)
0.5 (1.0)
0.7 (1.2)

0
0
0

8
5
4

1.9
0.6
1.4
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Patients reported an average of 2.5 new network members in their CPNs (SD = 3.3, range 
0–13). Four patients reported that they had met one or two personal network members 
in prison. Nine patients listed one to three forensic psychiatric patients as members of 
their CPN. On average, 77% of the network members were mentioned in both the CPNs 
and HPNs.

3.4.2 Network composition: risk factors
HPN. Patients reported the following average number of network members with risk 
factors in their HPNs: 2.1 network members with criminal antecedents (SD = 2.4), 1.3 
with psychiatric record (SD = 1.8), 2.8 with soft drugs use (SD = 3.4), 1.7 with hard drugs 
use (SD = 2.5), 2.6 with alcohol problems (SD = 3.6), 2.6 with financial problems (SD = 
4.0), and 2.0 with problematic lifestyle (SD = 2.8) (Table 3.4). 

CPN. Patients listed the following average number of network members with risk fac-
tors in their CPNs: 1.2 network members with criminal antecedents (SD = 1.4), 0.9 with 
psychiatric record (SD = 1.4), 0.9 with soft drugs (SD = 1.5), 0.3 with hard drugs (SD = 0.7), 
0.4 with alcohol problems (SD = 0.7), 1.0 with financial problems (SD = 1.6), and 0.7 with 
problematic lifestyle (SD = 1.2) (Table 3.4).

Comparison between HPN-CPN. Table 3.4 shows the average change in forensic risk fac-
tors in network members between HPNs and CPNs. All risk factors reduced between 
the two measurements: network members with criminal records from 2.1 to 1.2, with 
psychiatric help from 1.3 to 0.9, with soft drug use from 2.8 to 0.9, with hard drug use 
from 1.7 to 0.3, with alcohol problems from 2.6 to 0.4, with financial problems from 2.6 
to 1.0, and with another kind of problematic lifestyle from 2.0 to 0.7. 

Table 3.4 The number of network members with forensic risk factors in HPN and CPN, Means 
(M), Standard Deviations (SD) (N=36)

HPN CPN
Difference 
HPN-CPN 

M (SD) Min Max M (SD) Min Max M

Criminal record 2.1 (2.4) 0   9 1.2 (1.4) 0 5 0.9

Psychiatric help 1.3 (1.8) 0   7 0.9 (1.4) 0 5 0.4

Soft drugs 2.8 (3.4) 0 16 0.9 (1.5) 0 7 1.9

Hard drugs 1.7 (2.5) 0   9 0.3 (0.7) 0 3 1.4

Alcohol problems 2.6 (3.6) 0 17 0.4 (0.7) 0 3 2.2

Financial problems 2.6 (4.0) 0 21 1.0 (1.6) 0 6 1.6

Problematic lifestyle 2.0 (2.8) 0   9 0.7 (1.2) 0 5 1.3
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3.4.3 Network structure: social support
HPN. In the HPNs, an average patient received from about 7.5 network members (SD = 
6.7) companionship support of which 3.2 (SD = 2.4) had risk factors. The average number 
of financial supporters (they lent the patient money) was 2.4 (SD = 3.0), of which 1.3 (SD 
= 2.0) had risk factors. The average number of practical supporters was 5.8 (SD = 5.1) 
including 2.2 (SD = 2.1) with risk factors. Patients mentioned on average 3.5 (SD = 3.6) 
network members whom they asked for advice including 1.6 (SD = 1.6) with risk factors. 
Patients listed on average 3.3 network members (SD = 4.0) with whom they discussed 
their personal matters with, including 1.5 (SD = 1.8) with risk factors. Large differences 
were observed between individual patients. For instance, the lowest number of the 
companionship supporters was 0 and the highest number was 30. 

Seventeen (47%) patients reported that they asked one or more network members for 
help, just before their committed crime(s). Twenty-nine (81%) patients listed one or 
more stressful relationships with their network members. Patients listed on average 3.3 
(SD = 3.7) stressful relationships in their HPNs. 

CPN. In the CPNs, an average patient received companionship support from 6.9 (SD = 4.4) 
network members of which 3.2 (SD = 2.4) network members with risk factors. The aver-
age number of financial supporters was 0.1 (SD = 3.0), including 0.1 (SD = 0.5) network 
members with one or more risk factors. The average number of practical supporters 
was 5.4 (SD = 3.3) including 1.7 (SD = 1.8) with risk factors. Patients listed on average 4.9 
(SD = 3.6) network members whom they asked for advice including 1.5 (SD = 1.5) with 
risk factors. Patients listed on average 3.9 network members (SD = 3.7) with whom they 
discussed their personal matters, including 1.4 (SD = 1.5) with risk factors. Focusing on 
future situations, when patients are afraid to get into trouble, patients mentioned about 
3.8 network members (SD = 3.0) who they may ask for help.

Comparison between HPN-CPN. Table 3.5 shows the differences in the total amount of 
social support between the HPNs and CPNs, subdivided into social network members 
with forensic risk factors. In the CPNs, patients reported a reduction of financial support-
ers, from 2.4 to 0.1. The number of financial supporters with forensic risk factors also 
decreased, from 1.3 to 0.1. Patients reported an increase in the number of people who 
they will ask for help when they were afraid of getting into trouble. In the HPNs, patients 
reported about 1.6 people (SD = 2.6) who they asked for help; in the CPNs this number 
increased to 3.8 people (SD = 3.0). The number of network members with risk factors 
increased, from 0.8 to 1.4. The number of companionships, practical or emotional sup-
port are almost similar in both time periods.
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3.4.4 Network structure: duration, frequency, and reciprocity
HPN. Seventy-two percent of the patient-network member relationships at the time of 
the offense lasted five years or more. On average, a third of the network members has 
known patients their entire life. Sixty-eight percent of the relationships was character-
ized by a daily or at least weekly contact frequency. Patients mentioned on average that 
67% of the personal relationships were based on reciprocity. In addition, patients listed 

Table 3.5 Patient’s social support networks (companionship, financial, practical, and emotion-
al support) and their forensic risk factors in the HPNs and CPNs. Means (M), Standard Devia-
tions (SD) (N=36) 

HPN CPN
Difference
HPN-CPN*

M (SD) Min Max M (SD) Min Max M

Number of companionship 
supporters

7.5 (6.7) 0 30 6.9 (4.4) 0 18 0.6

Number of these contacts 
with forensic risk factors

3.2 (2.4) 0 10 1.9 (2.1) 0 7 1.3

Number of financial 
supporters

2.4 (3.0) 0 15 0.1 (0.7) 0 4 2.3

Number of these contacts 
with forensic risk factors

1.3 (2.0) 0 7 0.1 (0.5) 0 3 1.2

Number of practical 
supporters

5.8 (5.1) 0 20 5.4 (3.3) 0 16 0.4

Number of these contacts 
with forensic risk factors

2.2 (2.1) 0 8 1.7 (1.8) 0 6 0.5

Number of supporters, patient 
asked for advice

3.5 (3.6) 0 12 4.9 (3.6) 0 17 1.4

Number of these contacts 
with forensic risk factors

1.6 (1.6) 0 6 1.5 (1.5) 0 5 0.1

Number of network members 
patient discusses his personal 
matters with  

3.3 (4.0) 0 16 3.9 (3.7) 0 20 0.6

Number of these contacts 
with forensic risk factors

1.5 (1.8) 0 6 1.4 (1.5) 0 6 0.1

Number of personal network 
members who the patient will 
ask for help when he is afraid 
to get into trouble

1.6 (2.6) 0 11 3.8 (3.0) 0 13 2.2

Number of these contacts 
with forensic risk factors

0.8 (1.5) 0 5 1.4 (1.9) 0 8 0.6

*Bold numbers: the average number of network members is increased from HPN to CPN.
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on average 24% personal relationships in which patients took the initiative to contact 
the network member. 

CPN. Eighty-one percent of the relationships between the patients and their network 
members in the CPNs were longer than five years or more. On average, patients have 
known 31 percent of the network members in their CPNs their whole life. Thirty-two 
percent of the relationships was characterized by a daily or at least weekly contact 
frequency. Patients considered 69% of the personal relationships as reciprocal. In addi-
tion, patients listed on average 28% personal relationships in which patients took the 
initiative to contact the network member.

Comparison between HPN-CPN. Table 3.6 shows decreases in contact duration, fre-
quency, and reciprocity between HPNs and CPNs. The CPNs contained fewer network 
members with whom patients had a contact duration of ‘1–2 years’ (from 1.2 to 0.3), 
‘2-3 years’ (from 0.7 to 0.4), ‘3-4 years’ (from 1.0 to 0.4), ‘4–5 years’ (from 0.8 to 0.3), ‘more 
than 5 years’(from 7.0 to 4.3) and ‘whole life’ (from 3.9 to 2.7). The patients reported on 

Table 3.6 Means (M), Standard Deviations (SD) of the studied variables (N=36)

HPN CPN
Difference
HPN-CPN*

M (SD) Min Max M (SD) Min Max M

Duration
0-1 year
1-2 years
2-3 years
3-4 years
4-5 years
More than 5 years
Whole life

0.6 (1.3)
1.2 (2.1)
0.7 (1.5)
1.0 (2.2)
0.8 (1.2)
7.0 (6.0)
3.9 (3.1)

0
0
0
0
0
0
0

6
8
6
9
5

26
17

0.2 (0.6)
0.3 (0.7)
0.4 (1.0)
0.4 (0.7)
0.3 (0.9) 
4.3 (3.6)
2.7 (2.1)

0
0
0
0
0
0
0

3
3
4
3
5

16
10

0.4
0.9
0.3
0.6
0.5
2.7
1.2

Frequency (N=35)
Daily
Every week
Every 2 weeks
Every month
Every 3 months
Less frequently

4.3 (3.2)
6.1 (4.6)
0.9 (1.2)
1.7 (3.1)
1.0 (1.9)
1.3 (2.3)

0
0
0
0
0
0

12
17

4
16

8
9

0.9 (1.4)
1.8 (1.9)
1.4 (2.0)
1.7 (1.6)
1.4 (2.6)
1.3 (2.1)

0
0
0
0
0
0

5
7
8
6

12
8

3.4
4.3
0.5
0.0
0.4
0.0

Reciprocity
Patient
Network member
Both
Through others

3.6 (4.4) 
0.6 (1.7)
10.0 (7.7)
0.8 (1.8)

0
0
0
0

18
8

31
7

2.1 (2.4)
0.3 (0.9)
5.9 (4.7)
0.2 (0.7)

0
0
0
0

8
4

20
3

1.5
0.3
4.1
0.6

*Bold numbers: the average number of network members is increased from HPN to CPN. 



74   |   Chapter 3

average a decrease in ‘daily’ contact frequency (from 4.3 to 0.9) and ‘every week’ (from 
6.1 to 1.8). Similarly, reciprocity in personal relationships decreased. The CPNs contained 
fewer relationships in which patients took the initiative to contact a network member 
(from 3.6 to 2.1), fewer relationships in which both patients and their network member 
took the initiative (from 10.0 to 5.9) and fewer relationships in which ‘others’ maintained 
the contact (from 0.8 to 0.2).
An additional question, related to the content of the relationships between patients 
and their network members, was whether patients experienced tensions/conflict in 
their relationships. Patients listed an average of 3.3 (SD = 3.7) stressful relationships in 
the HPNs and 1.2 (SD = 2.2) in the CPNs. In addition, the number of these contacts with 
risk factors decreased in this period from 1.7 (SD = 2.2) to 0.6 (SD = 1.0).

3.4.5 Network structure: total personal network structure
Table 3.7 displays the proportions of each type of triad in the HPNs and CPNs as defined 
in Chapter 1. As mentioned in paragraph 1.4, each classified type of triad can be inter-
preted in terms of risk vulnerability depending on the individual situation. 
HPN. Patients had a proportion of about .47 open and .53 closed triads. Triad 4 (lowest 
risk) was most common in the HPNs (.26). Triads 1 (low risk), 2 (moderate risk) and 5 
(moderate risk) were approximately equal in proportion: .17 to .20. Triads 3 (high risk) 
and 6 (highest risk) were least common and were approximately equal in proportion: 
.09 and .10. 

CPN. During hospitalization patients had a proportion of about .33 open and .68 of 
closed triads. Triad 4 (lowest risk) was most common in the CPN (.37). Triads 1 (low risk) 
and 2 (moderate risk) were approximately equal in proportion (triad 1: .15, triad 2: .14). 
Triads 3 (high risk) and 6 (highest risk) were least common (triad 3: .04, triad 6: .07). 

Comparison between HPN-CPN. The proportions of Triads 1 (low risk), 2 (moderate risk), 
3 (high risk) and 6 (highest risk) decreased between the two-time domains. The propor-
tion of type 4 triad (lowest risk) increased from .26 (SD = .23) to .37 (SD = .31). Type 4 triad 
expresses network structures that are supposed to be most protective against the risk 
of relapse. For example, if triad 4 consists of individuals who support the patient (e.g., 
by reminding him to take medications), this may lower the patient’s future risk of re-
cidivism. A small proportion of triad 6 was found in both personal networks, namely .10 
(HPN) and .07 (CPN). From risk management perspective, it would be preferable to have 
a low percentage of type 6 triads in the CPNs. This may give patients a better chance 
of leading a crime-free life because ‘antisocial associates’ is one of the main predictive 
social factors of criminal recidivism (Akers, 1998; Andrews & Bonta, 1994; McCarthy & 
Hagan, 1995). For example, if a CPN contains individuals with many forensic risk factors 
with ties to each other, it would be hard for the patient to avoid getting involved in their 
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risk inducing behaviors. As argued in paragraph 1.4, it should be noted that even a triad 
classified as ‘protective’ may pose a high risk in an individual case. The same also applies 
to the defined ‘risk’ triads.

Table 3.7 Average personal network structures in six different triads in the HPNs and CPNs

HPN CPN
Difference
HPN-CPN*

M (SD) Min Max M (SD) Min Max M

Triad 1
Alters not connected 
No Risk – No Risk
Vulnerability to risk: 
low

25 

Table 1.3 Six classified triads 

1 2 3 4 5 6

Open triad 

Patient with ties 
to two network 
members. There 
is no tie 
between these 
network 
members. The 
network 
members 
(‘white’) do not 
have risk 
factors. 

Open triad 

Patient with 
ties to two 
network 
members. 
There is no 
tie between 
these 
network 
members. 
One network 
member 
(‘white’) 
does not have 
the defined 
risk factors 
and the other 
network 
member 
(‘grey’) has 
one or more 
risk factors. 

Open triad 

Patient with 
ties to two 
network 
members. 
There is no 
tie between 
these 
network 
members. 
Both network 
members 
(‘grey’) have 
one or more 
risk factors. 

Closed triad 

Patient with 
ties to two 
network 
members. 
These two 
network 
members are 
connected. 
The network 
members 
(‘white’) do 
not have risk 
factors. 

Closed triad 

Patient with 
ties to two 
network 
members. 
These 
network 
members are 
connected. 
One network 
member 
(‘white’) 
does not have 
risk factors 
and the other 
network 
member 
(‘grey’) has 
one or more 
risk factors. 

Closed triad 

Patient with ties 
to two network 
members. These 
network 
members are 
connected. Both 
network 
members 
(‘grey’) have 
one or more risk 
factors. 

Vulnerability  
to risk 

Low Moderate High risk Lowest risk  Moderate Highest risk 

Note. Network members without forensic risk factors are presented as white nodes; network members with one 
or more forensic risk factors are presented as grey nodes (these are people who have a criminal record, 
psychiatric record, drug use, alcoholism and/or problematic way of living). 

.18 (.19) .00 .69 .15 (.21) .00 .80  .03

Triad 2
Alters not connected
Risk - No Risk
Vulnerability to risk: 
moderate   

25 

Table 1.3 Six classified triads 

1 2 3 4 5 6

Open triad 

Patient with ties 
to two network 
members. There 
is no tie 
between these 
network 
members. The 
network 
members 
(‘white’) do not 
have risk 
factors. 

Open triad 

Patient with 
ties to two 
network 
members. 
There is no 
tie between 
these 
network 
members. 
One network 
member 
(‘white’) 
does not have 
the defined 
risk factors 
and the other 
network 
member 
(‘grey’) has 
one or more 
risk factors. 

Open triad 

Patient with 
ties to two 
network 
members. 
There is no 
tie between 
these 
network 
members. 
Both network 
members 
(‘grey’) have 
one or more 
risk factors. 

Closed triad 

Patient with 
ties to two 
network 
members. 
These two 
network 
members are 
connected. 
The network 
members 
(‘white’) do 
not have risk 
factors. 

Closed triad 

Patient with 
ties to two 
network 
members. 
These 
network 
members are 
connected. 
One network 
member 
(‘white’) 
does not have 
risk factors 
and the other 
network 
member 
(‘grey’) has 
one or more 
risk factors. 

Closed triad 

Patient with ties 
to two network 
members. These 
network 
members are 
connected. Both 
network 
members 
(‘grey’) have 
one or more risk 
factors. 

Vulnerability  
to risk 

Low Moderate High risk Lowest risk  Moderate Highest risk 

Note. Network members without forensic risk factors are presented as white nodes; network members with one 
or more forensic risk factors are presented as grey nodes (these are people who have a criminal record, 
psychiatric record, drug use, alcoholism and/or problematic way of living). 

.20 (.12) .00 .44 .14 (.16) .00 .47  .06

Triad 3
Alters not connected
Risk – Risk
Vulnerability to risk: 
high risk

25 

Table 1.3 Six classified triads 

1 2 3 4 5 6

Open triad 

Patient with ties 
to two network 
members. There 
is no tie 
between these 
network 
members. The 
network 
members 
(‘white’) do not 
have risk 
factors. 

Open triad 

Patient with 
ties to two 
network 
members. 
There is no 
tie between 
these 
network 
members. 
One network 
member 
(‘white’) 
does not have 
the defined 
risk factors 
and the other 
network 
member 
(‘grey’) has 
one or more 
risk factors. 

Open triad 

Patient with 
ties to two 
network 
members. 
There is no 
tie between 
these 
network 
members. 
Both network 
members 
(‘grey’) have 
one or more 
risk factors. 

Closed triad 

Patient with 
ties to two 
network 
members. 
These two 
network 
members are 
connected. 
The network 
members 
(‘white’) do 
not have risk 
factors. 

Closed triad 

Patient with 
ties to two 
network 
members. 
These 
network 
members are 
connected. 
One network 
member 
(‘white’) 
does not have 
risk factors 
and the other 
network 
member 
(‘grey’) has 
one or more 
risk factors. 

Closed triad 

Patient with ties 
to two network 
members. These 
network 
members are 
connected. Both 
network 
members 
(‘grey’) have 
one or more risk 
factors. 

Vulnerability  
to risk 

Low Moderate High risk Lowest risk  Moderate Highest risk 

Note. Network members without forensic risk factors are presented as white nodes; network members with one 
or more forensic risk factors are presented as grey nodes (these are people who have a criminal record, 
psychiatric record, drug use, alcoholism and/or problematic way of living). 

.09 (.13) .00 .50 .04 (.07) .00 .23  .05

Triad 4
Alters are connected
No Risk – No Risk
Vulnerability to risk: 
lowest risk

25 

Table 1.3 Six classified triads 

1 2 3 4 5 6

Open triad 

Patient with ties 
to two network 
members. There 
is no tie 
between these 
network 
members. The 
network 
members 
(‘white’) do not 
have risk 
factors. 

Open triad 

Patient with 
ties to two 
network 
members. 
There is no 
tie between 
these 
network 
members. 
One network 
member 
(‘white’) 
does not have 
the defined 
risk factors 
and the other 
network 
member 
(‘grey’) has 
one or more 
risk factors. 

Open triad 

Patient with 
ties to two 
network 
members. 
There is no 
tie between 
these 
network 
members. 
Both network 
members 
(‘grey’) have 
one or more 
risk factors. 

Closed triad 

Patient with 
ties to two 
network 
members. 
These two 
network 
members are 
connected. 
The network 
members 
(‘white’) do 
not have risk 
factors. 

Closed triad 

Patient with 
ties to two 
network 
members. 
These 
network 
members are 
connected. 
One network 
member 
(‘white’) 
does not have 
risk factors 
and the other 
network 
member 
(‘grey’) has 
one or more 
risk factors. 

Closed triad 

Patient with ties 
to two network 
members. These 
network 
members are 
connected. Both 
network 
members 
(‘grey’) have 
one or more risk 
factors. 

Vulnerability  
to risk 

Low Moderate High risk Lowest risk  Moderate Highest risk 

Note. Network members without forensic risk factors are presented as white nodes; network members with one 
or more forensic risk factors are presented as grey nodes (these are people who have a criminal record, 
psychiatric record, drug use, alcoholism and/or problematic way of living). 

.26 (.23) .00 1.0 .37 (.31) .00 1.00 .11

Triad 5
Alters are connected
Risk - No Risk
Vulnerability to risk: 
moderate

25 

Table 1.3 Six classified triads 

1 2 3 4 5 6

Open triad 

Patient with ties 
to two network 
members. There 
is no tie 
between these 
network 
members. The 
network 
members 
(‘white’) do not 
have risk 
factors. 

Open triad 

Patient with 
ties to two 
network 
members. 
There is no 
tie between 
these 
network 
members. 
One network 
member 
(‘white’) 
does not have 
the defined 
risk factors 
and the other 
network 
member 
(‘grey’) has 
one or more 
risk factors. 

Open triad 

Patient with 
ties to two 
network 
members. 
There is no 
tie between 
these 
network 
members. 
Both network 
members 
(‘grey’) have 
one or more 
risk factors. 

Closed triad 

Patient with 
ties to two 
network 
members. 
These two 
network 
members are 
connected. 
The network 
members 
(‘white’) do 
not have risk 
factors. 

Closed triad 

Patient with 
ties to two 
network 
members. 
These 
network 
members are 
connected. 
One network 
member 
(‘white’) 
does not have 
risk factors 
and the other 
network 
member 
(‘grey’) has 
one or more 
risk factors. 

Closed triad 

Patient with ties 
to two network 
members. These 
network 
members are 
connected. Both 
network 
members 
(‘grey’) have 
one or more risk 
factors. 

Vulnerability  
to risk 

Low Moderate High risk Lowest risk  Moderate Highest risk 

Note. Network members without forensic risk factors are presented as white nodes; network members with one 
or more forensic risk factors are presented as grey nodes (these are people who have a criminal record, 
psychiatric record, drug use, alcoholism and/or problematic way of living). 

.17 (.12) .00 .41 .24 (.24) .00 1.00 .07

Triad 6
Alters are connected
Risk – Risk
Vulnerability to risk: 
highest risk

25 

Table 1.3 Six classified triads 

1 2 3 4 5 6

Open triad 

Patient with ties 
to two network 
members. There 
is no tie 
between these 
network 
members. The 
network 
members 
(‘white’) do not 
have risk 
factors. 

Open triad 

Patient with 
ties to two 
network 
members. 
There is no 
tie between 
these 
network 
members. 
One network 
member 
(‘white’) 
does not have 
the defined 
risk factors 
and the other 
network 
member 
(‘grey’) has 
one or more 
risk factors. 

Open triad 

Patient with 
ties to two 
network 
members. 
There is no 
tie between 
these 
network 
members. 
Both network 
members 
(‘grey’) have 
one or more 
risk factors. 

Closed triad 

Patient with 
ties to two 
network 
members. 
These two 
network 
members are 
connected. 
The network 
members 
(‘white’) do 
not have risk 
factors. 

Closed triad 

Patient with 
ties to two 
network 
members. 
These 
network 
members are 
connected. 
One network 
member 
(‘white’) 
does not have 
risk factors 
and the other 
network 
member 
(‘grey’) has 
one or more 
risk factors. 

Closed triad 

Patient with ties 
to two network 
members. These 
network 
members are 
connected. Both 
network 
members 
(‘grey’) have 
one or more risk 
factors. 

Vulnerability  
to risk 

Low Moderate High risk Lowest risk  Moderate Highest risk 

Note. Network members without forensic risk factors are presented as white nodes; network members with one 
or more forensic risk factors are presented as grey nodes (these are people who have a criminal record, 
psychiatric record, drug use, alcoholism and/or problematic way of living). 

.10 (.12) .00 .71 .07 (.13) .00 .56 .03

*Bold numbers: the average proportion of this triad is increased from HPN to CPN.
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3.5 Discussion and future directions

The aim of the study was to explore to what extent the composition and structure of 
personal networks in a sample of personality-disordered forensic psychiatric patients 
change between the time of the offense (HPN) and inpatient treatment in forensic 
psychiatric centers (CPN). The study is relevant considering the limited understanding 
of the dynamics in personal networks of forensic psychiatric patients. Personal network 
information over time may help forensic mental health professionals to properly as-
sess and manage important dynamic personal network factors that are associated with 
recidivism and may lead to effective social network interventions. 

Conclusion HPNs. This study found an average network size of 15 people in the HPNs, 
which is considerably smaller compared to a general population (an average of 25 
people, Albert et al., 1998). The largest part of an average network in this study con-
sisted of family members and this is similar to the findings from some small previous 
Dutch forensic psychiatric studies (Ellenbroek, 2000; Greeven, 1997; Pol, 1995). A slight 
majority of the patients’ victims knew the patient. Family members were the most likely 
victims of the patients. Most patients had contact with one or more network members 
with criminal records at the time of their offenses, but remarkably their personal net-
works mainly consisted of network members without forensic risk factors. Most patients 
received social support, but almost half of the social supporters had risk factors (crimi-
nal record, psychiatric problems, drug use, and etcetera). Patients had, on average, four 
network members for asking advice. This finding is almost equal to a general population 
study (3-5 individuals; Dunbar & Spoor, 1995; Knipscheer & Antonucci, 1990). The social 
relationships between patients and their network members were characterized by a 
duration of five years or longer, a regularly contact frequency (daily or once a week) and 
based on reciprocity. From literature, it is known that long lasting contacts, based on 
trust and reciprocity, give more guarantees for maintaining these relationships in the 
future (Milardo, 1986). Our findings indicate that most patients were capable to have 
stable and intimate relationships in the period before the offense(s). This opposes find-
ings which indicate that persons with personality disorders have chronic interpersonal 
problems (Clifton et al., 2009) and unable to maintain social relationships (Estroff et al., 
1994). Nevertheless, most of patients studied, had one or more stressful relationship(s) 
in their HPNs. This is more consistent with findings on the relational difficulties of people 
with psychological disorders (Savard et al., 2006). 

Conclusion HPNs-CPNs. During treatment, the size of the patients’ personal networks 
decreased. Various factors may have played a role in this reduction, such as limited visit-
ing arrangements, geographic distance between the forensic psychiatric centers and 
family residences, security procedures and feelings of shame (Wolff & Drained, 2004). 
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Most participants in this sample committed their offense against family members or 
acquaintances. This is consistent with earlier findings (Estroff & Zimmer, 1994; Estroff, 
Swanson, Lachicotte, Swartz, & Bolduc, 1998; Grubin, 1998). It is likely, that committing 
a crime in the personal domain has a major impact on all personal network members 
involved. For instance, in cases where patients’ network members have lost someone 
they loved, they may have ended their relationships with the patient due their feelings 
of anger, blame or fear. 

A decrease in all sub networks was observed (core family members, other family mem-
bers, friends, and other contacts). Family members remained the largest subgroup in 
the CPNs. Prison studies provide empirical evidence that prisoners who have access to 
higher levels of support from family members have better re-entry outcomes (e.g., Brun-
ton-Smith & McCarthy, 2017; Ditchfield, 1994; Hairston, 1991). Most family members in 
the clinical networks were already present in the historical networks. It is important for 
risk management and treatment purposes to examine whether these family members 
will have either a prosocial or antisocial influence on the behavior of a patient during 
and after forensic psychiatric treatment. 

During treatment, patients reported fewer contacts with high risk people compared 
to their HPNs. A possible explanation could be that patients have ended contact with 
network members with forensic risk factors. For example, treatment goals and interven-
tions may have focused on ending social relationships with high risk network members. 
However, another explanation is that patients may be withholding relevant informa-
tion. They may fear that disclosing their relationships with high risk network members 
will have an adverse effect on their length of stay in the forensic psychiatric center. It 
is important to establish the underlying motives because it is well-established in the 
literature that high risk network members are negative for patients’ opportunities to live 
a crime-free life after inpatient treatments. For instance, Hilterman (1999) found that re-
cidivists in the probation phase have more deviant acquaintances than non-recidivists.

A small portion of CPNs contained new personal relationships, mostly formed with 
individuals outside the forensic psychiatric center. Most patients had (un)supervised 
leaves, which may have given them opportunities to start contact with people outside 
the forensic psychiatric center.

In this study, patients identified fewer financial supporters in their CPN than in their 
HPN. However, they reported more supporters to cope with problems in their CPN. The 
number of supporters who provided companionship, practical and emotional support 
were almost the same in both periods. This suggests that the core of the personal 
networks remains stable. These findings have important implications for patients’ op-
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portunities to re-integrate successfully in the community, because social support is 
associated with lower recidivism rates (Douglas, Hart, Webster, & Belfrage, 2013; Spreen, 
Brand, Ter Horst, & Bogaerts, 2014; de Vogel et al., 2007). 

Compared to HPNs, patients’ relationships in CPNs were of shorter duration, less 
frequent and less reciprocal. The reduction may be an indication of an unwillingness 
among network members to support the patient. It is known that a person’s willingness 
to support the other is usually associated with the intensity of the social relationship 
(Van der Gaag, 2005) and depends on previous investment in the relationship (shadow 
of the past), and the anticipated value of the relationship in future (shadow of the fu-
ture) (Flap, 2004).

Patients reported fewer stressful relationships in their CPNs. The reduction of the num-
ber of stressful relationships in the CPNs can be understood as positive in relation to a 
patient’s risk of recidivism. From literature, it is known that stress affects the stability of 
social relationships (Randal & Bodenmann, 2009). Moreover, conflicts and stress within 
relationships elevate the risk of violence (Estroff & Zimmer, 1994).

The network structures of patients’ networks were described using the triad census 
method (see paragraph 1.4). The most common triad in both networks was the one 
in which two network members without forensic risk factors were connected to each 
other (vulnerability to risk: lowest risk compared to the other five triads). Triads with 
two high risk network members were defined as most undesirable (triads 3 and 6). In 
the CPNs, these triads were the least common triad. The number of closed triads with 
two no-risk members increased between HPN and CPN. In the CPNs, patients identified 
fewer open triads in which one or both network members had risk factors. These find-
ings can be considered positive for patients’ re-entry chances. It is expected that higher 
levels of interaction between protective network members provide more opportunities 
to positively influence other members and the patient (Haynie, 2001). 

This study is, to the knowledge of the authors, one of the first that focuses on personal 
network factors in a forensic psychiatric setting. In general, our results indicate that the 
characteristics of relationships in the forensic psychiatric population, such as reciproc-
ity and social support, are quite similar to the general population. Interestingly, only a 
small portion of the network members had criminal records or other risk factors. The 
differences seem to be the lower network size and that almost half of their social sup-
porters had risk factors. 

In the general population personal relationships are often far from stable and can 
change within a couple of years (Degenne & Lebaux, 2005; Mollenhorst, 2009; Wellman, 
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Wong, Tindall, & Nazar, 1997). Future research should focus on network changes over 
time: does the patient get new relationships? Which network member is still part of 
the patient’s network? The reasons why patients have committed their crimes despite 
a reasonable protective social support system are still not clear and require further 
investigation. For some patients, a larger personal social network may provide more 
criminal opportunities. Also, it is well known that patients who have received forensic 
psychiatric treatment, experience double stigmatization during reintegration, because 
they are viewed as individuals with both a psychiatric as well as a criminal background 
(e.g., Adshead, 2012, Drennan & Wooldringe, 2014; Schultz, 2014). It is important to 
create sufficient possibilities to empower forensic psychiatric patients to do meaning-
ful suitable social activities and to form protective (in-)formal social support systems 
around them. 

The study participants committed their offenses years before this personal network re-
search took place, and they may have forgotten important network details, which could 
be a limitation of this study. Ideally, data should be collected soon after the patient’s 
arrest. The sooner protective and risk factors in the patients’ personal networks are 
identified, the sooner interventions can be implemented. 

Personal network data are dependent of self-reports, which may lead to validity prob-
lems. Patients listed the people who, in their view, formed their personal networks. It 
is possible that patients consciously withheld information, especially about high risk 
network members (fearing e.g., the possible impact on the likelihood of their release). 
Although we compared the patients’ interview data with other available network data 
(patients’ files and network interviews), it was left up to the patients to make a final 
decision on changing their social network data. However, a major advantage of self-
reporting is that it allows us to map a network in compliance with the patient’s own 
experiences and wishes.

It is important to mention that earlier research found that people’s perceptions of their 
personal networks are influenced by personality factors (Casciaro, Carley, & Krackhardt, 
1999; Clifton, Pilkonson, & McCarty, 2007). Clifton et al. (2007) found that clinical patients 
with borderline personality disorder (BPD) did not discriminate among members of 
their network. The authors assume that individuals with BPD have difficulty identifying 
appropriate sources of social support (Clifton et al., 2007). Possibly, patients’ personality 
disorders may have influenced the findings in this study.

Average change across a restricted sample of 36 forensic psychiatric patients was 
explored and substantial variation among patients was found. For instance, some in-
dividuals experienced small changes in their networks, others experienced large ones. 
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Therefore, it is important to focus especially on the rate of individual changes over time: 
certain social conditions may increase the probability of violence for one individual, 
but decrease this probability for an individual of another personality type (Monahan, 
1981). In addition, more qualitative data are needed to ensure deeper knowledge and 
understanding of why patients have maintained, started, or ended certain relationships.

Social network size is strongly dependent on the data collection process. In this study, 
there was a limit of 40 individuals who could be considered as network members. In 
contrast, Dunbar (1993) suggested that people have a theoretical limit of 150 people 
with whom stable social relationships can be maintained.

The participants were in different phases of psychiatric treatment. For patients in the 
first phases of treatment (un)supervised telephone contact and personal contacts in the 
forensic psychiatric center were limited. Patients with (un)supervised leaves are allowed 
to visit network members outside the forensic psychiatric center. Future social personal 
network studies should distinguish between different treatment phases.

Due to the explorative nature of this research, the study population was small and not 
representative: it included only male forensic psychiatric patients with DSM-IV diag-
noses of one or more personality disorder(s) (American Psychiatric Association, 1994) 
who had been convicted for violent or sexual offenses. Future research should examine 
whether the findings of this study is representative for the larger forensic psychiatric 
population. It would be of empirical interest to analyze possible differences in personal 
network characteristics between patients with other kinds of mental disorders who 
have committed crimes other than violent or sexual offenses.
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4.1 Introduction 

In this Chapter, our personal network approach is illustrated by three case studies of fo-
rensic psychiatric inpatients who have received a TBS-order and are treated in FPC Dr. S. 
van Mesdag, situated in Groningen, the Netherlands. In each case study, the data collec-
tion method FSNA, as described in Chapter 2, has been applied to be able to answer the 
three basic personal network questions for forensic psychiatric patients, as introduced 
in Chapter 2. The case studies are meant to describe and illustrate the supporting role 
personal networks might play in daily risk assessment and -management procedures. To 
better understand the personal network effects on individual (risk) behavior, we explore 
the collected personal network data with the forensic social network perspective in 
mind as referred to in Chapter 1. Data for the case studies are extracted and collected 
from the patient’s administrative file, perspectives from the patient himself, some of his 
network members and some members of the forensic psychiatric treatment team. All 
three patients have given written consent to publish their stories anonymized. Some 
information is modified to preserve the anonymity of the participants. The three case 
studies are structured by the topics of the FSNA step-by-step-report as described in 
paragraph 2.4).

4.2 Case study 1: Dave

This case is about a patient with the fictive name ‘Dave’. At the start of the case study, 
Dave was in the rehabilitation phase of his tbs-treatment. 

Treatment goal. The treatment team asked forensic social work to provide a deeper view 
of Dave’s personal network factors that are associated with his medicine compliance, his 
criminal oriented attitudes, and his sexual oriented behavior. The forensic social worker 
applied the FSNA data collection instrument. 

The extent to which patient and network members cooperated. Dave was invited for a FSNA 
study. He expressed his willingness to cooperate in the study. Three network members 
were selected according to the FSNA selection procedure (paragraph 2.2) and invited 
for an interview (see for more details 4.2.2). All were willing to participate in the study.
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4.1.1 Basic personal network question 1

Which network members/personal relationships are supposed to have a 
risk-increasing and/or a risk-reducing (protective) influence on patient’s 
behavior in the run-up to the crime? (HPN)

Historical Personal Network (HPN). According to Dave his HPN consisted of his mother, 
a girlfriend, and four friends. An overview of the social network characteristics at the 
moment of the crime (HPN) is shown in Table 4.1. No additional information about HPN 
was provided by Dave’s network members.

General background information

Life History. Dave was born in Surinam. At a young age, he moved with his par-
ents and his stepsisters to the Netherlands. His parents got divorced after some 
years; the mother took the children into her care. After being an average student 
in primary school, Dave did well in the first years of secondary school. However, 
at the age of 15, his behavior changed. He became aggressive toward his mother 
and committed several robberies together with some friends. His mother thought 
that her son’s behavior was influenced by “evil spirits”. School appeared no longer 
to be important. Dave did not attend school any longer and tried to get a job, 
but without success. He decided to live on his own, despite a lack of income. 
Some months later, Dave had an outburst of aggressive behavior on the streets. 
His neighbors called the police. Dave was admitted to a psychiatric hospital and 
was diagnosed with schizophrenia. Dave took his medication and became less 
aggressive. After a while, he got a new house, but after a very short time he was 
evicted for not paying his rent. Dave stopped taking his medication. He moved 
in with his mother again. He was living for some weeks again with his mother, 
but she did no longer tolerate his inappropriate behavior. Dave chose to live on 
the streets. Dave visited prostitutes, used drugs and started a “relationship” with 
a girl who also was homeless. Dave was in contact with several friends who lived 
on the streets. They “earned” their money from street robberies and selling drugs.

TBS-offense. Dave committed several robberies together with his friends. His 
drug use worsened the symptoms of schizophrenia, such as delusions of gran-
deur. Dave committed in the same period several physical assaults by aggressively 
correcting random people on the street. In his perspective, these persons were 
behaving inappropriate. His corrections consisted of beating these individuals. 
Dave was arrested and received the TBS-order.
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Table 4.1 shows that Dave’s HPN relationships were characterized by differences in dura-
tion (from entire life to six months). According to Dave he regularly contacted (once a 
week to every day) all network members. His girlfriend and four friends were listed with 
risk factors. Dave listed his friends and girlfriend as practical and emotional supporters, 
and his mother solely as practical supporter. Financial and companionship supported 
were not listed.  

As described in Chapter 2, patients were asked if network members knew each other 
in patient’s offense period and if so, how well they knew each other. Figure 4.1 shows 
Dave’s perceived ties between his personal network members during the period when 
he committed his offenses. Dave only listed ties between his friends. Network members 
without forensic risk factors are presented by white nodes; network members with one 
or more forensic risk factors are presented as grey nodes (these are people who had 
a criminal record, psychiatric record, drug use, alcoholism and/or problematic way of 
living).

The main network structure has elements of all three introduced theoretical network 
structures in paragraph 1.4. Dave is the link between three subdomains, namely his 
friends, girlfriend and his mother (crosscutting structure), his subnetwork with friends is 
characterized by a high density (closed network structure) and his mother and girlfriend 

Table 4.1 HPN characteristics (according to the patient)

Role Duration 
of contact

Occupa-
tion

Frequency
of contact

Initiative 
in contact

Risk 
factor

Social 
support

Mother Dave’s 
entire life

None Once a 
week

Mutual Non Practical

Girlfriend One 
month

None Every day Mutual Drug-usage, 
problematic way of 
living

Emotional, 
practical, 
financial

Friend Five years None Every day Mutual Drug-usage, criminal 
record,  problematic 
way of living

Emotional, 
practical

Friend Four years None Every day Mutual Drug-usage, criminal 
record,  problematic 
way of living

Emotional, 
practical

Friend One year None Every day Mutual Drug-usage, criminal 
record,  problematic 
way of living

Emotional, 
practical

Friend Six 
months

None Every day Mutual Drug-usage, 
problematic way of 
living

Emotional, 
practical
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are isolated from the other personal network members (structural holes, spoke struc-
ture). In line with our presented implications in Chapter 1 (see paragraph 1.4), it is likely 
that being part of the above network configuration has the following consequences11 
for Dave’s behavioral outcomes:
• Social influence (-). Dave was influenced by all actors. Dave saw his friends and 

girlfriend on a daily basis. The members of the subnetwork ‘friends’, including Dave, 
behaved according to the (criminal-oriented) values and norms of this group. 
Furthermore, Dave was living together with his girlfriend on the streets. They both 
had no legal source of income and were both using drugs. Dave’s mother was listed 
without the defined forensic risk factors. However, she had a non-supportive attitude 
towards medicine compliance due to her believe that her son’s behavior was caused 
by “evil spirits”. In addition, her influence on her son was limited, because he valued 
the opinions of his friend and girlfriend more. 

• Social capital (-). The relationship duration differed: from Dave’s entire life (mother) 
to one month (girlfriend). Based on the mentioned literature in Chapter 1, we have 
established that the willingness of a network member to support the other is usually 
associated with the intensity of the social relationship (Van der Gaag, 2005), and 
depends on the previous investment in this relationship (the shadow of the past), 
and the expected value of the relationship in the future (the shadow of the future) 
(Flap, 2004). From this perspective, it is likely that the relationship with mother was 
and will be the most stable over time. Although, we do know from Dave’s interview 
- that in the run-up to his crimes - he valued his social capital from his friends (e.g., 
status, criminal capital, drugs) and girlfriend (e.g., sexual arousal and drugs) more 
than the relationship with his mother. 

11  (+) = positive impact, (-) = negative impact, and (+/-) = both positive and negative impacts.  

Figure 4.1 Illustration of Personal Network in the run-up to the Crime (HPN)
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• Social support (+/-). There was - within the subgroups friends - a reasonably stable 
social support system (Dave perceived emotional and practical support). Dave’s 
relationship with his girlfriend came with emotional and practical support, but Dave 
mentioned that their relationship was especially focused on his sexual needs. The 
relationship with his mother was weakened, because he was not living with her 
anymore in the run-up to the crimes. He perceived limited social support from her. 

• Social control (-). The personal network was partially fragmented, therefore, not 
all personal network members were visible for each other. No one was monitor-
ing Dave’s medicine compliance. Dave’s friends and girlfriend were not informed 
about his mental illness and the importance of medicine compliance. Dave’s own 
lack of insight about his mental illness and the importance of taking medicines in 
combination with his mother non- supportive attitude towards medicine compli-
ance, manifested themselves in the period preceding Dave’s crimes: no protective 
informal social support and control options were available. In addition, formal social 
control options also lacked in the run-up to the crime, such as the support of mental 
health professionals.

4.2.1 Basic personal network question 2

Which types of network members/personal relationships are more likely 
to have a risk-increasing and/or a risk-reducing (protective) influence on 
patient’s behavior in current and future social situations? (CPN and FPN)

Clinical Personal Network (CPN)/Future Personal Network (FPN). According to Dave, he 
still had contact with his mother and two of his HPN friends. Dave also mentioned a 
new girlfriend as part of his CPN. Dave did not mention personal friendships with other 
patients. He explained during the interview that he was a better person and had more 
skills than the other patients. Dave stated that he believed he could improve the world. 
He loved expensive clothes and wanted to be a macho man. Focusing on his future 
“return” network (FPN), Dave did not expect any changes. An overview of the social 
network characteristics of Dave’s current and future situation are shown in Table 4.2. 

Table 4.2 shows that Dave’s CPN/FPN consisted of three long-lasting relationships 
(mother and two friends) and one new relationship (girlfriend). Dave mentioned that 
the quality of his friendship with his friends did not change between his HPN and CPN. 
Their current friendship was as intense as during his crime period. 

Dave’s girlfriend and the two friends had a job, his mother was retired. At the time of the 
interview, one of Dave’s friends earned his money in the sex industry, the other worked 
in a coffeeshop (Dutch shops selling soft drugs). 
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Table 4.2 Social network characteristics of CPN and FPN (perception patient)

Role Duration 
of 
contact

Occupa-
tion

Frequency 
of contact

Initiatives
in contact

Risk 
factors

Social 
support

Future 
contact 
(FPN)

Mother Dave’s 
entire life

None, 
pensioned.

Two times a 
week

Mutual None Emotional, 
practical

Yes

Girlfriend Four 
months

Hairdresser Every day Mutual Psychiatric 
problems

Emotional, 
practical

Maybe

Friend Ten years Working 
in the sex 
industry

Once a 
week

Dave Criminal 
record

Emotional, 
practical, 
financial

Yes

Friend Nine years Working 
in a shop 
selling 
small 
quantities 
of soft 
drugs

Once a 
week

Dave Drug-
usage, 
criminal 
record

Emotional, 
practical

Yes

Forensic psychiatric treatment background information

Diagnosis. Dave was diagnosed with schizophrenia. Symptoms were “delusions 
of grandeur” (believing that he had special abilities and powers) and “delusions 
of reference” (believing that random events, objects, behaviors of others in his 
environment were directly related to him).

Clinical treatment information of last 12 months. At the beginning of his tbs-
treatment, Dave kept using drugs, but lately his urine samples were clean. How-
ever, Dave mentioned several times that he was still considering to take drugs. 
Dave enjoyed working a few days a week in the forensic psychiatric treatment 
center and was adequately performing at his work. One of the established treat-
ment goals, was to improve Dave’s compliance to his medicines. At the time of 
the personal network research, Dave voluntarily took the subscribed medication. 
Nevertheless, the multidisciplinary team doubted whether Dave would continue 
to take his medication when getting more liberties. In the last months, Dave’s 
leaves were unsupervised with a frequency of two times per week. Lately, the 
team discovered that - without pervious permission - Dave sometimes visited 
prostitutes during his leaves. After he was confronted with this situation, he 
objected that his decisions to visit prostitutes were spontaneous. The treatment 
team also observed that Dave corrected other patients’ behaviors, sometimes in 
a (non-) verbal aggressive way. It appeared that Dave felt superior to the other 
patients. 
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Dave stated that he had frequently contact with his personal network members (once a 
week to every day) and that he was satisfied with his current network. 

The two friends and girlfriend were listed with multiple risk factors: psychiatric problems 
(girlfriend), criminal record (both friends), drugs-usage (one friend).   

Dave listed two reciprocal relationships (with his mother and his girlfriend). Although, 
focusing on his two friends, Dave was the one who took the initiative. 

All personal network members were listed as social supporters (practical, emotional, 
and/or financial; companionship support was not listed). Dave was not certain if his cur-
rent girlfriend would be part of his future personal network. Reciting Dave: “The three 
others are definitely part of my future life”.

Dave’s girlfriend was married. Dave did not show an evident emotional attachment to 
this woman during the FSNA interview. The relationship again appeared to be primarily 
focused on his sexual needs. 

Dave was asked to give his perception of his current and future relations between his 
personal network members. Dave did not distinguish any ties between the mother and 
the girlfriend, the mother and the friends, and the girlfriend and the friends. Dave listed 
identical personal network structures for his CPN and FPN. Figure 4.2 shows Dave’s CPN 
and FPN network.

Based on Dave’s provided FSNA data, the forensic social worker decided to invite Dave’s 
mother (domain: family), his new girlfriend (domain: partner), and one of his friends 
(domain: friends) for an interview. The selected network members were willing to par-
ticipate. Additional questions were asked in the interviews to investigate how these 
network members assessed Dave’s judgment of his ability to stay out of crime (see 

Figure 4.2
CPN and FPN according to Dave
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Chapter 2). To detect other significant social relationships not mentioned by Dave, each 
network member was asked to mention individuals who they thought to be (1) Dave’s 
friends (2) common friends with Dave, (3) Dave’s social supporters and (4) had a positive 
or negative influence on Dave. 

To illustrate the benefits of including perspectives of network members in forensic 
personal network research, some remarkable information given by them is discussed. 
Dave’s mother stated that in her opinion the cause of her son’s behavior remained un-
changed compared to the period during the crime: in her perspective Dave’s behavior 
was caused by evil spirits. She also believed that healing these symptoms could occur 
only when these evil spirits were exorcised. One of the friends stated that Dave overes-
timated his friendships with both of his friends. In reality, the two friends did not want 
to have frequent contact with Dave when he would reenter society. Such differences in 
expectations (misperceptions) between Dave and his network members are important 
risk management information. It is assumed that each misperception leads to stress 
when the patient reenters society. Based on the information above, the forensic social 
worker can use tailored interventions, i.e., informing Dave about his “true actual” social 
support system and assisting him to build and expand it. 

Additional ties between network members were discovered, previously unmentioned 
by Dave himself. Dave’s friend mentioned that he and Dave’s other friend still had con-
tact with two former friends. In the HPN, these individuals were participating in Dave’s 
criminal activities and they were still carrying on with criminal activities. In Figure 4.3, 
Dave’s CPN is visualized, consisting of direct relations between Dave and his personal 
network members, as well as, a part of his indirect relations (concretely, the two rela-
tions of Dave’s friends). 

Figure 4.3 CPN after interviewing all selected network members
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The sampled CPN network structure may cause implications for Dave’s current and 
future behavioral outcomes. His current network (first degree) is a combination of a 
crosscutting and a spoke network structure. Only the two listed friends are connected. 
Dave is still the only link between the various kinds of subgroups/actors (friends, new 
girlfriend and mother). Dave is directly connected with four network members (first-
order network) The listed friends are intermediaries between Dave and the co-offenders 
of the committed tbs-crime (second-order network). 

It is likely that being part of a network configuration like the one visualized in Figure 4.3 
has the following consequences for Dave’s behavioral outcomes: 
• Social influence (CPN/FPN: -) 

– The listed “friends” have high risk jobs, and are still in contact with two co-
offenders. Dave wants to spend more time with his friends than they want (there 
is no reciprocity). In line with the presented theories (paragraph 1.4) one might 
expect the strongest social influence between mutual best friends. In this case, it 
is uncertain to which extent these two relationships will influence Dave’s behav-
ioral outcomes. It is a cause for concern that Dave highly values criminal oriented 
others and that potential high risk actors are available at second degree. It is 
likely that Dave wants to connect with these individuals in his FPN and he may 
adjust his behavior to their criminal norms. 

– We know from the past that Dave was only slightly influenced by his mother. In 
addition, she still has a non-supportive attitude towards medicine compliance. 

– The relationship with his new girlfriend is focused on Dave’s sexual needs. The 
girlfriend also has no long-term relationships goals with Dave. She wants to stay 
with her other partner. Therefore, there are no indications that - in the long run 
- this girlfriend can have a significant influence on Dave’s behavioral outcomes. 

• Social capital (CPN/FPN: -). Several current network members provide access to nega-
tive social resources, such as accessibility to other criminals (criminal social capital: 
second degree) and the availability of drugs (negative social capital: first degree). 

• Social support (CPN/FPN: -). Dave intends to turn to all network members for emo-
tional and practical support. He only listed one friend as financial supporter. Dave’s 
current ‘real’ support system is smaller than Dave perceived. It only consists of one 
long-lasting relationship: his mother.

• Social control (CPN/FPN: -): The personal network is - similar with the HPN - partially 
fragmented. There are no ties between the three domains (family, girlfriend and 
“friends”). Not all personal network members are visible for each other. This indicates 
limitations in collective social support and social control opportunities. Limited 
control options may be detrimental for medicine compliance and make it harder 
to fully adhere to the tbs-treatment or future (ambulant) treatments. In the current 
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situation, only the multidisciplinary team of forensic practitioners monitors Dave’s 
medicine compliance. 

4.2.2 Basic personal network question 3

What are the differences and similarities between the risk-increasing and/or 
risk-reducing roles network members have on patient’s behavior in current 
and future risk-increasing social situations compared to those in the run-up 
to the crime?

The analysis and interpretation of the data were focused on similarities and differences 
between (the composition and network structures of ) Dave’s HPN and CPN/FPN. The 
aim of this comparison was to evaluate whether positive or negative changes in Dave’s 
social network could be linked to an increased or decreased risk of recidivism. However, 
there were also a number of similarities between HPN and CPN/FPN. 

Based on the different perspectives obtained by the FSNA data collection procedure, 
it was assessed that negative social network conditions were still present and could 
increase risk behavior of Dave in the next future. The roles and structural positions of the 
network members in the CPN/FPN were largely the same as those in the HPN: Dave got 
a new girlfriend, but his attitude toward intimate relationships appeared unchanged. 
The relation was primarily based on his sexual needs. Dave perceived positive relations 
in both time networks with his friends. However, in his CPN, these friendships appeared 
more important for Dave than for his friends. These friends are working in high risk 
contexts (drug and sex industry). Also, their contacts with the two other former friends 
from Dave’s HPN are risky. For instance, when Dave is visiting his two friends, he has the 
opportunity to meet his former friends, who carried on with their criminal activities. In 
addition, Dave’s attitude (macho man, feeling better than the other, respecting criminal 
behavior, etc.) may contribute to a higher risk of relapse: he has the tendency to connect 
with friends with same backgrounds and similar ‘high risk’ values. This is line with the 
Chapter 1 discussed principle of homophily (McPherson, Smith-Lovin, & Cook, 2001): 
Dave is not motivated to initiate friendships with individuals having other attitudes or 
characteristics. In addition, his idea that he can improve the world and his correcting 
attitude toward others can be linked to his offenses (aggressively correcting people on 
the street). Dave appeared not intrinsically motivated to take his medication. To improve 
medication compliance, motivation by significant others would be beneficial and even 
essential. In Dave’s CPN/HPN, these individuals were not present. 

The personal network situations are visualized in Figure 4.4.
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The observed similarities and differences between (the composition and network struc-
ture of ) Dave’s HPN and CPN/FPN are summarized in Table 4.3. 

The analysis points to a severe risk for Dave to be negatively influenced by his personal 
network. To mitigate this risk, some tailored risk management interventions were pro-
posed. Psycho-education: the culturally driven opinion of Dave’s mother about his men-
tal illness requires extra attention. It could be beneficial for Dave’s mother to learn more 
about the mental illness and the importance of medication use for the wellbeing of her 
son. Social skills training: it is important to motivate Dave also to get close friendships 
with non-criminals with no-risk jobs. Intimate relationship skills course: Dave’s attitude 
toward intimate relations remains unchanged. An intimate relationship could provide 
emotional attachment, social support, and stability. Dave needs to be encouraged to 
participate in a relationship skills course to learn more about intimacy. 

HPN

CPN/FPN

Figure 4.4 HPN versus CPN/FPN
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Table 4.3 Differences and similarities between risk-increasing and/or risk-reducing compo-
sitional and structural characteristics in the historical, clinical and future personal network 
A ‘x’ means that (it is likely that) the characteristics are present. A ‘?’ means that it is difficult to establish whether 
the characteristics are present. An empty textbox means that (it is likely that) the characteristics are absent.  

HPN CPN FPN

Network composition 

Risk-increasing Mother having a counterproductive attitude towards 
medicine compliance..

x x x

“Best friends” have forensic risk factors. x x x

Dave highly values criminal oriented others. x x ?

Superficial intimate sexual oriented relationship. x x ?

Girlfriend has forensic risk factors. x ?

‘High risk’ network members as social supporters. x x x

Lack of reciprocity: differences between Dave and 
his network members in perception on the strength/
quality of the relationship.

x ?

Risk-reducing Social network members provide protective social 
support.

Personal network members are available to provide 
support for medication compliance.

Network structure

Risk-increasing Fragmentation: no ties between the three domains 
(family, girlfriend and (close) friends). This indicates 
limitations in collective social support and social 
control opportunities which would be beneficial for 
medicine compliance and adherence to the tbs-
treatment or future (ambulant) treatments.

x x x

(Opportunities for) high risk social influence of 
subnetwork with (criminal oriented) network 
members.

x x x

A mainly cross-cutting personal network structure. 
Dave is the link between his personal network 
members. It is likely that Dave will have to adjust to 
the different values of the various network members. 

x x x

Risk-reducing Dave is positioned in a network structure in which 
personal network members can monitor his 
medication compliance.
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4.3 Case study 2: Brian

The second case study was also conducted in a Forensic Psychiatric Center in the 
Netherlands. The case concerns a patient with the fictive name ‘Brian’. Brian was treated 
inside the forensic psychiatric center at the time of the case study. Liberties, like leaves, 
were not yet part of his treatment. 

Treatment goal. Brian was selected for a personal network study because of his status as 
“high risk offender”. This status was based on his risk assessment outcomes. His treatment 
team suspected that there was a feigned adjustment and feigned behavioral change 

General background information

Life history. Brian grew up in a small city. His parents were happily married. Three 
sons were born, Brian was the middle one. Brian’s father had a job with a high 
income. His mother took care of the children. Brian was a good pupil in primary 
school. His father died during Brian’s teenage years. Brian finished secondary 
school with average grades. Brian did not engage in any close friendships. As a 
teenager, Brian committed some burglaries with boys from his neighborhood. 
He was not arrested for these offenses. Brian found a steady job after finishing 
secondary school. Brian bought a house and had a stable financial position. From 
his twenties till his thirties, he had some short intimate relationships. In the two 
years preceding his committed offenses (from the age of 38 to 40), he lived to-
gether with his girlfriend and her daughter. Brian’s relationship with his girlfriend 
was characterized by ups and downs. They were arguing a lot and Brian felt no 
strong emotional attachment towards her. Brian’s family was not happy with his 
choice of partner. In the months leading up to the offenses, Brian had a sexual 
relationship with his girlfriend’s underaged daughter. His family and his girlfriend 
were unaware of this sexual relationship. The underaged girl ended this contact 
after some months and started a relationship with a boy of her own age. She 
moved out of the house and was living together with her new boyfriend. 

TBS-offense. Brian had committed severe sexual offenses: multiple rapes of 
under aged girls. According to Brian, he committed his offenses because he 
was bored and unhappy due to the loss of his relationship with the daughter of 
his girlfriend. Before each offense, he was searching for girls who had physical 
similarities with his stepdaughter. The offenses were characterized by first talking 
with the girls to know them better/ “to make connection”, after which Brian raped 
the girls. During the rapes Brian humiliated the victims: he used both psychologi-
cal and physical violence. 
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during the intramural treatment because Brian’s status as “exemplary patient” conflicted 
with his severe criminal behavior in the past and his “high risk label”. At the time of this 
case study, the treatment team had to decide whether Brian had shown sufficient prog-
ress to enter the next phase of his treatment trajectory. As written in Chapter 1, accord-
ing to the Dutch TBS law, releasing an offender into society can only be achieved after 
gradually granting a patient more liberties. The treatment team requested the forensic 
social worker to provide a more in-depth view of the patient’s risk profile in relation to 
his personal social network and subsequently to define risk mitigating measurements in 
case supervised leave was granted. The forensic social worker collected information for 
the personal network analysis using the FSNA data collection instrument. 

The extent to which patient and network members cooperated. Brian was invited for the 
personal network study and he immediately expressed his willingness to cooperate. 
Three network members, namely his mother and two brothers, were selected because 
of their significant role in Brian’s current life. They were invited for an FSNA network 
interview and were all willing to participate.

4.3.1 Basic personal network question 1

Which network members/personal relationships are supposed to have a 
risk-increasing and/or a risk-reducing (protective) influence on patient’s 
behavior in the run-up to the crime? (HPN)

Historical Personal Network (HPN). From Brian’s perspective his HPN consisted of his 
mother, two brothers, his partner, and her daughter. An overview of the social network 
characteristics of his HPN is shown in Table 4.4.

Table 4.4 HPN characteristics (according to the patient)

Role
Duration of 
contact

Occupation
Frequency
of contact

Initiative 
in contact

Risk 
factors

Social support

Mother Brian’s  
entire life

None Once a 
week

Mother None Practical

Partner Two years Unemployed Every day Mutual None Companionship

Daughter 
of partner

One year Going to 
secondary 
school 

Every day Mutual None Emotional, 
Companionship

Brother 1 Brian’s  
entire life

Office worker Every 
month

Mutual None Practical

Brother 2 Brother’s 
entire life

Mechanic Every three 
months

Mutual None None
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Table 4.4 shows that Brian’s HPN consisted of three long-lasting relationships (mother 
and his two brothers) and two relationships with a shorter duration (partner and her 
daughter). Brian did not list any friendships with persons from his own sex or age. Brian’s 
girlfriend was unemployed, his brothers had both fulltime jobs, his mother did not have 
a paid job. Brian stated that he was seeing his partner and her daughter every day in the 
period prior to the committed offenses (they were living under one roof ), but just before 
the committed offenses Brian’s stepdaughter moved out of the house and was living 
together with her new boyfriend. The contact frequency with his family had decreased 
(from weekly to once a month/every three months). Brian listed his stepdaughter as his 
most important social supporter (companionship and emotional support). His girlfriend, 
one brother, and mother were only listed as practical supporters. None of the personal 
network member were listed with the FSNA risk factors.

Brian was also asked to give his perception of the relationships amongst his personal 
network members at that time (Figure 4.5). He experienced close relationships between 
his mother and brothers, and tense relationships between his family and his partner. 
Brian mentioned that in the months leading up to the committed offenses, he had a 
close, positive and sexual relationship with the daughter of his partner. According to 
Brian no ties between his family members and the daughter of his girlfriend existed.

In forensic personal network research, it is important to assess the various perspec-
tives of the network members involved. In this case, Brian’s treatment records included 
information about the young girl’s perspective. Contrary to the information that Brian 
provided, this girl had declared that she was afraid of Brian. She was looking for ways to 
avoid him. Starting a new relationship and moving in with her new boyfriend was a way 
of ending her victimhood. Additional information about Brian’s HPN was also provided 
by the interviewed family members. His family did not like his partner. In their perspec-

Figure 4.5 HPN structure according to Brian
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tive his partner was not good enough for Brian. Brian’s family was unaware of the ten-
sions between Brian and his partner. Nor did they know about the sexual relationship 
between Brian and his stepdaughter. In the current situation, they still struggled to 
believe that these sexual contacts actually taken place. They clarified that it never oc-
curred to them that Brian was in any way connected to the crimes when they heard the 
news of the raped girls. It was shocking for the family to find out that Brian was able to 
commit such severe (sexual) offenses.

Figure 4.5 shows the HPN’s network structure according to Brian. 

Figure 4.5 shows the personal network according to Brian in the period before his of-
fenses. Brian’s main network structure (Figure 4.5) largely corresponds to the closed 
network structure (ties between family domain and partner). Brian’s stepdaughter was 
isolated from the family subnetwork, but has ties with her mother, the partner of Brian 
(crosscutting-spoke structure). 

Brian experienced negative relationships with his family and his partner. On the one 
hand, he knew that his family disagreed with the relationship with his girlfriend. On 
the other hand, when this relationship came into a downward spiral, he did not want to 
share his relationship problems with his family. 

In line with our presented implications in Chapter 1 (see subparagraph 1.4), it is likely 
that being part of the above network configuration has the following consequences for 
Brian’s behavioral outcomes:
• Social influence (-). Although Brian was part of a dense family subnetwork character-

ized by ‘theoretically’ protective influences (no risk factors, close family), he experi-
enced negative relationships with his family and partner. 

• Social capital (-). Due to what Brian perceived as a deteriorated relationship with his 
family and partner, there was no stability in accessibility of social resources. There 
was only the ‘unsuitable’ social resource, namely the perceived relationship with his 
stepdaughter. 

• Social support (-). We observed that Brian was relying on his underaged stepdaughter 
to receive emotional support: he preferred the company of this underaged girl more 
to his other personal network members. There were various other social support 
options, but from Brian’s point of view, there was only one significant and positive 
relationship in his HPN, i.e., the relationship with his stepdaughter. He was to his 
family members and partner not open and honest about his feelings and actions 
related to the relationship with his stepdaughter and his committed offenses. 

• Social control (-). Brian’s severe offenses remained out of side from his network mem-
bers. Compared to committed offenses in groups individual risk behavior is more 
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difficult to detect, even more so when offenses are committed outside the personal 
social context. Brian’s family members - who knew Brian best - were not able to 
recognize his risky behavior. Brian’s partner was unaware of Brian’s relationship with 
her daughter, and later on, she was unaware of his committed offenses. 

Our theoretical personal network perspective in Chapter 1 is helpful for a deeper under-
standing of Brian’s behavior during the offense. In line with the concept of ‘proximity’ 
(Allan, 1979; Feld & Carter, 1998) due to the relationship with his partner, Brian was 
able to connect with her daughter (she was geographically close). We observed that 
Brian could not stop his stepdaughter to live with her new boyfriend. Brian was - from 
that moment onward - constrained in his opportunities to achieve his needs within his 
personal network. Brian experienced a great loss that he did not share with his network. 
Brian resolved this loss by having a temporarily - in his perspective - positive contact 
with his victims outside his personal network. In all offense scenarios, Brian talked with 
the selected victim about his emotional feelings (trying to achieve affection, emotional 
proximity) and he raped the victim (trying to achieve sexual stimulation, physical prox-
imity). He was searching for suitable alternatives and therefore his risk behavior can be 
explained - from Brian’s perspective - as the most suitable behavior for achieving his 
goals. 

4.3.2 Basic personal network question 2

Which types of network members/personal relationships are more likely 
to have a risk-increasing and/or a risk-reducing (protective) influence on 
patient’s behavior in current and future social situations? (CPN and FPN)

Brian listed his mother, two brothers and also his female social worker as his personal 
network members in his CPN/FPN. He reported no friendships in his CPN and FPN. Brian 
stated during his FSNA interview that, according to him, there was no risk of reoffend-
ing. Focusing on his future “return” network (FPN), Brian did not expect any changes. 
Brian was looking forward to visit his network members outside the FPC. None of his 
personal network member displayed any risk factors. Brian listed his family members 
for practical support and his social worker for emotional and companionship support. 
Brian mentioned that he was able to provide his own financial support. An overview of 
the personal network characteristics during the current and future situation is shown in 
Table 4.5. 

Brian was asked to give his perception of the relationships between his personal net-
work members in the current and future situations. Brian listed ties between his mother 
and brothers and between his family members and his female social worker. Brian listed 
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Forensic psychiatric treatment background information

Diagnosis. In the forensic psychiatric clinic, Brian was diagnosed with a person-
ality disorder Not Otherwise Specified (NOS). He had no history of substance 
abuse. Brian also had no history of mental health problems nor any previous 
police records. 

Clinical treatment information of last 12 months. Brian was treated at a special 
division for sex offenders. Brian stated in previous interviews with his treatment 
team that the therapy sessions made him feel better and helped him to express 
his feelings. He was polite, at times even charming towards to his mental health 
professionals, and did not cause any problems in his daily functioning. Brian 
enjoyed working in the carpenter’s workshop inside the FPC. He was looking 
forward to get more freedom and to build a new future outside the FPC. How-
ever, the treatment team was worried that Brian was not truly intrinsic motivated 
in treatment. In treatment sessions, Brian rationalized his behavior during the 
offenses and romanticized his earlier “relationship” with the daughter of his ex-
partner. 
One brother visited Brian during his time in prison and the FPC. This brother 
expressed his interest in the given forensic psychiatric care to Brian. More con-
cretely, he read - with permission of Brian - some treatment documents to better 
understand Brian’s motives to commit his offenses. Brian’s mother was not able 
to visit the clinic due to medical reasons. Brian’s other brother was not motivated 
to visit Brian. In his opinion, Brian failed to realize exactly what damage he had 
caused to his victims, their families, and his own family (e.g., being the mother/
brother of a sex offender).

Table 4.5 Social network characteristics of CPN and FPN (perception of patient)

Role
Duration of 
contact

Occupa-
tion

Frequency
of contact

Initiative 
in contact

Risk 
factors

Social 
support

Future 
contact 
(FPN)

Mother Brian’s entire 
life

None Once a 
week

Mother None Practical Yes

Brother Brian’s entire 
life

Office 
worker

Every 
month

Mutual None Practical Yes

Brother Brother’s 
entire life

Mechanic Every three 
months

Patient None Practical Yes

 Social 
worker 
(female)

Two years Forensic 
psychiatric 
social 
worker 

Four to 
five days a 
week 

Mutual None Emotional, 
Companion-
ship

Yes
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identical personal network structures for his CPN and FPN. Brian mentioned that he liked 
his female social worker very much. He wanted to continue this relationship in future, 
especially whilst reentering society. Brian defined his relationships with his mother and 
brothers as stable and positive. He noticed some tensions between his family and his 
social worker. He did not discuss these tensions with his family or with his social worker. 
Figure 4.6 shows the CPN and FPN network according to Brian’s perception.

The sampled CPN and FPN network structures, as perceived by Brian, have implications 
for his current and future behavioral outcomes. His CPN and FPN are in line with the 
closed network structure as defined in Chapter 1. We assume that being part of the 
above network configuration has the following implications for the four theoretical 
concepts, namely:
• Social influence (CPN: +/-, FPN: ?). It is difficult to assess to which extent his family 

members influence Brian’s current behavior during treatment inside the FPC. Brian 
is part of a dense family subnetwork, but due to his current incarceration in the FPC, 
Brian has limited opportunities to meet these network members. None of the family 
member showed any of the defined forensic risk factors. Brian valued all relation-
ships between him and his alters as ‘positive’. Brian did not mention any friendships. 
In line with the concepts of proximity and homophily, you should expect that it was 
likely that Brian makes connections with other patients, but this was not the case (in 
his words: he felt no emotional connection with his fellow patients). 

• Social capital (CPN: +/-, FPN: ?). In the current situation, there is stability in the ac-
cessibility of (in-)formal social resources. Although his family members are willing 
to support and advise him, Brian especially values his social worker as significant 
other. It is hard to predict what will happen when Brian rejoins society. If the social 
worker disappears when treatment ends and no other informal network member 
is available to compensate for this loss, his personal network is quite similar to his 

Figure 4.6 CPN and FPN according to Brian
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HPN: Brian will have limited opportunities to achieve his personal (social/affectional) 
goals in his informal personal network. 

• Social support (CPN: +/-, FPN: ?). In the current situation, it is striking that Brian relies 
so heavily on his social worker for emotional support: he preferred her company 
more than the company of his other personal network members or other members of 
the multidisciplinary treatment team. There are (emotional) social support options, 
such as his family members or fellow incarcerated patients, but Brian is satisfied with 
the perceived social support of his social worker. 

• Social control (CPN: +/-, FPN: ?). It is uncertain to which extent social control options 
will be effective when Brian will reenter society. There are no observed investments 
in alternative prosocial relationships/activities. 

To illustrate the benefits of including and interviewing network members, one should 
study the information given by them. Because of the small number of personal network 
members, all family members were invited for a network interview: Brian’s mother and 
his two brothers. All three selected network members were willing to participate and 
the forensic social worker visited them separately in their own homes. 

In line with the information provided by Brain, no family member reported any forensic 
risk factors. One brother admitted that he had faced financial difficulties in the past. 
However, currently he had a job and a steady income. All three family members men-
tioned that they had irregular contacts with Brian in the period prior to his offenses. 
These contacts deteriorated after Brian started the relationship with his girlfriend at that 
time. There was hardly any contact between Brian and his family in the period he was 
living together with her. In the last months before the offenses, Brian sometimes visited 
his oldest brother. Looking back on the period of the offense, this brother noticed that 
prior to Brian’s offenses, Brian quietly sat at his kitchen table. This brother still wonders, 
if he had taken the time to talk with Brian, whether one or more of the offenses could 
have been prevented. Mother and the other brother failed to notice any preceding risk 
signals related to Brian’s offenses and after learning about his deeds, they found it dif-
ficult to imagine that Brian had committed these severe crimes. By reflecting on the 
FSNA question “Are you aware of the crime history of Brian? If so, could you tell me what 
you know?”, mother and the youngest brother solely spoke about aggressive behavior 
and did not mention any of the sexual components. The oldest brother mentioned all 
offense components. As mentioned earlier, this brother recently read - with permission 
– Brian’s treatment documents, including his crime scenario and risk assessments. 

All three network members stated that Brian was welcome to pay a visit when he would 
be allowed to have leaves. However, because they were aware that the families of 
the victims were still very upset, they did not feel comfortable meeting Brian in their 
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hometown. All three network members had the intention to financially or practically 
support Brian if necessary. However, in their opinion Brian is quite capable to take care 
of himself. The youngest brother expected that his relationship with Brian would remain 
superficial. He did not want to talk with Brian about personal matters. Brian’s mother 
mentioned that she discusses personal matters with Brian. The oldest brother was hop-
ing that Brian would start talking about important personal matters with him. So far, this 
brother experienced that Brian was not open to others. 

The network members interviews did not reveal any additional relational ties. Brian told 
his mother that he did not need friends, because he had a good relationship with his 
treatment team, especially with his social worker. However, the mother mentioned that 
she experienced his social worker as unfriendly whenever she was talking to her on the 
phone. 

All network members expressed their confidence in a crime-free future if Brian would 
get a stable job and a house located in a different area then his hometown. His mother 
expected that Brian would find a “good” wife. Both brothers shared the opinion that it 
was better for Brian that he would no longer engage in romantic relationships for the 
rest of his life due to his offense history. They did not believe that Brian would be able to 
find a suitable partner if he would be honest about his past offenses to future contacts. 

4.3.3 Basic personal network question 3

What are the differences and similarities between the risk-increasing and/or 
risk-reducing roles network members have on patient’s behavior in current 
and future risk-increasing social situations compared to those in the run-up 
to the crime?

The objective of the comparison was to evaluate whether there would be and increased 
risk of recidivism that was caused by any personal network conditions. A first notewor-
thy similarity was Brian’s focus on a female person valued as a positive (+) relationship 
in all situational networks (HPN: girlfriend’s daughter, victims, CPN/FPN: social worker). 
The female social worker, his stepdaughter, and his two victims happened to share the 
same physical characteristics (blond hair, brown eyes, smart looking, etc.). The second 
similarity was the difference in perception of the nature of the relationship between 
Brian and his perceived female significant other. In his HPN, Brian thought that he 
had a positive romantic relationship with the daughter of his girlfriend. However, this 
young girl experienced their relationship as negative and traumatic. In the CPN, Brian 
reported that he had a very positive friendly contact with his social worker. However, 
from the perspective of the social worker she had professional talks with Brian about 
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his emotions and feelings. The third similarity was the attitude of Brian’s family towards 
his perceived significant female others. His family did not like the social worker as they 
did not accept Brian’s partner in his crime period. In all personal networks, Brian listed 
no friendships. This is in line with his life history: both Brian and his interviewed family 
members never mentioned any close friendships. A potential positive change observed 
in Brian’s CPN, is that Brian perceived his ties with the three family members as positive. 
In his HPN, he listed them as negative relationships. The question remained how strong/
stable the positive ties were in the current situation, because Brian had experienced 
some tensions between his family and his social worker. 

The personal network configurations are visualized in Figure 4.7.

The observed similarities and differences between the composition and network struc-
ture of Brian’s HPN and CPN/FPN are summarized in Table 4.6.

HPN

CPN/FPN

Figure 4.7 HPN versus CPN/FPN
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The observed differences and similarities in the HPN and CPN/FPN can be used to define 
and to implement tailormade risk management interventions. The analysis indicated 
that there were still indications of a substantial level of risk. Brian had a history of psy-
chosocial problems, therefore it was important that the treatment team paid (renewed) 
attention to interpersonal difficulties with his family members and difficulties in sustain-
ing long-term intimate (sexual/emotional) relationships. It was therefore recommended 
to closely monitor the changes in the relational ties and the perceived quality of these 
ties by Brian. Based on his offense network configuration, it was assessed that a situa-
tion where Brian would be isolated from his personal network members would be risky. 
In addition, it is important that Brian could fulfill his emotional and physical needs in 
a protective context. More varied caring relationships are needed - such as intimate, 
family, and friendships - to optimize social support resources as this may contribute to 
a protective buffer when Brian would be confronted in his FPN with changing relation-
ships or losing relationships. For instance, how will Brian deal with the loss of his per-
ceived positive relationship during his reintegration into society? 

Table 4.6 Differences and similarities between risk-increasing and/or risk-reducing compo-
sitional and structural characteristics in the historical, clinical, and future personal network 
A ‘x’ means that (it is likely that) the characteristics are present. A ‘?’ means that it is difficult to establish whether 
the characteristics are present. An empty textbox means that (it is likely that) the characteristics are absent.  

HPN CPN FPN

Network composition 

Risk-increasing A focus on one positive (intimate) personal 
relationship with a female significant other with 
similar physical characteristics.

x x x

Receiving emotional support from this female 
significant other which is not mutual.

x x x

No close friendships. x x x

Risk-reducing Receiving social support from his family members. x ?

Sustaining a protective long-term intimate (sexual/
emotional) relationship.

Network structure

Risk-increasing Fragmentation: no ties between the family members 
and the female significant other. This provides 
limitations in social control opportunities. To 
prevent recidivism, it is necessary to identify risk 
factors before Brian is positioned in a high risk social 
network structure. 

x ? 

Risk-reducing Ties between all network members. x ?

Positives ties between Brian and his family members. x ?
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In the discussions about the outcomes of this personal network study, the treatment 
team was negatively surprised, because of the apparent similarities between the time 
periods (as defined in Table 4.6). They never analyzed Brian in terms of personal network 
dynamics. The treatment team formulated, based on this study, the following risk man-
agement interventions:
• Not allowing supervised leave;
• Replacing Brian’s treatment sessions with the female social worker by treatment 

sessions with a male social worker;
• Monitoring closely whether changes occur in the interaction between Brian and his 

significant others;
• Conducting a follow-up FSNA interview prior to the next decision about allowing 

supervised leave; 
• Organizing family therapy with Brian and his family members.

4.4 Case study 3: Steven

The fictive name of the patient studied is ‘Steven’. At the time of the personal network 
research, Steven was in his rehabilitation phase and already lived in a transmural care 
unit situated outside the FPC. Steven was still supervised and treated by the mental 
health professionals of the FPC. 

Treatment goal. In the forensic psychiatric hospital Steven was diagnosed with a 
psychotic disorder (DSM IV Axis-I). One of the questions of his treatment team was to 
explore the opportunities for resocialization: how can the necessary care, structure, and 
supervision be adequately designed? In what way can his personal network contribute 
to his risk management? 

The extent to which patient and network members cooperated. Steven was invited for the 
personal network research but was not that motivated to cooperate. Although he ques-
tioned the usefulness of examining his personal network, he agreed to participate. Four 
network members, namely his ex-girlfriend, two brothers, and his current boss were 
selected for an FSNA interview because of their significant role they appeared to play in 
Steven’s life. They all cooperated in the personal network study.
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General background information

Life history. Steven’s parents were married in their twenties. In their early thir-
ties, they emigrated from Aruba to the Netherlands and started a family. Steven 
grew up with two older brothers. As a child, Steven had a hard time making 
and sustaining friendships and being accepted by his peers. Steven was feeling 
isolated and different. He spent a lot of his leisure time with his brothers. During 
his secondary school years, Steven managed to be part of a large peer group. This 
group consisted of teenage boys who all used some type of drugs. At the age of 
seventeen, Steven met a sixteen years old girl and started a romantic relationship. 
Meanwhile, Steven dropped out of school, but found a job. His parents decided 
to return to their homeland and Steven and his older brothers continued to live 
in their parental home. After a while, his girlfriend got pregnant and moved into 
Steven’s and his brothers’ house. Their first daughter was born. After two years, a 
second daughter followed. Steven’s relationship with his girlfriend was turbulent 
(e.g., they both were jealous and struggled with their role as parent). Steven 
spent a lot of his time with his friends and started to use drugs in combination 
with alcohol. Meanwhile, he lost his job and displayed strange behavior towards 
his family. His brothers arranged professional help. Steven was diagnosed with 
a psychotic disorder, but he refused his prescribed medication. As an alterna-
tive Steven used drugs and alcohol. His brothers tried to help him by trying to 
convince him to get help from a mental health institution, but Steven did not 
believe he needed help. After some time, Steven had the strong persuasion that 
two criminals wanted to kill him. He killed one of these potential assassins. No 
one knew that he had committed this offense. Meanwhile, Steven continued 
to hang out with his friends on the streets. One day, at the age of twenty-two, 
Steven committed a burglary together with two friends and was arrested. Ste-
ven stayed in contact with his girlfriend and their daughters during his prison 
sentence. Steven’s relationship with his brothers was deteriorating during this 
prison sentence. Steven became psychotic in the last months of his incarceration. 
As part of his hallucinations, he thought his oldest daughter was sexually abused. 
Steven did not share these thoughts with his (in-)formal network members. 

TBS-offense. At the age of twenty-five, Steven’s incarceration ended. He was 
living in a small village with his girlfriend and their daughters in their own house. 
Steve did not use his prescribed medicines. Steven found a job and he became 
friends with two colleagues and his boss. A colleague shared a rumor that an-
other employee was a child molester. From that day onwards, Steven observed 
this specific employee. The way this person behaved, confirmed his suspicions. 
Steven assumed that he was ordered to kill this man. After he killed this man, 
Steven went home and continued with his usual activities. Later that day, he was 
arrested. He immediately confessed, not only for this murder but also the first 
unsolved murder. Steven was sentenced to the tbs-order. 
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4.4.1 Basic personal network question 1

Which network members/personal relationships are supposed to have a 
risk-increasing and/or a risk-reducing (protective) influence on patient’s 
behavior in the run-up to the crime? (HPN)

Historical Personal Network (HPN). According to Steven, his HPN consisted of a limited 
number of persons, namely his girlfriend, two daughters, two friends, his boss, and two 
colleagues. Steven defined his relationship with his girlfriend as very tense. Steven had 
no contact with his family members. An overview of the personal network characteris-
tics at the moment of the crime is shown in Table 4.7. 

Table 4.7 shows that Steven HPN consisted of several long-lasting relationships (two 
friends, his girlfriend, and their daughters) and three working relationships with a 
shorter duration. Steven’s girlfriend worked in a shop, his best friends were unemployed 
and earned their money mainly with criminal activities. All personal network members 

Table 4.7 HPN characteristics (according to the patient)

Role
Duration 
of contact

Occupa-
tion

Frequency 
of contact

Initiative 
in contact

Risk factor Social support

Girlfriend 10 years Working in 
a shop

Every day Mutual None Emotional and 
Companionship

Daughter 1 Her whole 
life (eight 
years)

Every day Mutual None Companionship

Daughter 2 Her whole 
life (six 
years)

Every day Mutual None Companionship

Friend 1 11 years None Two times a 
week 

Mutual Criminal 
record, drug 
usage, severe 
alcohol 
consumption

Emotional and 
companionship

Friend 2 11 years None Two times a 
week

Mutual Criminal 
record, drug 
usage 

Emotional and 
Companionship

Boss Two 
months

Working in 
a factory

Every 
workday

Mutual None Practical 

Colleague 1 Two 
months 

Working in 
a factory

Every 
workday

Mutual None Practical and 
Companionship

Colleague 2 Two 
months

Working in 
a factory

Every 
workday

Mutual None Practical and 
Companionship
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were listed as frequently contacts. Both of his friends had multiple risk factors (criminal 
record, drug usage, and one friend also with severe alcohol consumption). All personal 
network members were listed as social supporters.

Steven was also asked about his perception of the relationships between his personal 
network members at the moment of his offenses. Steven reported both ties between 
his girlfriend and his two daughters, and between his girlfriend and his two friends. 
Steven listed a dense subnetwork of his work-related relationships consisting of his 
boss and two colleagues. This subnetwork was isolated from his other personal network 
members (girlfriend, children, and friends). 

Figure 4.8 shows Steven’s perceived ties between his personal network members in his 
HPN.

Stevens ’s main network structure in Figure 4.8 largely corresponds to the crosscutting 
network structure. He is the link between the two subnetworks (subnetwork 1: family 
and friends, subnetwork 2: work). Steven and his girlfriend were the link between the 
friends and their daughters. In line with the discussed implications in Chapter 1 (see 
paragraph 1.4), it is likely that being part of the above network configuration has the 
following consequences for Stevens’s behavioral outcomes:

Figure 4.8 Personal Network at the Moment of the Crime (HPN) according to Steven
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• Social influence (?). Steven highly valued his relationship with his partner and friends. 
It appeared that in Steven’s life several network dynamics have had a significant role 
into Steven’s deterioration in his psychosocial functioning: the tense relationship 
with his girlfriend, hanging out with friends with high risk factors (criminal record, 
drug usage, severe alcohol consumption). However, it is difficult to establish if these 
social factors were (also) triggers for his last offense. Due to his mental deterioration, 
Steven had an altered perception of reality that affected his behavior. 

• Social capital (-). The social ties bring along benefits: Steven was connected to het-
erogenous individuals (family, friends and work) with a variety of social resources. 
However, Steven’s personal network members also generated various criminal capi-
tal, such as such accessibility to criminal oriented others (friend 1) and the availability 
of drugs and alcohol (friend 1). Additionally, his ties with his girlfriend generated 
stressors (negative social capital), such as jealousy, suspicion and aggression. These 
stressors may have impacted Steven’s physical and mental wellbeing and vice versa.

• Social support (+/-). There was a reasonably stable social support system. Although, 
this social support system was not able to support Steven in his mental health needs 
(e.g., help him with his medicine compliance). 

• Social control (?). Taking into account Steven’s mental health condition some signifi-
cant social control issues related to Steven’s HPN were taken into consideration. An 
important observation was that his personal network members in his HPN did not 
detect Steven’s mental deterioration: he appeared to be functioning relatively well 
(e.g., Steven’s brothers were no part of his HPN; earlier in Steven’s life, they noticed 
his strange behavior and sought professional help). Steven’s girlfriend was living 
with him and saw him every day, yet she failed to recognize his psychotic symptoms. 
Furthermore, Steven’s boss did not notice that Steven acted strangely at work. The 
significant question in this case is to what extent the network members failed to 
understand the signs/triggers for occurrences of his psychotic symptoms or whether 
there was nothing noteworthy to observe in the first place: it seemed like that Ste-
ven’s offense behavior came ‘out of the blue’. 

4.4.2 Basic personal network question 2

Which types of network members/personal relationships are more likely 
to have a risk-increasing and/or a risk-reducing (protective) influence on 
patient’s behavior in current and future social situations? (CPN and FPN)

During the FSNA interview about his CPN, Steven mentioned that he had a small personal 
network. Steven told that his CPN consisted of his ex-girlfriend, their two daughters, his 
new boss and one new colleague, see Table 4.8. 
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Forensic psychiatric treatment background information

Diagnosis. Steven was not held fully ‘responsible’ for his acts, because of his 
psychotic period underlying his committed crimes. In the forensic psychiatric 
hospital Steven was diagnosed with a psychotic disorder and substance depen-
dence (alcohol and drugs).

Clinical treatment information of last 12 months. At the moment of the FSNA 
research, Steven was 34 years old and had tbs-treatment for about five years 
(before this treatment started, he stayed for two years in prison). His “treatment 
status” at the time of the interviews was “transmural”. In the last year before the 
data collection, Steven acted stable and appeared to have made progress in 
his treatment. Steven was friendly and appeared to be open and honest to his 
treatment team. According to his treatment team, Steven had a need for external 
control, structure, and guidance. Concerning his psychotic vulnerability, he was 
supported to self-administer his anti-psychotic medication. Steven took it ac-
cording to prescription. There were no signals that Steven used either drugs or 
alcohol. The prognosis was that Steven needed a certain degree of guidance and 
care for the rest of his life or at least for a long while. 

Table 4.8 Personal network characteristics of CPN and FPN (according to the patient)

Role
Dura-
tion of 
contact

Occupa-
tion

Frequency 
of contact

Initiatives 
in contact

Risk 
factors

Social 
support

Future 
contact 
(FPN)

Ex-
girlfriend

17 Working in a 
shop

Once a 
week

Mutual None Emotional 
and com-
panionship

Yes

Daughter 1 15 Once a 
month

Steven None Com-
panionship

Yes

Daughter 2 13 Once a 
month

Steven None Com-
panionship

Yes

New Boss 1 year Manager 
workplace 
for people 
with mental 
health 
problems

Every 
workday

Mutual None Practical 
and com-
panionship

Yes

New 
colleague

1 year Workplace 
for people 
with mental 
health 
problems

Every 
workday

Mutual Psychiatric 
problems

Practical 
and com-
panionship

Yes
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His former friends are no longer part of his personal network. Steve expected no signifi-
cant changes for his FPN. All adult personal network members had a job. Steven men-
tioned during the interview that he believed that his relationship with his ex-girlfriend 
would last forever. In his words: “the bond between us is strong, because we have 
children together”. Steven mentioned that his two brothers were also very important to 
him. It made him sad that these relationships were fading away/ceased to exist. Steven 
always felt connected to his brothers, even without actual contact. The frequency of 
contact with his two daughters was less than Steven wanted (reality: once a month, 
his ideal situation: every day). Steven’s colleague was listed with a risk factor, namely 
‘psychiatric problems’. However, this was not that remarkable because of the nature of 
the workplace (workplace for employees with mental health vulnerabilities). 

Steven listed his perceived relations between his personal network members in the 
current and future situations. Steven reported ties between his boss and colleague (do-
main: work) and between his ex-girlfriend and their daughters (domain: family). Steven 
added the new boyfriend of his ex-girlfriend to this subnetwork at distance 2. Steven 
listed identical personal network structures for his CPN and FPN.

Figure 4.9 shows the CPN/FPN according to Steven. 

The benefits of interviewing network members can be illustrated by noteworthy 
qualitative information they delivered. In the case of Steven, not only personal network 
members of his CPN were selected, but also his two brothers, because the forensic social 
worker was curious about the brothers’ views on Steven’s behavior and their possible 
motives for not having contact with their brother. 

Figure 4.9 CPN/FPN according to Steven
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The FSNA interviews took place in the ex-girlfriend house, at the working place of 
Steven’s boss, and both brothers were interviewed together in the house of one of the 
brothers. Firstly, during the interview with the ex-girlfriend, this woman stated that she 
met Steven when she was only 16 years old. She was heavily in love and she was under 
the impression that he loved her too. At the age of 18, she became pregnant. At the 
age of 20 she became pregnant for the second time. During their relationship, Steven 
ended the relationship regularly. Steven mentioned various reasons for breaking up, 
such as “he had enough of her” or reasons related to his incarceration. The ex-girlfriend 
said that Steven was jealous and suspicious and became more and more aggressive and 
violent in their relationship. To their children, he was brutal and harsh. Nowadays, she 
still loved him even though the relationship was ‘over’: “I feel as if we have become adults 
together, like we are family”. At the same time, she was afraid of him. The FPC informed 
her when Steven was on leave. She only wanted supervised visits to the children. She 
stated: “Otherwise, he could ‘miss’ the train. Then he would have to spend the night with me 
and you never know what happens”. In the meanwhile, the ex-girlfriend had started a new 
intimate relationship. She did not want Steven to meet her new partner, because she 
was worried the two men would fight. 

Secondly, during the interview with the two brothers, they told the interviewer that 
they did not maintain contact with their brother Steven, because he was in and out 
detention and he also never listened to their advice. They tried to persuade Steven to 
go to a psychiatric hospital voluntarily, but failed. They did not know what to do. They 
were unaware of the specific psychiatric problems of their brother. 

Finally, Steven’s boss mentioned during the interview that he was satisfied with Steven’s 
job performance. Steven got along with his boss and his immediate colleagues. He was 
friendly and always willing to help others. Steven’s boss mentioned one concern; Steven 
was sometimes a bit too assertive: “When he gives his opinion, he ignores the feelings of 
others”. 

All interviewed network members were asked to give their opinion on Steven’s abilities 
to not reoffend in the future. Table 4.9 shows the answers given.

Overall, Table 4.9 illustrates that all network members had limited confidence about 
Steven’s abilities to not reoffend in the future. Most answers are ranged between ‘no 
confidence at all’ and ‘confident’. Most answers were given in category ‘somewhat confi-
dent’. With the knowledge in mind that Steven had entered his last phase of treatment 
in the FPC (transmural phase), these results did not look promising for a successful reha-
bilitation. Although, it is important to use caution when interpreting this kind of data. 
For instance, it is important to mention that not all interviewed network members had a 
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good overview of Steven's current functioning in his forensic psychiatric treatment. For 
example, his brothers did not see him for years and Steven’s boss had observed him only 
in his working environment. 

In every personal network study based on the FSNA data collection instrument, the 
degree of support provided by the patient’s family, friends and others can be displayed 
using the social support table as earlier described in Chapter 2. Table 4.10 shows the de-
gree of (dis-)agreement between the expectations given by Steven and his interviewed 
personal network members with respect to the four types of social support in his FPN.

Table 4.9 Network members confidence related to Steven’s abilities to have a stable prosocial 
life after his forensic psychiatric treatment

How much confidence 
do you have that 
Steven:

No 
confidence 
at all 

Somewhat 
confident 

Confident Very 
confident 

Very 
much 
confident 

I don’t 
know

- can have a crime-
free future?

Ex-girlfriend 
Brother 1 
Brother 2

Boss

- will ask for help? Ex-girlfriend Brother 1 
Brother 2

Boss

- will undertake 
meaningful 
activities?

Ex-girlfriend 
Brother 2

Brother 1 Boss

- takes his medicines? Ex-girlfriend Brother 1 Boss 
Brother 2

- find a stable job? Ex-girlfriend Brother 2 
Boss

Brother 1

- is able to live on his 
own? 

Ex-girlfriend Brother 1 
Brother 2 
Boss

- will make new 
contacts?

Brother 1 
Brother 2

Ex-
girlfriend

Boss

- maintain his 
contacts? 

Ex-girlfriend 
Brother 1 
Brother 2

Boss

- manage his own 
financials?

Ex-girlfriend Brother 1 
Brother 2

Boss

- will not use drugs? Ex-girlfriend 
Brother 1 
Brother 2

Boss

- will not drink 
alcohol?

Ex-girlfriend Brother 1 
Brother 2

Boss
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Table 4.10 illustrates that seventy-five percent of the listed social support is based on 
different expectations (yes/no – no/yes combinations). Steven perceived support from 
his ex-girlfriend for all four types of social support, she did not mention him once. The 
forensic social worker had some doubts about the validity of the answers given by the 
ex-girlfriend, because she expressed mixed signals during the FSNA interview. On one 
hand she was ‘still loving him/ and you never know what happens’, on the other hand she 
was ‘afraid of him and having the wish to only allow supervised visits to the children’. A 
positive finding in table 4.10 was the willingness of the brothers to support their brother 
in his CPN/FPN, because Steven assumed that he would not receive any social support 
from his two brothers. Steven and his boss had similar expectations of each other. 

4.4.3 Basic personal network question 3

What are the differences and similarities between the risk-increasing and/or 
risk-reducing roles network members have on patient’s behavior in current 
and future risk-increasing social situations compared to those in the run-up 
to the crime?

The objective of this comparison was to evaluate whether there would be and increased 
risk of recidivism that was caused by any personal network conditions. There were many 
similarities and some differences between HPN and CPN/FPN. See Figure 4.10 and Table 
4.11.

Table 4.10 Social support table 

Social support

Spending time 
with

(companionship)

Borrowing 
money

(financial)

Domestic 
help

(practical)

Seeking 
advice from

(emotional)

From ex-girlfriend
according to patient
according to ex-girlfriend

Yes
No

Yes
No

Yes
No

Yes
No

From brother 1
according to patient
according to brother

No
Yes

No
Yes

No
Yes

No
Yes

From brother 2
according to patient
according to brother

No
Yes

No
Yes

No
Yes

No
Yes

From boss
according to patient
according to boss

Yes
Yes

No
No

Yes
Yes

No
No
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The sampled CPN and FPN network structures in Figure 4.10, are quite similar with the 
HPN structure. All assessed structures largely correspond to the crosscutting network 
structure: there are different cohesive subgroups. In his CPN, Steven is the link between 
the two subnetworks (subnetwork 1: family, subnetwork 2: work). Contrary to the HPN, 
the CPN includes no (criminal-oriented) friends. Two separate family subnetworks 
emerge in the FPN. We assume that being part of the CPN and FPN network structures 
has the following consequences for the four theoretical concepts, namely:
• Social influence (CPN: +/-, FPN: ?). Steven was spending time in his HPN with friends 

with criminal backgrounds and drugs and alcohol problems. These risk factors were 
not present in the current situation: in the CPN/FPN no negative criminal oriented 
social influences are assessed. The question remained whether Steven would restore 
previous (high risk) friendships or start new friendships when he experiences less 
control of the FPC. The largest social stressor in his CPN/FPN appears the tense rela-
tionship with his ex-girlfriend. This relationship can be defined as ambivalent. 

• Social capital (CPN: +/-, FPN: ?). The current network members do not generate 
criminal social capital, such as accessibility to criminal oriented others. Relationship 
quality is difficult to establish in Steven’s case. His relationship with his ex-girlfriend 
may generate stressors (negative social capital), such as jealousy, suspicion and 
aggression. These stressors may undermine Steven’s physical and mental wellbeing 
(and vice versa: it is questionable to which extent Steven’s reintegration is beneficial 
for his personal network members' wellbeing). In addition, it is not certain to which 
extent Steven understands, values and supports his two daughters’ needs. 

• Social support (CPN: +/-, FPN: ?). As shown in Table 4.10, a major part of the listed so-
cial support was based on different expectations. On the one hand, there are signals 
that Steven overestimates the willingness of girlfriend to social support him. On the 
other hand, Steven underestimates the willingness of his brothers to social support 
him. It is important in Steven’s case, that (in-)formal personal network members are 
available to provide support for medication compliance. In the current situation, 
Steven appeared to be intrinsically motivated to take his medication and there is 
only support from formal significant others: his treatment team. An outcome of this 
personal network study was that the brothers were motivated to be part of Steven’s 
support system. 

• Social control (informal CPN: -, informal FPN: +/-). To establish medication compli-
ance, monitoring by significant others is essential. This monitoring is the task of the 
treatment team in the current situation. An outcome of this personal network study 
was that the brothers are willing to monitor Steven’s medicines compliance in his 
FPN. In line with the concept of social control, a crucial element in Steven’s case 
is his self-control. To which extent has Steven enough self-awareness to recognize 
and manage his mental health vulnerabilities? Likewise, it is important that if Ste-
ven exhibits risky signs of mental deterioration, these signs should be clear for his 
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personal network members and that they react to signs/triggers for occurrences of 
his psychotic symptoms. In the current situation, only Steven’s boss has sufficient 
knowledge about mental health issues. In the FPN, the brothers can monitor Steven’s 
behavior in cooperation with formal mental health professionals. 

The observed similarities and differences between the composition and network struc-
ture of Steven’s HPN and CPN/FPN are summarized in Table 4.11.

Table 4.11 shows that negative and protective social network conditions were present 
that could influence Steven’s risk behavior in the next future. The roles and structural 
positions of the network members in the CPN/FPN were largely the same as those in the 
HPN. There is still contact between Steven and his ex-girlfriend. In the CPN, there was 
an additional stressor: the new boyfriend of his ex-partner. It was unclear how Steven 
would react in confrontation in person with this man. Another stressor in Steven’s family 
domain was his apparent lack of parenting skills. Steven liked to have active involve-
ment in his daughter’s life. Continued attention to improve his parenting skills during 
(ambulant) treatment appeared important. 

The analysis indicated that there was still a certain risk that Steven would be negatively 
influenced by his personal network. To reduce this level of risk, a network intervention 
was conducted by his treatment team. Both brothers were approached for an inter-
vention: psycho-education. After the brothers had received psycho-education, they 
restored contact with their brother Steven. They considered him now as a psychiatric 
patient who needed others for support and they better understood their brother’s 
past and current behavior. The brothers felt motivated to help their brother. An infor-
mal agreement between Steven, his brothers and the FPC was composed. If Steven’s 
brothers would observe “strange” behavior of their brother, they would inform the 
treatment team immediately. After these interventions, Steven successfully visited his 
brothers regularly when on leave. At the transmural home of the FPC, outside the clinic, 
Steven was also functioning well. Monthly blood tests were used to monitor Steven’s 
medicine intake. He was an appreciated work colleague and his boss was satisfied with 
his work. In addition, he had supervised visits to his ex-girlfriend and their daughters. 

However, after a while, the oldest brother called the FPC. He and his brother were 
worried. Steven appeared to have lost grip on reality. He is suspicious about the new 
boyfriend of his ex-girlfriend. In a very short time, Steven became psychotic again. And 
in his psychosis, Steven “found evidence” that the current boyfriend of his ex-girlfriend 
sexual abused his daughters. Based on this information, Steven was immediately 
brought back to the FPC. 
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Resume. Based on the personal network analysis, the contact between Steven and his 
brothers was restored. The brothers were able to observe him outside the clinical set-
ting acting as the eyes and ears of the treatment team. They recognized signals of a new 
psychosis. Steven returned to the FPC. He confessed that he did not take his medication 
during the last weeks. He felt insecure because his ex-girlfriend had a new boyfriend. 
Steven suffered from male erectile disorder, a negative side effect of his medication use. 

Table 4.11 Comparison between differences and similarities between risk-increasing and/or 
risk-reducing compositional and structural characteristics in the historical, clinical, and fu-
ture personal network 
A ‘x’ means that (it is likely that) the characteristics are present. A ‘?’ means that it is difficult to establish whether 
the characteristics are present. An empty textbox means that (it is likely that) the characteristics are absent.  

HPN CPN FPN

Network composition 

Risk-increasing Friends with forensic risk factors (drug usage, alcohol 
consumption).

x ?

Tense relationships with (ex-)girlfriend. x x ?

Jealous and suspicious in the partner relationship. x ?

Aggressive and violent in the partner relationship. x ?

Lacking in his parenting role (signals of antisocial 
behavior towards his daughters).

x x ?

Risk-reducing Network members with effective knowledge about 
his diagnosis and risk signals. 

x x

Personal network members available to provide 
support for medication compliance.

x

Friends with protective factors. ?

To reduce stressors, it is of importance that there is a 
stable relationship with the mother of his children.

?

Network structure

Risk-increasing Fragmentation: no ties between the subnetworks. 
This implies limitations in mutual social support and 
social control opportunities. Both are beneficial for 
medicine compliance and to maximize adherence to 
the tbs-treatment or future (ambulant) treatments.

x x x

High risk influence of subnetwork with criminal 
oriented network members (domain: friends). 

x ?

Risk-reducing It is very likely that a closed personal network 
structure is beneficial in Steven’s case: people are 
highly visible for each other (can see what others 
are doing). Steven’s informal and formal network 
members can control and monitor together Steven’s 
medication compliance. 
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He mentioned that ‘a real man does not use any medication’. The treatment team had to 
renew plans with Steven. On a positive note, Steven’s brothers will remain involved in 
future treatment plans. 





CHAPTER 55
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Monitoring risk behaviors by 
managing social support in the 
network of a forensic psychiatric 
patient in mandatory policlinic 
treatment: a single case analysis

This chapter is a slightly revised version of: Ter Haar-Pomp, L., De Beer, C. Van der Lem, R., 
Spreen, M., & Bogaerts, S. (2015). Monitoring risk behaviors by managing social support 
in the network of a forensic psychiatric patient: a single case analysis. Journal of Forensic 
Psychology Practice, 15(2), 114-137.





5

Monitoring risk behaviors by managing social support: a single case analysis   |   127   

5.1 Introduction 

Social support is an important concept in personal network studies and is described 
as positive mutual social interactions between people that meet basic needs such as 
affection, acceptance and security (Kunst, Winkel, & Bogaerts, 2010). It is common to 
distinguish several types of social support such as instrumental, practical, informational, 
or emotional support. A key component of social support is the sense of belonging, 
feelings of acceptance and being appreciated by others (Gottlieb, 2000; Lindgren, 
1990). Social support emerges in intimate relations or relations in which there is a sense 
of mutual trust; the reciprocity of social support is essential for the support provision 
(Gleason et al., 2003; Liang, Krause, & Bennett, 2001; Whittaker, 1992). 

Social support has physical and mental health benefits (Hirsch, 1980; Holt-Lunstad, 
Smith, & Layton, 2010; Kumar & Browne, 2008; Robinson & Garber, 1995; Veiel & Bauman, 
1992; Vilhjalmsson, 1994). Social support can help individuals to cope with adverse life 
events (stressors), such as illness, work stress, job loss, death of a loved one, etcetera 
(Bogaerts, Vanheule, & Desmet, 2006; Cobb, 1976; Cohen & Wills, 1985; Cullen, 1994). 

Social support is also known for its risk reducing effect on criminal behavior. A con-
siderable number of empirical studies in criminology and forensic psychiatry have 
demonstrated that increased levels of social support can result in a decrease of criminal 
behavior (Colvin, Cullen, & Vander Ven, 2002; Cullen, 1994; Nakhaie & Sacco, 2009; Vance, 
Bowen, Fernandez, & Thompson, 2002). Social support providers may have critical roles 
in supporting or discouraging violent behavior (Andrews & Bonta, 1994; Estroff & Zim-
mer, 1994; McCarthy & Hagan, 1995; Monahan, 1981; Monahan et al., 2001; Shapiro 
& diZegera, 2010; Warr, 2002). Protective social support is related to self-control and 
therefore, a lower probability of getting involved in anti-social behavior (Cullen, Wright, 
& Chamlin, 1999). 

Several theoretical explanations are applicable to the relationship between social 
support and criminal behavior. Agnew (1992) argued in his general strain theory that 
the presence of conventional social support makes it more likely for people to cope 
with strain in conventional ways, thereby decreasing the likelihood of deviant coping. 
The social exchange theory highlights the importance of social support for achieving 
individual (criminological) goals (Blau, 1964; Cook & Whitmeyer, 1992). Social control 
theories concentrate on the controlling function of social support. In that respect, these 
theories see delinquency and crime as result of weak social bonds (Hirschi, 1969; 1977). 
The Social Capital Theory (Bourdieu 1980, 1985; Coleman, 1988, 1990; Flap, 1999) is 
based on the social resource hypothesis. The stronger a person is embedded in social 
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capital that provides him with plenty of resources, the better opportunity a person has 
to achieve his personal goals. 

Because of the benefits of social support on physical and mental health and behavioral 
outcomes, social support may have an added value in forensic psychiatric practice. In 
forensic psychiatric risk assessment literature, “social support” is often defined as a 
dynamic risk management factor (Douglas, Hart, Webster, & Belfrage, 2013; Schuringa, 
Spreen, & Bogaerts, 2014). Dynamic risk factors are (forensic) behaviors which can be 
changed by treatment and therefore feasible as treatment goals for interventions to 
minimize, monitor, and control (future) risk. For instance, in the risk assessment tool, 
the Historical Clinical Risk Management-20, Version 3 (HCR-20V3), “Future problems with 
Personal Support” is defined as one of the 20 key risk factors (Douglas et al., 2013). 

Although social support is a well-established dynamic risk factor, studies that examine 
the effect of social support on criminal behavior range from an adverse to a risk reducing 
effect. On the one hand, the availability of social resources such as stable friendships and 
sufficient social support provides a buffer against criminal behavior (Odonne-Paolucci 
et al., 2000; Resnick, Ireland, & Borowsky, 2004; Sampson & Laub, 1990; Surjadi, Van 
Horn, Bogaerts, & Bullens, 2010; Vance et al., 2002). On the other hand, risk increasing 
effects are found when negative social support is provided (Coyne, Wortman, & Lehman, 
1988; Bolger Zuckerman, & Kessler, 2000; Buschman et al., 2010). For instance, if social 
supporters lack the skills or insights to be prosocial helpful. In forensic psychiatric set-
tings, this includes for example, network members who advise a patient not to take his 
prescribed medications. 

There is still limited understanding about how social support and the construction of 
positive and risk reducing personal networks can help forensic psychiatric patients to 
prevent and reduce criminal behavior (Monahan et al., 2001). It can be expected that 
close protective relationships with friends, family, or other support groups, will reduce 
the probability of criminal behavior. In this chapter, a case of an ADHD male patient who 
was monitored for 10 weeks during mandatory forensic psychiatric outpatient care is 
described. The focus is specifically on the developments in the degree of social support 
among his network members in relation to risk management issues. To collect personal 
network data the FSNA data collection instrument as described in Chapter 2 has been 
applied. 
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5.2 Method - The present case study

5.2.1 The institutional setting
This case study was conducted in forensic psychiatric outpatient and day treatment 
center ‘het Dok’, situated in Rotterdam, the Netherlands. This center had a special unit 
for forensic patients with Attention Deficit Hyperactivity Disorder (ADHD) and co-
morbid psychiatric disorders. In recent years, drop out and less treatment progress was 
identified as an issue for forensic patients with ADHD. The ADHD-unit ‘het Dok’ provided 
forensic psychiatric care on a mandatory or voluntary basis. The treatment consisted of 
4 steps: 1) Registration: patients could be registered by referrers including probation 
officers, general practitioners, youth care workers, mental care authorities (In Dutch: 
Geestelijke GezondheidsZorg (GGZ)), courts of justice, community health services (In 
Dutch: Gemeentelijke GezondheidsDiensten (GGD)), psychiatrists and other specialists; 
2) Intake: the patient was invited for an intake within three weeks. During intake, offense 
characteristics, psychopathology and static and dynamic risk factors were inventoried 
by a psychiatrist, clinical psychologist and a social worker; 3) Advisory meeting: in the 
presence of the patient, treatment was discussed and indicated and 4) Treatment: the 
treatment consisted of individual therapy or group therapy. Individuals from the direct 
environment of the patient were also invited to be involved in the treatment. 

ADHD is characterized by a pattern of behaviors present in multiple settings (e.g., 
school and home), that can result in performance issues in social, educational, or work 
settings (American Psychiatric Association, 2013). ADHD symptoms are divided into 
two categories, i.e., inattention and hyperactivity (APA, 2013). Epidemiological studies 
assess the prevalence of ADHD in adult forensic psychiatry at 25% (e.g., Kooij, 2009). 
The overall prevalence of ADHD in the general adult population is about six times lower 
(around 4.5%) than in adult forensic samples (Henrichs & Bogaerts, 2012; Kessler et al., 
2006). Adults with ADHD are often confronted with negative outcomes on a range of 
long-term life skills. For example, they act impulsively and experience concentration 
and planning problems (May & Bos, 2000). They are often looking for challenging situa-
tions and take risks to improve their concentration, often use drugs and alcohol, and are 
restless by nature. These typical characteristics of ADHD can lead to problematic social 
and intimate relationships. Therefore, it is important to examine the personal networks 
of adults with ADHD on their functional and dysfunctional influences on their individual 
risk behavior. It is known that individuals with ADHD are more likely to misinterpret 
activities of others and tend to respond inappropriately (Kooij, 2009). Maintaining 
relationships across the lifespan can be extremely difficult for persons with ADHD. For 
example, Toner, O’Donoghue, and Houghton (2006) showed that individuals with ADHD 
had more marital problems and higher rates of divorce. 
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5.2.2 Selected patient
For the present case study, a forensic psychiatric male patient was selected from the 
FSNA pilot study (see Chapter 2). In this pilot study, ADHD forensic psychiatric male 
patients from ‘het Dok’ were interviewed to examine the impact of their personal social 
support informal networks on their risk behaviors in the run-up to the offense, treat-
ment and after treatment. This selected patient – whose pseudonym is Peter – was 
the first patient who participated in the study. Taking part in the study was voluntary. 
Peter agreed, by signing an informed consent form, that his anonymized personal net-
work data could be used for scientific research and a scientific report/paper. Peter is a 
31-year-old man who was indicated for cognitive behavior treatment in the ADHD-unit. 
Peter was convicted of attempted murder of his mother. He was sentenced by the Court 
to treatment because of his aggression problems and poor impulse control during in-
terpersonal conflicts. The reason for the attempted murder of his mother was a conflict 
between the two. In a moment of anger, Peter did put his hands around her neck. Peter 
was diagnosed with ADHD, a borderline personality disorder and cannabis dependence. 
Peter was assessed as having an average intelligence level according to the Wechsler 
Adult Intelligence Scale (WAIS)-III. In addition, it became clear that Peter had financial, 
work- and housing problems. 

5.2.3 Treatment 
The focus of treatment was to improve Peter’s impulse control to stop his aggressive 
outbursts. Peter had individual therapy sessions with a psychologist to assess the scope 
and causes of his aggressive behavior. They discussed Peter’s adherence to treatment and 
medication. Furthermore, Peter received support for his psychosocial problems. Peter’s 
girlfriend and his mother were present at different therapy sessions. They were asked to 
evaluate the severity and frequency of Peter’s aggressive behaviors. Peter’s mother and 
girlfriend discussed with Peter and his social worker de-escalation strategies. As part 
of the treatment, Peter had started taking ADHD medication. Effective medication is a 
vital aspect of treatment of ADHD (Weiss & Weiss, 2004). Without medication, patients 
can insufficiently profit from the psychological treatment because their attention and 
concentration fall short; often this leads to treatment drop-out.

5.2.4 Measures 
During Peter’s treatment, personal network interviews were conducted at three differ-
ent times. The first measurement was a retrospective face-to-face interview with Peter 
and two of his network members, namely his mother and girlfriend. In this interview, 
Peter, his girlfriend, and mother were asked to disclose personal network information 
during the period of the offense and at the time of the interview. The second and third 
interview were planned four and eight weeks later to monitor changes in the network 
of Peter. However, the third FSNA interview appointment was cancelled by Peter several 
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times and eventually took place after six weeks instead of the prearranged four weeks. 
The interviews were conducted by a trained social worker in the FSNA data collection 
method.

5.2.5 Triangulation 
The electronic patient’s file (EPF) of Peter was used to collect personal and forensic psy-
chiatric characteristics. In general, EPF improves the quality of dossier documentation 
and viewing, recording of prescriptions, messaging, and organization of accumulated 
patient data (Miller & Sim, 2004). Research confirms the benefits of EPF with regard to 
‘quality of care’ coordination, additional decision support and patient satisfaction (Zhou 
et al., 2009). Criminal records were used to gain insight into Peter’s criminal history. 

To analyze the extent to which social relationships in Peter’s personal network changed 
during treatment, the following FSNA variables, amongst others, were collected during 
the interviews with Peter and his two network members: network size (the total number 
of network members), network roles (family/friends, others and victims and co-offend-
ers) and the total number of network members who gave social support (0 = no, 1= yes). 
Categories of social support were practical (domestic help) emotional (seeking advice 
from) and financial (borrowing money from others) support. 

The forensic risk characteristics of Peter’s network members were criminal record, 
psychiatric problems, drugs, alcohol, financial problems and problematic lifestyle (e.g., 
housing problems, and conflicts with others). Peter was requested to give his perception 
about the nature of the relationships between his network members. The information 
was scored in dichotomous terms of contact and no contact.

5.2.6 Statistical analysis
To illustrate changes in Peter’s network configurations over time, the visualization tool 
NetDraw was used (Borgatti, Everett, & Freeman, 2002). Data were analyzed using SPSS 
20.0. Structural characteristics of Peter’s personal network, such as the patterns of direct 
relations between the patient and his network members and between his network 
members were examined by using the triad census method of Kalish and Robins (2006) 
(see for more details: subparagraph 1.4). In Chapter 3, a classification of six different 
types of triads was used. In this study, 20 different types of triads were classified. The 
triads were defined on three variables, 1) the existence of a tie between two network 
members was defined as the existence of a contact between these persons (Peter had 
ties with both network members per definition), 2) whether a network member had one 
or more risk factors including criminal record, psychiatric support, drug use, alcoholism 
and a problematic way of living, and 3) whether Peter had listed a network member as 
a social supporter (practical, emotional, and financial). Figure 5.1 presents the resulting 
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triad census classified by 20 triads. Network members without forensic risk factors are 
presented as white nodes; network members with one or more forensic risk factors are 
presented as grey nodes (these are people who have a criminal record, psychiatric sup-
port, drug use, alcoholism and/or problematic way of living). 

Each type of triad has its own risk management interpretation in relation to risk. In 
general, the risk interpretation of a triad depends on the patient’s individual risk fac-
tors. For instance, receiving social support from drugs users is riskier for a patient with 
drugs problem than for a patient without drug problems (Monahan, 1981). The collec-
tive influence of the personal network members on Peter results not only from direct 
bonds between Peter and each network member, but also from relationships between 
his network members (Milardo, 1986). From that perspective, triad 20 with ties between 
high risk social supporters is defined as most risky for Peter. Triad 13 is most desirable 
for him, because the two social supporters have a collective protective influence. In 

Figure 5.1 Twenty triads: social support – low and high risk network members 
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relation to Peter’s individual risk management, the riskiest triads consist of social sup-
porters with similar or more severe forensic and psychiatric problems. This includes 
network members with aggression problems, poor impulse control (ADHD), personality 
disorders (borderline), cannabis dependence, financial, work and housing problems. 
The influence of a social supporter on Peter’s behavior may differ between the three 
types of social support. For instance, seeking advice from a criminal friend may have 
a different impact on Peter’s behavior than borrowing money from the same criminal 
friend. The triads can be labeled “high risk”, “low risk” and “protective” to provide the 
professional guidelines to interpret network changes in terms reducing risks. In Peter’s 
case, five triads were labeled as high risk:
• Two high risk social supporters are connected (triad 20);
• Two high risk social supporters are not connected (triad 10);
• One high risk social supporter connected with a high risk network member who 

does not provide social support (triad 19);
• One high risk social supporter not connected with the other network member who 

does not provide social support (triads 5 and 9). 

Three triads were labeled as protective: 
• Both social supporters have no risk factors and are connected (triad 13);
• Both social supporters have no risk factors and are not connected (triad 3);
• One social supporter without risk factors connected with a low risk network member 

who does not provide social support (triad 12). 

The other triads were labeled as low risk, because we expected that they would have 
a limited influence on Peter’s risk behavior. These triads were 1, 2, 4, 6, 7, 8, 11, 14, 15, 
16, 17, and 18. It is important to note that some of these triads can easy change in 
protective or high risk. For instance, triad 18 consists of network members with high risk 
factors, but these persons do not provide social support. If they become social support 
providers, their low risk label would change to that of high risk. 

A triad census was compiled based on the 20 types of supporting and non-supporting 
triads and transformed into a vector of triad proportions to allow comparisons between 
the four time points. Spearman’s Rho was used to analyze change within the vector 
of triad’s proportions. For each time point, the 20 triads were ranked from low to high 
based on the proportion present. A positive coefficient implies that the frequency 
distribution of the triad types overall had not changed. A coefficient of ‘1’ is given when 
nothing changed between two time points. A negative coefficient indicates that triad 
types with a high proportion at time point one have a low proportion at time point two, 
i.e., there has been overall a change between the two measurements. A coefficient of ‘-1’ 
means that the frequency distribution is reversed between two time points (the highest 
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ranked triad at time point one is the lowest ranked triad at time point two). Finally, a 
coefficient close to ‘0’ implies that there is a change but rather random.

5.3 Results

The purpose of the case study was to examine whether the distribution of the different 
supporting and non-supporting triads changes within the personal network of Peter 
between the four points of measurement (crime (T1), at the start of therapy (T2), 4 
weeks (T3), and 10 weeks after starting treatment (T4).

5.3.1 Changes in network size, network roles and risk factors
The total persons within Peter’s network varied from 8 at T1, 9 at T2, 10 at T3 and 9 at 
T4 (range 8-10). In the build-up to the offense, Peter’s informal network consisted of 
three family members (mother, sister, and stepfather), one girlfriend, three friends, and 
one neighbor. Focusing on the risk factors of the network members, his mother suf-
fered from psychiatric problems, his girlfriend had financial problems, the neighbor had 
alcohol problems, and his three friends had criminal records and drug problems. At time 
point two, Peter added his father to the informal network who suffered from psychiatric 
problems. At time point three, Peter added his job coach (no risk factors) to his network. 
At time point four, the contact with the job coach had ended. It is important to note that 
the victim of Peter’s offense, his mother, was part in all four measurements.

5.3.2 Changes in Peter’s practical support 
Figure 5.2 shows that the number of individuals that Peter could ask for practical support 
increased from seven network members at time point one to eight network members 
at time point two. In Peter’s offense period, five of seven practical supporters had risk 
factors; at time point two (during treatment) six of eight practical supporters had risk 
factors. The network at time point three shows an important change: only two of the 
eight practical supporters at time point two remained listed by Peter as practical sup-
porters: his girlfriend (risk factor: financial problems) and his job coach (no risk factors). 
At the end, time point four, Peter had no practical supporter left. 

Table 5.1 shows that the changes in the number of practical supporters also affected the 
distribution of the 20 triads in the practical support network over time. As mentioned 
in the statistical analysis section, triad 20, with ties between high risk social supporters, 
was defined as the riskiest for Peter (high risk triad). The proportion of triad 20 decreased 
from .28 (time point 2) to .00 (time point 3). Focusing on the quality of his social support, 
this is a positive finding for risk management: strong social ties with high risk network 
members can have negative effects if risky behavior is promoted. Triad 13 was defined 
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as the most desirable for Peter (protective triad), because the two social supporters have 
a collective protective influence. The proportion of triad 13 decreased from .04 (time 
point1) to .00 (time point 3). Based on these findings, the treatment team needed to 
discuss with Peter how a) to retain the low proportion of high risk practical supporters 
in his network, b) to deal with the loss of practical supporters, and c) to establish strong 
practical support ties with protective networks.

To statistically summarize the observed changes, between the four time points, Spear-
man’s rho was used as an indicator of change. Spearman’s rho revealed a statistically 
significant relationship between time point one and time point two (ρ = .999, p < .01) 
and time point three and four (ρ = .649, p < .01), implying that the ranking of the 20 
triad types based on the occurrence of their frequencies between these time points 
were almost stable. No correlation was found between the other time points: one-three, 
one-four, two-three and two-four. The network configurations between these time 
points were independent of each other and the distributions of the triads had (ran-
domly) changed. For example, between time points two and three, important changes 
in the triad distribution were estimated. Peter’s practical support network decreased 
from eight at time point two (first FSNA interview) to two at time point three (second 
FSNA interview). These observed changes had implications for Peter’s risk management. 
Focusing on the available quantity of social support, the observed decrease is negative 
for his accessibility to social resources. 

5.3.3 Changes in Peter’s emotional support 
Figure 5.3 shows that the number of individuals Peter would ask for emotional support 
increased from six network members at T1 to eight network members at T2. At the time 
of his offense, four of his six emotional supporters had risk factors. At time point two 
(during treatment) six of his eight emotional supporters had risk factors. The personal 
network configurations at time point three and four showed an important change for 
Peter; no network member remained as an emotional supporter as depicted by the lack 
of emotional social support triads at time points 3 and 4. 

The changes in the distribution of the 20 triads in the emotional support network 
are shown in Table 5.2. On the positive side, the proportion of the high risk triads 9, 
10, 11 and 20 were decreased at time point 3 to .00. On the negative side, the only 
available protective triad at time point 1 and 2, namely triad 13, disappeared at time 
point 3. This resulted in important issues for Peter’s risk management: the amount 
of emotional support in his network was decreased (negative condition), which also 
resulted in a decrease of high risk emotional support triads (positive condition). From 
a risk management perspective, it was a negative finding that Peter no longer received 
emotional support from his personal network members. Based on these findings, the 
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treatment team wanted to discuss with Peter how he could receive emotional support 
from protective network members. To statistically summarize, Spearman’s rho revealed 
a statistically significant relationship between five of the time points: one-two (ρ = .790, 
p < .01), one-three (ρ = -.460, p < .05), two-four (ρ =-.448 p < .05) and three-four (ρ = 
.934, p < .01). Between time points one-three and two-four negative coefficients were 
found. This indicates that the values of the two time points vary in opposite directions. 
For example, at time point one, triad four was not included in the triad census, at time 
point three triad four was counted fourteen times (proportion of .31). Another example, 
time point two showed for triad 20 a network proportion of .22, at time point four, triad 
20 was no longer present. No correlation was found between time points one and four. 
The network configurations were independent of each other and the distributions of 
the triads had changed between time points one and four. 

5.3.4 Changes in Peter’s financial support 
Figure 5.4 shows that the number of individuals Peter would ask for financial support 
remained stable as depicted by three connected social support providers at time point 
1 and two connected social supports at time points 2, 3 and 4. At T1, the three financial 
support providers were his girlfriend (risk factor: financial problems), mother (risk fac-
tor: psychiatric problems) and stepfather (no risk factors). At T2, mother was not listed 
any longer as financial support provider.

The general composition of the network triads turned out to be rather stable, see Table 
5.3. For example, the network proportion of high risk triad 20 at time points two, three 
and four was .00. The high risk triads 10 and 19 were present in all four financial sup-
port networks. The protective triad 12 was rather stable over time. It was important that 
the social worker discussed with Peter and his girlfriend how to deal with his financial 
problems, because the girlfriend was an important financial supporter over time but 
she had similar financial problems as Peter. It is likely that she lacked the appropriate 
skills herself to be helpful to Peter in financial management. 

The stability in financial support is reflected by Spearman’s rho. Statistically significant 
positive relationships between all defined time points were found: one-two (ρ = .670, p 
< .01), one-three (ρ = .591, p < .01), one-four (ρ = .670, p < .01), two-three (ρ = .929, p < 
.01), two-four (ρ = 1.00, p < .01) and three-four (ρ = .929, p < .01). 
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5.4 Discussion

The overall goal of this case study was to assess the role of network members in sup-
porting or discouraging the patient from living a crime-free life. The FSNA data collec-
tion instrument was applied as an instrument to measure and monitor changes over 
time in positive and negative social support on the individual level. The social support 
network of a forensic psychiatric patient with ADHD, borderline personality disorder 
and cannabis dependence was examined and monitored over time (prospective).

This personal network case study was the first conducted in an outpatient forensic 
psychiatric setting. Earlier personal network research using the FSNA data collection 
instrument was focused on personal networks of forensic psychiatric patients during 
their incarceration in a forensic psychiatric hospital setting (Chapters 3 & 4). This study 
shows the benefits of interviewing the patient and his network members repeatedly: 
important social support dynamics were uncovered. We found that personal network 
changes over a short period of time can differ between the three types of social support; 
On the one hand, the sizes of the practical and emotional support networks significantly 
decreased during treatment. On the other hand, the number of financial supporters 
remained almost stable. 

From literature it is known that a stable social support system is characterized by enough 
network members that cover various kinds of social support (Walker, Wasserman, & 
Wellman, 1994). This study used a triad census method in which social supporters, their 
structural network position and their ‘risk’ were combined and labeled. The triads were 
labeled “high risk”, “low risk” and “protective” to provide the professional guidelines to 
interpret network changes in terms of reducing risks. The study shows that the triad 
census method provided relevant insights in the meaning of the observed decrease in 
social support in the context of individual risk management. For example, a decrease 
in practical and emotional support (negative condition), resulted in a lower proportion 
of the high risk triads in the patient’s social support network (positive condition). The 
therapist of this patient mentioned two possible explanations for the decrease in social 
support from his personal network members. First, treatment intensity and contact with 
’het Dok’ may have reduced the need for social support from other sources. In other 
words, there was a shift from informal to formal network contacts that can be temporar-
ily positive. Second, the patient started taking ADHD medication. As a result, the patient 
showed less impulsive behavior. Unfortunately, the medication also had negative side 
effects: the patient experienced more emptiness and depression and he mentioned 
that he needed distance between him and his important informal social supporters. 
If this triggers a shift towards seeking social support from formal network members, it 
can positively influence the treatment outcomes. It is known that a positive relation-
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ship between patient and his mental health care professionals positively influence the 
patient’s motivation, his compliance with the rules and treatment outcomes (Skeem, 
Encandela, & Eno Louden, 2003; Skeem, Eno Louden, Manchak, Vidal, & Haddad, 2009). 
However, the finding that a patient relies less on his personal network during treatment 
requires attention: over time, formal network members must be (partly) replaced by 
new, informal network members. The patient’s informal social supporter network will 
be part of his life after supervision and may play a significant role in the success of 
treatment in the long run (Shapiro & diZegera, 2012). This means that both formal and 
informal relationships must be considered to understand the influence of the social 
support system on the patient’s (risk) behavior. 

An important observation in the study was that the victim of the patient’s offense - his 
mother - was still part of his personal network during treatment. It is of great important 
for her wellbeing and safety to identify and respond to her possible needs and to estab-
lish whether she is still at risk.

The findings show that the network size of patient’s total personal network remained 
almost stable. Not being named as a social supporter at a certain period did not mean 
that these network members were no longer part of the patient’s personal network. This 
raises the interesting question which future research should address: whether network 
members who disappeared from the social support network return to the social support 
network at a later stage in treatment. 

The limited research period for this study, makes it hard to establish whether the reduc-
tion of (high risk) practical and emotional supporters will be permanent. Future research 
should examine a larger number of ambulant forensic psychiatric patients with multiple 
measurements over a longer period.

This study has focused on one forensic psychiatric patient across a short period (10 
weeks). Other patients with different mental health problems and/or offenses may have 
other profiles with their own unique social support factors and related triads. Each case 
requires a thorough study of possible positive and negative social support factors. Sub-
sequently, such a study requires time and the expertise of the appointed professional. 
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6.1 Introduction

The study of criminal risk behavior related to social network factors has been of interest 
to researchers and clinical practitioners for many years. The point of departure for this 
dissertation was the knowledge gap concerning how to sample, analyze, and interpret 
personal social network factors in a single forensic psychiatric patient in clinical prac-
tice. Theoretical and practical tools were lacking for professionals who had to include 
social network factors in the risk management assessments of individual patients. A 
systematic overview of individual specific social risk factors is essential for forensic psy-
chiatric professionals such as social workers, psychiatrists, and psychologists as input for 
treatment decisions and risk reduction strategies. 

In the previous chapters, the overarching research question of this thesis was addressed:

To which extent and in what respect can a personal network approach 
contribute to a more comprehensive understanding of the risk behavior of 
forensic psychiatric patients?

This concluding chapter starts with a summary of the main findings and the strengths of 
the research regarding the added value of a personal network approach to the forensic 
clinical practice (6.2). Next, I reflect on the limitations of the applied studies and propose 
some suggestions for future research (6.3). Finally, in the last sections, I will discuss the 
practical implications of this dissertation for social work professionals (6.4) as well as for 
policy makers and decisionmakers (6.5). 

6.2 Main achievements and strengths

In order to answer the overarching research question the strengths of the conducted 
Forensic Social Network Analysis (FSNA) approach are presented in the following. 

The ‘overall’ strength of this dissertation is that it has brought theoretical, methodologi-
cal, and practical knowledge from various disciplines together in a personal network 
approach. To our knowledge, no earlier research has clearly linked general network 
theory to a personal-centered network approach in a forensic psychiatric context. As 
the risk assessment and -management literature has shown (Chapter 1), the combina-
tion of factors explaining criminal offenses varies greatly across individuals (Andrews & 
Bonta, 1994; Bem & Funder, 1978; Delisi, 2005; Monahan, 1981; Sampson & Laub, 2005). 
We have argued that no single (social) theory can perfectly explain and predict at the 
individual level how and why forensic psychiatric patients commit severe offenses. 
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We selected four relevant social theories that may explain risk behavior (social influ-
ence, social capital, social support and social control) and combined these theories 
with network composition (the distribution of risky and protective characteristics of 
network members) and network structure (the protective and risky relational patterns 
between patients and network members and between network members themselves). 
This enabled us to qualitatively weight the specific consequences of protective or risky 
network compositions and structures in the patients’ individual risk assessments. 

The FSNA approach was introduced in Chapter 2. The core of this approach is to system-
atically answer the following three basic questions: 
1. Which network members/personal relationships are supposed to have a risk-increasing 

and/or a risk-reducing (protective) influence on patient’s behavior in the run-up to the 
crime?

2. Which network members/personal relationships are supposed to have a risk-increasing 
and/or a risk-reducing (protective) influence on patient’s behavior in current and future 
social situations? 

3. What are the differences and similarities between the risk-increasing and/or risk-reducing 
roles network members have on patient’s behavior in current and future risk-increasing 
social situations compared to those in the run-up to the crime?

The three questions are based on previous work of Bem and Funder (1978) with the aim 
of systematically comparing, analyzing and interpreting patients’ Clinical Personal Net-
works (CPNs) in light of their past Historical Personal Networks (HPNs), and to predict 
their likely Future Personal Networks (FPNs). To answer the three research questions, 
the FSNA data collection instrument was introduced. This data collection method is 
qualitatively-oriented with a strong focus on individual storylines to achieve a better 
understanding of how forensic patients conceptualize their actions and what motivates 
and deters them from risk-taking behavior (Agnew, 2006). The items of the FSNA data 
collection instrument were extracted from the risk assessment, risk management and 
social network theories presented in Chapter 1. Consistent with the personal network 
concepts introduced in Chapter 1, the network parameters: ‘network size’, ‘network com-
position’, and ‘network structure’ were included in the FSNA data collection instrument. 
Semi-structured FSNA questionnaires for the patients and their network members were 
developed to gather relevant and sufficient risk management data to get a complete 
picture of the patients’ HPNs, CPNs and FPNs and to be able to answer our FSNA basic 
questions. 

We used the FSNA approach to assess the personal networks of forensic psychiatric 
patients over time at both the group level (Chapter 3) and the individual level (Chapters 
4 & 5). 
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Hence, our first achievement is:

The FSNA approach enables idiosyncratic well-balanced qualitive risk assessments

The results of the four case studies (Chapters 4 & 5) showed that the FSNA approach 
enables idiosyncratic well-balanced qualitive risk assessments. We were able to explain 
different types of personal network contexts/configurations in which the patients 
had been violent in the past and identified network contexts/configurations where 
they were more likely to be violent in their Future Personal Networks (FPNs). The 
case studies showed that we were able to qualitatively assess all four patients with a 
combination of compositional and structural risk factors related to theoretical social 
concepts. Interestingly, the results, based on the sampled network compositions and 
structures, differed for each patient. For example, in one case study, a similar pattern 
was found in the patient’s HPN, CPN and FPN, namely being socially influenced by his 
subnetwork of friends with pro-criminal attitudes (Chapter 4: case study 1). There were 
too few network members embedded and available with a prosocial attitude/lifestyle 
to effectively counterbalance for the risk assumed. Therefore, we concluded that there 
was still a high level of future risk. The results of this FSNA study were consistent with 
the well-established “Big Four” risk factors (i.e., criminal history, antisocial personality 
pattern, pro-criminal attitudes, and antisocial associates (Andrews & Bonta, 1994; Bonta 
& Andrews, 2007; Bonta, Blais, & Wilson, 2014)). In another FSNA study (Chapter 4: case 
study 2), we noticed a shortcoming of both the content of the personal relationships 
and the present network structure. The patient was not able to solve these issues in a 
legal way at the moment of his criminal behavior. His risk behavior seemed be related 
to his relational problems and desire to feel an emotional attachment with a female 
significant. This is in line with the well-established risk factor ‘history of problems with 
intimate relationships’ (De Vogel, De Vries Robbe, Bouman, Chakhssi, & de Ruiter, 2013; 
Douglas, Hart, Webster, & Belfrage, 2013). We argued - despite the presence of prosocial 
network members in his CPN - that his current network configuration implied future 
risk, due to a risky compulsive need to achieve affection through an intimate relation 
with a female significant other. 

Overall, our case studies showed that critical social triggers leading to criminal acts re-
mained the same despite undergoing treatment. From a forensic treatment perspective, 
this is an important point of attention: even if actors and social contexts have changed, 
but the compositional and structural network characteristics have remained the same, it 
still has to be considered whether the level of risk has changed. It is therefore question-
able whether the treatment of our studied patients has been sufficiently effective so far. 
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The second achievement reads:

The FSNA approach provides additional risk management information from different 
angles and perspectives to support treatment decisions 

In all studies conducted, the FSNA data was collected systematically by studying the 
patient’s file and interviewing both the patient and his significant others. The use of 
various data sources (data triangulation) provided important information for risk man-
agement from different angles and perspectives. The strong focus on the perspectives 
of the patients and their significant others provided insights into how all individuals 
involved conceptualize the patient’s risk behaviors (i.e., narrative diagnosis). For in-
stance, the case studies revealed to what extent the views of patients and their network 
members on diagnoses were aligned with the established clinical diagnostics. This was 
evident in the first case study (Chapter 4), where a mother stated that her son’s behavior 
is typical for persons who are possessed by evil spirits. She also suggested that healing 
from these symptoms could only take place if these evil spirits were exorcised. Such 
observations from different perspectives between the treatment team and network 
members contain crucial information for risk management purposes and warrant care-
ful consideration in further treatment. 

Additionally, data triangulation has decreased the influence of intrinsic bias that may 
arise from single methods or single respondents/observers. The three case studies 
(Chapter 4) revealed that important risk factors would not have been identified in cases 
where the FSNA approach was not applied or in cases where the FSNA researcher solely 
used one FSNA data source. For example, if we would have only used self-report infor-
mation from the patient, we would not have concluded that one patient (Chapter 4: case 
study 1) overestimated his (criminal-oriented) friendships and therefore not intrinsically 
motivated to take his antipsychotic medication. It would also not show that some of his 
network members were still in contact with two former criminal friends. We argued that 
the encountered structure implied risk because this patient still highly valued criminal 
oriented others in his CPN. Furthermore, the case studies showed that the information 
from the professionals, patients, and network members were often not congruent. For 
example, in some cases, patients rated their social support networks as strong, while 
the interviews of the network members showed a completely different outcome. It is 
exactly this inconsistency that can provide important input for the treatment. 

The treatment teams have used the additional FSNA knowledge in their decision-making 
process. In the case studies about forensic psychiatric inpatients (Chapter 4), the treat-
ment teams used the FSNA results to assess whether the patients had made sufficient 
progress to enter the next phase of treatment. In the first case study, the unsupervised 
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leave already granted has been scaled down a level (from unsupervised to supervised 
leaves). In the second case study, the application for leave was not submitted at all. The 
third case study showed that the participating network members were able to observe 
and monitor the patient outside the clinical setting acting as the eyes and ears of the 
treatment team. Based on their information, the patient temporarily returned from the 
transmural care unit into the FPC. In the case study of the forensic psychiatric outpatient 
(Chapter 5), the treatment team decided to continue to monitor the patient’s (in-)formal 
social support function during the patient’s mandatory treatment. 

Notably, the additional FSNA information on risk management provided important in-
put for personalized risk management interventions. For example, several case studies 
advised more involvement of family members in the patient’s care, more psycho-social 
family support (i.e., psycho-education), and to include longitudinal assessment of the 
support system in the patient’s risk management plan. 

The third achievement is as follows:

The FSNA findings enrich our empirical understanding of the risk behavior of forensic 
psychiatric patients

The FSNA findings contribute to a more comprehensive understanding of the role of 
personal networks in the risk behavior of forensic psychiatric patients over time. We 
were able to study the network compositions and network structures of our research 
population (Chapters 3 & 4: inpatients with a tbs-order; Chapter 5: a patient with man-
datory forensic outpatient care). 

Chapter 3 described and compared the patients HPNs and CPNs in a sample of personal 
networks of personality disordered forensic psychiatric patients. 

Historical Personal Network (HPN). This small descriptive study revealed that the HPNs 
sizes of the 36 studied patients were on average relatively small (an average personal 
network size of 15). The main part of an average network in this study consisted of family 
members and this is in line with findings from some previous smaller Dutch forensic 
psychiatric studies (Ellenbroek, 2000; Greeven, 1997; Pol, 1995). A slight majority of 
the patients knew their victims. This study showed like previous findings in this area 
(Nordstrom & Kullgren, 2002), that family members have the highest risk of becoming 
victims of the committed offenses. 

On average, the HPNs consisted for a relatively small part of network members with 
forensic risk factors, such as ties to criminally oriented network members. The study 
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findings also showed that most of the patients studied were able to have stable and 
intimate relationships in the period prior to the offense(s). This finding partially con-
tradicts the Social Control Theory (Hirschi, 1969, 1977), which states that crime occurs 
more often when social ties are weakened or not well established. 

Our study in Chapter 3 also opposed previous empirical research showing that people 
with personality disorders were less able to maintain social relationships (Estroff et al., 
1994). Most of our studied patients reported long-term relationships. However, most 
of the studied patients experienced one or more stressful relationship(s) in their HPNs, 
which is more consistent with findings regarding relational difficulties of people with 
psychological disorders (Clifton et al., 2009; Savard et al., 2006). 

Network changes between Historical Personal Networks (HPNs) and Clinical Personal Net-
works (CPNs). The small descriptive study in Chapter 3 showed that the patients’ personal 
networks underwent some transformations over time. It was found that - on average 
- the network sizes of the studied patients decreased in time. The clinical networks were 
composed of fewer family members, friends and other contacts (lower role diversity). 
Family members remained the largest subgroup in the CPNs. A small portion of the 
CPNs contained new personal relationships, which is not in line with the theoretical 
notions of proximity (Allan, 1979; Feld & Carter, 1998), homophily (McPherson, Smith-
Lovin, & Cook, 2001) and the Social Breakdown Syndrome (Gruenberg, 1967), where one 
would expect that the forensic care center as local meeting place, is important for the 
development of new ties.

Interestingly, the observed reduction in network size does not seem to have a major 
impact on the quality of the personal networks. It might sometimes even be considered 
beneficial for patients’ risk management, because in some cases important potential 
stressors were no (longer) part of the patients’ CPNs. For example, a valuable finding of 
this study was that smaller CPNs on average resulted in fewer ‘high risk’ relationships 
(e.g., network members with forensic risk factors, fewer stressful relationships). 

Note furthermore that the network structures of patients’ networks were described using 
the triad census method (see paragraph 1.4). The most common triad in the HPNs and 
CPNs was the triad in our study defined as most desirable (triad in which two network 
members without forensic risk factors were connected to each other). The proportion 
of this triad was – on average - higher in the patients’ CPNs compared to their HPNs. 
The triads, in our study defined as most undesirable (triads with two high risk network 
members), were the least frequent in both the patients’ HPNs and CPNs. The proportion 
of this triad was decreased in the CPNs. These findings can be considered positive for 
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patients’ re-entry chances, because protective network members provide more oppor-
tunities to positively influence other members and the patient (Haynie, 2001). 

The results of the three case studies in Chapter 4 also provided important empirical 
insights on N=1 level of the compositional and structural characteristics of the assessed 
HPNs and CPNs. 

Case studies - HPN. The network structures of the HPNs of the three patients were par-
tially fragmented; personal network members were not always connected to each other. 
Focusing on the four theoretical concepts (Chapter 1), the isolated ties/subnetworks 
posed limited opportunities for collective social support and social control. For exam-
ple, in the first case study, only one isolated network member was informed about the 
patient’s mental health condition and was not motivated to monitor patient’s medicine 
compliance. Another consequence of (highly) fragmented networks is that individual 
risk behavior is more difficult to detect when this risk behavior is postulated in another 
subnetwork (Burt, 1992; Kadushin, 2002). This was evident in the second case study, 
where structural holes offered this patient too much freedom because his behavior 
towards one network member remained hidden from other network members. 

Case studies - network changes between HPNs and CPNs. The studied interactions be-
tween patients’ network structures and network compositions provided more insights 
in whether the function of the personal networks on patient’s behavior has changed 
between patients’ HPNs and CPNs. The first and third case study showed a similar 
network fragmentation between subnetworks in both the HPNs and CPNs. It is well 
established in the social network literature that this network position (also known as 
brokerage role (Burt, 1992)) will bring benefits for the actor involved (e.g., access to 
different valuable resources). Although, in these cases, it seems rather detrimental to 
the treatment progress. It could cause a lack of collective protective social support and 
social control opportunities, which in these specific cases seemed to be crucial for medi-
cine compliance and adherence to treatments. In the second case study, the CPN was 
less fragmented compared to the HPN. However, this small positive structural change 
seemed fragile, because there were still undiscussed interpersonal difficulties between 
the patient and his personal network members and between network members them-
selves. 

The case-study in Chapter 5 examined changes over time in the social support network 
of a forensic psychiatric patient diagnosed with ADHD. The focus was on the functional 
and dysfunctional influences of the patient’s social support dynamics on his risk be-
havior during mandatory outpatient treatment. At four time points in his treatment 
process, a structured FSNA interview was conducted with the patient and two of his 
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network members. The patient’s social supporters, their structural network position and 
their risk were pooled and labeled through a triad census method. While studying the 
patient’s support networks, we noticed a decrease in practical and emotional support-
ers, a stable financial support network, and a decrease in high risk social supporters. We 
concluded - using the triad census method - that the social support function differed 
over time between the three selected types of social support (i.e., practical, emotional, 
and financial support). It was also found that not being named as a social supporter in 
a follow-up measurement did not mean that these network members were no longer 
part of the patient’s personal network. This raised the interesting question of whether 
network members who have disappeared from the social support network return to the 
social support network at a later stage in treatment or probation. Also, it was found, in 
this case, that the patient relied more on his formal support network during his manda-
tory treatment. This observation is important for his long-term perspective: when treat-
ment ends, it is important that the stable and protective formal social support system 
must be followed up by network members outside the formal clinical care setting. 
In conclusion, the presented FSNA approach advances the clinical practice by building 
a rich empirical understanding of the risk behaviors of forensic psychiatric patients in 
their own unique personal social context. This better understanding of the function 
of personal networks is supportive for personalized risk management, treatment 
decisions, and may improve future efforts for personal network interventions efforts 
(e.g., identifying/activating specific significant relationships/social resources, or risky 
network patterns that can be restructured).

The findings pointed out the added value of single case (social network) analysis: the 
empirical data of our studies (Chapters 3-5) showed that the well-established risk factors 
and protective factors based on population research were not all necessarily applicable 
in each individual case. This underlines the uniqueness of the social factors involved. It 
showed the importance of tailormade research and analysis: the FSNA is certainly not a 
one size fits all model. 

6.3 Limitations and future research 

In spite of the achievements described above, this research knows several limitations. 
In the following these limitations are outlined and it is suggested how they can be ad-
dressed in future research.

6.3.1 Limitations
A first important limitation is that the validity of the FSNA approach cannot be guaran-
teed. It is never completely certain that FSNA results with its described negative or posi-
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tive network influences are the valid reflection of the patients’ reality when returning 
into society. The more because the patient’s perspective as well as the network might 
change rapidly when the treatment ends. For example, an important assumption in the 
FSNA approach is that similar risk patterns in the HPN, CPN and FPN of the same patient 
will lead to an increased future risk of recidivism. This is an assumption that needs 
further evaluation over time. Also, we used various qualitative classification systems to 
establish the risks involved. These systems remain a necessary simplified representation 
of the complexity of all compositional and structural variables involved. Ideally, FSNA 
research should include assessments of personal networks over time after the incarcera-
tion period. It is likely that (social) triggers that are associated with offense behavior are 
revealed in the group who do recidivate. Either way, it is questionable to what extent 
instruments like the FSNA data collection instrument can be validated based on the 
usual methodological requirements. Establishing validity of the instrument is complex, 
because its application has an intervening effect (e.g., involving network members in 
treatment, discussions between the patient and network members, between patient 
and mental health professionals, professionals who (immediately) act based on the 
observed FSNA factors (e.g., not submitting an application for leave)) and therefore 
it cannot be established what would have happened with the patients in a situation 
without artificial interventions.

A second limitation to consider is that by default, the personal network data about the 
offense period was collected retrospectively and our research population may not have 
remembered all relevant network details. The respondents with a TBS order (Chapters 
3 & 4) committed their offenses years before the FSNA interviews took place because 
most of them were incarcerated prior to the TBS treatment. It is likely that patients 
remember situations in ways that do not correspond to the actual situation. Ideally, 
historical personal network data in future FSNA studies should be collected soon after 
the patient’s arrest. In forensic practice, this would be a challenge, as most patients are 
sent to prison after the crime and then treated in a forensic psychiatric clinic. 

A third limitation is that the studied patients and the selected network members may 
withhold relevant information to protect themselves or others. For instance, patients 
might have feared that admitting ‘high risk’ data will have an adverse effect on the 
length of stay in the forensic psychiatric center (fearing e.g., the possible impact on 
the likelihood of the patient’s release/future). Also, patients might have feared reprisals 
against themselves or their loved ones. These factors may have discouraged the accu-
rate reporting of FSNA data. 

Furthermore, a fourth limitation is that the personality disorders of the studied popula-
tion may have influenced the way they identified significant others and social resources. 
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Earlier research found that people’s perceptions of their personal networks are influ-
enced by personality factors (Casciaro, Carley, & Krackhardt, 1999; Clifton, Pilkonson, & 
McCarty, 2007). For instance, in the study of Clifton et al. (2007) clinical patients with-
out personality disorder reported higher levels of positive relationships than clinical 
patients diagnosed with borderline personality disorder (BPD). The authors assumed 
that individuals with BPD have difficulties with identifying appropriate sources of social 
support (Clifton et al., 2007). However, one should not dismiss a person’s report of his 
personal network members on the account of incorrect information, because it is their 
perception of the relationships that will influence their attitudes and their own behavior 
(Mc Carty et al., 2019). For instance, Cohen and Janicky-Deverts (2009) found that the 
social support persons perceive may influence their well-being more than the actual 
support. 

6.3.2 Future research
The forensic personal network approach, proposed in this dissertation, should be 
considered as a first step in developing a flexible practice-based risk management tool 
which provides additional information to support forensic treatment decisions. It needs 
to be further elaborated and professionalized in the forensic psychiatric context as well 
as related contexts, such as probations services. This should be a joined effort of forensic 
clinical practitioners and scientific researchers to establish the best of both worlds. 

Furthermore, future research should examine to which extent the current FSNA proce-
dure needs to be adjusted. For example, due to the explorative nature of this study, the 
sample was very small: it included only male forensic psychiatric patients with DSM-IV 
diagnoses of one or more personality disorder(s) (APA, 1994) who had been convicted 
for violent or sexual offenses. There is no reason to expect that the FSNA approach is 
not suitable for other forensic psychiatric populations or for patients with different 
diagnoses, but this has yet to be established. 

In the current FSNA procedure, we did not allow the patients to participate in the selec-
tion and invitations of their personal network members. In recent years, however, there 
has been an increased scientific support to weigh patients’ perspectives and needs in 
effective mental health care and risk management programs. In this context, listening 
to the suggestions of patients when it comes to inviting network members could result 
in more acceptance of and willingness to actively participate in FSNA research. A further 
example is shared decision making (SDM). SDM covers both the professional and per-
sonal perspective on the problem and a commitment to reach consensus on treatment. 
SDM concludes that future violent or criminal behavior by the client was best predicted 
by a combination of risk assessment by the client and the case manager (Van de Brink et 
al., 2015). This insight could also be considered in future FSNA procedures. 
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Another advice is to further develop the FSNA questionnaires. For instance, it would 
be valuable to ask the studied patients to what extent they think that their personal 
network members have influenced their thoughts/decisions and related (risk) behavior. 
This question was not included in our conducted FSNA questionnaires. Also, online 
social media platforms have become increasingly important to our social life. This will 
have different theoretical and practical implications for patients’ abilities to maintain 
relationships with others or (re-) connect relationships with others, especially during 
their reintegration into society. It is important to examine to what extent social media 
platforms affect the patient’s social resources/wellbeing and future risk behavior and to 
add social media related questions in the FSNA questionnaires. 

The current FSNA procedure in the clinical practice is very time-consuming and labor-
intensive. The FSNA method can be enriched by designing procedures that vary in dura-
tion and intensity of questioning. Consistent with the risk principle of the RNR model 
(Andrews, Bonta, & Hoge, 1990), it is important that the intensity of the FSNA research 
should be tailored to the patient’s individual level of risk. 

Future FSNA research needs also to examine the consequences of the discussed limitations 
in data quality (long timeframes, the forensic context and mental health issues) for the 
wellbeing of the patient and the society. The speed of collecting reliable FSNA data 
determines how early protective and risk factors in the patients’ personal networks can 
be identified and thus how soon interventions can be implemented. 

In addition to this, future network research needs to be done to further enlarge our 
theoretical and empirical knowledge of personal networks in the forensic psychiatric 
context. For example, the reasons why patients have committed their crimes despite 
a reasonable protective social support system (Chapters 3 & 4) are not conclusive and 
require further investigation. It might be found that a larger personal social network 
may simply provide more criminal opportunities for some patients. In more general 
terms, the entire FSNA approach has just scratch the surface and is open to more future 
in-depth research. 

Finally, the current study was not specifically designed to examine the effectiveness of 
our advised social interventions, or how these network interventions can play a crucial 
role in treatment success in the long run. There is an apparent lack of knowledge of the 
precise effect of network interventions within the forensic psychiatric care (Bootsma, 
Van den Berg, & Spreen, 2016). System therapists, social workers, and researchers should 
join efforts in taking care of extending theoretical and practice-based knowledge of the 
influence of social network interventions on the forensic psychiatric patients’ treatment 
successes. 
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6.4 Recommendations for forensic social work professionals

Forensic care professionals play an important role in a patient’s risk management. The 
FSNA approach provides professionals an organized way to explore patterns of risk 
behavior in patients’ personal networks. Based on this dissertation the following recom-
mendations can be given:

1. Professionals who conduct FSNA research need to be trained: it is important that the 
professionals have a solid understanding of the theoretical and practical principles 
of the FSNA approach. We advise forensic care professionals to compare social 
relationships during treatment with relationships at the time of the crime because 
patients may use their social networks to create new risk contexts. The more precise 
a network can be assessed on both risk and protective factors, the more opportuni-
ties to either use the positive aspects of the social network during treatment and 
risk management strategies or to learn avoid the negative aspects of the same social 
network. 

2. Social support systems play an important role in the long-term success of treat-
ment (Douglas, Hart, Webster, & Belfrage, 2013; Kogel & Nagtegaal, 2008; Shapiro 
& diZegera, 2012; Spreen, Brand, Ter Horst, & Bogaerts, 2014; Webster, Martin, Brink, 
Nicholls, & Middleton, 2004). We advise professionals to apply network interventions, 
especially aimed at increasing sufficient and protective social support systems during 
treatment and reintegration into society. The frequency and intensity of an interven-
tion must be adapted to the potential risk level of the individual patient (Andrews & 
Bonta, 1994). 

3. It is furthermore important to consider at an early stage in the forensic treatment to 
which extent patients’ network members can support the patient properly during fo-
rensic psychiatric treatment and during his return to society. It is vital in case of signs 
of fading contacts forensic professionals step in to support the patient in maintaining 
contact with his protective network members. Involvement of network members in 
risk management interventions can contribute to better social control, support, and 
functioning of the patient. Not only will the patient benefit from protective social 
support, but it will also influence the well-being of family, friends, and community 
(Skeem, Eno Louden, Manchak, & Haddad, 2009). 

4. The field of social work in the Netherlands has changed radically in recent years. The 
new social policy is focused on a more strength-based approach. The social work 
professional should encourage individuals to take personal responsibility for solving 
their problems within their possibilities. An important focus is the use of informal 
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social networks to support the individual by empowering him (Meinema, 2017). 
Numerous network interventions in the (regular) domain of mental health seems 
promising to change behavior and improve (mental) health outcomes. Cooperation 
between forensic practitioners and the regular mental health care practitioners can 
enrich perspectives on best practices in (forensic) social network approaches.

5. Last but not least, our study was primarily focused on the offenders and not on their 
victims and their level of victimization. It is of great importance, however, to establish 
whether persons are still at risk during the patient’s treatment. Social networks in which 
both the offender and his victim(s) are embedded are a typical example of complex 
dynamics that are usually underestimated. Future programs should pay close atten-
tion to these dynamics. 

6.5 Recommendations for policy- and decisionmakers

In 2004/5 the TBS system became a central and recurring topic in political and societal 
discussions. A parliamentary commission was put in place after several patients commit-
ted serious crimes during their leaves. This parliamentary commission recommended an 
increase in funds to facilitate more extensive scientific research into the effectiveness of 
treatment methods: the research should focus on the identification of underlying risk 
factors (Parlementair onderzoek TBS, 2006). In this period, we started the so-called FSNA 
pilot project on a nationwide scale in Dutch FPCs, partly financed by the Dutch Dienst 
Justitiële Inrichtingen (Custodial Institutions Agency). After this pilot project, several 
participating FPCs were confronted with financial cutbacks. Important contributors to 
FSNA where either were taken of their assignment or let go. As a result, much of the 
accumulated FSNA knowledge has not been applied in the FPCs in recent years. Also, if 
we look more broadly to the systematic involvement of social networks in Dutch foren-
sic psychiatric case treatment programs, there is still room for improvement. Bootsma, 
Van den Berg and Spreen (2016) assessed the role of social networks in Dutch forensic 
psychiatry. They concluded that forensic psychiatric centers with a lower security level 
are clearly ahead when it comes to systemic/network approaches compared to ones 
with the highest security levels. The authors mentioned that this limited attention of 
the latter is also manifested in the inconsistency of the guidelines of the national mental 
health platform (in Dutch: GGZ-platform): this platform defines family involvement as 
an important part of the care policy. Specifically, in FPCs with the highest security levels, 
further elaboration is required to decide when and how network members are informed, 
involved and supported, especially in long-term treatments of their loved ones (Bootsma, 
Van den Berg, & Spreen, 2016).
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One of the biggest concerns to further develop FSNA initiatives is the deterioration of 
the state of the Dutch mental care sector. There are major shortages of qualified staff in 
forensic treatment centers as well as growing waiting lists, especially for patients with 
more severe mental care needs. Even though these are well-known problems, at a politi-
cal level, there seems to be a lack of a sense of urgency. This makes it nearly impossible 
to professionally apply the FSNA-approach presented in this dissertation. Subsequently, 
this will make it much harder to ascertain a comprehensive picture of a patient’s situ-
ation and to lower the rate of recidivism amongst (ex)patients. Both the research and 
practice of treatment and reintegration is in dire need of this political will to follow 
through, to be able to advance and draw valid conclusions. In the end, the patients and 
our society will profit from the contribution FSNA makes to lower recidivism rates and a 
better quality of life for all individuals involved. From a logical perspective, it should not 
be hard to gain political will for a win-win situation.

Personal concluding note

Overall, I would like to conclude with the title of my master thesis I wrote back in 2005: 
“Zonder (ver)anderen lukt het niet” (“It would not work without change - Without 
others, it would not work”). This thesis marked the start of my professional career as a 
researcher in forensic psychiatry. There is scientific consensus that long-term change 
in a person’s behavior, believes and attitudes has significantly more chance to succeed 
when protective social network members are involved. In multiple cases, it would be 
necessary for the network and his members to change to be able to better support the 
individual in establishing a crime-free future. To be effective as social work professionals 
in forensic psychiatric treatment centers, we have to support, involve and collaborate 
with the patient and his significant others.
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Samenvatting

Doel van het proefschrift

Netwerkbenaderingen dragen bij aan het beter zicht krijgen op hoe personen (inter)
acteren binnen een specifieke sociale context (McCarty, Lubbers, Vacca, & Molina, 2019; 
Wasserman & Faust, 1994). Opmerkelijk is dat een persoonlijke netwerkbenadering met 
een focus op de forensisch psychiatrische populatie ontbrak in de klinische praktijk. 
Het doel van dit proefschrift was om te onderzoeken hoe een persoonsgerichte soci-
ale netwerkbenadering aanvullende informatie kan verschaffen ter ondersteuning van 
behandelbeslissingen. Dit resulteerde in de volgende verkennende onderzoeksvraag: 
“in hoeverre en in welk opzicht kan een persoonlijke netwerkbenadering bijdragen aan een 
beter begrip van het risicogedrag van forensisch psychiatrische patiënten?”. 

Een persoonlijk netwerk perspectief in de forensisch 
psychiatrische context

Hoofdstuk 1 is gericht op hoe persoonlijke netwerkvariabelen het risicogedrag van een 
specifieke patiënt beïnvloeden. Inzichten vanuit de risicotaxatie- en management lite-
ratuur werden gecombineerd met de wetenschappelijke discipline sociale-netwerkana-
lyse (SNA), met de specifieke focus op persoonlijke netwerk perspectieven (Kadushin, 
2012; McCarty et al., 2019; Wasserman & Faust, 1994). De theoretische concepten 
‘sociale invloed’, ‘sociaal kapitaal’, ‘sociale steun’ en ‘sociale steun’ werden gerelateerd 
aan netwerkcompositie (de verdeling van risicovolle en beschermende kenmerken van 
netwerkleden) en netwerkstructuur (de beschermende en risicovolle relationele patro-
nen tussen patiënten en netwerkleden en tussen netwerkleden onderling). Dit stelde 
ons in staat om de gesignaleerde protectieve en risicovolle kenmerken van het netwerk 
mee te laten wegen in individuele risicobeoordelingen. 

Het forensische sociale-netwerkanalyse (FSNA) 
gegevensverzamelingsinstrument

Hoofdstuk 2 introduceert het forensische sociale-netwerkanalyse (FSNA) gegevens-
verzamelingsinstrument. Deze methode voor gegevensverzameling is kwalitatief 
georiënteerd met een sterke focus op individuele verhaallijnen. Dit om een beter begrip 
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te krijgen van hoe forensische patiënten hun acties conceptualiseren (Agnew, 2006; 
Monahan, 1981). De kern van de FSNA-benadering is het systematisch beantwoorden 
van de volgende drie basisvragen:
1. Welke netwerkleden/persoonlijke relaties hebben een risicoverhogende en/of een 

risicoverlagende (beschermende) invloed op het gedrag van de patiënt in de aan-
loop naar het delict? 

2. Welke netwerkleden/persoonlijke relaties hebben een risicoverhogende en/of een 
risicoverlagende (beschermende) invloed op het gedrag van de patiënt in huidige 
en toekomstige sociale situaties?

3. Wat zijn de verschillen en overeenkomsten tussen de risicoverhogende en/of risico-
verlagende invloeden die netwerkleden hebben op het gedrag van patiënten in 
huidige en toekomstige risicoverhogende sociale situaties in vergelijking met die in 
de aanloop naar het gepleegde delict?

Om de drie onderzoeksvragen te kunnen beantwoorden, zijn semigestructureerde 
FSNA-vragenlijsten voor de patiënten en hun netwerkleden ontwikkeld. De FSNA-
interview topics zijn geëxtraheerd uit de in hoofdstuk 1 besproken risicotaxatieinstru-
menten, risicomanagement modellen, en sociale netwerktheorieën. 

De geïntroduceerde FSNA-benadering (hoofdstukken 1 & 2) werd gebruikt om de 
persoonlijke netwerken van forensisch psychiatrische patiënten in de loop van de tijd te 
onderzoeken op zowel groepsniveau (hoofdstuk 3) als individueel niveau (hoofdstuk-
ken 4 & 5).

Een vergelijking tussen de historische en de klinische 
persoonlijke netwerken van forensisch psychiatrische 
patiënten 

Ondanks dat sociale netwerkfactoren een belangrijke plaats hebben in risicotaxatiein-
strumenten en risicomanagement modellen, is er nauwelijks onderzoek uitgevoerd naar 
de persoonlijke netwerken van forensisch psychiatrische patiënten in hun delictperiode 
en tijdens hun langdurige behandeling. In hoofdstuk 3 is onderzocht in hoeverre de 
persoonlijke netwerken van 36 forensisch psychiatrische patiënten met persoonlijk-
heidsstoornissen door de tijd veranderden. Deze patiënten werden behandeld in 
Forensisch Psychiatrische Centra in Nederland. Wij onderzochten zowel het historische 
netwerk (persoonlijk netwerk in de aanloop naar en ten tijde van het delict) als het 
klinische netwerk (persoonlijk netwerk ten tijde van de behandeling). Netwerkgrootte, 
rollen, sociale steun, structuur en mogelijke risico's werden onderzocht. Patiënten ston-
den in hun historische persoonlijke netwerken in contact met een verscheidenheid aan 
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sociale netwerkleden. De grootste subgroep was de familie van de patiënten, die ook de 
meest waarschijnlijke slachtoffers waren van de door de patiënten gepleegde delicten. 
De patiënten kregen sociale steun, hoewel bijna de helft van de sociale supporters 
risicofactoren bezaten (strafblad, psychiatrische problemen, drugs-/alcoholgebruik, fi-
nanciële problemen, en/of ernstige problemen op woongebied). Gemiddeld bestonden 
de historische netwerken voor een relatief klein deel uit netwerkleden met forensische 
risicofactoren.

De kleine beschrijvende studie laat zien dat de klinische netwerken in vergelijking 
met de historische netwerken minder groot waren en een lagere roldiversiteit kenden. 
Familieleden bleven de grootste subgroep in de klinische netwerken. De meeste 
familieleden in de klinische netwerken waren ook onderdeel van de historische net-
werken. De waargenomen daling in netwerkgrootte lijkt geen grote invloed te hebben 
op de kwaliteit van de persoonlijke netwerken. Het kan soms zelfs als gunstig worden 
beschouwd, omdat in sommige gevallen belangrijke potentiële stressoren geen deel 
(meer) uitmaakten van de klinische netwerken.

Een zeer klein deel van de klinische netwerken bestond uit nieuwe persoonlijke relaties 
met andere forensisch psychiatrische patiënten, wat niet overeenkomt met de theoreti-
sche concepten van nabijheid (Allan, 1979; Feld & Carter, 1998), homofilie (McPherson, 
Smith-Lovin, & Cook, 2001) en het Social Breakdown Syndrome (Gruenberg, 1967). De 
verwachting was dat het forensisch psychiatrisch centrum als lokale ontmoetingsplaats 
belangrijk is voor het vormen van nieuwe relaties. 

De persoonlijke netwerkstructuren werden onderzocht met behulp van een triade-
censusmethode (Kalish & Robins, 2006). De meest voorkomende triade in beide net-
werken was de als meest gewenste gedefinieerde triade (twee netwerkleden zonder 
forensische risicofactoren). Het aandeel van deze triade was – gemiddeld – hoger in de 
klinische netwerken dan in de historische netwerken. De triade, in deze studie gedefini-
eerd als meest risicovol (beide netwerkleden hebben forensische risicofactoren), kwam 
het minst vaak voor in beide netwerken. Bovendien was de proportie van deze risico-
volle triade lager in de klinische netwerken. Deze bevinding is mogelijk positief voor 
de resocialisatiemogelijkheden van de patiënten (Akers, 1998; Haynie, 2001; Skeem, 
Louden, Manchak, Vidal, & Haddad, 2009; Spreen, Brand, Ter Horst, & Bogaerts, 2014).
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FSNA-casestudies tijdens de behandeling in een forensisch 
psychiatrisch centrum 

Hoofdstuk 4 beschrijft de FSNA-casestudies van drie patiënten die werden behandeld 
in een Forensisch Psychiatrisch Centrum. De kwalitatieve data-analyse was gericht op 
overeenkomsten en verschillen tussen de composities en structuren van de historische 
netwerken en de klinische netwerken/toekomstige netwerken. Het doel van deze ver-
gelijking was te onderzoeken of positieve of negatieve veranderingen konden worden 
gekoppeld aan een verhoogd of verlaagd recidiverisico. 

In alle casestudies kwamen meerdere belangrijke netwerkpatronen/-kenmerken in 
beeld. Bij de eerste casestudie ontbraken op beide tijdsmomenten netwerkleden met 
een ondersteunende rol in de medicatietrouw van de patiënt. Door het interviewen van 
zowel de patiënt als een selectie van zijn netwerkleden werd duidelijk dat de patiënt 
zijn vriendschappen overschatte (bij alleen zelfrapportage was dit niet ontdekt). Ook 
werden twee voormalige medeplegers van eerdere delicten met behulp van de zoge-
noemde sneeuwbalmethode ontdekt: deze personen zaten nog in het huidige netwerk 
van de door patiënt genoemde vrienden. Deze bevinding impliceert een toenemend 
risico, omdat beide voormalige vrienden nog steeds betrokken zijn bij criminele acti-
viteiten (Andrews & Bonta, 2007, 2010; Haynie, 2001, 2002; McCarthy & Hagan, 1995; 
Spreen, Brand, Ter Horst, & Bogaerts, 2014). 

In de tweede studie werd op beide tijdsmomenten een vergelijkbare risicovolle focus op 
een (intieme) persoonlijke relatie zichtbaar. Ook werden verschillen in perceptie waar-
genomen tussen de patiënt en het behandelteam. Vanuit het FSNA interview kwam 
bijvoorbeeld naar voren dat de patiënt zijn relatie in de aanloop naar de gepleegde 
delicten als ‘positief’ percipieerde, terwijl het behandelteam van mening was dat er 
sprake was van geweld binnen de relatie. 

In de derde casestudie was sprake van een sterk gefragmenteerd persoonlijk netwerk 
op beide tijdsmomenten. Dit kan als riskant worden gezien vanwege de beperkte col-
lectieve sociale controlemogelijkheden (denk aan monitoren van medicatietrouw). Bij 
deze casestudie zagen wij het belang van het betrekken van netwerkleden bij risico-
managementinterventies; een adequate risicostrategie werd opgesteld tussen patiënt, 
twee persoonlijke netwerkleden en het behandelteam; De netwerkleden volgden 
psycho-educatie en werden de ogen van de professionals buiten de klinische setting. 
Na een tijdje signaleerden de informele netwerkleden risicovolle gedragsveranderingen 
bij de patiënt (o.a. niet innemen van medicatie), welke ze onmiddellijk rapporteerden. 
Zonder de hulp van het persoonlijke netwerk was het zeer aannemelijk dat de medica-
tieontrouw niet tijdig was vastgesteld.
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De drie casestudies toonden aan dat de informatie vanuit de FSNA-benadering zeer 
bruikbaar is ter ondersteuning van belangrijke behandelbeslissingen in het kader van 
individu-specifieke risicotaxatie en -management. De gesignaleerde overeenkomsten 
en verschillen tussen de onderzochte tijdsperiodes werden geduid. Het interviewen van 
netwerkleden zorgde voor nieuwe essentiële informatie over de mogelijke risicovolle 
en protectieve factoren in het persoonlijke netwerk van de patiënt. 

Monitoren van risicogedrag door het managen van sociale 
steun tijdens verplichte poliklinische zorg: een N=1 studie

De prospectieve casestudie in hoofdstuk 5 is gericht op de sociale steunfunctie van 
het persoonlijke netwerk van een patiënt gedurende zijn verplichte poliklinische 
behandeling. Deze patiënt was gediagnosticeerd met Attention Deficit Hyperactivity 
Disorder (ADHD). Een semigestructureerd FSNA-interview werd afgenomen met de 
patiënt en twee van zijn netwerkleden op vier momenten in zijn behandelingsproces. 
De netwerkleden die de patiënt sociale steun gaven, hun structurele netwerkpositie en 
hun potentiële risico’s werden gepoold en gelabeld via de triade census-methode. De 
triadeanalyse toonde aan dat het aantal netwerkleden, dat praktische en emotionele 
steun verleende, in de loop van de tijd daalde. Deze daling resulteerde ook in een lager 
aandeel van de risicovolle triades in het sociale ondersteuningsnetwerk van de patiënt. 
Het financiële ondersteuningsnetwerk bleef nagenoeg stabiel. In de casestudie werd 
duidelijk dat de patiënt zich meer op formele steun richtte tijdens de poliklinische be-
handeling. Deze bevinding vereist aandacht tijdens de verdere behandeling, omdat het 
informele sociale netwerk juist een belangrijke rol speelt in het succes van de behande-
ling op de lange termijn (Shapiro & diZegera, 2012).

Discussie 

Voor zover wij weten, heeft geen enkel eerder onderzoek de meer algemene net-
werktheorie duidelijk gekoppeld aan een persoonsgerichte netwerkbenadering in een 
forensisch psychiatrische context. Het proefschrift laat zien dat de FSNA-benadering 
helpend is voor de klinische praktijk. Het draagt bij aan een beter empirisch begrip van 
het risicogedrag van forensisch psychiatrische patiënten in hun unieke persoonlijke 
sociale context. Dit is helpend voor het uitvoeren van gepersonaliseerde risicotaxatie 
en -management. De empirische gegevens van onze studies toonden aan dat de 
risicofactoren en beschermende factoren die op groepsniveau voorspelend zijn voor 
recidivegevaar niet noodzakelijkerwijs van toepassing waren op individueel niveau. Dit 



188   |   Samenvatting

benadrukt het unieke karakter van de betrokken sociale factoren. Het toont het belang 
aan van onderzoek en analyse op maat: de FSNA is zeker geen ‘one size fits all model’.

Beperkingen 

Dit onderzoek kent een aantal belangrijke beperkingen. Een eerste beperking is dat de 
validiteit van de FSNA-aanpak niet kan worden gegarandeerd. Het is nooit helemaal zeker 
dat FSNA-resultaten met de beschreven negatieve of positieve netwerkinvloeden de 
valide weerspiegeling zijn van de daadwerkelijke invloeden bij terugkeer van de patiënt 
in de samenleving. Ook hebben we verschillende kwalitatieve classificatiesystemen 
gebruikt om risico's vast te stellen. Deze classificatiesystemen blijven een noodzakelijke 
vereenvoudigde weergave van de complexiteit van alle meespelende variabelen. 

Een tweede beperking is dat de persoonlijke netwerkgegevens over de delictperiode 
met terugwerkende kracht zijn verzameld en dat het zeer aannemelijk is dat onze on-
derzoekspopulatie niet alle relevante netwerkgegevens heeft onthouden. Ook bestaat 
de kans dat patiënten zich situaties herinneren op manieren die niet overeenkomen 
met de werkelijke situatie. 

Een derde beperking is dat de kans bestaat dat de onderzochte patiënten en de gese-
lecteerde netwerkleden relevante informatie hebben achtergehouden om zichzelf of 
anderen te beschermen. Dit heeft mogelijk invloed gehad op de accuraatheid van de 
verkregen gegevens. 

Een vierde beperking is dat de persoonlijkheidsstoornissen van de bestudeerde popu-
latie mogelijk van invloed zijn geweest op de manier waarop ze belangrijke anderen en 
sociale hulpbronnen identificeerden. Eerder onderzoek wees uit dat de percepties van 
mensen van hun persoonlijke netwerken worden beïnvloed door hun persoonlijkheids-
factoren (Casciaro, Carley, & Krackhardt, 1999; Clifton, Pilkonson, & McCarty, 2007). Toch 
hoeft dit geen negatieve impact te hebben op de kwaliteit, omdat de perceptie van de 
patiënt op zijn relaties mogelijk bepalend is voor zijn houding en eigen gedrag (Cohen 
& Janicky-Deverts, 2009; Mc Carty et al., 2019).

Toekomstig onderzoek

De persoonlijke netwerkbenadering, zoals beschreven in dit proefschrift, dient te wor-
den beschouwd als een eerste stap in de ontwikkeling van een flexibele, op de praktijk 
gebaseerde risicomanagement tool die aanvullende informatie biedt ter ondersteuning 
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van behandelbeslissingen. Deze netwerkbenadering dient verder te worden uitgewerkt, 
getoetst en geprofessionaliseerd in de forensisch psychiatrische context en aanver-
wante contexten, zoals reclasseringsdiensten. Het is van groot belang dat forensisch 
klinische professionals en wetenschappelijke onderzoekers deze opdracht gezamenlijk 
oppakken, zodat beide expertisegebieden elkaar blijvend versterken. 
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Summary

Aim of the dissertation

Personal network approaches contribute to the understanding of how people (inter)
act within a specific social context (McCarty, Lubbers, Vacca, & Molina, 2019; Wasserman 
& Faust, 1994). Remarkably, a personal network approach with a focus on the forensic 
psychiatric population was lacking in the clinical practice. The aim of this dissertation 
was to explore how a person-centered social network approach can provide additional 
information to support treatment decisions. This resulted in the following explorative 
question: “To which extent and in what respect can a personal network approach con-
tribute to a more comprehensive understanding of the risk behavior by forensic psychiatric 
patients?”.

A forensic psychiatric personal network perspective

Chapter 1 is focused on how personal network variables may influence a specific pa-
tient’s risk behavior. Insights from the risk assessment and management literature were 
combined with the scientific discipline ‘Social Network Analysis’, with a specific focus 
on personal network perspectives (Kadushin, 2012; McCarty et al., 2019; Wasserman & 
Faust, 1994). The theoretical concepts ‘social influence’, ‘social capital’, ‘social support’ 
and ‘social control’ were related to network size, network composition (the distribution 
of risky and protective characteristics of network members) and network structure (the 
protective and risky relational patterns between patients and network members and 
between network members themselves). This enabled us to qualitatively weight the 
specific consequences of protective or risky network compositions and structures in the 
patients’ individual risk assessments.

The forensic social network analysis (FSNA) data collection 
instrument

Chapter 2 introduces the Forensic Social Network Analysis (FSNA) data collection 
instrument. This data collection method is qualitatively oriented with a strong focus 
on individual storylines to achieve a better understanding of how forensic patients con-
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ceptualize their actions and what motivates and deters them from risk-taking behavior 
(Agnew, 2006; Monahan, 1981).

The core of this approach is to systematically answer the following three basic questions: 
1. Which network members/personal relationships are supposed to have a risk-increasing 

and/or a risk-reducing (protective) influence on patient’s behavior in the run-up to the 
crime?

2. Which network members/personal relationships are supposed to have a risk-increasing 
and/or a risk-reducing (protective) influence on patient’s behavior in current and future 
social situations? 

3. What are the differences and similarities between the risk-increasing and/or risk-reducing 
roles network members have on patient’s behavior in current and future risk-increasing 
social situations compared to those in the run-up to the crime?

To be able to answer the three research questions, semi-structured FSNA questionnaires 
for the patients and their network members were developed. The FSNA interview topics 
were extracted from the risk assessment tools, risk management models, and social 
network theories presented in Chapter 1. 

The FSNA approach was used to assess the personal networks of forensic psychiatric pa-
tients over time at both the group level (Chapter 3) and the individual level (Chapters 
4 & 5). 

A comparison between historical and clinical personal 
networks in a sample of forensic psychiatric inpatients 

Even though social network factors are included in many risk assessment tool and risk 
management models, there has hardly been any examination of the personal networks 
of forensic psychiatric patients leading up to, at the time of their offense, and during 
their treatment.

In Chapter 3, we explored to what extent the personal networks of personality-
disordered forensic psychiatric patients changed over time. Network size, roles, social 
support, structure and potential risks were investigated. In their historical personal 
networks (HPNs), patients were in contact with a variety of social network members, es-
pecially family members, who also were the most likely victims of the patients’ offenses. 
The patients received social support, although almost half of the social supporters had 
risk factors (criminal record, psychiatric problems, drug/alcohol use, financial problems 
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and housing problems). On average, the HPNs consisted for a relatively small part of 
network members with forensic risk factors. 

The small descriptive study showed that - on average - the network sizes decreased in 
time. The clinical personal networks (CPNs) were composed of fewer family members, 
friends and other contacts, which also resulted in a lower role diversity. Family members 
remained the largest subgroup in the CPNs. Most family members in the CPNs were 
already present in the HPNs. Interestingly, the observed reduction in network size does 
not seem to have a major impact on the quality of the personal networks. It might 
sometimes even be considered beneficial, because in some cases important potential 
stressors were no (longer) part of the patients’ CPNs.

A very small portion of the CPNs contained new personal relationships with other 
inpatients, which is not in line with the theoretical notions of proximity (Allan, 1979; 
Feld & Carter, 1998), homophily (McPherson, Smith-Lovin, & Cook, 2001) and the Social 
Breakdown Syndrome (Gruenberg, 1967), where one would expect that the forensic 
treatment center as local meeting place, is important for new ties. 

The network structures were described using the triad census method (Kalish & Robins, 
2006). The most common triad in the HPNs and CPNs was the triad in this study defined 
as most desirable (triad in which two network members without forensic risk factors 
were connected to each other). The proportion of this triad was – on average - higher 
in the patients’ CPNs compared to their HPNs. The triads, in this study defined as most 
undesirable (triads with two high risk network members), were the least frequent in 
both the patients’ HPNs and CPNs. The proportion of this high-risk triad was lower in the 
CPNs. These findings can be considered positive for patients’ re-entry chances (Haynie, 
2001; Skeem et al., 2009; Spreen, Brand, Ter Horst, & Bogaerts, 2014). 

FSNA case studies in forensic psychiatric inpatients

Chapter 4 illustrates the FSNA approach by three case studies of forensic psychiatric 
inpatients. The analysis and interpretation of the data were focused on similarities and 
differences between the composition and network structures of the HPNs and CPNs/
Future Personal Network (FPNs). The aim of this comparison was to evaluate whether 
positive or negative changes could be linked to an increased or decreased risk of recidi-
vism.

In all studies, important network patterns/characteristics were detected. The first case 
study showed a similar absence of supportive attitudes towards medicine compliance 
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in both the HPN and CPN/FPN. This case study showed that important risk factors would 
not have been identified, if the team had relied solely on self-report. For example, then 
it was not detected that the patient overestimated his friendships. Also, two former co-
offenders, not mentioned by the patient in his CPN, were detected by using a snowball 
sampling method. This encountered hidden structure implied increasing risk, because 
both former friends were still engaged in criminal activities (Akers, 1998; Andrews & 
Bonta, 1994; Haynie, 2002; McCarthy & Hagan, 1995).

The comparison between HPN and CPN/FPN in the second case study, revealed a similar 
focus on a (intimate) personal relationship, which was considered as risky. Major dif-
ferences in perceptions were observed between the patient and the treatment team. 
According to the treatment team, there was an inappropriate personal contact in the 
period before the committed offenses, characterized by violence. However, in the 
FSNA-interview, the patient mentioned that he perceived this relationship as positive 
and appropriate. 

The third case study showed that the patient’s HPN and CPN structures were fragmented. 
This could be seen as risky due the limited collective social control options (e.g., moni-
toring his medicine compliance). This study outcome underlined the importance of in-
volving network members in risk management interventions; an adequate risk strategy 
was composed between patient, two personal network members, and the treatment 
team; the network members received psychoeducation and became the eyes of the 
professionals outside the clinical setting. After a while, the informal network members 
observed risky changes in the patient’s behavior which they immediately reported. 
Without the help of patient’s personal network, it was very plausible that patient’s non-
compliance for his medication would not have been determined in time. 

Overall, the additional information collected by the FSNA approach was very useful for 
risk management decisions and provided information about treatment progress. Simi-
larities and differences in the network roles of network members between the studied 
time periods were assessed. Interviewing network members yields new essential risk 
assessment and -management information. 

Monitoring risk behaviors by managing social support in 
the network of a forensic psychiatric patient in mandatory 
policlinic treatment: a single case analysis

The prospective case-study in Chapter 5 is focused on the social support function of 
a patient’s personal network during mandatory policlinic treatment. This forensic psy-
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chiatric patient was diagnosed with Attention Deficit Hyperactivity Disorder (ADHD). 
A semi-structured FSNA interview was conducted with the patient and two of his 
network members at four time points in his treatment process. The patient’s social 
supporters, their structural network positions and their potential risks were pooled and 
labeled through a triad census method. The study showed that the number of practical 
and emotional supporters  decreased over time in the network of the patient, which 
also resulted in a decrease of high risk practical and emotional supporters. However, the 
financial support network remained almost stable. The finding that this patient relied 
less on his practical and emotional informal supporters during policlinic treatment 
requires attention, because his informal network will be part of his life after supervision. 
They may play a significant role in the success of the treatment in the long run (Shapiro 
& diZegera, 2012). 

Discussion

To our knowledge, no earlier research has clearly linked general network theory to a 
personal-centered network approach in a forensic psychiatric context. This dissertation 
shows that the FSNA approach advances the clinical practice by building a rich empirical 
understanding of the risk behaviors of forensic psychiatric patients in their own unique 
personal social context. This better understanding of the function of personal networks 
is supportive for personalized risk management, treatment decisions, and may improve 
future efforts for personal network interventions efforts. The findings pointed out the 
added value of single case (social network) analysis: the empirical data of our studies 
showed that the well-established risk factors and protective factors based on popula-
tion research were not all necessarily applicable in each individual case. This underlines 
the uniqueness of the social factors involved. It showed the importance of tailormade 
research and analysis: the FSNA is certainly not a one size fits all model. 

Limitations 

This research knows several limitations. 

A first important limitation is that the validity of the FSNA approach cannot be guaran-
teed. It is never completely certain that FSNA results with its described negative or posi-
tive network influences are the valid reflection of the patients’ reality when returning 
into society. Also, we used various qualitative classification systems to establish the risks 
involved. These systems remain a necessary simplified representation of the complexity 
of all compositional and structural variables involved. 
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A second limitation to consider is that by default, the personal network data about the 
offense period was collected retrospectively and our research population may not have 
remembered all relevant network details. It is likely that patients remember situations 
in ways that do not correspond to the actual situation. 

A third limitation is that the studied patients and the selected network members may 
withhold relevant information to protect themselves or others. These factors may have 
discouraged the accurate reporting of FSNA data. 

A fourth limitation is that the personality disorders of the studied population may 
have influenced the way they identified significant others and social resources. Earlier 
research found that people’s perceptions of their personal networks are influenced by 
personality factors (Casciaro, Carley, & Krackhardt, 1999; Clifton, Pilkonson, & McCarty, 
2007). However, one should not dismiss a person’s report of his personal network 
members on the account of incorrect information, because it is their perception of 
the relationships that will influence their attitudes and their own behavior (Cohen & 
Janicky-Deverts, 2009; Mc Carty et al., 2019). 

Future research

The forensic personal network approach, proposed in this dissertation, should be 
considered as a first step in developing a flexible practice-based risk management tool 
which provides additional information to support treatment decisions. It needs to be 
further elaborated and professionalized in the forensic psychiatric context as well as 
related contexts, such as probations services. This should be a joined effort of forensic 
clinical practitioners and scientific researchers to establish the best of both worlds. 
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Woord van dank

Mijn onderwerp van mijn proefschrift is niet willekeurig gekozen. Zonder ondersteuning 
van mijn eigen netwerk had ik de eindstreep van dit PhD traject niet gehaald. Daarom 
wil ik al mijn significante anderen bij naam noemen en mijn dank uitspreken. 

Het startpunt van mijn onderzoeksloopbaan werd gekenmerkt door de impact die 
sociale contacten kunnen hebben op je (professionele) leven. Tijdens mijn studie 
Sociologie op de Rijksuniversiteit van Groningen stelde ik een onderzoeksvoorstel op 
over de invloed van de sociale omgeving op het recidivegevaar van tbs-patiënten. Frans 
Stokman, toen docent van het vak Sociale Netwerk Analyse, vertelde dat ene Marinus 
Spreen in de Mesdag kliniek ook interesse had in dit onderzoeksthema. Na het eerste 
kennismakingsgesprek volgden vele gesprekken, een mooie stageplaats en uitdagende 
onderzoeks- en onderwijsfuncties. Marinus, ik wil je bedanken voor alle kansen die je 
mij gegeven hebt. Jouw deskundigheid, ook wat betreft andere forensisch psychiatri-
sche vraagstukken en politieonderzoeken, hebben bijgedragen aan mijn vorming als 
onderzoeker. Ook was je altijd begripvol als het schrijven niet lekker ging of dat mijn 
agenda meer geleefd werd door het onderwijs of de drukte thuis. Jij liet dan op de 
‘Marinus manier’ weten dat ik snel wat moest aanleveren. Bedankt voor jouw steun en 
geduld!  

Al snel kwam ik via Marinus in contact met Stefan. Stefan, jouw belangstelling voor de 
FSNA was zeer motiverend voor mijn onderzoek. Tijdens het landelijke FSNA project was 
je als voorzitter van de begeleidingscommissie nauw betrokken, hiervoor mijn dank. 
Ook toen ik mijn promotieonderzoek niet meer bij het EFP kon uitvoeren, zorgde jij er 
samen met Marinus voor dat ik vanuit een detachering met mijn promotie verder kon. 
Stefan, bedankt voor jouw enthousiasmerende reacties en opbouwende commentaren. 
Ook jouw passie voor het vak en jouw ideeën waren voor mij een inspiratiebron, veel 
dank! 

Beate, jij bent vanaf mijn scriptie in 2005 betrokken geweest bij mijn onderzoek. Aange-
zien Marinus, Stefan en en ik midden in het werkveld stonden, was het heel waardevol 
dat jij een frisse en kritische blik wierp op de voor mij soms voor de hand liggende werk-
wijzen en gedachtegangen. Ontzettend bedankt voor het delen van jouw sociologische 
kennis! Ook kon ik dankzij jou deelnemen aan het PhD programma van de Interuniver-
sity Center for Social Science Theory and Methodology (ICS), hiervoor dank!
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Mijn eerste stappen binnen (F)SNA onderzoek zette ik in FPC Dr. S. van Mesdag. Ik 
wil iedereen bedanken met wie ik in mijn Mesdag tijd heb samengewerkt: Arnold (†), 
Marinus, Henk, Ruud, Harma, Erwin, Swanny, Marlies en Sandra, bedankt dat ik nog altijd 
met veel plezier terugdenk aan de onderzoeksafdeling. Het was een mooie plek om 
als onderzoeker gevormd te worden. Swanny, we hebben veel samengewerkt op FSNA 
gebied. Dat was ontzettend gezellig en leerzaam. Ook bleef ons contact bestaan na 
mijn vertrek uit de Mesdag. Wij stuurden elkaar regelmatig updates over het leven naast 
het werk. Bedankt dat jij altijd belangstelling toonde ondanks dat jij veel voor je kiezen 
kreeg. Ik heb veel respect voor je, ook voor alle mooie dingen die je op ethisch vlak doet! 
Ik vind het super fijn dat jij mijn paranimf bent! En uiteraard wens ik je alle voorspoed 
toe met alles wat nodig is voor het afronden van je eigen ‘boekje’!  

Het landelijke FSNA project mocht ik coördineren als onderzoeker bij het Expertisecen-
trum Forensische Psychiatrie (EFP). Ik wil iedereen die ons toentertijd van grote steun is 
geweest voor het opstarten van het landelijke FSNA project bedanken. Bijzonder veel 
dank gaat uit naar alle patiënten en hun netwerkleden voor hun medewerking tijdens 
de door mij of collega’s gevoerde FSNA gesprekken. Tijdens mijn functie als FSNA 
projectcoördinator heb ik veel gehad aan alle projectmedewerkers die vanuit de FPC’s 
deelnamen aan het FSNA project. Jullie gedreven werkhouding en belangstelling voor 
het FSNA onderzoek heb ik enorm gewaardeerd, bedankt!!! Paul (ter Horst), bedankt dat 
jij mij en de projectdeelnemers met veel enthousiasme ondersteunde. Veel succes met 
de afronding van jouw PhD traject! 

Op het EFP was het altijd erg gezellig met alle onderzoekers. Onze (ex-)EFP etentjes 
zijn nog steeds een terugkerend gebeuren. Al is de frequentie wat naar beneden ge-
schroefd. Mieke, wij begonnen samen bij het EFP ons onderzoekstraject en we hebben 
allebei onze ups-and-downs gekend, maar nu mag je als paranimf nog één keer alles 
over mijn onderzoek aanhoren😉, heel fijn, dank! Denise, we hebben elkaar al te lang 
niet gesproken, ik ben heel benieuwd naar je volgende (reis-)avonturen. Elisabeth, ik 
kom straks nog op je terug. 

‘Mijn’ Oscar en Tanja, onze vriendschap begon via het EFP, daarna in Nieuwegein en 
ondanks dat wij nu in verschillende dorpen wonen, zien wij elkaar gelukkig nog vaak. 
Tanja, bedankt voor de lieve woorden op de moeilijke momenten, maar vooral bedankt 
voor onze vriendschap. Oscar, ook jij promoveert naast een drukke privé en werkagenda, 
veel succes met de afronding van jouw PhD traject! 

Mijn PhD traject kreeg verder vorm bij Stenden Hogeschool (tegenwoordig bekend 
onder de naam NHL Stenden). Ik heb met veel plezier gewerkt in dit bevlogen team 
binnen het domein Social Work and Art Therapies (SW&AT). Ik wil mijn toenmalige col-
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lega’s bedanken voor de fijne tijd. Een paar personen wil ik in het bijzonder bedanken. 
Maarten, ik wil je bedanken voor de ruimte die jij mij gaf tijdens mijn afrondingsfase van 
het proefschrift. Al bleek die afrondingsfase nog een lange nasleep te krijgen. Bijzon-
dere dank gaat ook uit naar mijn toenmalige kamergenoten Gerrit-Jan en Dineke (de 
Haan), ik vond bij jullie altijd een luisterend oor. Ook Dineke (Veger-Friso) wil ik in het 
bijzonder bedanken voor de warme belangstelling. 

Tijdens mijn Stenden tijd was ik gastdocent bij de kerngave Sociale Wetenschappen in 
Sociale Netwerk Analyse (SWISNA) op de Politieacademie (PA). De werkdagen op de PA 
waren een mooie inspiratiebron voor SNA onderzoeken in diverse contexten. Willeke, 
bedankt voor de altijd fijne samenwerking. Ik vind het heel gezellig dat we nu al jaren 
collega’s zijn! Vanaf 2018 werk ik met veel plezier in het onderwijsteam van de Master 
of Criminal Investigation (MCI). Mathilde, Saskia, Martijn, Teun-Pieter, Andries en alle 
andere MCI collega’s, bedankt voor jullie mentale steun! Verder ben ik dankbaar voor de 
ondersteuning van de Politieacademie voor het kunnen afronden van mijn proefschrift, 
veel dank! 

Lieve pap en mam, bedankt voor jullie warme belangstelling voor mijn onderzoeksthe-
ma. Ik kreeg regelmatig een tip over een tbs-item op radio of televisie en in de huidige 
tijd zijn de tips uitgebreid met politie gerelateerde nieuwsitems. Mam, van kleins af 
aan voelde  ik jouw maatschappelijke betrokkenheid tijdens discussieprogramma’s op 
de radio. Vooral als door de politiek besluiten genomen werden die negatief uitpakten 
voor de ‘zwakkeren’ in de samenleving. Ik kreeg dan te horen hoe er recht kon worden 
gedaan aan deze groep mensen (dat een beschaafde samenleving oog moet blijven 
houden voor mensen die buiten de boot dreigen te vallen). Onze gesprekken hebben 
mijn latere keuze voor de studies SPH en sociologie en de gekozen stage- en onder-
zoeksrichtingen mede beïnvloed, bedankt! 

Henk en Kveta, lieve schoonouders, bedankt voor alle (oppas)steun en het regelmatig 
voorzichtig informeren naar de voortgang van mijn proefschrift. Eindelijk kan ik zeggen 
dat het echt klaar is! 

Mirjam, Wilbert, Elisabeth, Marko, Esther, Hermen, Catherine en Jeroen, bedankt voor 
alle gezellige en ontspannen momenten! Lieve Elis, bedankt voor het delen van jouw 
promotiewijsheden en het nakijken van meerdere artikelen. Op de moeilijke momenten 
wist jij de juiste woorden te zeggen, veel dank! Lieve Esther, mijn proefschrift kwam 
niet vaak aan bod in onze gesprekken, omdat we meestal aan weinig woorden genoeg 
hadden. Bedankt voor de onvoorwaardelijke steun!!! 
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Lisette, bedankt dat je belangstelling toonde in de voortgang van mijn proefschrift, 
bedankt voor je luisterend oor!

Lieve Willem, bedankt voor het ondersteunen van mijn werkpassie (onbedoeld ben 
je een FSNA inhoudsdeskundige geworden😉)! Een promotietraject draag je niet al-
leen en in ons geval was het een lange zit. Je nuchtere instelling hielp mij om alles in 
het juiste perspectief te blijven zien. Het zal wennen zijn dat mijn proefschrift geen 
gespreksonderwerp meer is. Op naar mooie uitstapjes/vakanties zonder schrijf- of 
leeswerk in mijn tas!

Lieve Daniël, Leon en Myrthe, wat ben ik blij met jullie! Een voordeel van mijn lange 
promotietraject is dat jullie nu alle drie oud genoeg zijn om deze voor mij belangrijke 
gebeurtenis mee te vieren, ik heb er zin in!!!

Eindelijk…ik heb geschreven!
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Curriculum vitae

Lydia ter Haar-Pomp was born on May 1, 1982, in Hoogeveen. She obtained a bach-
elor’s degree in social work (2003) at Windesheim University of Applied Sciences and 
a master’s degree in Sociology (2005) at the University of Groningen. Lydia started 
as Forensic Social Network Analysis (FSNA) researcher at Forensic Psychiatric Center 
Dr. S. van Mesdag in Groningen. She subsequently worked as researcher and project 
coordinator at the Expertise Centre for Forensic Psychiatry (EFP) in Utrecht. Her main 
task was to implement the FSNA approach in Dutch Forensic Psychiatric Centers. Lydia 
continued her FSNA research within the lectorate research group ‘Small n-Designs’ at 
Stenden University of Applied Sciences (current name: NHL Stenden University of Ap-
plied Sciences). Lydia's current employer is the Police Academy in Apeldoorn where she 
works as a research lecturer within the Master of Criminal Investigation.
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