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Introduction

Service demands, when offenders make the transition from prison back
into society, are complex and challenging. Offenders often need support
and help from a range of professionals representing different services
(WHO, 2010), as offenders often have multiple problems, including

mental health problems. In Norway, for example, studies clearly describe

a higher incidence of mental disorders among inmates than among the
general population (Cramer, 2014). Among offenders, only 8% have
no mental illness, whereas the rest have extensive diagnoses (personality
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disorders, 73%; drug abuse, 51.3%; anxiety, 42%; alcohol abuse, 28.7%;
mood disorders, 23%; ADHD, 18%; risk of suicide, 12%; and psychosis,
3.3%) (Cramer, 2014). This calls for the development of new intera-
gency collaboration arrangements (Hean et al., 2015). A major challenge
is that services, prison and mental health services for instance, are often
fragmented with different responsibilities, laws and regulations.

The main scope of this chapter is to introduce and discuss the
feasibility of two tools that may enhance collaboration among service
providers. First, we describe the HCR-20Y? (Douglas et al., 2013) and
suggest how parts of it can be jointly used as a tool for concrete collab-
oration in the practice field. Next, we present the PINCOM tool,
containing a conceptual model (PINCOM) and a research method-
ology (PINCOM-Q) (Ddegird, 2006). This tool was developed to (a)
assist in organising collaboration processes in multilevel interprofes-
sional challenges and (b) increase knowledge about collaboration through
a new research methodology (PINCOM-Q). Finally, we present and
discuss some relevant issues for professionals engaged in collaboration
processes involving offenders’ trajectories from prison back into society.
It is suggested that the PINCOM can be used within a larger social
innovation framework and as a reflective tool during or after structured
professional assessment, such as the HCR-20Y3.

The Need for Interprofessional Collaboration

Authorities and health promotion organisations, such as WHO, have
promoted integration of health and prison services for decades (Wollff,
2002). Still, we do not have much research that illuminates collabora-
tion processes in the trajectory from prison into society. According to
Hean et al. (20172) and a literature review conducted by Brooker et al.
(2009), collaboration between the criminal justice system and the mental
health field is underinvestigated.

Interprofessional collaboration is often described as a complex
phenomenon that needs conceptual models that capture different aspects
of the collaboration processes (Reeves et al., 2010). This is evident as
there are many definitions of collaboration and related concepts—all
of which attempt to capture the complexity of professional interaction
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(Barr et al., 2005; Leathard, 2003). When professionals from different
services and/or “systems” collaborate, it is not a given that they will
have the same conception of what “to do” when collaborating and what
they should collaborate about. For example, an offender leaving prison
will most probably need several services to be able to cope with life
outside the prison. Central needs will often be housing, work, a network,
and medical and social services. Professionals working in the prison and
professionals working in the community and in special services will
need to meet and discuss with the prisoner a plan for life outside the
prison. In a qualitative study, Hean et al. (2017a) found that leaders
in the field were especially concerned about the distribution of respon-
sibility for the offender across systems. If leaders (and professionals in
different systems) only try to demarcate their own responsibility rather
than look for joint solutions, collaboration may fail before it begins.
In one of the few studies from the Norwegian context, Hean et al.
(2017b) explored prison officers’ perceptions of collaboration between
different systems and professions. It was no surprise that findings showed
that prison officers significantly perceived less collaboration with mental
health specialists than with nurses and social workers in the prison. The
same respondents requested “much greater contact with mental health
specialists when dealing with the mentally ill offender” (Hean et al.,
2017b, p. 91). In sum, there are clear indications of the need for the
development of new approaches to collaboration in the trajectory from
prison into society.

However, collaboration is not a goal in itself; actors need to collab-
orate about something that is useful and has positive and constructive
outcomes for the offender. As presented in the beginning of this chapter,
we will introduce and discuss the feasibility of two tools that may
enhance such collaboration. The last few decades have seen the devel-
opment of numerous instruments for risk assessment of violence. The
HCR-20V3 (Douglas et al., 2013, 2014) is the most widely used instru-
ment in risk assessment of violence worldwide. Douglas et al. (2013)
claim that professionals should collaborate across disciplines when using
the HCR-20Y3. Assessment of risk of violence must take into consid-
eration that violence is a context-dependent phenomenon. Thus, when
different persons from different services collaborate on using the HCR-
20V3, a more nuanced risk assessment results due to the sharing of



252 A. @degard and S. Bjorkly

knowledge. Still, in the practice of collaboration, it is often taken for
granted that professionals know how to collaborate. This is not neces-
sarily true. As indicated above, it is not at all clear what professionals
(prison officers and mental health professionals) perceive collaboration
to be. To arrive at a common understanding of collaboration, the profes-
sionals involved need to explore each other’s individual understanding.
Doing so could even produce new insights about the phenomenon at
hand (for example, risk management issues), but also contribute to a
broader and deeper understanding of what collaboration is about. New
insights could even be understood as an epistemological change. Collab-
oration among professionals has the potential of moving from simple
linear to contextual and reflexive communication (Ddegird & Bjorkly,
2012). As Hoffman (1985) described, the emphasis shifts from a concern
with the etiology of a problem to a concern with the meanings that
are attached to it. This shift has been described as a principal differ-
ence between the understanding of change in first- and second-order
perspectives, from a perception of reality as absolute to one that is indi-
vidually and differentially perceived. In this chapter, we present two tools
through which individual perceptions may be aligned during collabora-
tion: the first is the HCR-20"? as a tool for generating contextual and
shared understanding of violence risk. The second is PINCOM-Q as
a method for identification and development of contextual and shared
understanding of interdisciplinary collaboration between professionals
involved in the trajectory between prison and society.

The HCR-20V3

As noted above, the HCR-20Y3 (Douglas et al., 2013) is the most
commonly used structured professional judgement tool for violence risk
assessment. It comprises 10 historical risk factors, five dynamic risk
factors, and a risk management scale with five items about adjustment to
future risk-related circumstances. A conventional use of the tool means
that personnel in charge of a patient or an inmate at the initial phase
of transfer do the assessment and present the results to personnel in
the services that will engage with the inmate later on. This sequential,
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one-by-one approach runs the risk of supporting separate positioning,
interprofessional misinterpretations, disagreements, and complications in
the transition process.

The first version of the HCR-20Y3 appeared in 1995, and it belongs
to the Structured Professional Judgement (SPJ) tradition (Singh et al.,
2016). This approach uses a structured practice based on the “state of
the discipline” concerning scientific knowledge and professional prac-
tice. Structured means that risk assessment is evidence-based and that
the tool is a stepwise guideline on how to assess the 20 items. However,
the coding of the items is only two (Steps 2 and 3) out of the following
seven steps:

Gather information.

Determine presence of risk factors.
Assess the relevance of the risk factors.
Develop a violence risk formulation.
Develop risk scenarios of violence.
Develop risk management strategies.
Final opinions and conclusion.

N AV AR =

The first step is similar to the starting point for most approaches in clin-
ical assessment. Step 2 is to identify which risk factors are or have been
associated with violence for the individual in question. This person may
have a history of problems with substance abuse (Item H5) and major
mental disorder (H6), recent problems with insight (C1), and symp-
toms of a major mental disorder (C3) that precipitated the violence
that sent him to prison. His treatment or supervision response has
been negative (R4) after previous transitions from prison to mandatory
community treatment. The assessment of how relevant (Step 3) each
item is for current and future violence provides important information
for developing risk formulation (Step 4), risk scenarios (Step 5), and
risk management strategies (Step 6). The risk formulation is intended to
explain why violence may reoccur: For example, in cases of decompen-
sation (a decline into ideas of delusional persecution), the individual’s
emotional distress increases to a level that he cannot cope with, and the
risk of paranoid violence “in self-defence” becomes high. The motivation
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for turning to violence is a means of “acting out” that generates a tran-
sient relief and diversion from intolerable internal psychosis-triggered
pain. This is termed negative reinforcement in behaviour therapy. Based
on this interpretation, two different types of risk scenarios are created.
One best-case scenario may be that he is transferred to mandatory treat-
ment in a community residence with 24/7 follow-up by mental health
personnel (R1. Professional Services and Plans). He is put on forced
medication and he resumes the work he had before the violent crime.
Personnel are trained to identify and intervene if certain warning signs
of psychotic decompensation appear (R5. Stress and Coping). A worst-
case scenario would be that he is moved to different housing and a
new workplace where he does not want to stay. His only follow-up by
mental health personnel is one session per week in an outpatient clinic
(R1. Professional Services and Plans). He ceases medication and starts
up again with substance abuse (H5). Even if these examples are some-
what exaggerated for clarity, they illustrate the significance of context
(R2. Living Situation) and risk management strategies in theassessment
of violence risk for prevention of violence recidivism.

Risk Assessment with the HCR-20V3: The Paramount
Role of Context Factors

We will illustrate and discuss now the potential meeting points for collab-
oration that lie in interdisciplinary discussions and knowledge sharing of
information related to relevance, risk formulation (why the violence may
occur), risk scenario, and risk management strategies. To meet the criteria
for being a relevant risk factor, a factor must be (1) functionally related
to past violence, (2) likely to influence the person’s decision to act in
a violent manner in the future, (3) plausible to impair the individual’s
capacity to employ non-violent problem-solving, and (4) of contextual
nature. The latter contextual factors are important in order to under-
stand why and to what extent a person will be violent. For example, a
risk formulation, for an individual acting on violent persecutory delu-
sions as the core risk factor, will be different in a stable and predictable
context if compared to when the person is experiencing unstable living
conditions. One difference is that in a secure and calm milieu, a person
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will be helped in response to her emotional distress instead of having her
anxiety ignored until it turns into the last resort—violence.

Risk scenarios depict operationalised risk situations or contexts for
violence. The difference between a worst-case scenario and a best-case
scenario may in fact lie in the different contexts the person finds them-
selves. There is a huge difference between the scenario of a drug-addict
being transitioned from prison to the drug abuse milieu he came from,
compared to his entering a structured treatment programme for drug
abusers. A context-free risk assessment is therefore not meaningful, and,
since professionals from different services are making observations in
these different contexts, sharing these observations and interprofessional
cooperation between services may inform the assessment of violence risk
in an individual case.

Similarly, risk management strategies will be different depending on
the context into which these are introduced. We must also consider how
the implementation of these strategies in turn changes the context. There
are three important steps that must be followed in this process: first, a
structured risk assessment of violence that provides information about
a person’s risk situations is made; second, the likelihood of how often
an individual may be exposed to these situations is assessed. Finally,
the proper risk management strategy is developed and implemented.' If
prison and mental health services acknowledge the impact of contextual
factors on violence risk, then their sharing of observations and knowledge
becomes easier and more valuable in each case. Prison officers are experts
on the here-and-now risk in the forensic context and, based on risk
scenarios, may suggest risk management strategies to the mental health
services. The latter service has expertise on the treatment of psychosis.
They also know what kind of living context and follow-up procedure
they can offer once the prisoner is released. This allows for a collabora-
tive rather than competing communication whereby the expertise of each
is acknowledged. Still, this is not enough to guarantee success.

To help parties grasp the possibility of positive interprofessional collab-
oration, a bird’s eye view of the collaboration landscape needs to be

1 User involvement is, of course, also a must to succeed in this process. However, since inter-
professional collaboration is our main focus here, we do not elaborate more on the role of users
in the transfer between services.
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developed. In cases where individuals are making a transition from one
service to another, a common perspective and understanding of this
process needs to be developed. This is where other tools such as the

PINCOM fits in.

The Perception of Interprofessional
Collaboration Model (Pincom)

The Development of PINCOM and PINCOM-Q

Kelly (1955) claimed that “a person’s processes are psychologically chan-
nelized by the ways in which he anticipates events” (p. 46). Conse-
quently, professionals from different services will, when engaged in
collaboration processes, have their own (idiosyncratic) perceptions of
what is going on and how the process should come about. In one study,
Ddegird (2005) found indications that perceptions of interprofessional
collaboration could be understood at an individual, a group, and an
organisational level. The Perception of Interprofessional Collaboration
Model (PINCOM) describes 12 facets that make up these perceptions
of the collaboration process at these three levels.

PINCOM was developed through a combination of a literature search,
theoretical influences from organisational and social psychology, and
clinical experience. The result is the following conceptual model—
PINCOM (@degard, 20006).

Each of the 12 constructs included in the PINCOM was opera-
tionalised by four items, producing a 48-item questionnaire, PINCOM-

Q?

2The PINCOM-Q may be accessed on the webpage NEXUS, which is a national center
in USA: “The National Center for Interprofessional Practice and Education was formed
in October 2012 through a cooperative agreement with the United States Department of
Health and Human Services, Health Resources and Services Administration”. Its mission:
“The National Center offers and supports evaluation, research, data and evidence that ignites
the field of interprofessional practice and education and leads to better care, added value
and healthier communities” (https://nexusipe.org). https://nexusipe.org/informing/resource-cen
ter/pincom-g-perception-interprofessional-collaboration-model-questionnaire.
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PINCOM as an Analytical Tool in the Collaboration
Process

In addition to being a quantitative research instrument, the concep-
tual framework of the PINCOM model may be used in collaboration
processes, for example, as starting points for conversations about the
meaning of interprofessional collaboration. How this may unfold is
depicted in the following brief case illustration about Peter (age 23) who
is leaving prison:

Peter has served his third sentence in four years in a Norwegian prison. He
has been convicted for different drug-related crimes, such as the use of drugs
(amphetamine), dealing drugs, and violence rowards people in the “commu-
nity” of drug abusers. Peter grew up in a foster home because his mother could
not cope with his behaviour when he started using drugs ar the age of thir-
teen. Presently Peter has decided ro try ro live a life without drugs, and, upon
his release, a meeting has been arranged where the main purpose is the use
of the H CR-20"3 assessment. Several professionals, from the criminal justice
system and health and social services, participate in the meeting together with
Peter and his older brother, who works as a carpenter.

The Norwegian Directorate of Health recommends that violence risk
assessments be carried out in an interdisciplinary collaboration context
where there is the necessary expertise. Interdisciplinary collaboration in
this regard means that different occupational groups of health profes-
sionals with expertise in the topic of violence risk work together to do
the HCR-20Y? assessment. The final assessment should be done by a
physician or psychologist who has expertise in risk assessment of violence
(Helsedirektoratet, 2020).

How would a meeting around the HCR-20"" assessment unfold in
the case illustrated above? Most likely, the discussions would deal with
the following topics: resources, adaptation, and feasibility. High-quality
collaboration processes are a prerequisite for goal attainment in interdis-
ciplinary work across services (Hean et al., 2017a). As we mentioned
carlier in this chapter, prison officers are experts within the forensic

0V3
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context, whereas professionals from mental health services have exper-
tise on treatment of psychosis. Although acknowledging each other’s
expertise is a prerequisite, this is not enough to guarantee success as
collaboration is a fuzzy concept (Biggs, 1997). This means that each
professional present in the meeting may perceive the process around
HCR-20"3 differently, including how each understands Peter’s problems
and strengths, as in, for example, Steps 2—4 in the HCR-20 assessment.

PINCOM Individual level dimensions C1-C4: With regard to
collaboration while working within the different steps in the HCR-
20V2 assessment, it is suggested in PINCOM that professionals will
tend to construct different aspects of collaboration during the HCR-
20Y3assessment in their own way. Some professionals will tend to focus
basically on individual aspects of the collaboration process (see Fig. 10.1),
such as motivation (C1), role expectancy (C2), personal style (C3), and

4\

PERCEPTION OF
INTERPROFESSIONAL
COLLABORATION

C1 = motivation, C2 = role expectancy, C3 = personality style, C4 = professional power, C5 = group
leadership, C6 = coping, C7 = communication, C8 = social support, C9 = organizational culture,
C10 = organizational goal, C11 = organizational domain and C12 = organizational environment

Fig. 10.1 Perception of Interprofessional Collaboration Model (PINCOM)
(@degard, 2006)
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professional power (C4), whereas others tend to focus on group or organ-
isational aspects. Are the professionals present engaged (C1) in helping
Peter in his rehabilitation process, for example, showing interest in taking
responsibility during his return to society? Or do they see collaboration
with other services as unnecessary or futile hereby lacking the motivation
to engage? Furthermore, what role expectations (C2) do the participants
have for each other while collaborating? For example, what do prison
staff expect from mental health professionals, and vice versa? Next, some
professionals with expertise in risk management strategies may want to
focus on risk specifically in the meeting. If no special attention is given
to this professional’s individual expertise in the meeting, some partici-
pants may feel that others are exerting their professional power (C4) over
them. This would most likely disrupt communication in the meeting. It
is important to acknowledge each other’s competence regarding infor-
mation and knowledge concerning Peter in both the present and future
contexts. Finally, professionals are all different, and some may have a
personality style (C3)—for example being very extroverted and talkative.
Such a style, of course, might affect interactions among participants,
limiting sound dialogue during the HCR-20Y? assessment. As a result
important information might not come to light during discussions if
some of the participants do not describe their perceptions of Peter and
his challenges due to tensions among the meeting participants.
PINCOM Group Dimensions C5-C8: Collaboration processes are
deeply dependent on the quality of the interaction between the partici-
pants. Before Peter’s transfer back into the community from prison, there
is a need to discuss and plan the collaboration process. A good way to
start is to establish a joint transfer group comprising professionals from
the prison service and community mental health care. Interactions and

interrelations in this group will depend on individual characteristics, as
suggested above, but, as well, there will be specific aspects of how groups
or teams function that are equally important. PINCOM has included
some elements that are considered especially central during collabora-
tion processes: leadership (C5), coping (C6), communication (C7), and
social support (C8).

It is difficult to obtain a well-functioning HCR-20Y3 assessment
without some kind of leadership (C5). Who leads during the assessment
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and what kind of leadership style contributes best to a valid HCR-
20V3 assessment? The dynamics between a moderator and the rest of the
group are very important. The moderator should pay close attention to
how different contexts are considered during HCR-20"? assessment and
by whom. If important information about Peter’s behaviour in certain
contexts is supressed, it might have potentially serious consequences.
The moderator, therefore, has an important role in planning the collab-
oration process before transfer starts. Second, groups that function well
tend to “experience” or learn coping strategies (C6) and thereby have a
greater likelihood of performing even better the next time they collab-
orate. Communication (C7) is a broad and complex phenomenon and
trying to develop good communication processes is complex. Therefore,
participants in interprofessional groups, and especially the moderator of
the group meeting, should strive hard to accomplish sound communica-
tion processes. It is not a given that the professionals in Peter’s meeting
are able to communicate clearly and mutually about his risk behaviour or
other themes in his life. So how should communication unfold to gain
the best possible outcome for the HCR-20"? assessment in an interdisci-
plinary context? This, we believe, is a question that participants in a given
meeting probably need to discuss. Finally, a fourth aspect at the group
level is social support (C8). To what degree will professionals engaged
in interdisciplinary meetings support each other, while working together
very often on highly complex cases? For example, are they able to support
each other, even though they sometimes disagree or differ on certain
aspects during the HCR-20"? assessment?

PINCOM Organisational level Dimensions C9—C12: The third level
in PINCOM focuses on organisational aspects of collaboration. To a
certain degree, participants will perceive organisational aspects involved

in interprofessional collaboration processes differently. For example,
organisational cultures (C9) may facilitate or hamper collaboration
processes. Some organisations may value collaboration, as this may
produce good outcomes for service users and service providers. However,
other organisational cultures may rely strongly on what professional
“domain” the organisation covers. In the HCR-20Y? assessment process
concerning Peter, some professionals may become passive if they believe
(or argue) that the assessment lies outside their organisational domain
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(C11). Likewise, some may claim that the organisation they represent
have aims (C10) that do not correspond to issues raised in this particular
meeting. Finally, other aspects, such as the organisational environment
(C12) may influence collaboration processes between professionals. In
the case of Peter, this could be professionals in the justice system, such as
lawyers, or health and social services, or professionals from the Norwe-
gian NAV (Norwegian Labour and Welfare Organisation) not being
represented in the meeting. Furthermore, the community personnel may
have known Peter from three years back before he went to prison and
need an update about his progress over his time in prison and his
current circumstances. They also have expertise in what kind of follow-
up they and other services can provide in terms of living conditions, work
options, etc.

Discussion

Risk assessment with the HCR-20V3: An interface
for interprofessional collaboration?

As pointed out above, the common denominator for risk relevance,
formulation, scenario, and management is the significant role and impact
of contextual factors. Professionals from different services have observed
a person in different contexts, and this may add synergy to a more
multifaceted contextual understanding of an individual and his or her
violent behaviour. The structure and predictability when serving time in
prison is very different from the open follow-up when individuals are
back in the community. The main question is what kind of knowledge
and preventive measures are generated by comparing observations of and
interactions with a person in different contexts? The answer depends on
who participates in the assessment process, their will to collaborate, and
the quality of their collaboration in any given case.

Prisoners may be transitioning to criminal justice services in the
community or to community mental health services, each of which
involves different agencies. In dysfuntional attempts of these agencies
to collaborate across disciplines and services, their differences may be
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invoked as reasons not to be involved in the process. For example, an
agency may communicate, “We have different expertise and our exper-
tise is not relevant for rehabilitation of this person” or “We don’t have the
resources the offender needs to get better”. Such positioning, by these
professionals, blocks constructive communication and problem solving
and serves to maintain the status quo.

In contrast, a constructive approach would emphasise that different
expertise and experience of different services, taken together, is a
strength. This requires not looking at each other’s strengths as a threat
but, rather, as contributing to a joint understanding of that professional
group and their contribution. For example, professionals from the prison
where the person has been for a long time, and who may be involved in
a transfer, may have the following to contribute:

e Detailed knowledge about the person.

e Solid understanding of risk relevance and risk scenarios.

e Expertise on risk management strategies that have functioned in the
prison context.

Professionals in the receiving context (e.g. the community) may have

Detailed knowledge about the new context.
Some understanding of risk relevance and risk scenarios in the new
context.

e Knowhow regarding the feasibility of the suggested risk management
strategies in the new context.

The implications of this “collaboration complexity” will most likely
cause confusion and frustration during collaboration processes, if “the
meaning” of collaboration is taken for granted—for example, during
the HCR-20Y? assessment. It is suggested that PINCOM may help
professionals reflect on their understanding of collaboration through,
for example, meta-communication processes in order to gain a better
common understanding of what they might achieve together. However,
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presently there is need for further exploration and research on interpro-
fessional and interdisciplinary collaboration during HCR-20Y? assess-
ment.

A main message in our chapter has been to emphasise a greater focus
on the dynamics between the collaborating parties during HCR-20Y3
assessment. This corresponds with the Norwegian Directorate of Health’s
recommendation that violence risk assessments should be carried out in
an interprofessional collaboration context. And this is in contrast to the
more conventional approach where only personnel in charge of a pris-
oner do the assessment. It is suggested that the inclusion of contextual
factors during HCR-20Y? assessment, as provided by the participation
of a range of service professionals, may be enhanced by using a differ-
entiated perception of collaboration in line with the core content of
PINCOM to enhance this joint assessment.

Employing the two tools, HCR-20 and PINCOM, in combina-
tion, as we illustrated in the case of Peter, can be considered a service
delivery innovation (e.g., social innovation). “Social innovations are new
solutions (products, services, models, markets, processes, etc.) that simul-
taneously meet a social need (more effectively than existing solutions)
and lead to new or improved capabilities and relationships and better use
of assets and resources. In other words, social innovations are both good
for society and enhance society’s capacity to act” (Murray et al., 2010,
p. 18). In this regard, the combination of HCR-20 and PINCOM is a
social innovative means of conducting risk assessment that may promote
higher quality in the rehabilitation process, for both the offender and the
professionals involved in the process.

References

Barr, H., Koppel, I., Reeves, S., Hammick, M., & Freeth, D. (2005). Effec-
tive interprofessional education. Argument, assumption and evidence. Oxford:
Blackwell.

Biggs S. (1997). Interprofessional collaboration: Problems and prospects. In J.
Ovretveit, P. Mathias, & T. Thompson (Eds.), Interprofessional working for
health and social care. Houndsmills (pp. 186-200). London, UK: Palgrave
Macmillan.



264 A. @degard and S. Bjorkly

Brooker, C., Repper, ]., Sirdifield, C., & Gojkovic, D. (2009). Review of
service delivery and organisational research focused on prisoners with mental
disorders. Journal of Forensic Psychiatry & Psychology, 20(1), 102—123.

Cramer, V. (2014). Forckomst av psykiske lidelser hos domfelte i norske
fengsler/Prevalence of mental disorders among convicted persons in Norwegian
prisons. Oslo: Centre for Health Care South East.

Douglas, K. S., Hart, S. D., Webster, C. D., & Belfrage, H. (2013). HCR-20"3
assessing risk for violence. Vancouver, BC: Mental Health, Law, and Polocu
Institute, Simon Fraser University.

Douglas, K. S., Hart, S. D., Webster, C. D., Belfrage, H., Guy, L. S., & Wilson,
C. M. (2014). Historical-Clinical-Risk Management-20, Version 3 (HCR-
20V3): Development and overview. International Journal of Forensic Mental
Health, 13(2), 93—108. hteps://doi.org/10.1080/14999013.2014.906519.

Hean, S., Willumsen, E., & @degird, A. (2015). Using social innovation as a
theoretical framework to guide future thinking on facilitating collaboration
between mental health and criminal justice services. International Journal of
Forensic Mental Health, 14(4), 280-289.

Hean, S., Willumsen, E., & degird, A. (2017a). Collaborative practices
between correctional and mental health services in Norway: Expanding the
roles and responsibility competence domain. Journal of Interprofessional Care,
31(1), 18=27.

Hean, S., Willumsen, E. & Jdegird, A. (2017b). Improving collaboration
between professionals supporting mentally ill offenders. International Journal
of Prisoner Health, 13(2), 91-104.

Helsedirektoratet. (2020). https://www.helsedirektoratet.no/faglige-rad/voldsr
isikoutredning-ved-alvorlig-psykisk-lidelse.

Hoffman, L. (1985). Beyond power and control: Toward a “second order”
family systems therapy. Family Systems Medicine, 3(4), 381-396.

Kelly, G. A. (1955). The psychology of personal constructs, vol I & II. New York:
Norton.

Leathard, A. (Ed.). (2003). Interprofessional collaboration: From policy to practice
in health and social care. Hove, New York: Brunner-Routledge.

Murray, R., Caulier-Grice, J., & Mulgan, J. (2010). The open book of social
innovation. London: The Young Foundation. Available at https://youngf
oundation.org/wp-content/uploads/2012/10/The-Open-Book-of-Social-Inn
ovationg.pdf. Accessed 1 July 2020.

NEXUS. (2020). https://nexusipe.org/informing/resource-center/pincom-q-

perception-interprofessional-collaboration-model-questionnaire.


https://doi.org/10.1080/14999013.2014.906519
https://www.helsedirektoratet.no/faglige-rad/voldsrisikoutredning-ved-alvorlig-psykisk-lidelse
https://youngfoundation.org/wp-content/uploads/2012/10/The-Open-Book-of-Social-Innovationg.pdf
https://nexusipe.org/informing/resource-center/pincom-q-perception-interprofessional-collaboration-model-questionnaire

10 Interprofessional Collaboration Concerning ... 265

Odegird, A. (2005). Perceptions of interprofessional collaboration in rela-
tion to children with mental health problems. A pilot study. Journal of
Interprofessional Care, 19(4), 347-357.

Odegird, A. (2006). Exploring perceptions of interprofessional collaboration
in child mental health care. International Journal of Integrated Care, 6(18
December). http://www.ijic.org/.

Odegird, A., & Bjorkly, S. (2012). The family as partner in child mental health
catre—DProblem perceptions and Challenges to collaboration. journal of the
Canadian Academy of Child and Adolescent Psychiarry, 21(2), 98-104.

Reeves, S., Lewin, S., Espin, S. og Zwarenstein, M. (2010). Interprofessional
teamwork for health and social care. Oxford: Wiley-Blackwell.

Singh, J. P, Bjetkly, S., & Fazel, S. (2016). International perspectives on violence
risk assessment. New York: Oxford Press.

Wolff, N. (2002). New’ public management of mentally disordered offenders:
part I. A cautionary tale. International Journal of Law and Psychiatry, 25(1),
15-28.

World Health Organization. (2010). Framework for action on interprofessional
education & collaborative practice. Geneva, Switzerland: WHO.

Open Access This chapter is licensed under the terms of the Creative
Commons Attribution 4.0 International License (http://creativecommons.org/
licenses/by/4.0/), which permits use, sharing, adaptation, distribution and
reproduction in any medium or format, as long as you give appropriate
credit to the original author(s) and the source, provide a link to the Creative
Commons license and indicate if changes were made.

The images or other third party material in this chapter are included in the
chapter’s Creative Commons license, unless indicated otherwise in a credit line
to the material. If material is not included in the chapter’s Creative Commons
license and your intended use is not permitted by statutory regulation or
exceeds the permitted use, you will need to obtain permission directly from
the copyright holder.


http://www.ijic.org/
http://creativecommons.org/licenses/by/4.0/

	10 Interprofessional Collaboration Concerning Offenders in Transition Between Mental Health and Criminal Justice Services. PINCOM Used as a Framework for HCR-20V3 Assessment
	Introduction
	The Need for Interprofessional Collaboration
	The HCR-20v3
	Risk Assessment with the HCR-20V3: The Paramount Role of Context Factors

	The Perception of Interprofessional Collaboration Model (Pincom)
	The Development of PINCOM and PINCOM-Q
	PINCOM as an Analytical Tool in the Collaboration Process

	Discussion
	Risk assessment with the HCR-20V3: An interface for interprofessional collaboration?

	References




