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Abstract 

This thesis concerns the measurement of aggression, violence, and externalizing 

psychopathology in two forensic contexts, prisons and forensic psychiatric 

hospitals. It also investigates the perennial issue of how to approach the 

management of aggression and violence in institutional settings, in this case through 

a collaborative approach between patients and staff in a forensic psychiatric 

inpatient setting.  

The aim of this thesis was to examine the convergent and discriminant validity, and 

the concordance between two methods of measuring aggression (self-report and 

clinician ratings) in a sample of 269 young, violent, incarcerated offenders (Study 

I). It also aimed to investigate the reliability, and the structural and criterion-

related validity of a measure of externalizing psychopathology (The 

Externalizing Spectrum Inventory Brief-Form; ESI-BF) in a sample of 77 

forensic psychiatric inpatients (Study II). Lastly, it sought to examine the use of 

structured collaborative violence risk management plans (CVRMs) by using 

manifest inductive content analysis to analyse the content of 50 such plans (Study 

III), and by interviewing 13 forensic psychiatric inpatients about their 

experiences of working collaboratively with staff on violence risk management 

using such plans (Study IV).  

Findings indicated that self-report and clinician ratings of aggression exhibited 

a high degree of convergence and concordance, albeit not sufficient for the 

either method to fully serve as a proxy for the other. The ESI-BF was shown to be a 

reliable measure of externalizing psychopathology and evidenced robust 

associations with a number of criterion variables such as age at first sentence. 

However, the structural validity of the ESI-BF, tested by assessing three 

previously proposed structural models, did not gain support in this study. The 

content of the CVRMs indicated that patients and staff could generate early 

warning signs of aggression, risk factors and risk scenarios, risk management 

strategies, and goals for risk management together. In the interviews with 

patients, most described the method as useful and the collaborative aspects as 

meaningful, although a few described negative experiences and a lack of 

integration of the CVRMs in the daily care.  

In sum, the work in this thesis supports the continued practice of multi-

method assessment of aggression and violence and shows some promise for the 

use of the ESI-BF with forensic psychiatric patients. It also gives some initial 

qualitative evidence for the use of collaborative approaches to violence risk 

management in a forensic psychiatric inpatient settings. However, 

numerous empirical and conceptual questions surrounding the use of 

collaborative approaches to risk in forensic psychiatric settings still remain. 



11 

Svensk sammanfattning 

Denna avhandling berör mätmetoder för aggression, våld och externaliserande 

psykopatologi i två forensiska sammanhang, anstalter och rättspsykiatriska kliniker. 

Den undersöker också den ständigt återkommande frågan kring hantering av 

aggression och våld i institutionella miljöer, i det här fallet genom en kollaborativ 

ansats mellan patienter och personal i en rättspsykiatrisk slutenvårdsmiljö.  

Målet för avhandlingen var att undersöka konvergent och diskriminant validitet och 

konvergens mellan två mätmetoder för aggression (självrapportering och 

klinikerskattning) i ett urval av 269 unga, anstaltsplacerade våldsbrottslingar (Studie 

I). Den avsåg också att undersöka reliabiliteten och den strukturella och 

kriterierelaterade validiteten hos ett mätinstrument för externaliserande 

psykopatologi (The Externalizing Spectrum Inventory Brief-Form; ESI-BF) i en 

grupp på 77 rättspsykiatriska patienter (Studie II). Slutligen undersöker den 

användningen av strukturerade kollaborativa våldsriskhanteringsplaner genom att 

med manifest induktiv innehållsanalys analysera innehållet på 50 sådana planer 

(Studie III) samt genom att intervjua 13 rättspsykiatriska slutenvårdspatienter om 

deras erfarenheter av att samarbeta med personal kring våldsriskhantering med hjälp 

av sådana planer (Studie IV).  

Resultaten pekar på att självrapporterad och klinikerskattad aggression uppvisade 

en hög grad av konvergens och samstämmighet, dock ej till den grad att den ena 

metoden kan användas som en ersättning för den andra. ESI-BF visade sig vara ett 

reliabelt mått av externaliserande psykopatologi och uppvisade robusta 

associationer med ett antal kriterievariabler så som ålder vid första dom. Den 

strukturella validiteten, där tre tidigare föreslagna strukturella modeller 

utvärderades, fick inte stöd i denna studie. Innehållet i riskhanteringsplanerna visade 

på att patienter och personal kunde arbeta fram tidiga varningstecken för aggression, 

riskfaktorer och riskscenarion, riskhanteringsstrategier, samt mål för riskhantering 

tillsammans. I intervjuer med patienter beskrev de mestadels metoden som hjälpsam 

och de kollaborativa aspekterna som meningsfulla, även om ett fåtal beskrev 

negativa erfarenheter och en brist på integrering av riskhanteringsplanerna i det 

dagliga vårdarbetet. 

Sammanfattningsvis ger den här avhandlingen stöd för att fortsatt använda sig av 

flera mätmetoder för att bedöma aggression och våld och ett visst, försiktigt stöd för 

att kunna använda sig av ESI-BF med rättspsykiatriska patienter. Den ger också viss 

initial, kvalitativ evidens för kollaborativa ansatser till våldsriskhantering i 

rättspsykiatriska slutenvårdsmiljöer, även om ett flertal, både empiriska och 

konceptuella frågor rörande kollaborativa ansatser till risk i rättspsykiatriska 

sammanhang återstår.  
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1. Introduction 

This is a thesis about aggression and violence, how it is measured, and how it can 

be managed in collaboration with those who perpetrate it. More specifically, it will 

deal with aggression and violence in forensic settings and samples, in contexts 

where psychology, psychiatry and the law intersect. In practice, this means that the 

data that has been collected and analysed in this thesis was gathered in prisons and 

forensic psychiatric hospitals. Although the individuals who end up in these closed 

institutions overlap to some extent, they represent distinct populations in both a 

clinical and research sense. The main focus in this thesis will be the forensic mental 

health (FMH) context, which refers primarily to hospital and clinics where 

individuals who have been sentenced to or handed over to forensic psychiatric care 

(FPC) due to their mental disorders, are detained and receive care. I have made the 

choice to focus on this context, even though Study I was conducted in a prison 

setting, both as the FMH context has been the main setting for the data collection 

for this thesis and also because it is in that setting that I have practiced as a clinician 

for the last eight years. 

Before presenting the empirical work within the four studies included in the thesis, 

an overview of the field, a closer look at the context in which the research was 

conducted, and the research participants is in order, along with the definitions and 

the background of some central concepts employed and studied in this thesis. 

1.1 Mentally disordered offenders in the Swedish 

criminal justice system  

“If a person who has committed an offence for which a fine is considered an 

insufficient sanction suffers from a serious mental disturbance, the court may order 

them to undergo forensic psychiatric care if, in view of their mental state and other 

personal circumstances, it is called for that they be admitted to a medical institution 

for psychiatric care, combined with custodial and other coercive measures.” (SFS 

1962:700, p. 268-269) 

To start, a few words are in order about how the Swedish criminal justice system 

handles individuals with severe mental illnesses (SMI) who have committed a 

crime, and the process by which one is sentenced to compulsory FPC according to 
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the Forensic Mental Care Act (SFS 1991:1129). Sweden is rather unique in its 

handling of such individuals in that most other jurisdictions have what is commonly 

known as an insanity defence, some sort of rule or legal statute that exempt some 

defendants with SMI from criminal responsibility. In Swedish law, since 1962 when 

it was abolished, no concept of accountability exist whereby such defendants would 

be able to plead not guilty on terms of insanity (Bennet & Radovic, 2016). Rather, 

all individuals charged of a crime are regarded as having an equal capacity for 

criminal responsibility and the mental illness is instead considered in the choice of 

sanction (Bennet, 2024). Several governmental reports throughout the years (SOU 

2002:3; SOU 2012:17) have advocated for a model more in line with international 

legal standards, but as of yet no revisions of the Swedish legal framework to move 

in such a direction have been undertaken.   

Instead of accountability, the pivotal concept in Swedish law is that of severe mental 

disorder (SMD). This is a medico-legal term straddling the fields of criminal law 

and psychiatry and as such it has no exact definition in either field. It encompasses 

no specific set of diagnoses but is negotiated in the interplay of legal and psychiatric 

praxis. However, the core of SMD concept is based around psychotic, schizophrenia 

spectrum, disorders (Prop. 1990/91:58). That is, conditions in which the individual 

to some degree has a distorted or tenuous connection to reality and a low level of 

psychosocial functioning, for example because of symptoms like hallucinations, 

delusion or thought disorder. However, other conditions like severe depressive 

disorders or personality disorder with suicidal ideation, marked impulsiveness and 

psychotic symptoms may also qualify, as may some combination of intellectual 

disability, dementia, traumatic brain injury, neurodevelopmental disorders (e.g., 

autism) and conditions characterized by severe compulsivity. Often, several of these 

conditions will coexists within one individual and they will in many cases also be 

accompanied by some form of comorbid substance use disorder (SUD). The SMD 

concept, naturally, overlaps to a high degree with the definition of SMI, but they are 

not synonymous.  

In cases where the defendant has confessed to his crime or conclusive evidence 

exists for a conviction, and where the defendant is suspected to be suffering from a 

SMD, the court can, according to the Personal Examination in Criminal Cases Act 

(SFS 1991:2041), request an examination and report on that individual’s mental 

state. Such an examination, commonly referred to as a §7 examination, is a short 

screening procedure usually lasting between 1–2 hours and conducted by a forensic 

psychiatrist, appointed by the court and certified by the National Board of Forensic 

Medicine. Approximately 1,200 such examinations are conducted each year in 

Sweden (National Board of Forensic Medicine, 2025). After such an examination, 

the forensic psychiatrist complies a short report with their recommendations to the 

court, one of which is whether or not conducting a more thorough forensic 

psychiatric investigation (FPI) is appropriate. In a smaller number of cases (~25%), 

often where the SMD is evident, chronic and well-documented, the individual 
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previously has been sentenced to FPC or the crime is of a less severe nature, the 

court can order a §7 examination which can provide the basis for a sanction of FPC 

without a special discharge review (explained further below). 

If the court requests an FPI according to the Forensic Mental Examination Act (SFS 

1991:1137), of which roughly 400–600 are undertaken each year (National Board 

of Forensic Medicine, 2025), such an investigation is conducted over the course of 

4–6 weeks. In a majority of cases, an FPI takes place in the context of an inpatient 

ward at the National Board of Forensic Medicine in Stockholm or Gothenburg. 

During that time the defendant is extensively interviewed, psychiatrically and 

psychologically assessed, and observed in his or her daily functioning. The FPI is 

conducted by a multi-disciplinary team consisting of a forensic psychiatrist, a 

psychologist, a forensic social worker, and nursing staff. The investigation results 

in a report that is handed over to the court and which, primarily, seeks to answer the 

question of whether an SMD was present at the time of the offence and if this SMD 

is still present at the time of the FPI. The presence of an SMD is confirmed in 

somewhere between 50%–60% of the cases undergoing and FPI and is a prerequisite 

to be able to be sentenced to compulsory FPC (National Board of Forensic 

Medicine, 2025). The court is, however, not bound by the findings in the report from 

the FPI and may, in certain rare cases, choose a different sanction, such as a prison 

sanction, even in the presence of an SMD. If an individual is sentenced to FPC, the 

sanction is specified by the court as including, or not including, a condition of a 

special discharge review. The condition of a special discharge review is by far the 

most common outcome for offenders sentenced to FPC in Sweden (present in ~85% 

of those currently undergoing FPC; Swedish National Forensic Psychiatric Register, 

2024). It is applied in those cases where the SMD is assessed as increasing the risk 

of subsequent recidivism in serious offending. The special discharge review means 

that the psychiatrist in charge of the patient’s care cannot independently make 

certain decisions about the patient’s progress in the FPC process (e.g., granting 

leave, transition to outpatient care or discharge of the patient). Those decisions must 

instead be reviewed and approved by an administrative court. The administrative 

court also, on a six-month basis, reviews the risk of recidivism, the mental health 

status, and the personal circumstances of the patient, and based on that evaluation, 

decides whether the inpatient care should be prolonged, moved to an outpatient 

basis, or be terminated. FPC in Sweden is thus not a sanction with a set time limit 

but rather goes on as long as there is either a risk of recidivism in serious offending 

due to the SMD, or the patients mental state and personal circumstances warrant 

compulsory psychiatric care. In practice, this leads to very long lengths of stay 

(Sivak et al., 2023), and in some cases, individuals can remain committed to 

inpatient FPC care long after their SMD has abated due to risk factors not directly 

connected to their SMD such as substance abuse, pro-criminal attitudes or a 

personality disorder (Strindlöv, 2020). 
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1.2 The context of the research and the research 

participants 

“Forensic mental health services provide crucial interventions for society. Such 

services provide care for people with mental disorders who commit violent and other 

serious crimes, and they have a key role in the protection of the public. To achieve 

these goals, these services are necessarily expensive, but they have been criticised 

for a high-cost, low-volume approach, for lacking consistent standards of care, and 

for neglecting human rights and other ethical considerations.” (Tully et al., 2024, p. 

1) 

A few words must also be said about the context in which the research described in 

this thesis was undertaken and the individuals who contributed to it as research 

participants. All data for this thesis was collected in what the sociologist Erwin 

Goffman has dubbed total institutions (Goffman, 1961). Total institutions are places 

in which life is highly regimented and dictated by rules and regulations, where the 

inhabitants – patients and inmates – are closely monitored by staff and are not free 

to leave of their own will. Privacy is limited by the fact that the living arrangements 

are in dormitory or ward style with each inmate or patient generally having their 

own room but sharing other areas such as common rooms, kitchens and dining areas 

with all other individuals detained there. Hierarchy is often apparent in these 

institutions with staff being separated from the detainees either physically or 

through the use of uniforms or work clothes. These elements describe key features 

of the institutions in which the data for this thesis was collected. Indeed, patients in 

forensic psychiatric hospitals themselves, in the context of qualitative studies, often 

describe an environment that is permeated by restrictiveness (Tomlin et al., 2018), 

isolation (Humphries et al., 2023), boredom (Bowser et al., 2017), and the 

experience of not having a voice or being heard, all of which can give rise to a sense 

of resignation and powerlessness (Askola et al., 2018; De Pau et al., 2020; Hörberg 

et al., 2012). Many report feeling stuck in the FMH system, not knowing what to do 

to make progress or get out, and many patients report experiencing staff as 

authoritarian, punitive and controlling, or at worst detached, demeaning and 

neglectful (Humphries et al., 2023). Some patients in FMH settings do however also 

describe the experience of “pockets of” good, compassionate care and moments of 

genuine participation (Hörberg et al., 2012; Söderberg et al., 2022). A number of 

quantitative studies have also painted a more positive picture of FPPs satisfaction 

and perceived quality of their care, although self-selection effects may have lead 

some of those estimates to be inflated (Cannon et al., 2018; Khan et al., 2025; 

Schröder et al., 2013). 

Prisons and forensic hospitals are institutional worlds that remain closed and opaque 

to most people in society and, as a consequence, the individuals housed therein can 

elicit both morbid curiosity and condemnation. Individuals sentenced to compulsory 
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FPC in Sweden are, as is the case globally, predominantly male (~85% of patients 

in Sweden) and disproportionately from deprived and disadvantaged backgrounds 

(Laporte et al., 2021; Swedish National Forensic Psychiatric Register, 2024; Tomlin 

et al., 2021). The FPP population in Sweden is small in comparison to the prison 

population, with approximately 2,000 patients currently receiving forensic 

psychiatric inpatient care and about 1,200 receiving outpatient care (Swedish 

Association of Local Authorities and Regions, 2024). The goals of the FPC in 

Sweden, like in many other FMH systems globally (Crocker et al., 2017), is to 

provide specialised healthcare to promote the recovery and social reintegration of 

the patient while also managing the patients’ risk of recidivism and protecting the 

public from future acts of violence (Tully et al., 2024). Forensic psychiatric inpatient 

care in Sweden primarily takes place in dedicated forensic psychiatric hospitals and 

clinics. These institutions are managed by the regions and local authorities in 

Sweden, as opposed to the Swedish Prison and Probation Service which is run by 

the state. All FPC in Sweden, fundamentally, rests on the same legislative 

framework, the Swedish Health and Medical Service Act (SFS 2017:30), as the rest 

of the Swedish healthcare system. In these institutions, multidisciplinary teams, 

most often consisting of psychiatrists, psychologists, social workers, occupational 

and physical therapists, along with nursing and ward staff, are responsible for the 

patients’ care across psychiatric, physical, social, and other functional domains. As 

such, FPC in Sweden, and other high-income countries, has been described as a low-

volume, high-cost service (Tully et al., 2024).  

A vast majority of FPPs in Sweden receive pharmacological treatment. It is 

estimated that 93% of those with a primary diagnosis on the schizophrenia spectrum 

receive antipsychotic medications, where antipsychotic polypharmacy is very 

common, and that 65% of patients without a schizophrenia spectrum diagnosis are 

also treated with antipsychotic medication (Sitter et al., 2025; Swedish National 

Forensic Psychiatric Register, 2024). Treatment in Swedish FPC care also includes 

a variety of psychological and psychosocial interventions (e.g., individual 

psychotherapy, psychoeducation, and substance abuse treatment) as well as 

treatments aimed at increasing physical well-being and somatic health (Swedish 

Association of Local Authorities and Regions, 2018).  

As a group, FPPs suffer from a considerably elevated mortality rate compared to the 

general population in Sweden (Fazel et al., 2016), and studies in Denmark (Uhrskov 

Sørensen et al., 2020) and Finland (Ojansuu et al., 2014) have corroborated this 

finding. Indeed, this group of patients has been described as the triply troubled 

(Lindqvist, 2007), referring to the intersection of SMI, substance abuse problems, 

and aggressive behaviour found among these patients. In prisons globally, rates of 

mental disorders, adverse childhood experiences, suicide, and suicide attempts have 

been documented at much higher rates than in the general population (Emilian et 

al., 2025; Fazel et al., 2017). The same holds true for FPPs which are heavily 

burdened with a history of abuse, neglect, and social disadvantage, factors that may 
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contribute to offending and violent behaviour, although strong causal evidence is 

lacking (Koolschijn et al., 2023; McLachlan et al., 2024; Stinson et al., 2021). A 

majority of individuals undergoing FPC in Sweden, as recorded in the Swedish 

National Forensic Psychiatric Register (which includes ~85% of all FPPs in 

Sweden), suffer from a schizophrenia spectrum disorder (68% of the men and 55% 

of the women). Comorbid conditions are highly frequent, with ADHD, intellectual 

disability, autism, personality disorder, and affective syndromes being common. A 

majority of the patients also have a documented history of substance use and abuse 

(72% of the men and 58% of the women), and almost all have received some form 

of psychiatric care before being sentenced to FPC (91% of the men and 97% of the 

women). A majority of the FPPs have also been sentenced for another offence prior 

to the index offence that led to FPC (73% of the men and 49% of the women, of 

which ~41% were violent offences; Swedish National Forensic Psychiatric Register, 

2024). Lengths of stay in Swedish FPC are long. A recent study by Sivak and 

colleagues (2023) found that the median length of stay (including outpatient care) 

was 104.1 months for FPPs whose sentence included a special discharge review and 

44.6 month for those without a special discharge review.  

1.3 Defining aggression, violence and externalizing 

psychopathology 

“Scientific definitions need to be precise enough to distinguish one thing from 

another and to provide an underlying rationale for the resulting classifications. For 

example, biologists need to justify including whale and bat in the ‘mammal’ category, 

while excluding seahorse and ostrich. Biologists accomplish this by pointing to 

features that all mammals share, such as being warm-blooded and producing milk 

for nourishing their young. The same scientific standards should apply to terms such 

as ‘violence,’ ‘aggression,’ and ‘abuse’.” (Hamby, 2017, p. 167) 

1.3.1 Aggression 

Aggression is clearly a ubiquitous phenomenon. From the frustrated toddler giving 

a push on the playground to the coldly calculated mass destruction of organized 

warfare. Indeed, from a developmental perspective aggression is in many ways 

expected and normative in humans, peaking in frequency (albeit not severity) at 

around 42 months of age. It is a behaviour not so much learnt as it is unlearnt by 

most of us by mid-childhood (Tremblay, 2000; Tremblay et al., 2018). Not only is 

aggression found in humans, but other primates aggress as well, as do fish, spiders 

and other invertebrates (Hardy & Briffa, 2013). Aggression is a social, and 

oftentimes adaptive behaviour that is phylogenetically ancient (Archer, 2009; 

Lischinsky & Lin, 2020). It is a type of behaviour that has followed humankind 
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since her first steps, helping her to survive against both inter- and intra-species 

threats and secure crucial resources such as food, shelter, status, and mating 

opportunities (Georgiev et al., 2013; Archer, 2009).  

Although aggression is both common and behaviourally old it has been surprisingly 

difficult to pin down for scientific study. Seeing what unites the playground fight 

and warfare, if anything, is not immediately obvious, and like any complex human 

behaviour it can be viewed and studied through a number of lenses; psychological, 

biological, moral and ethical, sociological and cultural and so on. Some view it as 

psychopathology while others stress its adaptive function and evolutionary origin 

(Eisner & Malti, 2015; Stahl, 2014), but most, despite competing theoretical 

perspectives, acknowledge that a sizeable proportion of the propensity to aggress 

has genetic origins (Koyama et al., 2024; Odintsova et al., 2019). What level and 

model of explanation one chooses to focus on will, of course, be dependent on the 

context in which it is to be deployed and what one hopes to achieve. My description 

of aggression in this thesis will inevitably be circumscribed and incomplete and will 

focus on the perspectives that lie within my own field of studies: psychology and 

psychiatry.  

It might be argued that aggression is one of those I know it when I see it-concepts 

but that will not do for the purpose of scientific study. If one is to quantify, measure, 

predict, and influence behaviour, a more precise definition is required. To make 

matters somewhat easier, this thesis will restrict itself to focus solely on aggression 

in humans, leaving the rest of the animal kingdom behind. Making matters difficult, 

on the other hand, is the fact that Parrot and Giancola (2007) estimated, now almost 

20 years ago, that there were at least 200 different definitions of aggression in the 

scientific literature.  

A modern and highly influential, but ultimately flawed, definition of aggression was 

brought forward by Arnold H. Buss in his 1961 book The Psychology of Aggression: 

”a response that delivers noxious stimuli to another organism” (Buss, 1961, p. 3). It 

was flawed in that it would classify the incision of a surgeon’s knife or a parent 

disinfecting a child's scrubbed knee as aggression. It lacked the notion of the 

intention behind the act. Seeking to rectify this aspect, and what has since likely 

become the most cited and used definition of human aggression in psychological 

research, was brought forward by Craig A. Anderson and Brad J. Bushman in 2002. 

They proposed, in what has been dubbed the General Aggression Model, that:  

"Human aggression is any behavior directed toward another individual that is 

carried out with the proximate (immediate) intent to cause harm. In addition, the 

perpetrator must believe that the behavior will harm the target, and that the target is 

motivated to avoid the behaviour." (Anderson & Bushman, 2002, p. 28)  

This definition retained the focus on harm but added the crucial aspect of an 

intention to cause that harm. Mere accidents or behaviours carried out with the 
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intention to help or aid but that nonetheless may be unpleasant, a parent forcefully 

restraining its child in order to prevent it from running into traffic for example, is 

no longer labelled as aggression. The definition, in other words, recognizes that 

“eggs sometimes need to be broken in order to make an omelette”,  acts that cause 

pain and discomfort are not necessarily aggressive.  

Drilling deeper into the concepts of aggression has allowed researchers to make 

some further distinctions and classifications that are useful both for scientific and 

clinical purposes. The first, and likely most fundamental, distinction that can be 

drawn is between the whats and the whys of aggression, in other words between the 

form and the function of aggressive behaviours (Little et al., 2003). Aggression can 

be overt or covert, direct or indirect, and classified in several modalities such as 

physical, verbal, sexual, and relational, and we may describe it in terms of its target 

(others, the self, objects), duration, and degree of harm (Allen & Anderson, 2017). 

In describing the function and motivation for aggressive behaviours, the distinction 

between reactive and proactive/instrumental aggression, also variously referred to 

as affective/impulsive or predatory or hot- and cold-blooded aggression, has been 

enormously influential (Dodge & Coie, 1987; Fanti et al., 2024; Meloy, 2006; 

Wrangham, 2018). It is a distinction that many believe has deep evolutionary roots 

and that can be observed in other mammals and our primate relatives (Potegal & 

Nordman, 2023; Wrangham, 2018). The distinction is, however, not sharp and while 

the motives and functions for aggression can be reliably and validly assessed, they 

frequently overlap with reactive and proactive/instrumental aggression occurring on 

a sliding scale within and across individuals (Barrat et al., 1999; Merk et al., 2005; 

Raine et al., 2006). Reactive aggression is the more commonly occurring of the two 

and is, as the name implies, unplanned and characterised by reactions to perceived 

threats, frustrations or provocations. It is accompanied by a surge of negative 

emotion, typically anger and fear, and increased autonomic arousal. The goal is 

typically to remove the provoking or threating stimuli and the aggression may be an 

act of defence against something or someone (Meloy, 2006; Wrangham, 2018). A 

typical example of reactive aggression might be the schoolyard victim of bullying 

punching back at his antagonist after having been ridiculed. Proactive/instrumental 

aggression on the other hand, which is rarer, is akin to the type of aggression that an 

animal might use when stalking prey. It is planned and purposeful in nature and it 

involves little in the way of emotion or autonomic arousal (Meloy, 2006; 

Wrangham, 2018). Such aggression may be deployed, for example, as a means of 

acquiring something valuable (as in a bank robbery) or as a means to assert 

dominance or deliberately increase one’s own social status at the expense of others 

(as in bullying). It should also be kept in mind when trying to delineate the concept 

of aggression that it is sometimes conflated, both conceptually and when measured, 

with nearby or neighbouring concepts such as anger or hostility. Anger and hostility 

may be sufficient, but are not necessary, preconditions for aggression and should as 

such be treated as meaningful constructs in their own right (Eckhardt et al., 2004). 
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1.3.2 Violence 

Moving on to the concept of violence, this can be understood as a narrower and 

more specific concept, with aggression being a broader, more encompassing one. It 

is often assumed that violence is a subset of aggression (Allen & Anderson, 2017; 

Anderson & Bushman, 2002). Any act of violence could thus also be described as 

an act of aggression, but not vice versa. What size the subset of violence takes up 

within the concept of aggression has been debated. Many, albeit not everyone, agree 

that the distinction is useful and that the main difference between the two lies in the 

severity of intended or actual harm caused by the behaviour where violence is the 

term reserved for the more serious forms of aggression (Allen & Anderson, 2017). 

A very influential, albeit quite broad, definition of violence has been that proposed 

by the World Health Organization in their World Report on Violence and Health:  

“The intentional use of physical force or power, threatened or actual, against oneself, 

another person, or against a group or community, that either results in or has a high 

likelihood of resulting in injury, death, psychological harm, maldevelopment or 

deprivation.” (Krug et al., 2002, p. 1084) 

This definition captures not only direct physical, sexual or psychological harm but 

extends the definition of violence to outcomes that may not be as readily apparent 

or easy to measure, such as deprivation and maldevelopment resulting from neglect 

or omissions to act. It also recognises that violence is only probabilistically related 

to harm and that it can be perpetrated against groups or communities as well as 

against specific individuals. Perhaps the most exhaustive and thorough attempt at 

clarifying the distinction between aggression and violence has been made by Sherry 

L. Hamby. While recognizing the many strengths of the WHO definition she has 

criticised it on the grounds of placing too much emphasis on physical force and 

power. Hamby stipulates four elements which defines violence, and which separates 

it from aggression and other nearby phenomena such as rough-and-tumble play. 

According to Hamby (2017) violence is characterized by being: non-essential, 

intentional, unwanted, and harmful. Violence is non-essential in that violent acts are 

not necessary, except in a small number of cases (such as self-defence), and 

outcomes that are sought by violent means could have been achieved, at least in 

theory, by other non-violent means. Violence is in that sense gratuitous. 

Furthermore, violence is intentional, whether by act or omission. Not all violent acts 

are preceded by a wilful desire to cause harm but can still, in cases of reckless and 

negligent behaviour, cause harm that is legitimately defined as violence. Violence 

is also unwanted, a criteria which excludes for example sadomasochistic practices 

or medical procedures (e.g., chemotherapy) which may be harmful in some sense 

but that are nonetheless wanted by the individuals subjected to them. Lastly, 

violence is harmful, where harms can be construed as ranging from the highly 

visible and immediate (e.g., a punch to the face) to harms that are invisible to the 
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naked eye and may materialize only long after the violent act (e.g., the harmful 

effects of childhood sexual abuse on relationships in adulthood).  

1.3.3 Externalizing psychopathology 

Lastly, we will examine the concept of externalizing psychopathology. This is a 

broader concept than both aggression or violence which encompasses a wide 

spectrum of maladaptive traits (e.g., impulsivity, callousness, hostility, grandiosity), 

symptoms (e.g., restlessness, irritability, rudeness, arrogance, suspiciousness) and 

behaviours (e.g., violent and aggressive behaviour, absenteeism, truancy, substance 

use, lying), all broadly having to do with coming into conflict with others and the 

surrounding environment.  

The concept has its origins in the study and classification of child psychopathology 

undertaken by the American psychologist Thomas Achenbach. Using factor analytic 

methods to classify psychiatric symptoms among children and adolescents, he found 

that aggressive, disruptive, impulsive, and rule-violating behaviours, in other words 

coming into conflict with others and the surrounding environment, clustered 

together in an externalizing factor. While problems within the self (e.g., 

anxiousness, phobias, worry, shyness, and insomnia) clustered into what was 

labelled as an internalizing factor (Achenbach, 1966). Since then, an enormous 

amount of research has been undertaken using the internalizing-externalizing 

framework and it has been extended from the study of childhood psychopathology 

into the realm of adult mental health problems (Krueger et al., 2005; 2021; Watson 

et al., 2022). Currently, the concept of externalizing psychopathology has been 

prominently situated and used in the emerging nosological framework known as the 

Hierarchical Taxonomy of Psychopathology (Cicero et al., 2024). According to this 

framework, externalizing psychopathology is a latent, genetically underpinned, 

dimensional construct that can be further subdivided into an antagonistic and a 

disinhibited spectrum (Mullins-Sweatt et al., 2022; Krueger et al., 2021). The 

antagonistic spectrum encompasses an interpersonal style characterised by such 

aspects as manipulativeness, grandiosity, hostility, suspiciousness and 

deceitfulness. The disinhibited spectrum, on the other hand, is characterized by 

impulsivity, risk-taking, irresponsibility and disorganization. These spectra overlap 

to some extent and individuals high on any of these dimensions are at increased risk 

of engaging in aggressive and violent behaviours and other antisocial acts (Krueger 

et al., 2005, 2021; Mullins-Sweatt et al., 2022; Sellbom, 2016). Those individuals 

higher on the antagonistic spectrum may have a special propensity towards 

interpersonal manipulation and antisocial behaviours such as fraud, extortion and 

proactive/instrumental aggression, while those high on the disinhibited spectrum are 

more prone to substance abuse and reactive aggression. Using traditional categorical 

diagnostic terminology, the externalizing spectrum would encompass such terms 

and diagnoses as: psychopathic traits, antisocial personality disorder, oppositional 
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defiant disorder, conduct disorder, ADHD, alcohol/substance use disorders, 

intermittent explosive disorder and features of borderline, narcissistic, histrionic and 

paranoid personality disorders (Krueger et al., 2021). 

1.4 Measuring aggression and violence: Hot sauce and 

questionnaires 

“Whatever exists at all exists in some amount. To know it thoroughly involves 

knowing its quantity as well as its quality.” (Thorndike, 1918, p. 16) 

In light of the definitional difficulties surrounding aggression and the ethical 

challenges of inducing aggressive behaviours in a controlled research setting, it is 

not surprising that researchers have operationalised the measurement of aggression 

in a myriad of ways. Operationalisations of aggression in a controlled, laboratory 

setting has spanned from the amount of hot sauce a participant in an experiment 

would assign a fictive co-participant to eat, to the intensity of blasts of white noise 

and the time spent with a hand submerged in ice-cold they would subject another 

(once again fictive) fellow research subject to (McCarthy & Elson, 2018). Another 

technique that has been used is the Voodoo Doll Task in which research subjects 

choose the number of pins to stick into a doll representing another individual 

(McCarthy & Elson, 2018). Such paradigms have come under criticism as lacking 

construct validity and as having questionable external validity in relation to real-

world aggressive outcomes or more severe violent outcomes (McCarthy & Elson, 

2018; Tedeschi & Quigley, 1996). Experimental laboratory studies of aggression 

have also predominantly sampled general or college populations (although 

exceptions exist; Del Pozzo et al., 2019), calling into question their relevance for 

(forensic) psychiatric and offender populations.  

Ways of getting around the potential validity issues of these more indirect laboratory 

measures of aggression have been to use a more direct approach such as self-report 

questionnaires, observations and informant ratings, or data from sources such as 

police or medical records. All these methods of gauging aggressive and violent 

behaviours, however, come with their own set of problems and limitations. On the 

one hand, self-report measures may be sensitive to social desirability biases, 

dissimulation or denial in adversarial contexts (Krakowski & Czobor, 2012; Nijman 

et al., 2006; Vigil-Colet et al., 2012). On the other hand, relying solely on collateral 

information or documentation (e.g., medical, treatment and arrest records) may also 

miss a large proportion of violence perpetration (Johnson et al., 2019; Mulvey et al., 

1994). Indeed, in the Cambridge Study in Delinquent Development, a longitudinal 

study of over 400 individuals running since 1961, the ratio between self-reported 

assaults and convictions for that same offence was 11.4 to 1 (Farrington et al., 2023).  
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In the context of hospital care and inpatient psychiatric settings, the measurement 

of aggressive and violent behaviours has most often been approached through the 

use of observation-based scales and reviews of medical records and incident 

rapports. Figures relying on official workplace violence reporting systems or 

incident reports should likely be seen as a low baseline estimate of the prevalence 

of violence in these settings, as much of the violence perpetrated in those settings, 

and that is found when compared to other methods, is not reported in those systems 

(Archer et al., 2020; Arnetz et al., 2015; Bowers, 1999). Supplementing those 

estimates with data from medical records and clinical charts may make those 

estimates more accurate but will still likely lead to an underestimation of violent 

episodes (Nolan & Citrome, 2008). The predominant method of recording violent 

behaviour in inpatient psychiatric settings, both for clinical and research purposes, 

has therefore been through the use of structured observation scales and rating forms. 

Numerous such scales and forms have been developed (Harris et al., 2013) but 

commonly used ones include: the Overt Aggression Scale (Yudofsky et al., 1986), 

the Modified Overt Aggression Scale (Kay et al., 1988), the Staff Observation 

Aggression Scale (Palmstierna & Wistedt, 1987), the Staff Observation Aggression 

Scale-Revised (Nijman et al., 1999), and the Social Dysfunction and Aggression 

Scale (Wistedt et al., 1990). Such observation scales are intended to be completed 

by ward staff in close connection to a violent incident and typically include such 

features as: the target of violence (staff, patient, visitor), the mode of violence 

(verbal, physical, sexual, self-directed, directed toward objects), provocations 

leading up to the violent incident, interventions undertaken in response to the violent 

incident, and the outcome and harm caused by the violent incident. Like all other 

methods, such rating scales have their limitations and have been found to miss a 

substantial amount of violence captured by other means. The administrative burden 

of filling out forms and rating scales for what may be perceived as minor acts of 

violence have been brought forward as one of the reasons why these rating scales 

fail to capture all they intend to (Tenneij et al., 2009; Hvidhjelm et al., 2014). 

Another reason may lie in the expectation and normalization of abuse and violence 

among staff in institutional settings, leading them to ignore or underreport such 

incidents (Lim et al., 2023; Stevenson et al., 2015). These methods have also been 

criticized on a number of other points, such as conflating severity with outcome, 

lumping together unrelated forms of aggression and violence, and blurring the 

distinction between trait and state aggression (Bowers, 1999; Gothelf et al., 1997). 

In sum, there is no one way of measuring aggression and violence that will capture 

all instances of such behaviour nor satisfy all the demands placed upon such 

measures in both clinical and research settings. Rather, the best approach is likely 

to use measures that have clear and standardized definitions, in order to facilitate 

comparisons with other research, and to both in the clinical and research context use 

multi-method, complementary methods of assessing aggression and violence in 

order to capture the full range and extent of a given individual’s aggressive and 

violent behaviour (Douglas & Ogloff, 2003).  
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1.5 The relationship between mental illness and violence 

“There was a certain lunatic named Carabas, whose madness was not of the fierce 

and savage kind, which is dangerous both to the madmen themselves and those who 

approach them, but of the easy-going, gentler style.” (Philo, as cited in Greenland, 

1978, p. 206) 

Having briefly delineated the concepts of aggression and violence and given a short 

overview of the ways in which these concepts can be measured, we turn to the vexed 

question of the relationship between mental illness and violence. As seen in the 

quote above, the nature, or even the existence, of such a relationship is a question 

which has likely always engaged people, and which can be found in literature and 

dramas stretching back to the days of antiquity (Thumiger, 2017). In modern 

scholarly debate, the issue of the connection between mental illnesses and 

aggressive and violent behaviours has been given increased attention in parallel with 

developments in the field of violence risk assessment and the increased demands 

made on mental health clinicians to assess and manage any risk of violence in their 

patients. As research on the relationship between mental illness (primarily 

schizophrenia) and violence gained momentum in the 1980s, the relationship was 

seen by many as non-existent or spurious, explained by other factors such as down-

ward social drift, poverty, racism or stigma (Fazel, Gulati et al., 2009). While these 

questions are still fiercely debated (e.g., Fusar-Poli et al., 2022; Seon et al., 2023; 

Tesli & Vaskinn, 2024), I will argue here that the picture has become increasingly 

clear over the last two decades and that it points to there being a modest, but 

significant, association between certain mental illnesses, schizophrenia being the 

most well-researched, and violent outcomes.  

Before proceeding further, however a few important caveats are in order. The first 

is that the vast majority of individuals suffering from a mental illness will never use 

violence or be convicted of a violent crime. Different estimates have been brought 

forward but seem to converge somewhere in the range of 1%–5% of the population 

attributable risk of violent offending being directly attributable to mental illness, 

although it may be somewhat higher for specific condition such as schizophrenia 

(Ahonen et al., 2019; Fazel, Gulati et al., 2009). Similarly, a recent study from the 

United Kingdom attributed 5.3% of the total cost of violent crime in the United 

Kingdom to offenders with SMI (Senior et al., 2020). Secondly, individuals 

suffering from SMI have consistently been found to be more likely to be the victim 

of violence than the perpetrator (Marr et al., 2024; Sariaslan et al., 2020). For 

example, Desmarais and colleagues (2014) demonstrated, in a sample of 4,474 

individuals with SMI, that 30.9% had been the victim of violence in the last six 

months. The main drivers of crime and violent offending in society is instead a small 

group of early debuting, life-course persistent, antisocial, male offenders, who 

although they may suffer from conditions such as SUDs, psychopathic and 
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antisocial personality features, and ADHD remain relatively unaffected by SMI 

(Falk et al., 2014; Moffitt, 2018; Reidy et al., 2015). 

With these caveats in mind, we turn to the studies and evidence that have been 

pivotal in establishing an association between mental illness and violence. Some of 

the most compelling evidence comes from large, register-based, epidemiological 

studies where a large number of confounding factors, sometimes including genetic 

and familial confounding, have been taken into account. In recent studies and 

reviews, most of the conditions examined, which have included schizophrenia, 

bipolar disorder, ADHD, depression, post-traumatic stress disorder, SUDs, and 

personality disorder, individuals with those conditions had elevated odds compared 

to the general population, typically in the range of 2–4, for violent outcomes (Chow 

et al., 2025; Paulino et al., 2023; Whiting et al., 2021, 2022; Ångström et al., 2024). 

For most conditions, however, the absolute rates of violent offending over periods 

of 5 to 10 years remained relatively low, at about 5%. These absolute rates of 

violence however, creep up to between 6%–10% for schizophrenia and personality 

disorders and to over 10% for individuals with SUDs (Whiting et al., 2021). For all 

conditions, a history of violence and comorbid substance abuse were prominent risk 

factors for subsequent violent outcomes (Whiting et al., 2021). The effects of 

comorbid substance abuse and a history of early conduct and behavioural problems 

also appear to be especially pronounced for individuals with schizophrenia where 

the risk for violence in the absence of those factors is otherwise quite modest (Fazel, 

Långström et al., 2009; Lagerberg et al., 2025; Whiting et al., 2022). Comorbid SUD 

has been found to double the odds of violence perpetration in individuals with 

schizophrenia, with the risk appearing to increase with the frequency of drug use 

(Lamsma et al., 2020; Whiting et al., 2022). The extent of early conduct problems 

in individuals with schizophrenia has also been found to be strongly, linearly, related 

to subsequent, adult, offending and violence and presents unique challenges in 

treatment (Hodgins et al., 2005; Krakowski et al., 2021).  

Rates of violent behaviour have also been found to be elevated in first-episode 

psychosis, a recent meta-analysis describing a pooled prevalence of violence of 

13.4% before presentation to service, but violence seems to decrease with service 

contact and treatment initiation (Large & Nielssen, 2011; Whiting et al., 2020; Youn 

et al., 2024). The risks may also be particularly elevated in relation to severe 

violence, such as homicide, but which also show a marked drop after adequate 

treatment for the psychotic disorder has been started (Nielssen & Large, 2010). 

Another strand of evidence, lending strength to not merely to an association, but a 

causal connection between SMI and violence are studies on the effects of 

antipsychotic medication. In a recent Cochrane review by Ceraso and colleagues 

(2020), looking at maintenance treatment with antipsychotics in schizophrenia, 

violent and aggressive behaviours were studied as an outcome in 12 randomized 

trials with a total of 1,227 participants. Such outcomes were less frequent in the 

treatment as opposed to the placebo group of those 12 studies (odds ratio 0.37 [0.24, 
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059]). Moreover, Sariaslan and colleagues (2022) examined Swedish drug register 

data for almost 75,000 individuals and used individuals as their own controls, thus 

controlling for any time-invariant confounders. They replicated earlier results (Fazel 

et al., 2014) and showed that periods of being prescribed antipsychotics, as opposed 

to periods without such a prescription, were associated with a 43% lower risk of 

arrest or conviction of a violent offence. They also found that clozapine, olanzapine, 

risperidone, and long-acting injectables had stronger risk-reducing effects, 

suggesting that adherence and the differential effectiveness of antipsychotic 

medications were of importance. Lastly, Li and colleagues (2023) studied 

antipsychotic medication non-adherence in a longitudinal cohort of 207,569 

community-dwelling patients with schizophrenia in China. Using directed acyclic 

graphs to map and control for confounders and a propensity score matching 

approach, they found that over a mean follow-up time of 4.2 years individuals who 

were non-adherent to their medication had an increased risk of engaging in violent 

acts (odds ratios ranging from 1.50 to 1.91 for three measures of violent outcomes).  

If, as I have argued here, there is compelling evidence of an association between 

mental illness, particularly psychotic disorders, and violence, and if that association, 

as some strong albeit not conclusive evidence suggests, is at least partially causal, 

the question arises as to what the causal mechanism or mechanisms could be? As 

pathways to violence are complex and heterogeneous, even without the influence of 

mental illnesses, several plausible pathways and mechanisms to violence have been 

proposed, mainly in the context of psychotic disorders (Adams & Yanos, 2020; 

Hiday, 1997; Lambe et al., 2024; Lamsma & Harte, 2015; Ullrich et al., 2014; 

Volavka & Citrome, 2011). Variables that have been implicated, as single-factor 

explanations or as a part of a more complex relationship, have included:  hostility, 

command hallucinations, comorbid SUD and personality disorder, anger due to 

victimisation and stressors, treatment non-adherence, and socially deprived 

environments. Teasing out these causal relationships in a population that may be 

difficult to reach and for an outcome that makes any study design ethically complex 

is challenging, to say the least. However, if progress is to be made in understanding 

and managing the connection between SMI and violence, what is needed is well-

powered, longitudinal studies that can begin to draw causal connections. Such 

studies would, in the long run, enable us to find effective targets for intervention 

and provide evidence-based clinical care that also helps reduce the risk of violent 

behaviour (Appelbaum, 2019; Tesli & Vaskinn, 2024; Whiting et al., 2024). 
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1.6 Violence and aggression in inpatient forensic mental 

health settings 

“Well, when you’ve got up to 25 people living together in one locked up unit, sooner 

or later sparks are going to fly. If anyone expects anything else they should be locked 

up in here with us!” (Meehan et al., 2006, p. 21) 

Having examined the relationship between mental illness and violence in general, 

we turn to the prevalence and characteristics of violence in institutional and inpatient 

settings. A considerable amount of research has been undertaken to understand the 

scope of violence and aggression in general psychiatric and FMH settings. Figures 

on the prevalence of inpatient aggression and violence have varied widely, owing 

to factors such as length of follow-up time, the scope of the definition of aggression 

and violence being used (e.g., physical, verbal, sexual, self-harm, directed towards 

objects), security level of the care settings, and the method of assessing such 

incidents (e.g., retrospective vs. prospective design or based on records and file 

reviews vs. direct observations). Still, most estimates point to it being common, with 

more aggressive and violent acts being perpetrated in FMH than general psychiatric 

settings (Bowers et al., 2011). Bowers and colleagues collated data from over a 

hundred studies spanning acute, forensic, and general psychiatric wards and found 

that the proportion of patients who acted aggressively or violently during their stay 

was significantly higher in forensic (47.7%) as compared to acute (26.2%) and 

general (22.1%) psychiatric settings, although the researchers could not, based on 

that data, disaggregate between physical aggression, verbal aggression, and 

aggression directed towards objects. In another large synthesis of the literature on 

inpatient violence in FMH settings, Ramesh and colleagues (2018) reviewed 29 

studies with a mean follow-up time of 692 days and found that 32.6% of patients 

had acted verbally or physically aggressive during their stay.  

Turning to studies which have been able to give more fine-grained estimates of 

different types of violence, we find that the aggregated numbers appear to give a 

relatively fair picture. When following 614 Dutch forensic psychiatric inpatients 

over a period of five years, Verstegen and colleagues (2020) found that 60% 

exhibited some form of violent behaviour while 21.5% had engaged in physical 

violence. In a U.S. setting, Broderick and colleagues (2015) found that 31.4% of 

patients in a forensic psychiatric hospital had committed at least one violent physical 

assault over a two-year period. Data for Swedish FMH settings is harder to come by 

but at least two studies have reported on the prevalence of aggression and violence. 

In research by Andreasson and colleagues (2014) on 125 FPPs that were followed 

for a median of 951 days, it was found that 15% had engaged in physical violence 

during that time, although it should be noted that this data set was relatively old 

(collected 1999 through 2005) and contained a higher proportion of low to medium-

security classified patients as opposed to high-risk patients. In a more recent and 
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possibly representative sample in regard to risk-level, Persson and colleagues (2017) 

followed 87 individuals sentenced to FPC for a time period of a year. They found 

that 34.5% of those individuals had committed an act of aggression or violence, 

28.7% had uttered threats and 17.2% had acted physically violent.  

Furthermore, while estimates naturally have varied between studies, Stewart and 

Bowers (2013) having found that most verbal aggression was directed towards staff, 

several large studies in FMH settings have indicated that patients are more 

frequently victimized in the inpatient environment than are staff (Bader et al., 2014; 

Broderick et al., 2015; Quanbeck et al., 2007). Although these differences do not 

appear to be drastic, the distribution between patient and staff victimization being 

somewhere in the 55%–60% and 40%–45% range, it could be argued that patients 

are doubly vulnerably as they, unlike staff, have fewer ways to escape a violent and 

unsafe ward environment (Verstegen et al., 2024). 

In regard to the severity of aggressive and violent acts on forensic wards, the 

majority of incidents have been found to be of a less severe nature and verbal 

aggression is generally the most commonly occurring form of aggression (Huitema 

et al., 2021; Nicholls et al., 2009). In a study by Nicholls and colleagues (2009) 

using the Overt Aggression Scale (Yudofsky et al., 1986) in a sample of 527 forensic 

inpatients in Canada, approximately 25% of the incidents including physical 

violence caused injury. Huitema and colleagues (2021), when analysing 3,603 

aggressive incidents among 344 civil and FPPs in the Netherlands, found that 3% 

of incidents involving physical violence were rated as severe or extreme using the 

Modified Overt Aggression Scale (Kay et al., 1988). Similarly, Bader and 

colleagues (2014) analysed 5,494 aggressive incidents involving both staff and 

patients and found that in 3.6% of those cases the victim needed treatment from a 

doctor or overnight care in a hospital. These proportions of severe violent incidents 

are similar to those that have been estimated in other psychiatric settings (Nijman et 

al., 2005). Studies on inpatient aggression have also, for decades, tended to show 

that a small minority of patients, referred to by some as chronically assaultive, 

recidivistic assaulters or Pareto patients, account for a majority of the violent 

incidents and the majority of the serious injuries caused (e.g., Bader & Evans, 2015; 

Broderick et al., 2015; Cooper et al., 1983; Convit et al., 1990; Kennedy et al., 2020; 

Lussier et al., 2010; Uppal & McMurran, 2009). Such a skewed distribution of 

violent incidents may have consequences for the approach to, and allocation of, 

resources in the management of inpatient aggression. If this group of patients could 

be effectively reached by intervention and treatment, it would have an outsized 

effect on the prevalence of violence in these settings.  

While severe acts of violence represent the exception rather than the rule in 

psychiatric inpatient settings, non-physical acts of violence and abuse and less 

severe acts of physical violence may, especially over time, be as distressing and lead 

to adverse outcomes that are on par with those resulting from more severe physical 

violence (Flannery et al., 1995; Needham et al., 2005; Stone et al., 2011). While the 
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effects of exposure to violence and abuse have been well studied in psychiatric 

healthcare staff in general, and to some extent among FMH staff, much less is 

known about its effects on patients in FMH settings (Ellison & Berzins, 2019; 

Verstegen, 2024). In general, it is well known that exposure to violence and abuse 

among healthcare staff is exceedingly common, especially in emergency and 

psychiatric settings, where a large proportion of staff report having been exposed to 

violence (d'Ettorre & Pellicani, 2017; Jang et al., 2022; Mento et al., 2020; Odes et 

al., 2021). In a recent systematic review of studies examining workplace violence 

against healthcare workers in U.S. psychiatric hospitals, 14 studies were included, 

in which 25%–85% of workers had experienced an episode of psychical violence in 

the year preceding the study (Odes et al., 2021). Exposure to workplace violence in 

psychiatric settings has been found to be associated with outcomes in staff such as 

burn-out (Aguglia et al., 2020), anxiety, symptoms of post-traumatic stress (Hilton 

et al., 2020; Needham et al., 2005), and increased turnover intentions among staff 

(Jang et al., 2022). Turning specifically to studies in the FMH context, findings have 

been consistent with the larger literature from psychiatric settings in general, and 

have found that a sizeable proportion of FMH nursing staff have been exposed to 

violence and other potentially traumatic events (Newman et al., 2021, 2024; Ireland 

et al., 2022; Rodrigues et al., 2021). In the study by Rodrigues and colleagues 

(2021), it was found that among 633 staff members at a forensic hospital, 30% had 

been injured as the result of a physical assault. It also found that compared to staff 

in non-forensic units, forensic staff had more exposure to injury during a physical 

restraint, assault by a patient resulting in injury, threat to staff by a patient, and threat 

to staff’s family by a patient. Outcomes among FMH staff and nurses have also been 

in line with the larger literature and exposure to patient violence has been found to 

be associated with workplace absence and increased psychological distress. Based 

on the so far relatively limited literature, between 14%–19% of FMH staff met 

screening criteria for post-traumatic stress disorder and about 9% score above the 

cut-off for burnout (Berry & Robertson, 2019; Ireland et al., 2022; Lee et al., 2015; 

Newman et al., 2021; Seto et al., 2020).  

Inpatient violence also has negative consequences for the patients themselves, 

evidently for those patients that are victimised, but also for those patients who 

perpetrate violence. Firstly, patients who act violently are very likely to be subjected 

to coercive measures such as seclusion, mechanical restraints or coerced intra-

muscular injections (Cowman et al., 2017; Thomas et al., 2009). Being subjected to 

any of these coercive measures can be (re)traumatising and potentially harmful in 

and of itself. It can also lead to injuries in staff and potentially damage therapeutic 

relationships, as coercive interventions are often perceived as unfair, punitive and 

demeaning (Hansen et al., 2022; Haw et al., 2011; Kersting et al., 2019; Lawrence 

et al., 2021). Secondly, the behaviour of violent patients may affect other patients 

in the ward negatively. This can happen through the direct victimization of other 

patients leading to physical injuries as well as through causing distressing 

psychological consequences such as traumatic reactions, fear, and hypervigilance 
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(Ireland & Snowden, 2002; Verstegen, 2024). The violent behaviour of patients can 

also hurt other patients on the ward in indirect ways, by creating an atmosphere of 

insecurity and fear on the ward which disrupts the sense of safety that many patients 

describe as prerequisite to undertaking positive change (Pelto-Piri et al., 2019; 

Senneseth et al., 2021). Patients in both general and forensic inpatient settings have 

described the process of navigating in a ward milieu experienced as volatile and 

unsafe, with the fear of being victimised oneself as being more or less constantly 

present (Clarke et al., 2017; Jenkin et al., 2022; Olsson et al., 2015; Quirk et al., 

2004). In a study by Quirk and colleagues, this was described by one patient as: 

“You are always under the threat of violence. You never know when it's going to 

occur and so you live on a knife edge” (Quirk et al., 2004, p. 2577). A mental state 

which it is not difficult to imagine would take a toll on one’s wellbeing. The impact 

of inpatient violence is thus both direct and collateral.  

A large literature also addresses the risk factors for inpatient violence, in both 

general and forensic psychiatric settings, and many attempts have been made to 

predict which patients are at an increased risk of acting violently. In general 

psychiatric settings risk factors have been found to be: a diagnosis of psychotic 

disorder or bipolar disorder, alcohol or substance abuse disorder, a history of 

aggression, male sex, and younger age (Iozzino et al., 2015; Weltens et al., 2021). 

In FMH settings studies are fewer, but most studies point to the importance of 

dynamic and modifiable risk factors, such as medication non-adherence, anger, and 

severity of psychiatric symptoms (Greer et al., 2020; Jeandarme et al. 2019; 

McDermott et al., 2008; Wilson et al., 2013). Although, some studies have also 

found that the effect of such dynamic risk factors were negligible in the prediction 

of inpatient violence, instead favouring static factors such as sex, diagnosis, and a 

previous history of violence (Fazel et al., 2021). Static factors such as sex, a history 

of substance abuse and violence, and a diagnosis of schizophrenia may be less 

predictive in FMH settings than in general psychiatric settings because of their 

elevated base rates in FMH settings.  

Regardless of the empirical risk factors and the prevalence and consequences of 

violent acts in psychiatric inpatient settings, patients and staff will hold views and 

have perceptions about the causes of such violence. To date, there have been several 

studies conducted both in general and forensic psychiatric settings on the views of 

patients and staff about the precipitants and causes of violence. That research shows 

that there are several areas of disagreement but also some areas of overlap with 

regard to such perceptions. In a qualitative synthesis of 30 studies, encompassing 

both general and forensic psychiatric settings, Fletcher and colleagues (2021) found 

that staff and patients partially emphasised different factors driving inpatient 

violence. Patients primarily stressed external and environmental factors such as 

boredom, lack of meaningful activities, lack of privacy and personal space, 

controlling and coercive inventions, and lack of respect from staff in staff-patient 

interactions. Staff, on the other hand, highlighted more organizational factors such 
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as staffing, policies, and resource issues along with factors referring to patient’s 

characteristics, such as their diagnosis and personality traits. What emerged as a 

theme that both staff and patients consistently agreed on, however, was the 

importance of staff-patient interactions and interpersonal skills. Empathic listening 

and respectful communication could mitigate aggressive incidents and help defuse 

risky situations, while the opposite, disrespectful or insensitive communication, 

could serve as a trigger or precipitant of violence.  

In sum, staff have tended to gravitate more towards stable internal attributions, such 

as the personality traits or the psychiatric diagnosis of the patient, as the causal locus 

of violence, while patients generally have given more weight to external and 

context-dependent explanations and precipitants (Duxbury & Whittington, 2005; 

Price et al., 2024; Pulsford et al., 2013; Lanza & Kayne, 1995; Stone et al., 2011). 

Both types of explanations, of course, carry some truth, and both may also be 

sensitive to cognitive errors. In the case of an excessive focus on the internal 

characteristics of the patient, to the detriment of environmental factors and staff 

behaviour, staff may fall prey to a kind of fundamental attribution error (Stone et 

al., 2011; Price et al., 2024). On the other hand, patients may sometimes downplay 

their own role in the genesis of violent behaviour, putting too much emphasis on 

external factors or provocations, which would reflect a self-serving or ego-

enhancing bias (Harris et al., 2014; Lanza & Kayne, 1995). In the end, models of 

inpatient aggression in psychiatric settings – whether general or forensic – must 

wrestle with the challenge of integrating and making sense of the often divergent 

views of patients and staff. The few models that do exist in this area have, as a 

consequence, taken on an interactional perspective, where the interplay among 

situational/environmental, organizational, and factors internal to both staff and 

patients are considered and modelled (Duxbury & Whittington, 2005; Nijman, 

2002; Maguire et al., 2020, 2022, Cooke & Johnstone, 2010). With the large number 

of variables in play, these are complex processes to model, but they are crucial to 

understand if reductions in inpatient violence are to be achieved.  

1.7 The concept of risk 

“It's tough to make predictions, especially about the future.” (Yogi Berra/Niels Bohr, 

n.d.) 

Having provided a brief sketch of the background and definitions of the concepts of 

aggression, violence, and externalizing psychopathology, the relation between 

violence and mental illness, and the prevalence of violence and aggression in 

forensic settings, we now turn to the second set of critical components in what is to 

follow. That are the notions of risk, risk assessment and risk management, and the 

role of shared decision-making (SDM) in the assessment and management of risk 
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of violence. Once again, we must start by trying to impart some precision to our 

pivotal concept: that of risk.  

What does it mean for a person to pose a risk of becoming aggressive or violent? 

What sort of a thing is risk? Without getting bogged down in a philosophical 

quagmire, we can conclude that risk is a term that can take on multiple meanings, 

some more common-sensical and vague and others more technical and precise. The 

Swedish philosopher of risk Sven Ove Hansson has delineated at least five ways in 

which risk can be defined:  

"1. risk = an unwanted event that may or may not occur ( … ) 2. risk = the cause of 

an unwanted event that may or may not occur ( … ) Both (1) and (2) are qualitative 

senses of risk. The word also has quantitative senses, of which the following is the 

oldest one: 3. risk = the probability of an unwanted event that may or may not occur 

( ... ) 4. risk = the statistical expectation value of an unwanted event that may or may 

not occur ( … ) 5. risk = the fact that a decision is made under conditions of known 

probabilities (‘decision under risk’ as opposed to ‘decision under uncertainty’.)" 

(Hansson, 2023, 1. Defining risk) 

Two central properties of the concept of risk can be extracted from the passage 

above. The first, is that it concerns something which is unwanted or harmful in some 

way. A property which is value-based and in that sense arguably subjective in 

nature. The definition of what is unwanted or harmful will, unsurprisingly, vary 

between individuals. The second is that risk is inherently probabilistic in nature, the 

state of our information is in some way or another incomplete, and were it not, and 

we were certain of the outcome we needn’t speak in terms of risk. A risk, in other 

words, is something unwanted or harmful about which there is a degree of 

uncertainty if it will materialize or not. It is both a fact and value-laden concept, and 

both dimensions are needed to understand and analyse risks (Hansson, 2010).  

Some authors speak of the magnitude of a risk as the interaction between these two 

dimensions in a probability x severity equation (Penney, 2021). The potential 

severity of the outcome (e.g., bruising or death) is multiplied by the probability of 

that outcome. A high probability of a negligible harm may still be assessed as a low 

risk, while a low probability of a very severe outcome may qualify as a high-risk 

scenario, warranting extensive attention and resources to mitigate that risk. In the 

context of violence risk assessment perhaps the most commonly deployed definition 

of risk is the one found in the manual of the risk assessment instrument the Historical 

Clinical Risk Management-20 (HCR-20). This definition echoes the two central 

properties described above: “A threat or hazard that is incompletely understood, and 

thus whose occurrence can only be forecast with uncertainty” (Douglas et al., 2013. 

p. 4). 

It is also useful to contrast the concept of risk with its predecessor in the context of 

assessing whether a person will commit an act of future violence or not. The term 
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used at least into the late 1990s was dangerousness (Steadman, 2000). 

Dangerousness, as opposed to risk, was seen more as a binary property of a person; 

either one was dangerous, or one was not. The concept of risk on the other hand 

allows for more nuanced and incremental thinking, where risk can be broken down 

into several discrete, but possibly interacting, variables, each of which contributes 

to a person’s total overall risk. These variables (e.g., substance use, antisocial 

cognitions, psychotic symptoms) can vary over time and context and may be 

counterbalanced by protective factors (e.g., a steady job, a stable intimate 

relationship). The risk concept can also incorporate such aspects as severity of the 

harm, imminence of the harm and contextual elements such as specific triggers for 

violence or high-risk environments and relationships (Guyton & Jackson, 2016). 

While this development may be less consequential for certain decisions that are by 

nature binary, such as whether or not to discharge a patient from compulsory FPC 

care, the notion of risk allows clinicians to focus on those risk and protective factors 

that are amendable to change and that are deemed most relevant for future violence 

and recidivism. This subsequently allows the clinicians to tailor and implement 

treatments that may modify those factors and reduce risk (Guyton & Jackson, 2016).  

1.8 Risk assessment 

“Dr Boyd, the former Medical Director of the Canadian maximum security hospital, 

Penetanguishene, was fond of reassuring his listeners that only 10 % of the patients 

who were detained there would kill again (…) The difficulty, he added, was that no 

one could tell him who the 10 % were.” (Greenland, 1980, as cited in Buchanan, 

1999, pp. 465) 

Turning from the concept of risk to the clinical practice of risk assessment, and more 

specifically the assessment of risk of violence and recidivism in FMH settings, we 

must first strive to understand how mental health professionals came to be tasked 

with assessing risk and how concerns about risk assessment came to take such a 

prominent place in the clinical duties assigned to these professions. Although caring 

for and treating individuals with aggressive and dangerous behaviours has always, 

to some extent, been within the purview of psychiatrists, psychologists and other 

mental health professionals, their role as potential experts on violence risk and 

violence risk assessment has not always been as self-evident as it is in many 

jurisdictions today. Today, risk assessment has grown into a large industry with at 

least as many as 400 different structured risk assessment instruments being used 

worldwide (Singh et al., 2014). These instruments assess a wide range of risk factors 

for a wide range of types of risks, such as: risk of physical violence, stalking, sexual 

violence, and intimate partner violence. Specific instruments are also available for 

a variety of populations, such as: women, children, individuals with intellectual 

disabilities and autism spectrum disorders (de Vogel, 2023; Douglas & Otto, 2021; 



39 

Wormith et al., 2020). Risk factors on these instruments are conventionally divided 

into static, unmodifiable factors (e.g., age, sex, number of previous convictions) and 

dynamic, potentially changeable factors (e.g., adherence to treatment, anger, 

adequate housing). To understand how we got to this point and how modern risk 

assessment practices are carried out, some historical context is needed. 

1.8.1 Historical backdrop to modern risk assessment practices 

The processes that have shaped the way modern risk assessment instruments for 

offenders with SMI are constructed and conducted in much of the Western world, 

including Sweden, largely have their origin in developments in North America. 

Following the civil rights and deinstitutionalization movement of the 1960s, public 

and scholarly attention was increasingly drawn to the situation of psychiatric 

patients, the conditions of their care and the grounds on which they were committed 

to involuntary care. Risk of violence, or dangerousness which was the preferred 

term during that period, was typically assessed through the unstructured judgement 

of the clinician. The clinician, usually a psychiatrist, would simply use his amassed 

clinical experience and knowledge of the specific patient to make a judgement about 

that patient’s future dangerousness. A task, which it turns out, is quite difficult. 

Central to this debate about civil rights and involuntary care was a landmark U.S. 

Supreme Court case in 1966 in which a man, Johnnie K. Baxstrom, had been 

convicted of an assault, committed to a state hospital for the criminally insane, and 

held there for a number of years after his prison term had expired. He had been 

civilly committed without a jury review of his alleged dangerousness and the 

Supreme Court concluded in their ruling that this decision was arbitrary and violated 

Baxstrom’s rights (Baxstrom v. Herold, 1966). As a consequence of this ruling, no 

less than 967 psychiatric patients who were in a similar position to Baxstrom, having 

been involuntarily committed in forensic hospitals and asylums and branded as 

dangerous, were transferred to civil psychiatric facilities and many of them were 

later discharged into the community. This afforded researchers at the time with the 

opportunity for an exceptional natural experiment. In the years following the court’s 

decision, researchers followed the fates of these so-called Baxstrom patients and 

could conclude that despite their criminal insanity and alleged dangerousness: "All 

these figures on Baxstrom patient releases can be summarized simply by saying that 

the Baxstrom patients fared far better than anyone expected they would at the time 

of their transfers." (Steadman, 1973, p. 190). In a follow-up study, only 7% of 121 

Baxstrom patients released into the community between 1966 and 1970 were 

convicted of a new criminal offence, in stark contrast to their label as highly 

dangerous (Steadman, 1973). Further research by Cocozza  and Steadman (1974) 

on this group of patients found that only a few variables were statistically predictive 

of subsequent dangerous behaviour in the community: age under 50, presence of a 

juvenile criminal record, previous number of arrests, previous conviction of a 

violent crime, and the severity of the offence that led to hospitalization. Notably 
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absent from the predictive variables were those that related to psychiatric 

information such as diagnosis. But, even using these variables found to be predictive 

of violence, Cocozza and Steadman (1974) concluded that the false positive rate 

was at least 2-to-1, in other words, for every three patients predicted to engage in 

future dangerous behaviour only one would actually do so. The fallout of the 

Baxstrom ruling and the subsequent natural experiment it enabled, served to clearly 

highlight the difficulties in predicting future violent behaviour and the inadequacy 

of unstructured clinical methods of assessing such risks. Mental health professionals 

came under severe criticism for their imprecise predictions, accused of "flipping 

coins in the courtroom" (Ennis & Litwack, 1974, p. 693). The American Psychiatric 

Association concluded to its members in a task force report on the clinical aspect of 

violent individuals that answers to questions such as: “Is this man dangerous?” and 

“What is the potential of future violence?” that "( ... ) such judgments are 

fundamentally of very low reliability" (American Psychiatric Association, 1974, p. 

23), and that "In summary, the state of the art regarding predictions of violence is 

very unsatisfactory. The ability of psychiatrists or any other professionals to reliably 

predict future violence is unproven" (American Psychiatric Association, 1974, p. 

30). 

Nonetheless, since psychiatrists and other mental health professionals were still 

frequently called upon and expected to serve as experts in these matters, a way to 

reconcile these facts was required. What followed was a large upsurge in the interest 

and research on these questions which was further spurred on by cases such as 

Tarasoff v. Regents of University of California (1976). This was a California 

Supreme Court case in which the ruling stated that clinicians could be held liable if 

they failed to warn third parties of threatened future violence that their patients 

disclosed and that they may carry out. The incentives for mental health professionals 

to discern which patients posed a risk to others were becoming more and more 

pressing. Much of the research that followed in the wake of these developments, 

most notably John Monahan's work (e.g., Monahan, 1981), sought to remedy the 

shortcomings of unstructured clinical judgement by turning to actuarial methods. 

Such methods had been used in other fields, for instance insurance, for decades or 

centuries to gauge risks (Large, 2013). These methods relied on the careful study of 

the statistical predictors of recidivism or other violent outcomes in groups of 

forensic relevance. By statistically recording numerous variables among large 

groups of individuals and then following these individuals over time, researchers 

could begin to more systematically sift out which variables emerged as relevant to 

the task of risk prediction. From the variables that emerged, instruments and clinical 

checklists could be devised that were meant to supplant clinicians in the task of 

predicting violence. This new approach was heralded as the second generation of 

violence prediction research (Monahan, 1984) and yielded a number of actuarial 

risk assessment instruments (ARAIs), such as the Static-99 (Hanson & Thornton, 

1999) and the Violence Risk Appraisal Guide (Harris et al., 1993). Such actuarial 
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methods have subsequently proved to significantly outperform unstructured clinical 

judgement (Viljoen et al., 2025; Wertz et al., 2023).  

Thus, in many respects the second generation of risk assessment research was a 

success in that it put predictions about violent behaviour on a sounder, research-

based footing. ARAIs gave clinicians a structured way of approaching risk 

assessment, provided them with information on the base rates of violence and 

recidivism, and as such managed to substantially improve the predictive accuracy 

of violence risk judgements as compared to the unstructured clinical approach. From 

about a 1-in-3 chance of being correct (Monahan, 1984) to predictive values that 

were meaningfully above chance (area under the curve; AUC ~ .60–.70; Viljoen et 

al., 2025; Wertz et al., 2023). In other ways, however, ARAIs were still clearly 

lacking. The main thrust of criticism against the second generation of research and 

ARAIs, and which served as the impetus for further innovation, was that it was a 

largely inflexible and static approach. ARAIs sprung from the second generation of 

research relied mainly, or solely, on variables that were irrelevant or resistant to 

clinical intervention. Age of criminal onset, number of previous violent convictions 

or marital status at the index offense are variables that are by definition static and 

thus, although they may validly indicate higher risk of recidivism, give little 

guidance as to how to reduce that risk. Furthermore, the nature of ARAIs make them 

susceptible to issues concerning generalizability. A set of statistical predictors that 

prove valid in one particular sample may not necessarily be replicated in another 

sample, sometimes because of overfitting in the original data set or simply because 

they bear no relationship to future risk of violence in that new sample (Douglas & 

Shaffer, 2021). Such sample dependency means that if your ARAI was developed 

and validated in a sample of white male prison inmates with schizophrenia its use, 

for example, on an indigenous female with autism in an FMH setting would likely 

be invalid and highly questionable.  

The flaws of the second generation ARAIs and the discontent that many clinicians 

felt at having their clinical judgement thrown out like a baby with the bathwater led 

to what has been dubbed the third generation of risk assessment instruments (Ogloff 

& Davis, 2020). These third generation risk assessment instruments came to be 

branded as the structured professional judgement approach (SPJ). In the SPJ 

approach to risk assessment, group-level risk factors for violent behaviour, derived 

from broad reviews of the empirical literature on forensically relevant groups, are 

combined to form a clinical decision aid. What sets the SPJ instruments apart from 

the ARAIs is the increased focus on dynamic risk factors and future risk 

management variables as well as the partial reintroduction of clinician’s judgement 

in the prioritization and weighing of risk factors. Using the ARAIs, the clinician’s 

scoring and summing up of the risk factors would yield a score and a predetermined 

statistically derived risk level, usually presented as a percentile score, risk category 

or percentage chance of reoffence over a certain specified time period. The 

determination of the relative weight of each risk factor has already been computed 
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by the statistical model. With the SPJ instruments, each risk factor is coded as 

present or absent by the clinician but its relevance to the particular case at hand or 

the implications of a certain constellation of co-occurring risk factors in an 

individual is left up to the clinician to decide. The SPJ approach thus, in a sense, 

represents the amalgamation of the actuarial and the unstructured clinical approach 

to risk assessment. The reliance on empirical research data and the use of a 

structured checklist was retained from the second generation of risk assessments 

while the unique strengths of the clinician’s knowledge, intuition, and judgement 

were acknowledged and incorporated from the first generation of unstructured risk 

assessments.  

What today has become the gold standard SPJ tool for assessments of risk in forensic 

and general psychiatric settings (Silva, 2020; Singh et al., 2016), the HCR-20, was 

introduced in 1995 (Webster et al., 1995) and is now on its third revision (Douglas 

et al., 2014). The HCR-20 Version 3 incorporates ten historical, static factors 

alongside five dynamic factors related to the individual’s clinical state and 

treatment, and five further dynamic factors related to future risk management 

concerns. With the advent of the SPJ instruments, it has been increasingly 

acknowledged that prediction of violence in itself is neither fully feasible nor 

necessary to address concerns of violence risk. Rather than predicting exactly who 

or when someone may act violently, the SPJ approach seeks to determine, along a 

sliding scale, which individuals are more or less at risk of acting out and to prioritize 

treatment resources, interventions and risk management in light of that. We cannot 

with certainty say if, or how, a high-risk individual is going to act violently but we 

can confidently conclude that such an individual needs more intensive services and 

management to avoid harmful outcomes. The focus has shifted from prediction to 

prevention. Finally, some argue, that a fourth generation of risk assessment has 

emerged as a consequence of the development of existing SPJ tools (McDermott & 

Holoyda, 2014). These developments, having taken place since approximately 2010, 

have further emphasized the individualized and contextualized nature of any risk 

assessment. The clinical assessment of violence risk has become more 

comprehensive and the clinician is now expected to incorporate all relevant data, 

including potential protective factors, about an individual into a tailored risk 

formulation. The incorporation of case formulations into the task of violence risk 

assessments is an effort to bridge the gap between the nomothetic and idiographic 

knowledge, and between assessing risks and managing them. The nomothetic 

knowledge is the general, group level, knowledge that we possess about the 

relationship between various factors, such as substance abuse and violence, while 

the idiographic knowledge is that which we may gain about a specific individual 

and the factors which have led him or her to use violence. The mere presence of a 

risk factor in an individual does not tell us if, or how, that factor has contributed to 

the use of violence in the past or how it may contribute in the future. The risk factors 

need to be unpacked and understood within the context of a specific individual to 

allow us to more meaningfully transition from assessment to relevant risk reducing 
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interventions. In the best of worlds, our risk formulations will constitute 

individualized casual models delineating what has led to and might lead to violence 

in the future, incorporating both evidence-based knowledge and knowledge and 

experience from the individual being assessed (Jones, 2020). 

1.8.2 Critique against risk assessments and the "risk paradigm" 

In closing this section, it should be noted that current risk assessment practices are 

not without its critics. This applies both to more pragmatic and clinical issues such 

as the cost-effectiveness, reliability, and validity of the tools and instruments 

currently in use, but there have also been critiques on a more fundamental level 

striking at the very heart of the place that risk occupies in our society and in 

(forensic) psychiatric practice.  

The clinical critique centres on concerns that SPJ tools, like the HCR-20, are not 

valid enough for the purposes to which they are put to use. The predictive validity 

has been criticized as being too modest and the number of false positives as being 

too high (Jeandarme et al., 2017; Szmukler, 2012; Vojt et al., 2013). Indeed, for 

more distal predictions of violence and recidivism (more than 48 hours), most risk 

assessment tools perform about equally well with AUC values generally in the range 

of .65–.75 and with SPJ and ARAIs both performing about equally well and both 

outperforming unstructured clinical judgement (Ogonah et al., 2023; Ramesh et al., 

2018; Wertz et al., 2023). Furthermore, tools like the HCR-20 have been accused of 

taking up too much valuable clinical resources. With its increasing emphasis on 

creating an individual risk formulation including risk scenario planning, completing 

an HCR-20 assessment may take considerable time (Viljoen et al., 2010). Time that 

some argue has to been taken away from more worthwhile clinical tasks (Connors 

& Large, 2023; Nielssen, et al., 2011; Silva, 2020). Some voices have even 

questioned the validity of the risk formulation and scenario planning approach 

altogether (Challinor et al., 2021).  

Another line of critique has struck at an assumption that sits at the core of violence 

risk assessment as a clinical enterprise, and has pointed to the fact that there is, in 

the words of the authors of a recent meta-analysis: “insufficient evidence to 

conclude that tools directly reduce violence or reoffending, as findings are mixed” 

(Viljoen et al., 2018, p. 181). There appears, in sum, to be a gap between violence 

risk assessment and the translation and dissemination of such assessments into 

actionable clinical risk management interventions that show any real-world benefits 

such as reduced violent recidivism (Viljoen et al., 2018; 2024).   

Such critiques must be taken seriously and suggest that we may have to consider the 

uncomfortable conclusion that our current practices merely represent the least bad 

option that we have at this moment in time (Morgan, 2013). Some look to 

improvements in the performance and validity of violence risk assessment in 
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neuroscience or machine learning (Parmigiani et al., 2022; van Dongen et al., 2024). 

However, such approaches, while perhaps promising, have yet to consistently show 

robust and clinically applicable improvements over current best practices (Etzler et 

al., 2024). They also raise a host of legal and ethical quandaries which must be 

addressed before such methods can be adopted in clinical practice (Tortora et al., 

2020). Uncertainty and violence will continue to be a part of what mental health 

professionals will face in carrying out their professional duties. Given that society 

turns to professions like psychiatrists, psychologists, and nurses to understand, treat 

and manage individuals who suffer from mental illness and exhibit violent 

behaviour, risk assessment in some form or another appears to be a responsibility 

that cannot be abdicated by these professions.  

Lastly, a more fundamental and radical critique of current practices has also been 

articulated by a number of voices. This critique is not primarily technical, nor 

focused on issues such as poor predictive validity or interrater reliability. Instead, it 

takes aim at the place that risk occupies in society at large and in (forensic) 

psychiatry in particular (Beck, 1992; Crowe & Carlyle, 2003; Slemon & Dhari, 

2024). Such criticism argues that the concept of risk has achieved a hegemonic 

position in society and in mental health services. As such, it obscures other 

legitimate concerns, crowding out recovery and relationship building in the clinical 

encounter, as well as serve to increase the stigma surrounding psychiatric patients 

and contribute to mental health services risk aversion in relation to those patients 

(Coffey et al., 2017; Markham, 2024). The discourse of risk management has crept 

into almost every facet of life and now permeates the mental healthcare context 

(Prins, 2005; Rose, 1998). Such criticism views the concept of risk as a tool to rack 

up an ever increasing paternalistic and administrative view of mental health patients 

and at the same time reducing risk to specific, decontextualized characteristics 

residing within the patients and neglecting wider influences that may shape risks 

and how we view them (Slemon, 2017). Furthermore, it is argued that our present 

discourse surrounding risk contributes to a culture of defensive practices in mental 

healthcare. Risk assessment and risk management is deployed more in the purpose 

of covering one’s back and avoiding blame and accountability, if violence does 

occur, than to actually provide any therapeutic benefit to the patient (Szmukler, 

2000). Mental health professionals, on this view, have become less caregivers and 

helpers and more enforcers of risk management and social order, aimed at “ticking 

boxes” and keeping deviance in check (Manuel & Crowe, 2014). Patients are seen 

less as whole, complex human beings and more as containers of risk or risk objects 

to be managed (Felton et al., 2018; Rose, 1998; Slemon, 2017). These critiques have 

influenced alternative approaches to risk management which are now part of many 

policies and guidelines and which will be further described in section 1.11 Risk and 

shared decision-making.  
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1.9 Risk management 

“Can we know the risks we face, now or in the future? No, we cannot; but yes, we 

must act as if we do.” (Douglas & Wildavsky, 1982, p. 1) 

Having assessed and formulated the risks that are present, preferably in collabration 

with the offender or patient, the question turns to the management of the risks 

identified. One of the founding fathers of the field of violence risk assessment – 

John Monahan – stated the task of violence risk management succinctly already 

back in 1984 when summarizing the state of knowledge on violence risk assessment: 

“How useful this knowledge is depends upon what we do with it, compared with 

what we would do without it” (Monahan, 1984, p. 13). In other words, risk 

management is about what we do, and how we act based on the knowledge that we 

have of someone posing a risk for violence as opposed to the scenario in which we 

had no such knowledge. Another central figure in the field, Stephen Hart, has given 

his view on the difference between the mere prediction or assessment of violence 

risk and its subsequent prevention and management:  

“I would consider myself to be an excellent clinician even if my predictive accuracy 

was zero, as long as this was because I intervened appropriately with everyone I 

perceived to be at risk and thus prevented violence in every case. To put it simply, 

the clinical task is violence prevention, not violence prediction.” (Hart, 1998, p. 123) 

The competent forensic clinician will, in other words, do what they can using their 

professional powers to undermine their own or other’s predictions of risk through 

interventions and risk management. Having assessed or predicted a risk of violence 

we have a professional and moral (and in some jurisdiction a legal) obligation to act 

on that information. Risk management can in practice encompass any action or 

intervention that reduces the likelihood of a risk materializing and is as such a very 

broad concept. It can also be defined on many levels. Stretching from interventions 

that are undertaken in order to mitigate or stop violence from ever arising, such as 

working therapeutically with anger in an offender with anger management problems 

or issuing a restraining order for an offender with stalking behaviours, to actions 

taken to interrupt or reduce the impact of an ongoing violent episode, such as 

seclusion or mechanical restraint.  

In attempting to delineate and provide more structure to the task of violence risk 

management in forensic settings, a four-part framework has been proposed and used 

extensively. It describes the domains of: treatment, supervision, monitoring and 

victim safety planning (Doyle & Logan, 2012; Kropp et al., 2002). These domains 

can include such aspects as psychological and pharmacological treatment, 

restriction orders and electronic tagging, providing structured and supervised work 

opportunities, the monitoring by professionals of early warning signs for 

psychological deterioration or increased risk, and interventions to protect potential 
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victims such as personal alarms or restrictions on unsupervised meetings with 

relatives or partners. These four domains are intended to help direct forensic 

clinicians’ attention towards potentially useful areas and modes of intervention. 

Ideally, these domains will be addressed for each offender in a tailored risk 

management plan and formulation, which serves as the basis upon which clinicians 

coordinate and follow up their interventions. 

Yet another influential model for interventions aimed at reducing risk has been the 

Risk-Need-Responsivity model (Bonta & Andrews, 2023). Originally devised within 

the context of the Canadian correctional services, it has gained increasing attention 

in justice-involved populations with SMI (Bonta & Lee, 2025; Skeem et al., 2014; 

Skeem et al., 2015). The model revolves around the three central principles of risk, 

need, and responsivity. Briefly stated, these principles assert that the rehabilitation 

and treatment of offenders should be matched to their risk level, with high-risk 

offenders receiving more intensive services than low-risk offenders. That 

criminogenic needs, rather than needs that relate primarily to well-being or mental 

health, are the ones that should be primarily assessed and addressed by services. 

And lastly, that treatment and intervention should be adapted to the specific 

offender’s learning needs, motivation, abilities, and strengths, and that organizations 

should use evidence-based methods (e.g., cognitive-behavioural therapies) when 

designing and implementing risk-reducing interventions (Bonta & Andrews, 2023). 

The Risk-Need-Responsivity model identifies eight risk factors (the so-called 

Central Eight) that are claimed to be central to the risk of offending and recidivism, 

they are: an antisocial personality pattern, pro-criminal attitudes, social support for 

crime/criminal associates, substance abuse, poor or negative family/marital 

relationships, poor performance/satisfaction in school/work setting, a lack of 

prosocial recreational activities, and a history of previous criminality. These factors 

have all been found to be prevalent in offenders with SMI and have often been found 

to be better predictors of recidivism than psychiatric variables, like the type of 

psychiatric disorder, underscoring their relevance in risk management (Kingston et 

al., 2016; Skeem et al., 2014; Skeem et al., 2015).  

However, with regard to treatments designed specifically to reduce violence and 

aggression in forensic psychiatric populations, the evidence base is as of yet small 

and predominantly of low quality. The umbrella review by Wolf and colleagues 

(2017), for example, found no systematic reviews or meta-analyses of violence 

prevention studies in forensic psychiatric settings using hard outcome measure (e.g., 

reincarceration data) whatsoever. Other reviews have looked at non-

pharmacological interventions to reduce violence in patients with an SMI and with 

schizophrenia in forensic settings, and others at psychological and psychosocial 

interventions in FMH inpatient settings. These reviews have either concluded that 

there was no discernible effect on aggressive and violent outcomes (MacInnes & 

Masino, 2019; McIntosh et al., 2021). Or concluded that there was some very 

tentative evidence for the effects of cognitive-behavioural, cognitive remediation, 
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and reasoning and rehabilitation in reducing violence and aggression, but that most 

studies reviewed had a high risk of bias (Rampling et al., 2016; Slamanig et al., 

2021). 

On a more immediate level, on wards in inpatient FMH settings, coercive measures, 

such as seclusion, have frequently been used as a response to manage the risk of 

violence (Maguire et al., 2021). Such approaches have, however, been criticised as 

reactive and short-sighted, rarely addressing the root cause of the violence, and as 

being highly ethically problematic. Hence, efforts to systematically reduce the use 

of coercive interventions have been called for and initiated in many countries, and 

more effective and less harmful alternatives have been sought (Völlm & Nedopil, 

2016). Non-coercive interventions, devised with or without the patient’s 

involvement, that pre-empt a violent episode are surely preferable to interventions 

that used coercion or lower the risk of violence only after the fact. Such risk-

reducing interventions should also, ideally, be embedded in the day-to-day care of 

FPPs. In terms of such strategies, systematic data is still quite scarce, but examples 

of such interventions include pro re nata medication, reassurance, increased 

observations, distraction, limit setting, one-on-one nursing time and de-escalation 

(Maguire et al., 2018). Adequate medication is of course an important factor in 

psychiatric inpatient settings and may be essential, but it is likely not sufficient in 

and of itself, having been described as “the tip of the spear”. Beyond that, 

psychosocial interventions are a necessary further step in order to sustain an 

environment that will remain free from violence in the long-term (Dexter & Vitacco, 

2020). Some studies also point to the fact that psychiatric inpatients themselves 

already employ a number of risk management strategies to avoid using violence and 

becoming victimised. Such strategies include attending to one’s own and other’s 

early warning signs of aggression (Olsson et al., 2015), seeking out safe spaces on 

the ward, attempting to de-escalate risky situations, seeking protection from staff 

(Quirk et al., 2004), avoiding brooding on negative thoughts, and refraining from 

using substances (Levin et al., 2022). Ideally, patients’ own strategies can be 

harnessed and integrated with the clinician’s perspectives for a more comprehensive 

risk management strategy.  
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1.10 Shared decision-making 

“The foundation of shared decision making (SDM) is the view that people should be 

aware of relevant choices, and that their personal views, priorities and preferences 

are relevant factors when determining action. The degree to which people wish to 

engage in decisions will vary, as will the level to which they will be made aware that 

decisions exist, or become informed about the relevant information.” (Elwyn et al., 

2023, p. 218) 

A central tenet guiding all healthcare in Sweden, including compulsory FPC, is that 

patients, as far as possible, should be given the chance to participate and have a say 

about the healthcare that they receive (The Patient Act, SFS 2014:821). What this 

means, could mean, or should mean within the context of compulsory FPC, to a 

large extent, remains an open question.  

The healthcare sector broadly, and mental healthcare specifically, has during the last 

30 years steadily been moving towards practices that put a greater emphasis on the 

patients’ influence, involvement, and decision-making in their own care. This has 

led to collaborative practices being enshrined in policy documents, for example in 

the United Kingdom (Department of Health, 2012), and manifested in slogans such 

as No decision about me, without me (Coulter & Collins, 2011). Questions that 

naturally arise from this extension into the mental health and compulsory care 

settings are to what extent collaborative approaches are normatively desirable, 

empirically feasible, and useful, but also to what extent one size fits all when it 

comes to SDM in different healthcare settings (Adshead, 2019; El-Alti et al., 2022; 

Slade, 2017). 

As a consequence of this policy shift, a number of closely related and partially 

overlapping terms and concepts have been used to describe the increased focus on 

the patient’s active role in treatment and interventions in both the academic and 

clinical literature within medicine and psychology. Those concepts and terms have 

also, gradually, found their way into the forensic subspecialties of these fields. 

Among these terms are: patient participation (Selvin et al., 2016), service user 

involvement (Spiers et al., 2005), shared decision-making (Ray & Simpson, 2019), 

person-centred care (El-Alti et al., 2022), and recovery-oriented care or practice 

(Drennan & Alred, 2012). While there are differences between these concepts, there 

is also a considerable overlap. What they all appear to have in common is a 

movement away from what has been described as a paternalistic model of care and 

a movement closer towards to what has been dubbed an autonomous decision model 

(Drake et al., 2009).  

The SDM model, which will be the term used within this thesis, was first brought 

forward in the early 1970s (Veatch, 1972) and gained more widespread attention in 

the early 1980s in the context of somatic healthcare (President’s Commission, 

1982). The SDM model expresses the view that the patient and the clinician both 
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can be viewed as experts, but within their own respective domains. This might 

concern issues of diagnosis and treatment planning, in the case of the clinician (the 

expert-by-training), and experience of the illness and questions about preferences, 

values, and acceptable risks, in the case of the patient (the expert-by-experience) 

(Slade, 2017). The SDM process involves the patient and the clinician coming 

together in dialogue to discuss the healthcare issues at stake. In a large synthesis of 

161 conceptual models of SDM, eight central themes or tasks for the clinician 

engaging in SDM were extracted, namely to:   

“Define/explain the health care problem, present options, discuss 

benefits/risks/costs, clarify patient values/preferences, discuss patient ability/ self-

efficacy, present what is known and make recommendations, clarify the patient’s 

understanding, and make or explicitly defer a decision.” (Slade, 2017, p. 146) 

Following a procedure akin to this and using the knowledge of both these experts, 

it is argued, will lead to better decision-making processes and ultimately, it is hoped, 

better outcomes. In sum, SDM is not one single thing or action, but rather a set of 

overlapping interpersonal processes that can be seen as lying on a continuum from 

purely physician-driven decision-making to full patient involvement or autonomy 

(Kon, 2010). Some have remarked that there are different conceptualisations or 

levels of SDM where the standard approach rests somewhere in-between a fully 

physician-driven decision-making and full patient autonomy, where other 

approaches trend more towards a patient-empowering or emancipatory position (El-

Alti et al., 2022; Sandman & Munthe, 2009).  

Both clinical and ethical justifications have been laid out to advance the SDM 

concept in a number of healthcare settings. The clinical or empirical justifications 

centre on what can be gained from SDM in terms of better health outcomes, such as 

treatment adherence, quality of life, or reduced relapse rates. The mechanism by 

which SDM would bring about better clinical outcomes has been debated. An 

increased involvement may lead to a stronger sense of agency, better information 

for decision-making, and a greater responsibility and ownership of one’s own care, 

all of which have been proposed as ways in which SDM may improve clinical 

outcomes (Slade, 2017). So far, however, the evidence of SDM procedures 

improving clinical outcomes is largely absent and of low certainty. A recent 

Cochrane review concluded that the only effect with strong support was greater 

perceived levels of involvement immediately after a clinical encounter (Aoki et al., 

2022; Shay et al., 2015). One could, of course, argue that the clinical justifications 

are secondary, or even largely irrelevant, to the continued implementation of SDM 

in mental healthcare in light of the ethical justifications brought forward for SDM. 

The ethical justifications are independent of the clinical and empirical data in the 

sense that the ethical arguments would hold even if the evidence on the efficacy of 

SDM was inconclusive or even negative. The ethical argument is based on the 

principles of relational autonomy and self-determination, where self-determination 
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is seen as a human right (Elwyn et al., 2012). Individuals simply have a fundamental 

right to decide about their own lives and what’s best for them, and healthcare 

decisions are no exception to this rule. This is a right that arguably cannot be 

undermined, even if it were to be shown empirically that patients systematically 

made decisions about their healthcare that made their health worse off. The right to 

make “bad” decisions, so long as those decisions do not hurt someone else, is 

presumably as inalienable as the right to make “good” decisions. The principle of 

relational autonomy, however, recognises that no decision is entirely independent 

of relationships and mutual dependencies and that individuals may need help and 

guidance in making healthcare-related or other decisions. Individuals sometimes 

need to be provided with information and a chance to deliberate in order to inform 

their values and preferences. As it stands, the ethical arguments for SDM appear 

intuitive, strong, and largely independent of the so far relatively weak empirical 

justifications of SDM. However, some have argued that this evidence has been 

underestimated in regard to mental health settings and neglected issues and 

outcomes such as advance care planning, empowerment, and hope (Zisman-Ilani, 

Chmielowska et al., 2021).  

The process of implementing SDM in mental healthcare and, more specifically, in 

compulsory and FMH settings raises a host of issues and potential objections. 

Indeed, some have raised the question of whether concepts like SDM and person-

centred care can be coherently applied in FMH settings at all (Munthe et al., 2018). 

A first objection relates to the potentially diminished capacity of patients in such 

settings to engaging in SDM, since they were presumably committed to such 

settings because they were deemed incapable of taking care of themselves in some 

respect. This potential incapacity may stem from issues such as lack of insight into 

their illness or ongoing severe psychopathology (e.g., thought disorder or suicidal 

ideation), factors that may undermine cognitive processes underlying decisional 

capacity or distort preference (Hamann & Heres, 2014). SDM may also be hampered 

by lower rates of literacy and health literacy found in FMH settings (Gill et al., 2025; 

Svensson et al., 2015). 

It is also far from obvious that SDM models developed in the context of, for 

example, diabetes care or oncology are transferable to the compulsory (forensic) 

psychiatric context (Adshead, 2019; Zisman-Ilani et al., 2017). In FMH settings, the 

issues outlined above may also be further exacerbated by the fact that some patients 

committed in such settings may hold values and preferences that affect their 

potential to harm others or that are antisocial in nature (Adshead, 2019). An FPP 

may for example expresses the preference of discontinuing his antipsychotic 

medication, but where the psychiatrist opposes this, as he knows that this decision 

will predictably lead to the return of persecutory delusions, which the patient has a 

history of acting upon by harming others. In such cases, where there is a 

fundamental disagreement, an impasse is reached where there appears to be limited 

room for SDM on that particular issue. Such a decision, it would seem, is no longer 
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only a decision between a patient and his physician but rather between three parties: 

the patient, the physician, and any third parties (e.g., fellow inpatients, staff 

members, or the public) where the physician acts as a sort of proxy for those who 

may be harmed if the medication is discontinued and the patient acts on his 

delusions. Situations like these complicate the matter of SDM in compulsory and 

FMH settings but may not entirely preclude its value in other situations.  

1.11 Risk and shared decision-making 

“A forensic service that only made patients feel better in themselves (as a traditional 

mental health service does) would arguably be of little value in terms of public 

interest and social capital; forensic services need to be seen to help patients behave 

better, not just feel better.” (Adshead, 2019, p. 4) 

In light of the increased emphasis on collaborative and SDM approaches in the 

mental healthcare sector more broadly, its entry into FMH settings and aspects of 

violence risk assessment and management has been called for. Such calls began to 

gain attention and traction over 20 years ago through the seminal work of such 

figures as Joan Langan, who questioned the then dominant narratives surrounding 

risk and patient involvement (Langan, 2008; Langan & Lindow, 2004). Since then, 

numerous calls for increased patient involvement in the processes of risk assessment 

and management have been made, and such sentiments are now also reflected in the 

United Kingdom’s National Health Services and Royal College of Psychiatrist 

guidelines on risk assessment and management (Department of Health, 2009; Royal 

College of Psychiatrists, 2016). In these guidelines, clinicians are encouraged to 

focus on building a relationship and a working alliance, and to always elicit the 

patient’s narrative about their own risk. Collaborative risk-taking is encouraged 

along with focusing on the patient’s strengths and placing an emphasis on recovery, 

as are drawing up risk management plans together with the patient and carers when 

appropriate. Calls for such an SDM approach to risk assessment and management 

have, as is the case for SDM more generally, been advocated both on empirical and 

ethical grounds.  

From an ethical standpoint, psychiatric patients have long spoken about their 

exclusion from violence risk assessment procedures, which has been mirrored by 

some clinicians’ accounts of reluctance or hesitation to involve them in such tasks 

(Ahmed et al., 2021; Ahmed et al., 2024; Langan, 2008; O’Dowd et al., 2022). In 

qualitative studies, patients have described that they were unaware that they had 

been assessed in terms of risk, were ignorant of this process, and the degree to which 

they were perceived as posing a risk (Dixon et al., 2012; Nyman et al., 2022). Other 

patients have described risk assessment as something done to them and not with 

them (Sheldon, 2011; O’Dowd et al., 2022). This picture sits ill with the ethical 
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principles of modern healthcare, especially as violence risk assessments carry such 

an enormous weight in relation to FPPs progress within the FMH system, often 

being the deciding factor in movements between security levels, outpatient or 

inpatient care and, ultimately, discharge (Hilton et al., 2016).  

The empirical argument centres on the value of the patients’ perspectives on their 

own risk and its management. Along those lines, there is some evidence that 

individuals with SMI can speak accurately about their own risk of violence and 

recidivism (Lockertsen et al., 2018; Roaldset & Björkly, 2010; Skeem, 2013), but 

also some findings pointing in the opposite direction, where patients are more 

optimistic than clinicians about their risk and prospects for recovery (Davoren et al., 

2015; Horst et al., 2022). Another argument for increased patient involvement in the 

risk assessment and management process comes from the privileged insight that 

patients may have into their own early warning signs and triggers for violence. Some 

of those early warning signs may be highly idiosyncratic and may be missed by 

standard risk assessment procedures, with some studies supporting such an assertion 

(Fluttert et al., 2008; Levin et al., 2022; Omérov et al., 2004). The evidence for 

collaborative approaches to violence risk assessment and management has been 

described in cautiously optimistic terms when the literature has been reviewed, with 

the Early Recognition Method, devised by Fluttert and colleagues (2010), showing 

particular promise (Eidhammer et al., 2014; Luigi et al., 2024; Luigi et al., 2025; 

Ray & Simpson, 2019). It should be noted, however, that only a handful of outcome 

studies with regard to the SDM approach in this area exist as of yet and that there 

have been some null findings in regard to SDM in the risk assessment and 

management process. For instance, a cluster randomised controlled trial by Troquete 

and colleagues (2013) found no statistically significant differences in recidivism or 

violent outcomes when comparing a group of forensic psychiatric outpatients 

engaging in shared risk assessment and care planning and a control group.  

From the more conceptual critiques of the current risk assessment and risk 

management practices in modern mental healthcare, a movement which have 

advocated for more collaborative and user-led risk management practices has 

emerged. The main terms that have been used within this strand of research and 

advocacy have been positive and therapeutic risk-taking and risk management 

(Felton et al., 2017; Just et al., 2023), and more recently, the concept of shared risk-

taking has been proposed specifically within the SDM framework (Zisman-Ilani, 

Lysaker & Hasson-Ohayon, 2021). These approaches turn against the perceived 

dominance of the risk perspective and the risk aversion embedded in much of 

current mental healthcare. Instead, these new approaches point to the inevitability 

of risk in all areas of life and the importance of having the freedom to take certain 

risks and be able to try to manage those. They aim to bring the empowerment and 

self-determined recovery of patients into focus, and the futility of trying to eliminate 

all possible risk is emphasised. Mental health services, including forensic services, 

they argue, thus have an obligation to gradually, and in collaboration with patients, 
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provide opportunities to be confronted with potentially risky situations in the 

interest of learning to manage and grow from those. Systems that are too restrictive 

or dominated by defensive practices and risk-averse decision-making will end up 

creating other harms than the ones they seek to avoid. For instance, in the form of 

iatrogenic effects such as unnecessarily prolonged lengths of stay, demoralisation 

and undermining trust and therapeutic relationship to the patients (O’Dowd, 2022).  

1.12 Ethical considerations in research with detained and 

institutionalized individuals 

“There is an onus on forensic services to provide high-quality evidence to justify their 

level of funding and their effects on patients’ lives and liberty.” (Tully et al., 2024, p. 

1) 

Lastly, given what has been described above about the setting in which the research 

for this thesis was conducted and the characteristics of the research participants, a 

digression about the ethical aspects of my research is warranted. Recruiting and 

conducting research with detained individuals and individuals with SMI is not 

ethically uncomplicated. The basis of any decision to participate as a subject in a 

research study is universally agreed upon to be a voluntary and informed consent 

(World Medical Association, 2013). These twin requirements – the decision to 

participate being non-coerced and based on an understanding of what participating 

in the research entails – are deemed to be essential. It is not difficult to imagine how 

either one, or both, of these two requirements may be undermined in the context of 

a prison or a compulsory (forensic) psychiatric hospitalization.  

Numerous voices have, correctly, pointed to the vast and dismal historical record of 

exploitation and abuse in medical and psychiatric research on vulnerable, 

institutionalized, and incarcerated populations (Appleman, 2020; Elliott & Lamkin, 

2017; Regehr et al., 2000). In the light of that tainted history, some have advocated 

for restricting or prohibiting such research in order to prevent further abuse 

(Appleman, 2020; Elliott & Lamkin, 2016). Pointing, among other things, to the fact 

that the notion of a free and informed consent to participate in research is made 

difficult or even impossible by the carceral or compulsory treatment context. Indeed, 

in Denmark, a context very close to Sweden where this research was conducted, any 

kind of experimental or intervention-based research involving (forensic) psychiatric 

inpatients has long been very difficult to undertake. This has been due to the legal 

framework around granting ethical approval which has been very restrictive and 

only recently has begun to be loosened (Birkeland et al., 2020).    

While there is undeniable truth in these critical accounts and in the ample 

descriptions of psychiatry’s sordid history of abuse, other writers have argued that 
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we need not be doomed to repeat the ethical failures of previous generations and 

that excluding vulnerable populations, such as prison inmates and FPPs, is not 

ethically justified. They have chided prohibitions on such research as being overly 

cautious and as denying those populations something to which they have a 

fundamental human right. What they have pointed to is each individual’s right to 

freely choose whether one takes part in research or not, as well as the right, equal to 

those who are not incarcerated, to reap the fruits of scientific progress, something 

which becomes difficult if certain populations are systematically excluded from 

research (Birkeland et al., 2020; Huang et al., 2017; Moser et al., 2004).  

These are, I believe, strong arguments as to why populations such as prison inmates 

and FPPs should not be excluded from research as a default but rather be assumed 

to be capable of making their own decisions until proven otherwise. One could even 

argue, as some authors have, that the imperative for rigorous treatment and 

intervention research is particularly strong in settings such as prisons and forensic 

hospitals as individuals are held there against their will for the purposes of treatment 

and rehabilitation (Kennedy & Davoren, 2025; Tully et al., 2024). Goals, for which 

the authorities are responsible and for which they thus presumably have an 

obligation to make sure that the treatments and interventions on offer further 

(Finnegan, & O'Donoghue, 2019; Lamb, 2005; Weisburd, 2003). Mapping unmet 

needs, evaluating treatments and interventions in such settings, and determining 

what is effective, ineffective or even harmful seems necessary in order not to keep 

individuals stuck in those systems needlessly, restricting their freedom more or 

longer than necessary. Knowing what works and what does not also helps authorities 

to make cost effective decisions by allocating public funds and resources more 

efficiently. 

Given that there appears to exist strong ethical arguments in favour of letting prison 

inmates and FPPs take part in research, an empirical question naturally arises: are 

prison inmates and FPPs in fact capable of and free in making decisions about 

participating in research? If either of these two prerequisites are not met, that could 

potentially undermine any conceptual arguments, making the recruitment of such 

individuals ethically problematical. However, the empirical research that has been 

conducted to date, and which is more limited in regard to the freedom aspect than 

the capacity aspect, lends support to an affirmative but nuanced answer to our 

question. In several studies, a substantial proportion, albeit with quite a large 

heterogeneity between studies, of individuals in prison and compulsory psychiatric 

care settings were assessed as possessing a capacity to make informed decisions 

about research participation, at least with regard to non-therapeutic research 

(Appelbaum, 2006; McDermott et al., 2005; Moser et al., 2004; Spencer et al., 

2017). Furthermore, such individuals appear, given the limited empirical data 

available, to be able to make such decisions on their own, perceiving little or no 

coercion in their choice of whether or not to participate in research (Edens et al., 

2011; Magyar et al., 2012). Any blanket exclusions of these populations from 
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research thus seems premature and misguided, although care must still be taken in 

designing and implementing the process of obtaining informed consent in these 

populations as capacities can vary greatly between individuals and from one 

timepoint to another within the same individual (Appelbaum, 2006; Dunn, 2006).  

In the studies included in this thesis, in which voluntary consent was obtained from 

the participants, great care was taken to clearly communicate the purpose and 

requirements of participation to each potential participant. The voluntary nature of 

participation was stressed and, in particular, that any decision about participation 

would not in any way influence the individuals care or prison term, either negatively 

or positively. The distinction between the clinical setting and the research setting 

was clearly delineated in order to avoid what Appelbaum and colleagues (1982) 

have termed the therapeutic misconception. In other words, that an individual takes 

part in a study in the hopes of some therapeutic benefit when such benefits are not 

necessarily the goals of the research. A further safeguard against inappropriate 

recruitment, employed in Study II and IV, was the exclusion of any potential 

participants that were deemed incapable of providing free and informed consent, as 

assessed by their treating psychiatrist who had considerable clinical knowledge 

about the patient.  

Another ethical concern in research on detained individuals, and especially those 

suffering from an SMI, are potential negative second-order effects of research 

findings. This is an especially salient concern when the research, as is the case in 

this thesis, centres on issues of aggression, violence, and risk (Munthe, et al., 2010). 

In those cases, particular care must be taken in the reporting and framing of the 

research results as to not increase what is often already a negative view of FPPs and 

prison inmates. If not carefully and clearly reported, such findings may be picked 

up and be misinterpreted, wilfully or not, and contribute to further stigmatization of 

these groups. Such stigmatisation and subsequent self-stigmatization, which is 

common in these groups, may then in fact potentially contribute to a sort of self-

fulfilling prophecy in which exclusion and harassment leads to further 

maladjustment with adverse effects on well-being and mental health. Something, 

which in turn, at worst could raise the likelihood of destructive and self-destructive 

behaviours (Fusar-Poli et al., 2023; Moore et al., 2016; West et al., 2014).  

In closing, it is my firm belief that research on these populations and questions such 

as risk and aggression cannot be ignored, at the risk of letting speculation and 

prejudice gain free rain. Rather, I believe that one of the antidotes to stigmatization 

is sound knowledge from well-designed and well-conducted research. Such research 

can inform treatment interventions and help establish better services for those in 

need. Providing individuals with SMI, in a timely fashion, with the help and 

treatment that they need and deserve, would alleviate a considerable amount of 

suffering and is likely the best way to tackle stigmatization in the long run (Fazel & 

Lennox, 2025; Sariaslan & Fazel, 2023; Tesli & Vaskinn, 2024; Torrey, 2011). 
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2. Knowledge gaps and rationale 

“Furthermore, work needs to be done to identify the components of a successful 

shared risk-assessment program to facilitate practice change. Future studies should 

also focus on knowledge translation by identifying barriers to and facilitators of 

implementing these innovations in routine forensic practice.” (Ray & Simpson, 2019, 

p. 7) 

As has been outlined in the background of this thesis, aggressive and violent 

behaviour and externalizing psychopathology – and their measurement and 

management – are essential tasks of correctional and FMH services. Knowing when, 

how, and why a person has been aggressive or might aggress again (i.e., their risk) 

are questions that are crucial to providing care in those services. Answers to those 

questions should inform how treatment is planned, targeted, and followed up, and 

how resources are allocated, for example in the form of what level of therapeutic 

security will be applied to a particular patient or inmate. In the case of the special 

discharge review in the FPC context and the life sentence in the Prison and Probation 

Services, questions of future risk will also determine if an FPP can be discharged or 

an inmate released or whether the indeterminate sanction will continue (SFS 

1991:1129; SFS 2006:45). Both clinical and legal issues are at stake. To begin 

answering those questions, we need assessment instruments that are reliable and 

validated in the contexts and for the populations in which they are to be used. We 

also need to know about how different methods of assessment relate to each other 

(e.g., self-reports, informant-reports, and clinician ratings) and how our methods of 

assessing aggressive and violent behaviour relate to other constructs and outcomes. 

To date, relatively few instruments and assessment methods have been validated 

specifically for the FPC context and numerous recent rapports highlight that there 

is a general dearth of knowledge, regarding both treatment and assessment, in FPC 

settings. This lack of knowledge is not unique to the Swedish FPC context but 

extends internationally (Howner et al., 2018; McIntosh et al., 2021; MacInnes & 

Masino, 2019; Tully et al., 2024; Swedish Research Council, 2017). To begin to 

remedy this, a cross-disciplinary research programme in the Swedish FMH context, 

FORevidence, was devised and funded in 2018. One of the subparts of that larger 

research project is the Forensic Risk Management project, which strives to 

investigate the feasibility and impact of a structured method of collaborative 

violence risk management plans (CVRMs). The project includes both quantitative 
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and qualitative assessment of the CVRM method and parts of that, still ongoing, 

project is presented in this thesis in Study III and IV.  

The assessment of risk for violence and recidivism has garnered enormous scholarly 

attention over the last 50 years. With respect to the progress that has made in terms 

of the predictive accuracy of violence risk assessments, some prominent scholars on 

the topic claim that we may have reached a “sound barrier” beyond which any 

further gains are unlikely to be forthcoming due to the inherent difficulties in 

predicting human behaviour and the unpredictable contingencies of life 

(Appelbaum, 2019; Monahan & Skeem, 2014; Webster et al., 2013). Many violence 

risk assessment instruments have been found to perform more or less equally 

effectively, and achieving good, AUC values of around ~ .70, but far from perfect 

predictive accuracy for more distal predictions of violence and recidivism (Ogonah 

et al., 2023). We stand on a quite firm footing when it comes to predicting violence 

in the short-term in correctional and inpatient FMH settings, where AUC values are 

often into the .80–.90 range (Dickens et al., 2020; Hvidhjelm et al., 2023; Ramesh 

et al., 2018). So, while our knowledge and predictive accuracy particularly for short-

term violence risk assessments is quite advanced, we know considerably less about 

how to best manage that risk of violence, especially in collaboration with the 

patients we treat (Luigi et al., 2024; Luigi et al., 2025). Moving from the prediction 

and assessment of risk to its treatment and management is a central goal of FMH 

services and an area subject to continuous improvement. It has been argued that risk 

assessment and risk management are inseparable processes (Kennedy, 2001) and 

that prediction of violence without prevention is largely a wasted effort (Webster et 

al., 2013). As concepts such as person-centred care, recovery-oriented practice, and 

SDM have become increasingly influential in all sectors of healthcare, those 

concepts have begun to be invoked in the context of FMH and in the tasks of risk 

assessment and management. Despite calls for more patient involvement in these 

processes having been made more than 20 years ago (Langan, 2004), there is still 

comparatively little systematic knowledge on the topic of collaborative violence risk 

assessment and management. However, there have been numerous and recent calls 

to both further implement and evaluate such practices (Luigi et al., 2025; Markham, 

2020; Simpson & Penney, 2025; Tully et al., 2024; Zhao et al., 2024). 

In the Swedish context, a governmental proposition presented in 2017 (Prop. 

2016/17:94) laid out recommendations for strengthening the role of the patient in 

the compulsory psychiatric healthcare context and advocated for the increased use 

of SDM approaches. Shortly thereafter, when mapping the content of the FPC in 

Sweden it was found that only a quarter of forensic psychiatric hospitals and clinics 

in Sweden had adopted some degree of SDM approaches (Swedish Association of 

Local Authorities and Regions, 2018). No specific set of national treatment 

guidelines exist for FPC in Sweden, but the national treatment guidelines for 

schizophrenia spectrum disorder do recommend the use of SDM principles in caring 

for such individuals, classifying it as an intervention of high priority (Swedish 
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National Board of Health and Welfare, 2018). Another recent set of 

recommendations from the Swedish National Board of Health and Welfare (2025) 

also concludes that SDM should be further employed in all psychiatric healthcare in 

Sweden, including in compulsory and forensic care settings. Those same 

recommendations also stress, however, that the extent of the evidence for SDM so 

far is limited and that more research is needed. This holds true both internationally 

and in the Swedish context, especially in psychiatric settings, for persons with SMI 

and with regard to the impact of cultural variables on the SDM process. The 

recommendations also point to the fact that most research so far has been in relation 

to decisions about pharmacological treatment and that guidelines and methods 

originating in a somatic healthcare context may need to be adapted for psychiatric 

healthcare contexts (Swedish National Board of Health and Welfare, 2025).  

Consequently, this thesis aims to make a small empirical and conceptual 

contribution to the budding literature on collaborative valence risk management 

practices and the use of SDM in FMH settings (Study III and IV), and to the larger 

literature on aggression, violence and externalizing psychopathology in forensic 

settings by examining and validating methods of measuring those constructs (Study 

I and II). 

  



60 

 



61 

3. Aims 

3.1 General aims 

The overarching aim of this thesis is to further our knowledge on how aggression, 

violence and externalizing psychopathology can be reliably and validly measured in 

forensic settings and, to describe and evaluate a method of working collaboratively 

with FPPs on the management of violence risk and, in light of that, discuss the 

implications of applying SDM methods in FMH settings. The first overarching aim 

will be addressed in Study I and II, which both used a quantitative approach, while 

the second aim is addressed by the qualitative investigations in Study III and IV. 

3.2 Specific aims 

3.2.1 Study I 

Study I sought to investigate the convergence and concordance of two different 

methods of assessing aggression: self‐report and clinician ratings. A secondary aim 

was to assess the degree to which aggression, as measured by either one of those 

two methods, could be discriminated from neighbouring constructs such as hostility, 

anger, and criminal convictions for antisocial and violent behaviours.  

3.2.2 Study II 

Study II aimed, firstly, to provide descriptive statistics and assess the reliability of 

the Externalizing Spectrum Inventory-Brief Form (ESI-BF; Patrick et al., 2013) in 

a sample of forensic psychiatric inpatients. Secondly, it aimed to examine the 

structural validity of the ESI-BF by determining the fit of three previously proposed 

structural models of the ESI-BF. Lastly, it sought to investigate the criterion-related 

validity of the ESI-BF by examining how scores on the ESI-BF factor scales related 

to early-onset externalizing behaviours (e.g., truancy and bullying) as well as to 

different types of aggressive and antisocial behaviours and the onset of such 

behaviours.  



62 

3.2.3 Study III 

The aim of Study III was to present the CVRM method and to analyse the content 

of 50 CVRMs in relation to early warning signs for aggression, risk scenarios/risk 

factors for aggression, and risk management interventions, responsibilities, and 

goals agreed upon in relation to those risk scenarios/risk factors. The study also 

aimed to compare those findings to findings from earlier research on the topic of 

violence risk assessment, violence risk management, and collaborative approaches 

in FMH settings, and examine whether the method exhibited some degree of face 

validity and content validity in relation to those earlier findings. 

3.2.4 Study IV 

The aim of Study IV was to further investigate how the CVRMs were established, 

used, and experienced in the day-to-day clinical context of FPC. It sought to study 

how FPPs were involved in the task of establishing their CVRM, how they 

understood the concepts of risk and risk management, and how they experienced the 

process of participating in the task of establishing the CVRM. It also investigated 

barriers and facilitators to that work and whether the patients had any feedback, 

suggestions or criticism of the method that they wanted to share in order to 

potentially revise and improve it.   
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4. Methods 

This thesis approaches the topics of aggression and violence and the subsequent 

management of the risk for aggression and violence through the use of both 

quantitative and qualitative research methods. Study I and II take a quantitative, 

psychometric, approach to the question of the measurement of aggression and 

externalizing psychopathology. Study III and IV use a qualitative approach, 

inductive content analysis (ICA), to gain more insight into the establishment and 

clinical use of CVRMs and how such a collaborative approach to managing violence 

risk is experienced by FPPs.  

4.1 Ethics 

4.1.1 Study I  

The study was approved by the regional ethics board in Lund, #2009/405 and 

#2018/626. All participants were provided oral and written information about the 

study and gave their informed and written consent before participating. Participants 

were offered a small monetary reward of 200 SEK (~20 EUR/USD). Participants 

were also given feedback on preliminary results of their assessments and, if needed, 

were also offered follow‐ups by prison doctors. 

4.1.2 Study II 

The study was approved by the regional ethics review board in Linköping 

#2016/213–31 and #2017/252–32. All participants had received written and oral 

information about the study and had provided their written and informed consent to 

participate. A small monetary reward of 99 SEK (~10 EUR/USD), in the form of a 

gift card at the hospital’s cafeteria or local stores, was given to participants. 

4.1.3 Study III 

The study was approved by the Swedish Ethical Review Authority and their local 

branch in Gothenburg, #2019-02349 and #2021–03514. The data used in this study 
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was drawn from a larger quantitative study of the CVRMs in which, as only data 

from patient records was used, and as the risks were deemed to be small and 

outweighed by the potential benefits of the research, no informed consent procedure 

was used to collect the data. This approach was used as the larger quantitative study 

sought to include groups that are otherwise difficult to reach in research, such as 

those who speak little or no Swedish and those who may have difficulties in 

providing an informed consent due to their mental state. This was done in the hopes 

of increasing the generalizability and applicability of the study for all, and not just 

a selected group of, patients in Swedish FPC.  

4.1.4 Study IV 

The study was approved by the Swedish Ethical Review Authority and their local 

branch in Gothenburg, #2019-02349 and #2021–03514. All participants in the study 

were given both oral and written information about the study whereupon they gave 

their written, informed, consent to participate. Participants were given a small 

monetary reward of 99 SEK (~10 EUR/USD), in the form of a gift card at the 

hospital cafeteria or a local store.  

4.2 Participants, procedures, measures and analysis 

4.2.1 Study I 

Participants and procedure 

This study draws on a nationally representative total cohort of all young adult (age 

18-25), male, incarcerated, violent- and sexually violent offenders from nine prisons 

in the western region of the Swedish Prison and Probation services, the so-called 

The Development of Aggressive Antisocial Behaviour Study (DAABS; Billstedt et 

al., 2017; Hofvander et al., 2017; Wallinius et al., 2016). A total of 420 inmates 

during the study period of March 2010 to July 2012 met the inclusion criteria. Of 

these 420 inmates, 23 (~5.5%) were excluded from participation due to them having 

an insufficient proficiency in the Swedish language. A further 19 inmates (~4.5%) 

had to be excluded due to their prison placement being too short (<4 weeks) to 

complete participation. This left 378 inmates eligible for participation in the study 

of which 109 (~29%) declined to participate.  

Data on, and from, these young men were collected by one of four licensed clinical 

psychologists. Each data collection protocol was also reviewed by one of two senior 

clinicians and diagnoses were established based on the Longitudinal, Experts, All 

Data principles (Spitzer, 1983). Each participant completed an extensive battery of 
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self-report questionnaires covering: ADHD symptoms, childhood traumatic 

experiences, neuropsychiatric conditions, personality traits, alcohol- and drug- and 

nicotine dependence, and blame attribution, as well as aggression using the 

Aggression Questionnaire‐Revised Swedish Version (AQ-RSV; Prochazka & 

Ågren, 2001). Each offender then underwent a comprehensive full day clinical 

assessment in which structured clinical interviews for both DSM-IV axis I and axis 

II disorders were used as well as structured interviews for autistic traits and 

psychopathic personality features. Further assessment, where feasible, was also 

undertaken of those individuals who screened positive and were suspected of having 

an undiagnosed autism spectrum disorder. Lifetime aggressive, antisocial and self-

harming behaviours were also rated by the assessing clinician for each participant 

using the Life History of Aggression (LHA; Brown et al., 1979; Coccaro et al., 

1997) as well as the motives for their index crime. The clinical assessors had access 

to all file information from the Swedish Prison and Probation Service, including 

prison health care records, reports on previous life circumstances and criminal 

history, and any incidents during the currently ongoing prison sanction. The study 

also included baseline and follow-up data from a number of Swedish governmental 

agency registers such as the National Patient Register, the Prescribed Drug Register, 

and the National Crime Register. 

Measures 

For the purposes of Study I, only a small subset of the comprehensive data set was 

drawn upon where the AQ-RSV, the LHA, and registry data on criminal convictions 

was used.  

The Aggression Questionnaire, sometimes referred to as the Buss-Perry Aggression 

Questionnaire (AQ; Buss & Perry, 1992), was used in its translated, Swedish form, 

the AQ-RSV (Prochazka & Ågren, 2001). To facilitate easier comparisons with 

previous and international literature the choice was made to retain the response 

format of the original AQ, where responses can range from 1-5, as opposed to the 

four-point response format used by Prochazka and Ågren. The total score for the 29 

items of the AQ-RSV could thus range from 0-145 and was available for 207 out of 

the 269 inmates (~77%) of the DAABS cohort. The AQ-RSV consists of four 

subscales: Physical Aggression (9 items), Verbal Aggression (5 items), Hostility (8 

items), and Anger (7 items). The AQ has been used extensively in research on 

aggression and neighbouring constructs and numerous studies across both different 

context and populations have shown that it can serve as a valid and useful measure 

of aggression (Gerevich et al., 2007; Kristensen, 2023; Vigil‐Colet et al., 2005; 

Williams et al., 1996), although some research has found better support for a 12-

item short-form of the AQ (Gallagher & Ashford, 2016). Importantly, for the 

purposes of this study, there is also some evidence showing that the AQ remains 

valid in prison inmates suffering from mental disorders (Diamond, Wang & 

Buffington‐Vollum, 2005). The reliability of the AQ-RSV was tested in our study 
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through the use of the Cronbach's α coefficient and both the total score (α = .92), 

and subscale scores (Physical Aggression α = .87, Hostility α = .83 and Anger α = 

.84) exhibited what is conventionally described as sufficient values for applied 

research (Nunnally & Bernstein, 1994), the one exception being the Verbal 

Aggression subscale (α = .61).  

The Life History of Aggression (Brown et al., 1979; Coccaro et al., 1997) is a 

measure of aggressive and antisocial behaviours, the consequences of those 

behaviours as well as self-harming behaviours over the lifespan, beginning at age 

13. It can be used either as a self-report instrument or as a clinical interview 

supplemented by file and register data, as was the case in the DAABS. Three 

subscales can be computed from the 11 items: Aggression, Antisocial 

Behaviour/Consequences and Self-Directed Aggression. The Aggression subscale 

is comprised of five items describing temper tantrums, verbal aggression, assaults 

on property, physical fights and physical assaults on people or animals (with intent 

to harm). The Antisocial Behaviour/Consequences subscale has four items indexing 

disciplinary problems in school, problem with supervision at work, and antisocial 

behaviours, both those that have rendered the police to become involved (e.g., arrest 

and convictions) and those that have not. Finally, the Self-Directed Aggression 

subscale consists of two items describing self-injurious behaviours and suicide 

attempts. Each item on the LHA can be scored from 0 to 5, where 0 represent no 

instances of the behaviour in question and 5 represents innumerable instances of 

that behaviour. The LHA total score was available for 267 inmates (99.3%) in the 

DAABS cohort and the Cronbach's α coefficients ranged from α = .84 for the total 

score, α = .81 for the Aggression subscale, α = .71 for the Antisocial 

Behaviour/Consequences subscale, to α = .67 for the Self-Directed Aggression 

subscale. Although LHA has been used quite extensively in psychiatric research, 

including on offender and FMH samples, in comparison to the AQ the LHA has 

been subjected to considerably less validation research. Dellazizzo and colleagues 

(2017) have undertaken what appears to be the only recent dedicated psychometric 

investigation of the LHA in an adult sample. They found that the LHA exhibited 

good internal consistency (α ranging from .83 to .89), test-retest reliability (ICC 

values ranging from .66 to .84) and exhibited some evidence of construct and 

convergent validity.  

Lastly, data on sentencing occasions, offences and criminal convictions, where each 

sentencing occasion could include several offences, were drawn from the Swedish 

National Crime Register and was available for 266 inmates (98.8% of the cohort). 

Non-violent, violent and sexual offences were separated into three variables for the 

purposes of the study, although many sexual offences may also be violent in nature. 

Attempted offences were also included in these variables. Based on the Swedish 

penal code (SFS 1962:700) the following offences were classified as violent: 

homicide, manslaughter, assault, robbery, threats and violence against an officer, 

gross violation of a woman's or an individual's integrity, unlawful coercion, 
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unlawful threat, kidnapping, illegal confinement and arson. The following were 

coded as sexual offences: rape, sexual coercion, sexual exploitation, sexual 

intercourse with an offspring or sibling and sexual molestation. Finally, non-violent 

offences were any offences not included in the two former variables of violent and 

sexual offences. For example: theft, perjury, drug-related offences, and 

embezzlement.    

Analysis 

Bivariate Spearman correlations (ρ) were computed between the total and subscale 

scores of the AQ-RSV, the LHA and the three offence-related variables. As the 

focus of the study was on violence towards others, the Self-Directed Aggression 

subscale was not used for any of the correlational analyses. Missing data, which was 

primarily an issue for the AQ-RSV (with 61 cases missing for Physical Aggression, 

Hostility and Anger, and 62 cases missing for Verbal Aggression) was handled 

through pairwise deletion. Furthermore, Kendall’s W, with a correction for ties, was 

computed as a non-parametric measure of rank order concordance between the LHA 

Aggression subscale and the composite of the AQ-RSV Physical and Verbal 

Aggression subscales. The W coefficient takes on a value between 0 and 1, where 

the value of 1 would mean that each measure or rater is in perfect agreement over 

the rank-ordering of the data and a value of 0 means that the rank-ordering of the 

raters or measures shows no agreement and is essentially random. In other words, 

W serves as an index of interrater reliability for ordinal ratings.  

4.2.2 Study II 

Participants and procedure 

This study includes data from a cohort of forensic psychiatric inpatients recruited 

consecutively, between November 2016 to November 2020, at a high-security 

forensic psychiatric hospital in Sweden. The criteria for inclusion were: having been 

sentenced to FPC under the Swedish Forensic Mental Care Act (SFS, 1991, 1129) 

and having a predicted stay of at least eight weeks at the hospital. Excluded were 

those patients that were not proficient enough in Swedish to complete the study 

without an interpreter and those patients who were deemed unable to give a free and 

informed consent, as assessed by their treating psychiatrist. As capacity to consent 

fluctuated over time for some individuals some that were deemed unfit at one point 

could later, if deemed capable, consent to participate in the study. In total, 277 

patients fulfilled the inclusion criteria but 93 (~34%) of those patients were excluded 

based on the exclusion criteria. Of the remaining 184 patients who were approached 

during the recruitment phase, 83 (~45%) declined participation, leaving 101 patients 

who provided their consent to participate. Three of those patients later withdrew 

their consent, putting the final number of participants at 98 (35% of those fulfilling 

the inclusion criteria and 53% of those eligible to participate after exclusion criteria 
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were applied). The mean age was 34.9 (range 19–62, SD = 10.7) and a vast majority 

of the participants were male (~87%). Further details of the characteristics of the 

sample can be found in Laporte and colleagues (2021). For the purposes of Study 

II, a subset of 77 these participants were included based on them having the 

complete data to perform the analyses.  

This group of patients was recruited as a part of a study, whose primary focus was 

to investigate self-injurious and suicidal behaviours in FPPs (for details see Laporte 

et al., 2021) but a broad array of data was also collected on a range of socio-

demographic, clinical and criminological variables. These included, among others, 

criminal convictions, prior and current psychiatric diagnoses, early behaviour 

problems such as truancy or bullying, parental alcohol-and drug abuse and 

placements outside of the family home. Data was collected by the author and another 

PhD student. File data was collected using a structured data collection protocol 

where data was gathered from the patients current and previous medical records, 

forensic psychiatric examinations, court records and all other available 

documentation.  The data collectors then met one-to-one with the patients on one or 

several occasion, depending on the patient’s preference, to complete self-report 

questionnaires and to undertake a semi-structured interview based on the structured 

data collection protocol to gather any information not available in, or to 

complement, the file data.  

Measures 

For the purposes of Study II, only a subset of the collected data was used, focusing 

on the LHA, the ESI-BF and a subset of data on fourteen clinical and criminological 

variables. These fourteen variables were related to the concept of externalizing 

psychopathology and included variables such as truancy before the age of 18, 

perpetration of bullying before the age of 18, age of onset of criminality and number 

of previous criminal convictions (for full details see the supplementary material to 

Study II).  

The ESI-BF (Patrick et al., 2013) is a 160-item self-report questionnaire derived 

from the original 415-item Externalizing Spectrum Inventory (ESI; Krueger et al., 

2007). It retains the original ESIs 23 facet structure, tapping a broad range of aspects 

of a dimensional externalizing spectrum of psychopathology such as substance 

abuse, impulsivity, physical aggression and blame externalization. Moreover, the 

ESI-BF also introduced three factor subscales not in the original ESI: The General 

Disinhibition factor, The Callous-Aggression factor and The Substance Abuse 

factor. Both the ESI and the ESI-BF have been used extensively in research on 

externalizing conditions and to some extent in correctional and FMH settings 

(Baskin-Sommers et al., 2012; Soe-Agnie, et al., 2016; 2021). We used a translated 

Swedish version of the ESI-BF which had been developed in cooperation with one 

of its original creators. Each statement on the ESI-BF has response options ranging 

from 0 to 3 where 0 represent Not true at all and 3 represents Completely true. The 
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ESI-BF has previously been shown to be a reliable measure of externalizing 

psychopathology with the factor scales exhibiting α values ranging from .92 to .95 

and the facet scales ranging from .74 to .96, which is very similar to the original 

full-length ESI (Patrick et al., 2013). 

For the LHA, scores for each participant were used where the data collector’s 

scoring was combined with the self-report scoring in such a way that the data 

collector’s scoring provided a lower bound which could be elevated but not lowered 

based on the patient’s additional self-report information. The final data collector’s 

LHA score thus represented the combined complete file-review and self-report 

information and the final scoring was done together with the clinically experienced, 

principal investigator for the project. The Cronbach’s α coefficients for the LHA 

was computed on the full sample (N = 98) for the total score and the three subscales.  

For the total score α = .81, for the Aggression subscale α = .87, for the Antisocial 

Behaviour/Consequences subscale α = .74 and for the Self-Directed Aggression 

subscale α = .48.  

Analysis 

A number of statistical methods were used to gather evidence on the reliability and 

validity of the ESI-BF. For the analysis of reliability and internal consistency, the 

Cronbach’s α coefficient (Cronbach, 1951), McDonald’s ω coefficient (McDonald, 

1999) and inter-item correlations using Spearman’s ρ were computed. The structural 

validity was tested using maximum likelihood confirmatory factor analysis in which 

three different structural models that have been prominent in previous research on 

the ESI were tested: a unidimensional model, a model with correlated factors, and a 

hierarchical bifactor model (see Figure 1). 

 

 

A number of relative (Akaike information criterion [AIC], sample size adjusted 

Bayesian information criterion [SABIC]), comparative (Comparable fit index, 

robust version [CFIr], Tucker-Lewis index, robust version [TLIr]), and absolute 

(Root mean square error of approximation [RMSEA], Standardized root mean 

Figure 1. A schematic representation of three proposed structural models of the ESI-BF. A) a 
unidimensional model, (B) a model with correlated factors, and (C) a hierarchical bifactor model. 
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square residual [SRMR]) fit indices were computed for each of the structural 

models.  

Finally, the criterion validity was investigated in relation to the 14 clinical and 

criminological variables using a Bayesian approach with robust and weakly 

informative priors. The Bayesian approach to statistical inference was chosen as it 

remains valid in small samples and as it allows for more easily interpretable 

probabilistic statements than the frequentist approach to statistical inference 

(Wagenmakers et al., 2013). The relation between those 14 variables and the three 

factor scales of the ESI-BF was estimated using a robust linear regression approach 

for the dichotomous variables and zero-order Spearman correlations for the 

continuous variables. The results were reported as posterior medians of the 

estimated difference as well as in Cohen’s d with Hedges’s g correction. The results 

from the correlational models, on the other hand, were reported as the posterior 

median of the estimated correlation (ρ). Median estimates were also reported 

alongside a 90% highest (posterior) density interval, also known as a credible 

interval (Hespanhol et al., 2019).  

4.2.3 Study III 

Participants and procedure 

Study III uses data from a purposive sample of 50 CVRMs. Details on the origin of 

the CVRMs can be found in Study III, but in short, it is a method intended to bridge 

the gap between violence risk assessment and risk management in psychiatric 

inpatient settings. The plan was developed by a psychologist, Märta Wallinius, and 

a specialist nurse, Gunilla Wahlgren, in an FMH setting and was inspired by the 

work of the Scottish Risk Management Authority (Risk Management Authority, 

2007) and the work on early warnings signs for aggression conducted by Frans 

Fluttert and colleagues (e.g., Flutter et al., 2008; 2010). 

The CVRMs were drawn from the medical record of 50 FPPs at a large forensic 

psychiatric hospital in Sweden. For a patient, and subsequently their CVRM, to be 

included the patient had to have established at least one CVRM together with staff. 

The patients whose plans were included were chosen in order to approximate the 

characteristics of the Swedish FPP population as a whole. The CVRMs included 

were conducted at some point during the years 2018 to 2022 and came from the 

medical records of 46 men and 4 women. The mean age of these patients was 37.7 

years, and a majority (74%) had a schizophrenia spectrum disorder as their main 

diagnosis while comorbidities with SUDs, personality disorders, affective and 

neurodevelopmental conditions was highly frequent. Almost all (98%) had a violent 

index offence where lethal or attempted lethal violence was the most common 

(47%). For each of these patients, a randomly selected CVRM from the duration of 

their care was selected for analysis.  
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Analysis 

The content of each CVRM was analysed using a manifest ICA approach (Vears & 

Gillam, 2022). ICA is a qualitative analysis framework with similarities to thematic 

analysis, albeit with a less abstract and less theory building focus (Vears & Gillam, 

2022). Codes are identified and categories constructed on an inductive basis based 

on the content of the data set, as opposed to deductive content analysis where they 

are derived beforehand, based on previous research and theoretical frameworks. 

This is an iterative process in which codes, subcategories and overarching categories 

are continually revised and refined in the light of the data, each level of analysis 

reciprocally influencing the others. It has been described as an approach to 

qualitative data analysis which is appropriate when there is little in the way of prior, 

well-established, theory and when the goal of the research is to more directly 

describe the phenomenon under study as to be more immediate relevant and useful 

for, for instance, policy makers or clinicians (Vears & Gilliam, 2022).   

The ICA approach was deemed appropriate for this study as relatively little 

established theory exists around the concept of collaborative violence risk 

management and as we expected the content of the CVRMs to be quite concrete in 

nature, rendering the search for and construction of latent meaning less suitable. As 

the CVRM is highly structured, each separate section of the plan (Early Warning 

Signs, Risk Factors/Risk Scenarios, Risk Management Strategies, and Goals) was 

analysed separately. Overarching content categories were initially constructed and 

then iteratively broken down into more detailed and fine-grained subcategories. This 

was done independently by the first and last author and was later discussed and 

integrated. As a final step, all four authors discussed and refined the codes and 

categories. Since the analysis was manifest and the content of the CVRMs was 

highly concrete, the frequencies of the codes in each overarching category and 

subcategory were also tallied and reported to gain an overview of the content of the 

CVRMs.  

4.2.4 Study IV 

Participants and procedure 

For Study IV, participants were 13 inpatients recruited from a high-security forensic 

psychiatric hospital in Sweden. These participants were a subset of large, ongoing, 

quantitative study on CVRM. Initially, 21 patients were approached but 8 declined 

participation. The final sample thus consisted of 12 men and one woman (62% 

participation rate) with a mean age of 37 years. All participants had committed 

violent offences, and a large majority had a schizophrenia spectrum disorder as their 

main diagnosis. Comorbid conditions in the form of personality disorders, SUDs, 

affective and neurodevelopmental conditions were the rule rather than the 

exception. The first author (male, clinical psychologist and PhD student) 
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interviewed all participants to whom he had no prior clinical relationship (n = 5) 

while the last author (female, clinical psychologist and associate professor) 

conducted the remaining interviews (n = 8). All interviews were conducted on a 

one-to-one basis with no clinical staff present and the interviews ranged from 18 to 

54 minutes.  

Analysis 

Interviews were transcribed verbatim and subsequently analysed using a manifest 

ICA framework (Vears & Gillam, 2022). This method was chosen, based on the 

same justifications as in Study III, both as no clear established theory exists in the 

area of collaborative violence risk management from which a priori categories could 

be derived but also because the goals of the research related to quite concrete aspects 

of the clinical use of the CVRMs and had the purpose of possibly refining the 

method in light of the data obtained. Interview were transcribed verbatim and read 

through several times to become familiar with the data. The content of the interviews 

was then coded into broad “big picture” content categories. From these broad 

categories, the material was further analysed constructing subcategories within each 

overarching content category. This process was undertaken independently by both 

the first and last author. This coding was then discussed and revised by the first and 

last author until a consensus could be reached, upon which all four co-authors 

discussed and revised the code and category structure one last time. However, no 

member-checking procedures or return of transcripts to participants for correction 

were employed in this study. 
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5. Results and findings

5.1 Study I 

In Study I, the convergence (Spearman’s ρ) and concordance (Kendall’s W) for self-

ratings and clinician ratings of aggression was quantified. Correlations between the 

two methods, on both total and subscales scores, ranged from ρ = .22 to ρ = .72. The 

strongest association, ρ = .72, was found between the AQ-RSV Physical Aggression 

subscale and the LHA Aggression subscale and the weakest relationship was that 

between the AQ-RSV Hostility subscale and the LHA Antisocial 

Behaviour/Consequences subscale ρ = .22. The AQ-RSV Anger subscale also 

exhibited consistently stronger relationships to LHA total and subscale scores (ρ 

ranging from .43 to .61) than did the either of the AQ-RSV Verbal Aggression and 

Hostility subscales (ρ ranging from .22 to .51).  

Both the total and subscale scores of the AQ-RSV and the LHA were, with the 

exception of the AQ-RSV Hostility subscale, consistently, albeit generally weakly, 

positively correlated to the frequency of violent and non-violent offending, ρ 

ranging from .07 to .44. In contrast to this, the relationship to sexual offending was 

consistently negative for the LHA and AQ-RSV total scores and subscale scares (ρ 

ranging from -.06 to -.31), once again with the exception of AQ-RSV Hostility 

subscale where the positive correlation was negligible at .003. The correlation 

between violent and non-violent offending was moderate at ρ = .37 while the 

association between both violent and non-violent and sexual offending was small 

and negative, ρ = -.26 and ρ = -.30, respectively. For details, see Table 1. 

As for the concordance between the LHA Aggression subscale and the composite 

of the AQ-RSV Verbal and Physical Aggression subscale, this was estimated at W 

= .84. Although no established guidelines or cut-offs exist for the interpretation of 

W exist guidelines do for similar measures of concordance (e.g., Cohen’s kappa 

coefficient) are available where values < 0.00 have been labelled as Poor, .00-.20 

as Slight, .21-.40 as Fair, .41-.60 as Moderate, 0.61-0.80 as Substantial, and values 

.81-1.00 as Almost Perfect (Landis & Koch, 1977).  
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5.2 Study II 

In examining the psychometric properties and validity of the ESI-BF, we found that 

the inter-item correlations for the 23 facet scales ranged from .30 to .74 and from 

.31 to .35 for the three factor scales. Four subscales showed inter-item correlations 

elevated above .65. Both the Cronbach’s α and the McDonald’s ω coefficients were 

predominantly in the .80 to .95 range for both the facet and factor scales, and values 

of the two coefficients were highly similar. One facet scale, Alienation, fell below 

.70 for both α and ω while two facet scales Fraud, and (Lack of) Honesty fell below 

.80 for both α and ω. Lastly, the facet scale Relational Aggression fell below an α 

value of .70.  

With regard to the structural validity of the ESI-BF, this was assessed through 

confirmatory factor modelling which yielded a number of fit indices for each of the 

three structural models. Values for these indices are presented in Table 2.  

Table 2. Overview of Fit Statistics from the Confirmatory Factor Analyses (N = 77). 

Model k AIC SABIC CFIᵣ TLIᵣ RMSEA  
[95% CI] 

SRMR 

Unidimensional 46 10,504.10 10,466.90 0.66 0.63 0.14 [0.13, 0.16] 0.11 

Correlated factors 45 9,554.97 9,518.58 0.79 0.76 0.12 [0.1, 0.14] 0.11 

Bifactor 69 10,294.67 10,238.88 0.87 0.84 0.09 [0.08, 0.11] 0.07 

Note. k, number of free parameters; AIC, Akaike information criterion; SABIC, sample size adjusted 
Bayesian information criterion; CFIᵣ, Comparable fit index, robust version; TLIᵣ, Tucker-Lewis index, 
robust version; RMSEA, root mean square error of approximation; SRMR, standardized root mean 
square residual. 

Relative fit indices (CFIᵣ and TLIᵣ) consistently indicated a poor fit for the correlated 

factors and the unidimensional model, and a mediocre fit for the bifactor model. All 

three models also fared badly in terms of the absolute fit indices (RMSEA and 

SRMR) with the correlated factors and the unidimensional model exhibiting poor fit 

and only the bifactor reaching what is conventionally described as mediocre to 

acceptable fit (Little, 2013). In sum, all models performed quite poorly but both the 

AIC, SABIC and the comparative fit indices nonetheless gave relative favour to the 

bifactor model. With regards to the ESI-BFs criterion-related validity, this was 

assessed by group comparisons and correlations. Results indicated that individuals 

with repeated truancy, excessive alcohol use, excessive substance use, multiple 

sentences for theft or damage to property, multiple sentences for narcotics-related 

crimes, and any sentence for economics-related crimes had scores on the General 

Disinhibition factor scale that were robustly elevated. For the Callous-Aggression 

factor scale scores were robustly estimated as higher for those individuals who had: 

repeated truancy, repeated bullying perpetration before the age of 18, multiple 

sentences for assault, multiple sentences for narcotics-related crimes as well as 

multiple sentences for weapons-related crimes. Scores on the Callous-Aggression 
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factor scale were also found to be robustly lower for those individuals who had any 

sentence for sexual crimes. Lastly, scores for the Substance Abuse factor scale of 

the ESI-BF were robustly higher for those individuals who had repeated truancy, 

excessive alcohol use, excessive substance use, multiple sentences for narcotics-

related crimes, multiple sentences for weapons-related crimes, multiple sentences 

for theft or damage to property as well as any sentence for a traffic-related crime, 

and any sentence for an economics-related crime.  

All three of the ESI-BF factor scales were also correlated to the LHA total score, 

Aggression and Antisocial Behaviour/Consequences subscale. These correlations 

ranged from ρ = .29 to ρ = .55 and were strongest for the General Disinhibition 

factor scale. The General Disinhibition factor scale was also the only factor scale to 

exhibit a robust correlation with the LHA Self-Directed Aggression subscale at ρ = 

.21. The General Disinhibition and the Callous-Aggression factor scales were both 

negatively related to the age of which the participants had committed their first 

crime (ρ = -.27 and ρ = -.24). All three factor scales were negatively associated to 

the age at which participants first had been sentenced for a crime (ρ = -.24, ρ = -.23, 

ρ = -0.27). For details, see Table 3.  

Table 3. Descriptive Statistics and Posterior Medians of the Estimated Correlation Between the 

ESI-BF Factor Scales, the Life History of Aggression, and Criminological variables. 

Measure N M (SD) Mdn Range ESI-BFDIS ESI-BFAGG ESI-BFSUB 

LHA Total score 75 34.6 (10.51) 37 7–50 0.55 [0.42, 0.68] 0.33 [0.15, 0.50] 0.40 [0.23, 0.56] 

LHA Aggression 77 17.58 (5.46) 18 4–25 0.44 [0.28, 0.59] 0.34 [0.18, 0.52] 0.29 [0.11, 0.46] 

LHA Antisocial 

Behaviour/ 

Consequences 

76 13.92 (5.25) 15 0–20 0.53 [0.39, 0.66] 0.34 [0.17, 0.51] 0.49 [0.34, 0.63] 

LHA Self-Directed 

Aggression 

75 3.27 (3.06) 3 0–10 0.21 [0.01, 0.38] -0.10 [-0.29, 0.10] 0.02 [-0.18, 0.21] 

Age at first crime 73 14.96 (7.10) 14 6–47 -0.27 [-0.46, -0.08] -0.24 [-0.44, -0.04] -0.16 [-0.37, 0.03] 

Age at first sentence 77 22.73 (8.22) 19 15–50 -0.24 [-0.42, -0.06] -0.23 [-0.42, -0.05] -0.27 [-0.45, -0.09] 

Total number of 

sentences 

77 7.43 (8.23) 4 1–50 0.20 [0.00, 0.39] 0.18 [-0.02, 0.39] 0.19 [0.00, 0.39] 

Total number of prison 

sentences 

77 1.96 (5.14) 0 0–38 0.08 [-0.14, 0.28] 0.18 [-0.03, 0.37] 0.12 [-0.08, 0.32] 

Note. ESI-BFDIS, ESI-BFAGG, and ESI-BFSUB represent the three factor scales from the ESI-BF; Estimated 

correlations for which the 90% highest density interval does not contain zero are bolded.  
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5.3 Study III 

In Study III, an ICA of the content of 50 CVRMs yielded 25 subcategories, on two 

levels, under four overarching content categories. The four overarching content 

categories mirrored the structure of the CVRM and were labelled: “early warning 

signs”, “risk factors/risk scenarios”, “risk management strategies”, and “goals” (see 

Figure 2 for an overview of the overarching content categories and the first-level 

subcategories). 

In the first overarching content category “early warning signs”, patients and staff 

described the early warning signs for aggression and violence that they could discern 

together. A total of 159 excerpts from the CVRMs were coded under his overarching 

category and the highest number of excerpts were coded to the Mental state and 

Social interaction subcategories. Early warning signs from these subcategories were 

described as certain changes or types of mental states (e.g., paranoid thoughts) as 

well as changes or particular patterns in the patient’s social behaviours and 

interactions such as the patients increasingly withdrawing or keeping to themselves. 

Other subcategories described early warning signs related to particular verbal or 

physical behaviour (e.g., a raised voice or pacing back and forth), physiological 

changes (e.g., increased tension, altered sleep pattern), as well as excerpts that were 

deemed as miscellaneous (e.g., drinking more coffee) or as describing the absence 

or ignorance of any early warning sign in the patient.  

The second overarching content category, “risk factors/risk scenarios”, described 

one to three risk factors or risk scenarios that were deemed as being the most salient 

or important for each patient. The overarching content category was further broken 

down into eight types of risk factors and risk scenarios. In total, the fifty CVRMs 

contained descriptions of 105 risk factors and risk scenarios with the most common 

ones relating to deficits or the absence of something (e.g., a lack of adequate 

medication or a lack of sleep and consistent sleep habits), and to risk factors and 

risk scenarios related to drug and alcohol use (e.g., a relapse or symptoms of 

withdrawal).  
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A third overarching content category, “risk management strategies”, described those 

strategies and interventions upon which patients and staff had agreed to manage the 

risk factors and risk scenarios outlined in the CVRM. In total, 309 risk management 

strategies were devised and described in the CVRMs. For all of these, risk 

management strategies and interventions responsibilities were also assigned, where 

the responsibility could be sole or shared, and listed on the CVRM. A majority of 

the strategies and interventions (n = 182) listed the patient as responsible for the 

strategy or intervention. Ward staff were listed as a responsible party in almost as 

many cases (n = 169), while other clinical staff (e.g., a psychologist, counsellors or 

psychiatrist) and external actors (e.g., a guardian or agency) were listed as 

responsible in far fewer cases (n = 84). A majority of the responsibilities (~57%) 

were assigned to just one actor while ~41% of the strategies and intervention had a 

responsibility that was shared between two or more actors. Lastly, ~2% of the risk 

managements strategies and interventions lacked any information about who was 

responsible for its implementation. The types of risk management strategies and 

interventions were also further classified into five subcategories of which the most 

common was “management related to treatment, intervention or assessment”. This 

subcategory included medical and pharmacological interventions, psychological 

and psychosocial interventions that were both qualified and specific and more 

unspecific or unqualified, as well as occupational activities and leave.  

Lastly, in the fourth overarching subcategory, both the short- and long-term goals 

in relation to the patient’s risk management were described and classified into four 

subcategories. All-in-all, 105 short-term goals and 100 long-term or final goals were 

listed in the CVRMs. A large majority (~77%) of the goals related the patients 

themselves and their actions while the remining goals related to staff, more general 

circumstances or were unspecified. Among the goals centred on the patients, the 

most common type was goals related to maintaining and improving well-being, 

functioning or capacities. This included things such as completing pharmacological 

or psychotherapeutic treatment, taking care of one’s sleep, gaining better insight 

into one’s illness and seeking out staff when in need of help and support.  

5.4 Study IV 

From the ICA of the transcribed interviews with FPPs in Study IV, a number of 

categories and subcategories could be constructed relating to their experiences of 

violence risk management and SDM, both with and without the CVRM, their 

understanding of the concept of risk and SDM as well as numerous other 

experiences and reflections about the content of the FPC and the FMH system. Eight 

overarching content categories were created and further subdivided into a total of 

35 subcategories (see Figures 3a and 3b for an overview of the overarching 

categories and subcategories).    
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The first overarching content category, “participation and shared decision-making”, 

dealt with aspects of the interviews that touched upon the subjects of involvement, 

collaboration and SDM in the care process. The participants described both what 

they meant by and what they interpreted such terms as encompassing, and also 

related their own, both positive and negative, experiences in relation to these 

concepts. Some participants, for example, had experienced opportunities to be 

involved in the management of their own risk of violence while others were critical 

of the overall lack of opportunities for genuine SDM in the care process as a whole. 

The second overarching content category, “feedback and thoughts about the CVRM 

method”, contained content from the interviews that related more directly to the 

CVRM method. Here, participants gave their feedback and thoughts about the 

method and about their own experiences of establishing the CVRM with staff. Both 

positive and negative experiences of working with the CVRM were recounted as 

well as thoughts and opinions about the method the were more non-evaluative in 

nature. A few participants also described during their interviews that they had no 

recollection of their CVRM or of establishing it together with staff. 

In the third overarching content category, “the content of the care and thoughts and 

attitudes towards the care”, a broad array of thoughts and experiences about the 

FMH care process that were not related to violence risk or violence risk management 

were expressed by the participants. The participants spoke about treatments, 

interventions and experiences during their care that had been helpful to them in 

some way and insights and lessons that they had acquired along the way. Many 

participants also wanted to relay feedback, suggestions and criticism of care to 

highlight what they thought could be improved or changed. Yet another strand in 

this content category were thoughts about the FMH system in which it was 

contrasted to other systems, such as the prison setting, and descriptions of being 

stuck in the FMH system without a clear or comprehensible way forward. 

The fourth overarching content category, “the patients’ role and responsibility in the 

care process”, collated statements from the participants that described what they had 

thought and perceived that the patient’s role in the care process was or should be. 

Several participants stressed that patients carried a responsibility to engage in and 

try to be responsive to treatments and interventions. They also spoke about trying to 

seek out help when needed and to communicate with staff about their experiences 

and any deteriorations in their mental state.  

Under the fifth subcategory, “staff and their role”, participants related their 

perceptions, expectations and feedback on the role of staff in the care process and 

in the ward environment. One subcategory related explicitly to feedback and 

reflections on the behaviour and attitudes of staff where the participants described 

both those aspects that they had found helpful and positive and those that had been 

experienced as negative or unhelpful (e.g., disrespectful or nonchalant behaviours 

from staff). Participants also described a guarding and corrective role and a nursing 
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and caring role that staff took on, and in regard to which the participants had certain 

expectations of staff. In the caring role aspects such as empathy, listening and 

support were described and expected while the guarding and corrective role centred 

on staff maintaining safety and order on the wards through their presence and in 

monitoring and correcting disruptive or deviant behaviours.  

Compiled in the sixth overarching content category, “risk management”, were 

statements from the interviews in which the participants spoke about violence risk 

management. The first main strand related to the patient’s own ways of managing 

risks and spanned a wide range of strategies – from taking one’s medicines and 

backing away from provoking or risky situations to gaining a better insight and 

understating of one’s own risks and triggers for violence. A second strand in this 

content category were the participants descriptions of what staff did to manage risks 

which included such things as paying attention to early warning signs of aggression 

or deterioration in patients and trying to deescalate and defuse tense and risky 

situations on the ward.  

In the seventh overarching content category, “the concept of risk”, multiple aspects 

of the concept of risk were described and discussed by the participants. Participants 

described both how they understood and defined risks, but also the significance that 

the notion of risk held to them and in the FMH system at large, where it had practical 

implications for them and their care. Many participants also spoke about what they 

saw as their own risks and under which circumstances, they could pose a risk to 

others. Several participants highlighted the often stark contrast between the, in many 

ways artificial and restrictive, hospital and ward environment and life outside the 

walls of the institution where risk was present in other ways and guises. Some 

participants, given the tightly controlled and risk-suppressing inpatient 

environment, stressed the importance of being given chances in a more open context 

to prove that one could manage one’s risks. A few participants also described a view 

of risk as something that was both, in some sense, omnipresent and, while perhaps 

malleable, something that could never entirely be removed or discounted. Lastly, a 

number of the participants gave their views on the phenomenon and process of 

violence risk assessment. They spoke about how they understood the staff’s and the 

FMH system’s view of risk and what consequences could result from a convergence 

or divergence in the views on risk between patients and staff. 

In the eighth and last overarching content category, “the caring relationship”, the 

relationship between staff and patients was in focus. The participants spoke about 

the importance of staff-patient interactions and the relationship between staff and 

patients. Participants identified aspects of the caring relationship that they saw as 

important and which included both those aspects that they had experienced as 

helpful themselves but also what they thought staff and patients should focus on 

within the context of the caring relationship such as honesty, openness, trust and 

clarity of communication. 
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6. Discussion 

“It hardly needs saying that all patients with serious mental illnesses—not just those 

at risk of violence—could benefit from accurate assessment of their problems, timely 

services that include evidence-based interventions, diligent clinical follow-up, and 

appropriate outreach to those who cannot or will not voluntarily seek the treatment 

they need. ( … ) if they did, it is likely that much patient violence—and a great deal 

of human heartache all around—would be averted in the process.” (Swanson, 2008 

p. 193) 

6.1 Comments on main findings 

6.1.1 Discriminant validity and convergence and concordance of 

methods of measuring aggression (Study I) 

The findings of Study I indicated that there was a moderate to strong correlation 

between self-reported (AQ-RSV) and clinician-rated (LHA) measures of aggression 

in a group of young, male, violent offenders. The concordance between the two 

methods of assessing aggression, although no clear guidelines of interpretation 

exist, was deemed to be strong. In other words, the two measures agreed well in 

regard to the rank-ordering of the level of aggression in these offenders. Although 

the associations were substantial between both the total score and subscales 

primarily measuring physical aggression on the AQ-RSV and the LHA (ρ = .67 and 

ρ = .72), this degree of convergence should not, on its own, be taken as evidence of 

either measure being able to reliably serve as a proxy or replacement for the other 

(Carlson & Herdman, 2012). These results highlight the continued value of a multi-

modal, multi-informant approach to assessing aggression in offenders. In the 

absence of any gold standard instrument or measurement method, triangulation of 

data and evidence from multiple sources has long been the cornerstone of good 

psychiatric and psychological evaluation (Hopwood & Bornstein, 2014; Kramer et 

al., 2003; Spitzer, 1983). This study buttresses that conclusion in relation to the 

assessment of aggression, showing that the two measurement methods each 

contribute with non-redundant information.  

In relation to criminal offences, both the correlations for the LHA and the AQ-RSV 

total scores, and violent offences was small (ρ = .34 and ρ = .22), and similar across 
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the two methods, indicating that they are equally good (or bad) predictors of such 

outcomes. For non-violent and sexual offences, the correlations were also small but 

somewhat stronger for the LHA. What emerged as an interesting incidental finding 

of Study I was the small, but consistently negative, association between on the one 

hand the LHA, the AQ-RSV, the number of violent offences, the number of non-

violent offences, and on the other hand the number of sexual offences. The question 

of whether a dichotomy between generalist and specialist can be meaningfully 

applied to sexual offenders has previously been extensively debated (Lussier, 2005; 

Soothill et al., 2000). In other words, if sexual offenders primarily commit only 

sexual offences or if they exhibit a more general pattern of antisocial behaviours 

and deviance. The current weight of the evidence seems to favour the conclusion 

that most sexual offender are generalists (Harris, 2014), something which was not 

evident in our sample and a conclusion that is to some degree contradicted by our 

data.  

Lastly, regarding the discriminant validity of aggression, the associations with the 

Anger and Hostility subscales of the AQ-RSV pointed to a stronger separation in 

relation to hostility than to anger. The AQ-RSV Hostility subscale correlated at .23 

with both the AQ-RSV Physical Aggression and the LHA Aggression subscale, a 

considerably weaker association than the one between the two aggression subscales 

themselves. The AQ-RSV Hostility subscale also had weak and non-significant 

associations with all three offence variables, suggesting that it should be viewed as 

a construct in its own right and that it can be differentiated from aggression 

(Eckhardt et al., 2004). The AQ-RSV Anger subscale, however, showed a much 

lower degree of separation from both the AQ-RSV Physical Aggression and the 

LHA Aggression subscales, correlating at .61 with the LHA Aggression subscale 

and at .76 with the AQ-RSV Physical Aggression subscale. This result is in line 

with, and strengthens, previous findings which have pointed to the importance of 

anger in aggressive behaviours and have characterised anger as a frequently 

sufficient condition for aggression, albeit not a necessary one (Meloy, 2006; 

Novaco, 2011).  

6.1.2 Psychometric properties and validity of the ESI-BF (Study II) 

In regard to the first aim of Study II, the results pointed to that the ESI-BF was a 

reliable measure in our FPP group; α and ω values gave very similar estimates of 

reliability and both were predominantly in the range that is seen as sufficient for 

applied psychometric instruments (Nunnally & Bernstein, 1994), with the exception 

of the Alienation subscale. In terms of internal consistency, the inter-item 

correlations showed that most subscales appeared to tap their intended construct in 

a way which was neither to broad nor to narrow. Four facet scales, however, 

(Marijuana Use, Marijuana Problems, Drug Problems, Boredom Proneness) three 

of which (all except Drug Problems) had been identified in previous research in an 
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FPP sample (Soe-Agnie et al., 2021) had particularly elevated inter-item 

correlations >.65. This suggest that these facet scales are too narrow in content, 

having redundant or repetitive items, and therefore may need to be revised (Clark & 

Watson, 1995.  

In relation to the second aim, the findings regarding the structural validity of the 

ESI-BF were in line with previous research on the ESI-BF in FMH settings that also 

failed to find any strong support for the original structural models (Soe-Agnie et al., 

2021). The model that performed the best, but still inadequately, was the bifactor 

model. Given the known tendency of bifactor models to overfit the data, this was 

not entirely unexpected and not too much should be concluded from this fact 

(Bornovalova et al., 2020; Markon, 2019). Whether the poor fit of the three models  

is due to characteristics of our FPP population that make the original structural 

models unsuitable can only be concluded highly tentatively, as our study’s small 

sample size may have affected the accuracy of our estimates. The overall 

conclusion, either for or against, the structural validity of the ESI-BF that can be 

drawn from our study must be seen as limited. However, given the continued dearth 

of research on the ESI and ESI-BF in forensic psychiatric populations future more 

well-powered studies in this context are called for.  

More, can be said about the third aim: the criterion-related validity of the ESI-BF. 

The three factor scales of the ESI-BF overlapped to a large extent with regards to 

their relations to the 14 clinical and criminological variables that were analysed, but 

some specific patterns were also evident. The first, and perhaps most unsurprising 

finding, was that the Substance Abuse factor had the strongest association with the 

clinical variables excessive substance use and excessive alcohol use, as well as the 

variable multiple sentences for narcotics-related crime. Still, this lends strength to 

the validity of the Substance Abuse factor. The Callous-Aggression factor had 

specific robust associations with the variables violence towards a caregiver before 

the age of 18, repeated perpetration of bullying before the age of 18, and repeated 

sentences for assault. The association between callous-unemotional personality 

traits, bullying, and violence towards caregivers has gained some support in 

previous studies (Kuay et al., 2022; van Geel et al., 2017) and our findings thus 

appear to lend some support to the validity of the Callous-Aggression factor. The 

Callous-Aggression factor scale was also the only factor scale to exhibit a robustly 

negative association to sexual offending. This finding may be seen as somewhat 

puzzling, as callous and psychopathic personality traits generally have been found 

to be associated with an increased risk of sexual offending (Knight & Guay, 2018). 

A caveat in relation to this finding is that the number of individuals with convictions 

for sexual crimes in our study was low, making the estimate imprecise. Nonetheless, 

this negative association in our sample may be explained by the fact that sexual 

offenders higher in psychopathic traits are unlikely to be sentenced to FPC in 

Sweden. A personality disorder with psychopathic traits or a paraphilia diagnosis 

are in and of themselves not sufficient to meet the legal definition of an SMD in 
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Sweden. As a rule, such, offenders are instead sentenced to prison sanctions. The 

sexual offending in our sample may instead have been related to symptoms 

stemming from an SMI, such as reduced impulse control due to a psychotic or manic 

state.  

The General Disinhibition factor scale was robustly associated with six of the 14 

clinical and criminological variables, although none of these associations were 

unique to the General Disinhibition factor. From a theoretical standpoint, this can 

be seen in the light of the General Disinhibition factor as the core of the externalizing 

spectrum with the Callous-Aggression and Substance Abuse factors seen as less 

central. It is therefore understandable that the General Disinhibition factor scale 

showed weaker or non-robust associations with the variables that the other two 

factor scales were better set up to describe (e.g., excessive alcohol use, excessive 

substance use, and repeated perpetration of bullying before the age of 18). While 

all ESI-BF factor scales had robust associations to the LHA Aggression and the 

LHA Antisocial/Consequences subscales the centrality of the General Disinhibition 

factor was evidenced by it having the strongest relationship to both these subscales 

and to the LHA total score. The General Disinhibition factor was also the only factor 

scale with a robust association with the LHA Self-Directed Aggression scale. This 

lends some support to the notion that the General Disinhibition factor, and the core 

trait of impulsivity, is the nexus of externalizing psychopathology from which 

behaviours such as physical aggression, self-harm and other non-aggressive 

antisocial acts flow (Beauchaine et al., 2017). Lastly, it should also be noted that the 

variable repeated truancy was robustly associated with all three factor scales, 

suggesting that early truancy may be a broad, more unspecific marker of early 

externalizing tendencies – a finding which is in line with some previous research on 

truancy (Vaughn et al., 2013).   

6.1.3. Description, evaluation and experiences of using CVRMs and 

SDM (Study III & IV) 

The overall picture that emerged of the CVRM method and the patients’ experiences 

of establishing CVRMs in Study III and IV was tentatively positive, but complex 

and rife with themes from the broader SDM and violence risk management 

literature. The results raise a host of questions and potential follow-up queries. The 

results of Study III indicate that staff and patients can generate a number of 

seemingly relevant early warning signs of aggression, risk factors, risk scenarios, 

risk management interventions and goals of that risk management. The majority of 

types of early warning signs described in the CVRMs and mentioned by the 

participants in Study IV overlap with descriptions found in previous literature on 

early warning signs of aggression (Fluttert et al., 2011). The findings of Study III 

and IV are also in line with studies such as the one by Levin and colleagues (2022) 

which showed that FPPs could and were willing to contribute with information both 
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about personal risk factors and risk management strategies, some of which were 

liable to be missed by standardized instruments. Several descriptions in the data 

presented by Levin and colleagues (2022) directly mirrored content that was found 

on the CVRMs and that participants in Study IV described. Examples of this overlap 

included the role of substance abuse as a major risk factor for violence as well as 

the role of perceived provocation and harassment as a trigger for the use of violence. 

The potential value of the CVRM approach is also supported to some degree by the 

study by Omérov and colleagues (2004), in which it was found that only 50% of 

what inpatients with schizophrenia spectrum disorders identified as provocations 

could be identified by staff. This highlights the need to discuss such issues with 

patients and potentially documenting them on a CVRM in order for staff to gain a 

better understanding of the patients. Another earlier study lending support to the 

practice of involving patients in violence risk management, is the study by 

Vermeulen and colleagues (2019). Using data from a closed admission ward they 

found, after interviewing 15 patients who had acted violently, that patients were 

both willing and able to give their views on the violent incident and potential de-

escalating risk management strategies going forward. It was also found that the de-

escalation strategies that the patients described as effective to them often were 

highly idiosyncratic and personal and would not necessarily be covered by 

standardized de-escalation techniques.  

However, it should be noted that while most CVRMs contained content in all 

sections of the plan, some CVRMs were characterised by very brief and summary 

descriptions, likely limiting their clinical usefulness. Whether this was due to 

insufficient effort and implementation on the part of staff or reflected genuine 

difficulties in generating content for the CVRMs alongside the patient is 

unfortunately not a question that can be answered from the data available in Study 

III. It is however something that needs to be explored further and which may have 

implications for the training of staff and the implementation of the CVRM method. 

The findings of Study IV were also to some extent in line with those of Dixon 

(2012), who found that while many patients in FMH services knew about the 

importance of the concept of risk in such a context, few were aware of how risks 

were assessed or about the content of their own risk assessments or risk management 

plans. A sizeable minority of the participants in Study IV could not in fact remember 

establishing a CVRM together with staff, its content or what the CVRM was. This 

points to a continued need to help patients gain an understanding of the requirements 

and goals of the FPC, and the role that risk assessment and risk management plays 

in the care process. Such transparency and clarity about the aims and central features 

of the FPC would seem like an essential component if patients are to decide about 

if, and how, they are to participate in their own care and risk management process. 

The need for more clear and unambiguous information about the FPC care process 

was mentioned and requested by some of the participants in Study IV as an 

important area of improvement. This has also been highlighted in previous research 
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on the needs of FPPs and their views of the concept of patient participation 

(Oberndorfer et al., 2023; Söderberg et al., 2022). Clear and sufficient information 

about the healthcare process and any treatment decision is central to all models 

striving towards more autonomy and influence for the patient. All patients, 

regardless of the specific healthcare context they are in, need to know what they are 

voicing assent or dissent to before making a decision, and it is the clinician’s 

responsibility to make sure that they have the requisite information.   

Several patients also mentioned the significant influence of other patients in the 

ward and the effects of the ward environment on their mental state and well-being. 

Being around other patients who were volatile or violent caused stress and 

frustration, especially if these concerns were voiced to staff who were perceived as 

not taking them seriously. And the fear of being victimised oneself took a significant 

toll on patients. This finding resonates with earlier, both qualitative and quantitative, 

findings that have underscored the importance that patients place on perceived 

safety and security in the ward environment (Olsson et al., 2014; Pelto-Piri et al., 

2019). Indeed, in the recovery framework proposed specifically for FMH settings 

by Senneseth and colleagues (2021), after reviewing and synthesising 21 qualitative 

studies, they found that the recovery domain of Safety and Security was unique to 

FMH settings as opposed to general mental healthcare. Disruptive or violent patients 

can affect the climate of a ward, making it an unsafe environment less likely to 

promote recovery, at worst fuelling a downward spiral of fear, conflict and violence, 

leading to containing and coercive measures from staff (Bowers, 2006; Puzzo et al., 

2019; Whittington & Wykes, 1994). This finding further underscores the potential 

value of the CVRM method, as the objective of keeping the ward free from violence 

and making it an environment characterized by safety and security is doubly 

important for patients. Patients not only need to be shielded from a direct 

victimization, that they cannot easily escape (Verstegen et al., 2024), but also need 

a therapeutic space in which to work on making progress towards their own 

rehabilitative goals.  

A number of participants in Study IV also specifically mentioned the attention to 

early warning signs as a highly useful component of the CVRM, both in relation to 

them learning more about themselves but also as a way for staff to intervene early 

if they see something that is awry. This dual importance of early warning signs for 

aggression has been described in some previous studies in the FMH context (Fluttert 

et al., 2008; 2010; Levin et al., 2022). Increased knowledge about the patient’s risk 

factors, risk scenarios, early warning sign of aggression, and helpful risk 

management strategies could also serve to help staff in making them feel more 

confident and safer in their interactions with patients. Such feelings of safety and 

confidence have been shown to interact with other variables, such as the attitudes of 

colleagues towards conflict, in a dynamic model of conflict management proposed 

by Gildberg and colleagues (2021). Staff that feel safe are more tolerant of conflict 

and less likely to use restrictive practices (Gildberg et al., 2021). Patients gaining a 
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better understanding and insight into their own behaviour and any triggers or early 

warning signs of aggression have also been described in previous literature as an 

important step towards self-management of risk (Senneseth et al., 2021). This is a 

step that may be empowering for the patient and which often is necessary for 

progress within the FMH system.  

Clear, honest communication and respectful and empathetic staff-patient 

interactions were two central themes running through both the CVRMs in Study III 

and the interviews in Study IV. Such a result is hardly novel, nor surprising, as a 

multitude of previous findings in the area of inpatient violence in psychiatry have 

found that staff-patient interactions are crucial both as precipitants to violence but 

also as a means to prevent it from arising in the first place (Fletcher et al., 2021; 

Gudde et al., 2015; Papadopoulos et al., 2012). The centrality of the nature and 

quality of staff-patient interactions and communication speaks to the need of 

training staff in how to best approach, relate to and communicate with patients. 

Tasks which all place high-demands on staff, both in terms of interpersonal skills 

but also in reflecting on and managing one’s own reactions and ethical tensions 

elicited by the patient encounter (Hellzén et al., 2023). It also highlights the need 

for FMH organisations to provide staff with the time and environmental conditions 

in which they can cultivate meaningful and trusting relationships with patients 

(Deering et al., 2019; Moyles et al., 2023).  

A sense of being stuck or lost in the FMH system and the feelings of hopelessness, 

powerlessness, and frustration that this gave rise to was also described by a few of 

the participants in Study IV. Although these participants were in a minority their 

voices echo the findings from previous qualitative work in FMH settings (e.g., 

Humphries 2023; Senneseth et al., 2021). This suggests that staff must try to find 

ways to alleviate these negative feelings and experiences, for example by increasing 

efforts to involve the patient in the care process and attempt to make the care 

pathway through the FMH system as clear and comprehensible as possible to the 

patient.  

Another distinct strand of content in the interviews in Study IV was the importance 

of what has been described in previous literature and guidelines as positive or 

therapeutic risk-taking and risk management (Felton et al., 2017; Just et al., 2023). 

This was expressed by several participants who all stressed the importance and 

perceived necessity of being allowed to try out less restrictive environments and 

being exposed to risks and temptations as a way to prove to the FMH system that 

one can manage one’s own risk. Such positive risk-taking potentially paves the way 

towards personal growth and progress through the FMH system. The dangers of 

taking a too conservative approach in relation to risk, and which resonates with this 

content from the interviews, has been illustrated in the work of Heyman and 

colleagues (2013). They coined the term inductive prevention paradox, a state in 

which a patient is kept in a restrictive setting because of his or her risk status, but 

where the falsification of that same risk requires being exposed to an environment 
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and circumstance other than that of the artificially risk-reducing ward environment. 

Such risk-averse reasoning may thus end up being self-perpetuating, leading to long 

lengths of stay but also countermeasures from patients who realize that external 

compliance and docility may be the key to progress. Such accounts of “playing the 

game”, strategically withholding any information from staff that could be construed 

as dissenting or hinting at deterioration, and therefore be construed as dangerous, 

has been described by patients in qualitative studies (Humphries et al., 2023; 

Reynolds et al., 2014).  

Lastly, it is of interest to note that the predominantly positive experiences that were 

heard from patients in Study IV in relation to the CVRM and SDM have not always 

been mirrored in qualitative studies with staff on collaborative approaches in FMH 

settings (El-Alti et al., 2022; Magnusson et al., 2020). On the contrary, staff in the 

study by El-Alti and colleagues (2022) were largely pessimistic when describing the 

prospects for SDM in FMH settings, citing many of the problems that have been 

described in previous literature such as lack of insight, cognitive difficulties and 

organizational barriers (Ahmed et al., 2021). This discrepancy may arise from a type 

of selection effect where staff who are sampled in studies have met and worked with 

FPPs with a broad range of capabilities and attitudes towards SDM about risk, while 

patients who participate in studies may represent a subset of patients who are more 

articulate, less ill, more trusting towards the FMH system, and more engaged in their 

care (Pedersen et al., 2021). If this is the case, the difficulties of using of SDM 

approaches in FMH settings may have been understated.  

6.2 Strengths and limitations  

6.2.1 Study I 

A first caveat regarding the results from Study I and their applicability is the fact 

that the data from the DAABS cohort is now somewhat old, collected almost 15 

years ago. Since then, the Swedish prison population has grown and is expected to 

continue to grow considerably. This may have affected the composition of the 

Swedish prison population in such a way as to make the result from our study less 

representative of those who are incarcerated today. Caution should also be taken if 

generalising these results to other groups of offenders, as the offenders in the 

DAABS cohort were all male, young, and had committed hands-on violent and/or 

sexual offences. Another caveat is that the self-reported data on aggression in this 

group may have been affected by a social desirability bias (Vigil-Colet et al., 2012). 

On the other hand, self-report data may also uncover substantial amount of 

antisocial and aggressive behaviours that other methods of assessment may miss 

(Farrington et al., 2023; Johnson et al., 2019). A limitation is consequently that we 
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had no way of differentiating between these two scenarios in the DAABS cohort, 

for example through the use of an instrument designed to measure socially desirable 

or dissimulative responding. We also did not investigate the nature of the missing 

data on the AQ-RSV to examine if the data was missing at random or in a systematic 

way. Consequently, we did not impute any of the missing data which may have 

affected our results. Strengths of Study I include the fact that the DAABS cohort, at 

the time, was representative of the Swedish prison population and that the sample 

size was quite considerable given the context. Another strength of the study lies in 

the fact that the clinician-rated measures of aggression was based on a broad and 

comprehensive review of the participant’s background, in which the raters also had 

access to the participant’s institutional records and data from close relatives, a fact 

which strengthens the validity of the data.  

6.2.2 Study II 

The foremost limitation to Study II was the limited sample size, which was low in 

comparison to other quantitative instrument validation studies (White, 2022). This 

may have affected the robustness of the statistical estimates, particularly in regard 

to the factor models, which generally require substantially larger samples to 

converge on accurate estimates (Mundfrom et al., 2005). Another limitation, 

already mention in relation to Study I, pertains the to the use of a self-report 

measures to estimate the extent of externalizing psychopathology, which includes 

questions about aggressive and antisocial acts (Vigil-Colet et al., 2012). Although 

we did not attempt to control for a social desirability bias such a bias may 

presumably have been attenuated by the fact that the participants knew that we had 

access to collateral information about their history of violence and offending. A 

further limitation relates to the generalizability of our conclusions to FPPs in other 

countries and jurisdictions. As the Swedish legislation regarding offenders with 

SMI is unusual, and as most jurisdictions around the world have their own unique 

features in how they process and care for such individuals (Crocker et al., 2017), 

our findings may not generalize well to FMH settings outside of Sweden. A major 

strength of Study II however is the fact that the assessment of the participants was 

quite comprehensive. The study had access to both current and former medical 

records, psychological assessments, and court and criminal records, beyond the 

self-report data. As such, the breadth and validity of the criterion variables used in 

the analysis for Study II was increased.   

6.2.3 Study III 

A major limitation to Study III is the fact that we had no means of verifying the 

patients’ degree of involvement in the establishment of the CVRM or if SDM 

principles were used during this process. We also could not ascertain if the content 
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on the plan represented what the patient brought forward or predominantly reflected 

the views of the ward staff. Furthermore, we had no means in this study of following 

up if what was described in terms of risk management strategies was actually used 

in the day-to-day care in the ward environment, and if this affected the prevalence 

of violent incidents. According to recent research in a Swedish FMH inpatient 

setting most risk management interventions generated after a risk assessment were 

implemented, at least to some degree (Levin et al., 2019). The same study, however, 

also found that most risk management interventions were unplanned and had not 

been previously agreed upon or documented. For our risk management 

interventions, we currently lack such important data. The study also cannot speak to 

those patients’ risk management who could not (due to mental state or language 

barriers) or would not participate in establishing a CVRM together with staff. These 

patients, who may be harder to reach and more reluctant to engage in their care, may 

also be the patients who exhibit the most violence and would therefore be of special 

interest from a violence risk management standpoint. A further limitation of our data 

is that it is limited to one point in time, as only one, randomly chosen CVRM for 

each patient was included and analysed in the study. Because of this we have no 

way of examining individual trajectories or developments within patients in regard 

to the process of working with the CVRMs. It would have been interesting to 

analyse the plans in a longitudinal perspective to examine potential changes in the 

CVRMs or if they stayed static over time. Presumably, as a patient’s care process 

progresses and a relationship is established with staff, this may also be reflected on 

the CVRM. A strength of Study III is its potentially high degree of ecological 

validity. Since the study analysed data from CVRMs that had been established 

before the initiation of the study, neither patients nor staff had the opportunity to 

adapt their behaviour to the potential knowledge that the CVRMs they established 

would be analysed for research purposes. As such, the data that we analysed comes 

from the day-to-day work in the ward and thus hopefully reflects the clinical realties 

of the collaborative risk management process.  

6.2.4 Study IV 

A first limitation of Study IV relates to the absence of any member-checking 

procedures, such as returning the transcript of the interviews to the participants 

before analysis to gather any feedback from them. This may have negatively 

impacted the trustworthiness of the study. A second limitation concerns the fact that 

the patients who took part in the interviews may have differed in systematic ways 

from those who choose not to participate or who were excluded based on the 

exclusion criteria. It is not implausible to think that individuals who were more 

distrustful, unengaged in or unhappy with the care process choose not to participate, 

thus leading to an underrepresentation of those perspectives in the interviews. Due 

to the choice to not employ an interpreter in the study, we also could not include 

any participants who did not speak Swedish. Those patients were, of course, more 
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unlikely to have participated in establishing a CVRM in the first place, but their 

voices and perspectives on violence risk management and SDM are still notably 

absent from this study. A strength, on the other hand, of Study IV is that the analysis 

was carried out, in parts, independently by two researchers which adds to the 

credibility of the results. What may have acted, to some degree, both as a strength 

and a weakness in this study is the researchers’ prior knowledge and experience 

from FMH settings and the use of the CVRM in particular. All four researchers were 

intimately familiar with the clinical context, having worked or were currently 

working with FPPs, and two of the authors also had experience of working more 

specifically with CVRMs, both in establishing them together with patients but also 

in supervising staff who worked on establishing CVRMs with patients. This pre-

understanding inevitably coloured the interpretation and reporting of the data, 

although a critical awareness of this was sought to be upheld throughout the analysis 

process and more manifest and “literal” interpretations was strived for, in line with 

the ICA method.  

6.3 General discussion and clinical and future research 

implications 

6.3.1 Measuring aggression and externalizing psychopathology in 

forensic settings (Study I and II) 

The findings from Study I underscore the value of multi-method assessments of 

aggression in forensic settings, where both self-report and clinician-rated 

instruments add unique, non-redundant information. Clinically, this result should be 

uncontroversial, and current best practices of triangulating assessment data both 

across methods and informants should be maintained. Further research could, 

however, investigate the ways in which this is done and how data from multiple 

sources is best weighed, integrated, and put to use in assessment and treatment. A 

true multitrait-multimethod design (Campbell & Fiske, 1959) applied to the 

concepts of aggression, anger and hostility would also allow for a more thorough 

analysis of the role of method effects and thus more accurate estimates of 

convergent and discriminant validity.  

Study II showed some initial indications of the feasibility of applying a new, 

dimensional, psychopathology measure in an FMH setting. Given that dimensional 

approaches now exist in the DSM-5 and has become the dominant model in the new 

ICD-11, future work in FMH settings needs to focus on validating and clinically 

implementing dimensional measures of psychopathology. This holds true for 

dimensional models in general, and for dimensional models of externalizing 

psychopathology in particular, given the prevalence of externalizing disorders in 
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FMH settings (Sellbom, 2016; Simms et al., 2022). Such continued work is also 

important based on the fact that these models are developing rapidly (Mullins-

Sweatt et al., 2022) and some findings pointing to that they, as of yet, appear to be 

underutilized in forensic settings (Mulay et al., 2025). The ESI and the ESI-BF 

would both be well served by larger validation studies in FMH settings, more 

adequately powered to evaluate the structural models proposed by previous 

research.  

6.3.2 Shared violence risk management and SDM in forensic mental 

health settings (Study III & IV) 

The findings of Study III and IV point to several potential areas and questions in 

need of further investigation. The most pressing need for future research is of course 

on high-quality studies, preferably randomized and longitudinal. Such studies 

should attempt to assess the relationship between the use of SDM approaches to risk 

assessment and risk management and key outcomes such as the prevalence of 

violent incidents, lengths of stay, use of coercive measures and other clinically 

relevant outcomes. This need, of course, holds for the CVRM method as well. The 

literature regarding such outcomes in relation to the use of SDM, especially in FMH 

settings, is still very limited (Aoki et al., 2022; Luigi et al., 2025). More studies on 

how patients and staff view and understand collaborative practices and concepts 

such as SDM in FMH settings is also needed to build on literature that already exists 

(e.g., Selvin et al., 2016: 2021; Söderberg et al., 2019; 2022). Future studies could 

also seek to investigate, in detail, what takes place during clinical encounters in 

FMH settings in which SDM is put to use, where the interaction between clinician 

and patient would be of interest to study. SDM has been criticised by some as a 

concept that may be redundant, adding little beyond what is already considered best 

practice, and that obscures as much as it illuminates in regard to what goes on and 

what is of importance in the clinical encounter (Priebe, 2017). To avoid SDM 

becoming just a buzzword, processes unique to SDM need to be explicated and 

operationalized in ways which extend beyond specific instruments or decision 

support tools, and which can be translated into actionable principles that can be 

implemented and used on both an organizational level and by individual clinicians 

in FMH settings. Future research on SDM in FMH settings also needs to consider 

how to adapt SDM practices in order to reach populations which have been 

historically underserved, such as those with intellectual disabilities, low health 

literacy, and from cultural and linguistic minority groups (Joseph-Williams et al., 

2024; Luigi et al., 2025).  

Moving away from the particulars of Study III and IV, and veering into more 

conceptual territory, it seems that there still are numerous outstanding questions 

regarding the use of and implementation of SDM principles in mental healthcare as 

a whole, and in inpatient and FMH settings in particular. Numerous studies have 
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now looked at barriers to implementing and effectively using SDM, both from the 

patient’s and mental healthcare professionals’ perspectives (Ahmed et al., 2021; 

Ahmed et al., 2024; El-Alti et al., 2022; Verwijmeren & Grootens, 2024). Some of 

these barriers are more concrete or technical, such as how to best measure the effects 

of SDM on clinical outcome and in situations when decisions are complex or take 

place over extended periods of time, and how to best adapt decision aids for SDM 

developed in a somatic context to fit the psychiatric setting. How to organise 

services so that time constraints, misconceptions about SDM, and discontinuities in 

the care does not hinder the SDM process is also an important issue (Joseph-

Williams et al., 2024; Verwijmeren & Grootens, 2024). As are questions about how 

to best elicit FPPs preferences and views on issues such as risk and recovery, and 

how clinicians should relate to those statements and integrate them in 

documentation and care planning (Luigi et al., 2025). Yet, such practical, technical, 

and organizational issues can presumably, given enough time and resources, be 

overcome through the development of services and of new methods and measures.  

What may be more difficult is wrestling with the conceptual issues surrounding the 

SDM concept in FMH settings, in particular in relation to risk. Issues that one 

sometimes gets the impression have been somewhat neglected in the SDM literature 

in the enthusiasm and rush to promote the concept. These are the issues that are 

unlikely to be resolved quickly or definitively, what might be termed so-called 

wicked problems. These types of problems are characterised by little room for error, 

solutions that are not true or false but merely better-or-worse, and that are usually 

underpinned by multiple explanations and causes which may be symptoms of one 

another; issues that have recently been described in relation to SDM and 

antipsychotic deprescribing (Ustrup et al., 2025). In relation to SDM on the issue of 

violence risk and risk management there is a distinctly ethical dimension which may 

muddy the waters. Alongside this there is the fact that many of the psychiatric 

conditions that clinicians face in FMH settings are what the psychiatrist John Z. 

Sadler and other have described as moral or vice laden in nature, suffused with 

moral dimensions and judgements (Charland, 2006; Sadler, 2024). I want to suggest 

that this value dimension contributes to making the use of SDM practices in FMH 

and violence risk management in particular akin to a wicked problem.  

Beyond any practical or organizational issues what makes SDM in FMH settings so 

challenging, I will argue, and others have already suggested (Adshead, 2019; 

Munthe et al., 2018), are these issues of moral values and beliefs. While some of the 

reasons that patients in FMH settings have had trouble living alongside others in 

society are related to symptoms of their SMI, other reasons relate to moral and 

characterological dimensions which may not necessarily dissipate once the SMI is 

adequately treated. Clinicians may find that patients who had trouble engaging in 

SDM due to cognitive difficulties, caused by a psychotic or affective disorder, once 

in remission from those conditions may now present with difficulties in the SDM 

process relating to antisocial values, not necessarily connected to their psychiatric 
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condition. Most violence, as we have concluded, is not directly attributable to 

symptoms of an SMI, but appears to be better explained by criminogenic factors 

such as antisocial values and associates, and substance abuse (Kingston et al., 2016; 

Peterson et al., 2014; Skeem et al., 2016). Indeed, some work, using both qualitative 

and quantitative approaches, have shown that mentally disordered offenders endorse 

a high degree of pro-criminal cognitions and values (Lambe et al., 2024; Morgan et 

al., 2010; Spruin et al., 2022). Other research has found that certain moral cognitions 

and anger, one of the so-called moral emotions (Haidt, 2003), appear to mediate the 

link between SMI and violence (O'Reilly et al., 2019; Ullrich, et al., 2014). While it 

is clear that SMI does play a role in some offending and violent behaviour, patients 

in FMH settings have themselves described that many decisions to act violently in 

fact had little to do with any mental disorder and all the more to do with a conscious 

choice to act on malignant motives (Glover, 2014; Levin et al., 2022; Radovic & 

Höglund, 2014).  

What this implies, and that others have already pointed out (Adshead, 2019; 

McConnell et al., 2023; Pearce & Pickard, 2009), is that parts of forensic psychiatry 

as currently practiced sits ill at ease with observations like these, and that SDM as 

a paradigm may have a hard time getting off the ground, so to speak, when the 

patient’s values come into conflict with those of the surrounding society and the 

law. Some of the staunchest advocates of SDM do acknowledge that wider (e.g., 

societal) interest may have to override the individual’s preferences in some SDM 

situations but give little guidance beyond that (Elwyn et al., 2023). As Gwen 

Adshead (2019, p. 5) has put it: “You need some shared vision of recovery and 

desistance from the antisocial life before you can have SDM about risk.”. It seems 

that for SDM to work it needs to presuppose that the patient has a set of values that 

lend themselves to be acted upon without hurting others. But what to do if no such 

prosocial values exist upon which to build a collaborative relationship, as is 

sometimes the case in the FMH setting. A possible answer to this dilemma is that 

FMH services need a way to highlight, build, and strengthen prosocial values in 

some cases. If such a proposition seems radical, one should keep in mind that many 

psychiatric and psychotherapeutic interventions, arguably, already intervene in and 

change moral values and capacities (Pearce & Pickard, 2009). And studies with 

FMH clinicians point to the inevitability of wrestling with questions of values, and 

of the way in which psychiatric practices may affect patient’s moral beliefs and 

values (Pedersen et al., 2025; Specker, et al., 2020).   

The arguments for psychiatry extending its reach into the realm of moral beliefs and 

value questions has been laid out by McConnell and colleagues (2023). While there 

are numerous objections to such an approach, no least based on the historical abuses 

of psychiatry and the question of if moral values can be conceptualised as medical 

problem to begin with, I nonetheless believe that their framework has something 

valuable to offer in FMH settings, possibly as a complement to SDM. McConnell 

and colleagues (2023) argue that clinicians in psychiatric care already often take on 
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and should take on an active role in relation to the patient’s values. Most often, this 

role is procedural, where the clinician helps the patient to articulate and reflect on 

their current values and moral beliefs in order to increase their well-being and enable 

a more flourishing life. This approach is largely uncontroversial, but what is more 

contested, and what appears particularly relevant for FMH contexts, is when the 

clinician adopts a substantive approach to the patients values and moral beliefs. In 

cases where the patient’s values and moral beliefs are distorted or underdeveloped 

in such a way as to contribute to the risk of harming others (i.e., relevant to the goals 

of forensic psychiatry), clinicians need to take a more active role in questioning and 

helping the patient develop more coherent and prosocial values. Forensic clinicians 

may need to define a set of minimal substantive moral values which they are ready 

to uphold, defend, and impart to their patients. Exactly what such a minimal set of 

values should include is up for debate but presumably they should include and 

promote values that are coherent, based on the mutual respect of other individuals’ 

liberty, dignity, and well-being (Fulford & Adshead, 2017). The values enshrined 

in the law are, of course, a natural starting point, but that framework is likely neither 

comprehensive nor infallible as the historic criminalization of, for example, 

homosexuality has taught us. Such a substantive approach to patients’ moral values 

should however not entail a blaming or condemning attitude on the clinicians’ part 

but could instead be grounded in the concepts of blameless responsibility and 

detached concern, which have been laid out as alternatives to blame and 

condemnation in forensic settings (Glancy et al., 2021; Pickard, 2014). All patients, 

no matter the context, deserve to have their views and concerns taken seriously and 

to have clinicians listen to and engage with their accounts. Forensic clinicians 

should strive to maintain a stance of curiosity and respect for their patients but not 

necessarily let all their moral values and beliefs go unchallenged. The philosopher 

and ethicist Jonathan Glover (2014) has argued that to exclude individuals with SMI 

and personality disorders from our so-called reactive attitudes such as resentment 

or anger, is in some sense deeply unfair and disrespectful. Those reactions sit at the 

core of what make us human and being exposed to them and exposing others to such 

reactions in a reciprocal manner is an integral part of life and one of the key 

mechanisms by which we may develop and learn within the context of social 

relationships (Glover, 2014). The objective is not to moralize about the patient’s 

actions, whether past, present or future, but to highlight that their moral attitudes 

and beliefs and the way in which they choose to exercise their moral agency will 

have consequences for themselves and others. Leading a life where one harms others 

or where one is indifferent to harm caused to others by one’s behaviour is arguably 

unlikely to lead to a life of flourishing (McConnell et al., 2023). In a similar vein, 

writing about free will, agency and moral responsibility from an evolutionary 

perspective the prominent neurogeneticist Kevin Mitchell (2023) describes a view 

close to Glover’s. He reasons about the value-laden aspects of our personality and 

behaviour – our character – and describes it as being shaped both by deep biological 

forces but also through the exercise of our own agency and the feedback and 
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reactions that we receive on our actions from others. Through our own agency we 

will expose ourselves to certain kinds of environments, relationships, and 

experiences that will further shape our character and our future choices. We are 

constrained, but not deterministically doomed, by our background and our genetic 

predispositions.  

The ability to exercise our agency is fundamental to any change, moral or otherwise, 

and through strengthening such capacities and using a language of agency and 

responsibility when talking to patients about risk and offending, we can both signal 

respect and a sense of shared humanity while potentially fostering change (Adshead, 

2019). By continuously engaging FPPs in reflection and extending invitations to 

collaboration in relation to risk, we communicate that risk and the index offence is 

something to be understood and worked through rather than something to be 

silenced down and stigmatized. Whether or not the patient will take us up on our 

offer is in the end up to himself and we can only strive to make it easier for them to 

do so by showing its benefits and helping them along the way. Disagreements then, 

which are likely to arise over such topics as risk in FMH settings, should be seen as 

the starting point and not the endpoint of discussions with FPPs. There is qualitative 

data supporting the assertion that even though disagreements may be frustrating for 

both clinicians and patients, having an open, frank and inclusive dialogue about risk 

may be conducive to trust and the therapeutic relationship in the long term, despite 

sometimes unbridgeable differences of views. Being included, informed, and having 

one’s view listened to, albeit not always acted upon, appears to have value in and of 

itself to FMH patients (Deering et al., 2019; Papapietro, 2019).  

In negotiating the task of discussing violence risk and violence risk management 

with FPPs the SDM framework may be one important component but it may not 

necessarily be the ideal framework for all aspects of those tasks. An approach like 

the one proposed by McConnell and colleagues (2023) or the Values-based practice 

framework brought forward by Fulford & Adshead (2017) may both be valuable 

complements to the SDM approach when complex healthcare decisions need to be 

made in face of competing or incompatible values and moral beliefs. Regardless of 

what framework one chooses to approach these dilemmas with, any approach to 

such complex questions must put the relationship to the patient front and centre as 

this will be the vehicle through which any treatment effect or change will be 

mediated. SDM is inescapably a complex relational process and the caring 

relationship and the therapeutic alliance has been proposed as a necessary, but not 

sufficient, component of any effort to involve FPPs in their care (Adshead, 2019; 

Söderberg et al., 2020). 
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7. Conclusions and closing thoughts 

“I suggest that risk-related SDM is complex because forensic professionals find it 

hard to trust patients’ accounts of themselves, often seeing them as generally 

untrustworthy and also because being suspicious of patients’ motives and values is 

seen as being tough, realistic, or apparently objective. Forensic professionals must 

struggle with the compound organizational task of helping patients recover good 

mental health and well-being while simultaneously taking steps to ensure that 

patients reduce the risk they pose to others. The professional values that forensic 

professionals have to pursue can clash in many ways, some obvious, some subtle. 

There is little guidance about which values should dominate in a conflict of values in 

which the value of reduced security is weighed against the value of harm prevention 

and public safety.” (Adshead, 2019, p. 4) 

 

This thesis has examined the measurement of aggression, violence and externalizing 

psychopathology in forensic settings in Sweden and the collaborative management 

of violence risk in the Swedish FMH system.  

The findings of Study I and II presented in this thesis, I believe, support the use of 

a multi-method, multi-informant approach to the assessment of aggression in 

forensic settings, but also point to the need of further validation and development of 

dimensional models of externalizing disorders in forensic settings. Models that in 

the end may contribute to more precise assessment and treatment planning.  

The findings of Study III and IV, to my mind, point to a sort of paradox at the heart 

of collaborative approaches like SDM, person-centred care or recovery-oriented 

practice when applied in the FMH setting. My contention is that such approaches 

are still not used or implemented well enough and that there is room for considerable 

improvement in how FMH systems work on including and collaborating with the 

patients they treat. Such involvement and collaboration with patients also seem hard 

to reject in the face of the strong ethical arguments in its favour. And while patient’s 

accounts of their own risk and recovery should not always be taken at face value, 

they represent a valuable input into the care process and an important basis for 

further discussions and exploration. Such collaborative and patient-centred 

perspectives have been, and will continue to be, valuable and much-needed 

counterweights in FMH services that have long been opaque and paternalistic, and 

where abuse at times have taken place behind the closed doors of such institutions. 
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However, I also believe that an approach like SDM, at least as it is currently 

conceptualised, cannot get us all the way and address all the demands placed on 

both patients and clinicians in FMH settings. Notably, current SDM approaches lack 

a way of handling situations where there are fundamental value differences between 

patient and clinician, differences that cannot simply be brushed aside if they relate 

to the potential harm to third parties, a central concern of the FMH system. An 

approach like SDM in FMH settings is then, in a sense, both essential and inadequate 

at the same time.  

In this thesis I have suggested that although an SDM approach to issues of violence 

risk management shows some promise, some additional framework or a 

modification of the SDM approach may be needed. I believe that FMH services 

could benefit from a language and a conceptual framework to approach and handle 

conflicts and disagreements around values and moral beliefs. Without a way of 

seeing and talking about those questions we risk obscuring or neglecting them, or 

perhaps worse, engaging in such questions under the false pretence of biomedical 

objectivity. I do not believe FMH is a discipline that can ever be purely utilitarian 

and sanitized of moral aspect. Patients, clinicians and the public are inevitably going 

to see themselves and the other actors in this system through the lens of values and 

moral beliefs, and we must not pretend that the sanction of FPC is not also in some 

sense a punishment for those undergoing it.  

Finally, given the paternalistic tendencies of FMH services I believe that there is 

still some “low-hanging fruit” in terms of patient involvement and collaboration, 

not least in such basic tasks as giving the patient adequate information and a 

rationale for our clinical assessment and decision in the case of disagreements. A 

large portion of SDM in FMH settings may, at least in the initial stages of the care 

pathway, and given the restrictive nature of the context, have to centre more on the 

how than the what of a decision. But once those issues have been resolved, what 

remains will inevitably involve complex questions with no clear answers and 

decisions entailing inevitable trade-offs between such entities as autonomy, justice, 

risk, and safety.  

 

 



103 

References 

Achenbach, T. M. (1966). The classification of children's psychiatric symptoms: a factor-

analytic study. Psychological Monographs, 80(7), 1–37. 

https://doi.org/10.1037/h0093906 

Adams, S. W., & Yanos, P. T. (2020). Pathways to aggression and violence in psychosis 

without longstanding antisocial behavior: A review and proposed psychosocial model 

for integrative clinical interventions. Psychiatry Research, 293, 113427. 

https://doi.org/10.1016/j.psychres.2020.113427  

Adshead, G. M. (2019). Talking to forensic patients about risk. The Journal of the 

American Academy of Psychiatry and the Law, 47(1), 29-34. 

https://doi.org/10.29158/JAAPL.003814-19  

Aguglia, A., Belvederi Murri, M., Conigliaro, C., Cipriani, N., Vaggi, M., Di Salvo, G., 

Maina, G., Cavone, V., Aguglia, E., Serafini, G., & Amore, M. (2020). Workplace 

Violence and Burnout Among Mental Health Workers. Psychiatric Services, 71(3), 

284–288. https://doi.org/10.1176/appi.ps.201900161  

Ahmed, N., Barlow, S., Reynolds, L., Drey, N., Begum, F., Tuudah, E., & Simpson, A. 

(2021). Mental health professionals' perceived barriers and enablers to shared 

decision-making in risk assessment and risk management: a qualitative systematic 

review. BMC Psychiatry, 21(1), 594. https://doi.org/10.1186/s12888-021-03304-0 

Ahmed, N., Reynolds, L., Barlow, S., Mulligan, K., Drey, N., & Simpson, A. (2024) 

Barriers and enablers to shared decision-making in assessment and management of 

risk: A qualitative interview study with people using mental health services. PLOS 

Mental Health 1(6), e0000157. https://doi.org/10.1371/journal.pmen.0000157  

Ahonen, L., Loeber, R., & Brent, D. A. (2019). The Association Between Serious Mental 

Health Problems and Violence: Some Common Assumptions and Misconceptions. 

Trauma, Violence & Abuse, 20(5), 613–625. 

https://doi.org/10.1177/1524838017726423  

Allen, J. J., & Anderson, C. A. (2017). Aggression and violence: Definitions and 

distinctions. In P. Sturmey The Wiley Handbook of Violence and Aggression (pp. 1–

14). Wiley. https://doi.org/10.1002/9781119057574.whbva001  

American Psychiatric Association. (1974). Task Force Report 8: Clinical Aspects of the 

Violent Individual. 

https://www.psychiatry.org/File%20Library/Psychiatrists/Directories/Library-and-

Archive/task-force-reports/tfr1974_ViolentIndividual.pdf  

Anderson, C. A., & Bushman, B. J. (2002). Human aggression. Annual Review of 

Psychology, 53, 27–51. https://doi.org/10.1146/annurev.psych.53.100901.135231  

https://doi.org/10.1037/h0093906
https://doi.org/10.1016/j.psychres.2020.113427
https://doi.org/10.29158/JAAPL.003814-19
https://doi.org/10.1176/appi.ps.201900161
https://doi.org/10.1186/s12888-021-03304-0
https://doi.org/10.1371/journal.pmen.0000157
https://doi.org/10.1177/1524838017726423
https://doi.org/10.1002/9781119057574.whbva001
https://www.psychiatry.org/File%20Library/Psychiatrists/Directories/Library-and-Archive/task-force-reports/tfr1974_ViolentIndividual.pdf
https://www.psychiatry.org/File%20Library/Psychiatrists/Directories/Library-and-Archive/task-force-reports/tfr1974_ViolentIndividual.pdf
https://doi.org/10.1146/annurev.psych.53.100901.135231


104 

Andreasson, H., Nyman, M., Krona, H., Meyer, L., Anckarsäter, H., Nilsson, T., & 

Hofvander, B. (2014). Predictors of length of stay in forensic psychiatry: the 

influence of perceived risk of violence. International Journal of Law and Psychiatry, 

37(6), 635–642. https://doi.org/10.1016/j.ijlp.2014.02.038  

Aoki, Y., Yaju, Y., Utsumi, T., Sanyaolu, L., Storm, M., Takaesu, Y., Watanabe, K., 

Watanabe, N., Duncan, E., & Edwards, A. G. (2022). Shared decision-making 

interventions for people with mental health conditions. The Cochrane Database of 

Systematic Reviews, 11(11), CD007297. 

https://doi.org/10.1002/14651858.CD007297.pub3  

Appelbaum, P. S., Roth, L. H., & Lidz, C. (1982). The therapeutic misconception: 

informed consent in psychiatric research. International Journal of Law and 

Psychiatry, 5(3-4), 319–329. https://doi.org/10.1016/0160-2527(82)90026-7  

Appelbaum, P. S. (2006). Decisional capacity of patients with schizophrenia to consent to 

research: taking stock. Schizophrenia Bulletin, 32(1), 22–25. 

https://doi.org/10.1093/schbul/sbi063  

Appelbaum, P. S. (2019). In Search of a New Paradigm for Research on Violence and 

Schizophrenia. The American Journal of Psychiatry, 176(9), 677–679. 

https://doi.org/10.1176/appi.ajp.2019.19070678  

Appleman, L. I. (2020). The captive lab rat: human medical experimentation in the carceral 

state. Boston College Law Review, 61(1), 1-68. 

http://dx.doi.org/10.2139/ssrn.3347390  

Archer, J. (2009). The nature of human aggression. International Journal of Law and 

Psychiatry, 32(4), 202–208. https://doi.org/10.1016/j.ijlp.2009.04.001  

Archer, S., Thibaut, B. I., Dewa, L. H., Ramtale, C., D'Lima, D., Simpson, A., Murray, K., 

Adam, S., & Darzi, A. (2020). Barriers and facilitators to incident reporting in mental 

healthcare settings: A qualitative study. Journal of Psychiatric and Mental Health 

Nursing, 27(3), 211–223. https://doi.org/10.1111/jpm.12570 

Arnetz, J. E., Hamblin, L., Ager, J., Luborsky, M., Upfal, M. J., Russell, J., & 

Essenmacher, L. (2015). Underreporting of Workplace Violence: Comparison of 

Self-Report and Actual Documentation of Hospital Incidents. Workplace Health & 

Safety, 63(5), 200–210. https://doi.org/10.1177/2165079915574684  

Askola, R., Nikkonen, M., Paavilainen, E., Soininen, P., Putkonen, H., & Louheranta, O. 

(2018). Forensic Psychiatric Patients' Perspectives on Their Care: A Narrative View. 

Perspectives in Psychiatric Care, 54(1), 64–73. https://doi.org/10.1111/ppc.12201  

Bader, S., Evans, S. E., & Welsh, E. (2014). Aggression among psychiatric inpatients: The 

relationship between time, place, victims, and severity ratings. Journal of the 

American Psychiatric Nurses Association, 20(3), 179-186. 

https://doi.org/10.1177/1078390314537377  

Bader, S. M., & Evans, S. E. (2015). Predictors of severe and repeated aggression in a 

maximum-security forensic psychiatric hospital. International Journal of Forensic 

Mental Health, 14, 110–119. https://doi.org/10.1080/14999013.2015.1045633 

https://doi.org/10.1016/j.ijlp.2014.02.038
https://doi.org/10.1002/14651858.CD007297.pub3
https://doi.org/10.1016/0160-2527(82)90026-7
https://doi.org/10.1093/schbul/sbi063
https://doi.org/10.1176/appi.ajp.2019.19070678
http://dx.doi.org/10.2139/ssrn.3347390
https://doi.org/10.1016/j.ijlp.2009.04.001
https://doi.org/10.1111/jpm.12570
https://doi.org/10.1177/2165079915574684
https://doi.org/10.1111/ppc.12201
https://doi.org/10.1177/1078390314537377
https://doi.org/10.1080/14999013.2015.1045633


105 

Barratt, E. S., Stanford, M. S., Dowdy, L., Liebman, M. J., & Kent, T. A. (1999). 

Impulsive and premeditated aggression: a factor analysis of self-reported acts. 

Psychiatry Research, 86(2), 163–173. https://doi.org/10.1016/s0165-1781(99)00024-

4  

Baskin-Sommers, A., Wolf, R., Buckholtz, J., Warren, C., & Newman, J. (2012). 

Exaggerated Attention Blink Response in Prisoners with Externalizing. Journal of 

Research in Personality, 46(6), 688–693. https://doi.org/10.1016/j.jrp.2012.08.003  

Baxstrom v. Herold, 383 U.S. 107 (1966). 

https://supreme.justia.com/cases/federal/us/383/107/  

Beauchaine, T. P., Zisner, A. R., & Sauder, C. L. (2017). Trait Impulsivity and the 

Externalizing Spectrum. Annual Review of Clinical Psychology, 13, 343–368. 

https://doi.org/10.1146/annurev-clinpsy-021815-093253 

Beck, U. (1992). Risk Society: Towards a New Modernity. SAGE. 

Bennet, T. (2024). An integrated model for criminal responsibility in action: How Swedish 

criminal law operates without an insanity defence. Criminal Law Forum, 35, 255-

287. https://doi.org/10.1007/s10609-024-09484-0 

Bennet, T., & Radovic, S. (2016). On the abolition and re-introduction of legal insanity in 

Sweden. In S. Moratti, & D. Patterson (Eds.), Legal Insanity and the Brain: Science, 

Law and European Courts (pp. 169-206). Hart Publishing Ltd. 

https://doi.org/10.5040/9781509902347.ch-007  

Berry, S., & Robertson, N. (2019). Burnout within forensic psychiatric nursing: Its 

relationship with ward environment and effective clinical supervision?. Journal of 

Psychiatric and Mental Health Nursing, 26(7-8), 212–222. 

https://doi.org/10.1111/jpm.12538  

Billstedt, E., Anckarsäter, H., Wallinius, M., & Hofvander, B. (2017). 

Neurodevelopmental disorders in young violent offenders: Overlap and background 

characteristics. Psychiatry Research, 252, 234–241. 

https://doi.org/10.1016/j.psychres.2017.03.004  

Birkeland, S., Berzins, K., Baker, J., Mattsson, T., Søvig, K. H., & Gildberg, F. (2020). 

Prohibition on research involving psychiatric patients subject to coercion. Kritisk 

Juss, 46(1), 2-29. https://doi.org/10.18261/issn.2387-4546-2020-01-02  

Bonta, J., & Andrews, D. A. (2023). The Psychology of Criminal Conduct (7th ed.). 

Routledge. https://doi.org/10.4324/9781003292128 

Bonta, J., & Lee, S. C. (2025). The Risk–Need–Responsivity Model and Justice-Involved 

Persons with Serious Mental Illness. Canadian Journal of Criminology and Criminal 

Justice, 67(1), 88-108. https://doi.org/10.3138/cjccj-2025-0003  

Bornovalova, M. A., Choate, A. M., Fatimah, H., Petersen, K. J., & Wiernik, B. M. (2020). 

Appropriate Use of Bifactor Analysis in Psychopathology Research: Appreciating 

Benefits and Limitations. Biological Psychiatry, 88(1), 18–27. 

https://doi.org/10.1016/j.biopsych.2020.01.013  

Bowers, L. (1999). A critical appraisal of violent incident measures. Journal of Mental 

Health, 8(4), 339–349. https://doi.org/10.1080/09638239917265  

Bowers, L. (2006). On conflict, containment and the relationship between them. Nursing 

Inquiry, 13(3), 172–180. https://doi.org/10.1111/j.1440-1800.2006.00319.x    

https://doi.org/10.1016/s0165-1781(99)00024-4
https://doi.org/10.1016/s0165-1781(99)00024-4
https://doi.org/10.1016/j.jrp.2012.08.003
https://supreme.justia.com/cases/federal/us/383/107/
https://doi.org/10.1146/annurev-clinpsy-021815-093253
https://doi.org/10.1007/s10609-024-09484-0
https://doi.org/10.5040/9781509902347.ch-007
https://doi.org/10.1111/jpm.12538
https://doi.org/10.1016/j.psychres.2017.03.004
https://doi.org/10.18261/issn.2387-4546-2020-01-02
https://doi.org/10.4324/9781003292128
https://doi.org/10.3138/cjccj-2025-0003
https://doi.org/10.1016/j.biopsych.2020.01.013
https://doi.org/10.1080/09638239917265
https://doi.org/10.1111/j.1440-1800.2006.00319.x


106 

Bowers, L., Stewart, D., Papadopoulos, C., Dack, C., Ross, J., Khanom, H., & Jeffery, D. 

(2011). Inpatient Violence and Aggression: A Literature Review. Report from the 

Conflict and Containment Reduction Research Programme. Section of Mental Health 

Nursing, Health Service and Population Research, Institute of Psychiatry, Kings 

College. 

Bowser, A., Link, W., Dickson, M., Collier, L., & Donovan-Hall, M. K. (2017). A 

Qualitative Study Exploring the Causes of Boredom for Men with a Psychosis in a 

Forensic Setting. Occupational Therapy in Mental Health, 34(1), 32–48. 

https://doi.org/10.1080/0164212X.2017.1331151  

Broderick, C., Azizian, A., Kornbluh, R., & Warburton, K. (2015). Prevalence of physical 

violence in a forensic psychiatric hospital system during 2011–2013: patient assaults, 

staff assaults, and repeatedly violent patients. CNS Spectrums, 20(3), 319-330. 

https://doi.org/10.1017/S1092852915000188  

Brown, G. L., Goodwin, F. K., Ballenger, J. C., Goyer, P. F., & Major, L. F. (1979). 

Aggression in humans correlates with cerebrospinal fluid amine metabolites. 

Psychiatry Research, 1(2), 131–139. https://doi.org/10.1016/0165-1781(79)90053-2  

Buchanan A. (1999). Risk and dangerousness. Psychological Medicine, 29(2), 465–473. 

https://doi.org/10.1017/s0033291798008101  

Buss, A. H. (1961). The Psychology of Aggression. John Wiley & Sons, Inc. 

https://doi.org/10.1037/11160-000  

Buss, A. H., & Perry, M. (1992). The Aggression Questionnaire. Journal of Personality 

and Social Psychology, 63(3), 452–459. https://doi.org/10.1037/0022-3514.63.3.452  

Campbell, D. T., & Fiske, D. W. (1959). Convergent and discriminant validation by the 

multitrait-multimethod matrix. Psychological Bulletin, 56(2), 81–105. 

https://doi.org/10.1037/h0046016 

Cannon, T., Taylor, S., & Friedman, S. H. (2018). Satisfaction guaranteed? Forensic 

consumer satisfaction survey. International Journal of Mental Health Nursing, 27(4), 

1250–1257. https://doi.org/10.1111/inm.12454  

Carlson, K. D., & Herdman, A. O. (2011). Understanding the Impact of Convergent 

Validity on Research Results. Organizational Research Methods, 15(1), 17-32. 

https://doi.org/10.1177/1094428110392383  

Ceraso, A., Lin, J. J., Schneider-Thoma, J., Siafis, S., Tardy, M., Komossa, K., Heres, S., 

Kissling, W., Davis, J. M., & Leucht, S. (2020). Maintenance treatment with 

antipsychotic drugs for schizophrenia. The Cochrane Database of Systematic 

Reviews, 8(8), CD008016. https://doi.org/10.1002/14651858.CD008016.pub3  

Challinor, A., Ogundalu, A., McIntyre, J. C., Bramwell, V., & Nathan, R. (2021). The 

empirical evidence base for the use of the HCR-20: A narrative review of study 

designs and transferability of results to clinical practice. International Journal of Law 

and Psychiatry, 78, 101729. https://doi.org/10.1016/j.ijlp.2021.101729  

Charland, L. C. (2006). Moral nature of the DSM-IV Cluster B personality disorders. 

Journal of Personality Disorders, 20(2), 116–185. 

https://doi.org/10.1521/pedi.2006.20.2.116  

https://doi.org/10.1080/0164212X.2017.1331151
https://doi.org/10.1017/S1092852915000188
https://doi.org/10.1016/0165-1781(79)90053-2
https://doi.org/10.1017/s0033291798008101
https://doi.org/10.1037/11160-000
https://doi.org/10.1037/0022-3514.63.3.452
https://psycnet.apa.org/doi/10.1037/h0046016
https://doi.org/10.1111/inm.12454
https://doi.org/10.1177/1094428110392383
https://doi.org/10.1002/14651858.CD008016.pub3
https://doi.org/10.1016/j.ijlp.2021.101729
https://doi.org/10.1521/pedi.2006.20.2.116


107 

Chow, R. T. S., Yu, R., Geddes, J. R., & Fazel, S. (2024). Personality disorders, violence 

and antisocial behaviour: updated systematic review and meta-regression analysis. 

The British Journal of Psychiatry, 1–11. https://doi.org/10.1192/bjp.2024.226  

Cicero, D. C., Ruggero, C. J., Balling, C. E., Bottera, A. R., Cheli, S., Elkrief, L., Forbush, 

K. T., Hopwood, C. J., Jonas, K. G., Jutras-Aswad, D., Kotov, R., Levin-Aspenson, 

H. F., Mullins-Sweatt, S. N., Johnson-Munguia, S., Narrow, W. E., Negi, S., Patrick, 

C. J., Rodriguez-Seijas, C., Sheth, S., Simms, L. J., … Thomeczek, M. L. (2024). 

State of the Science: The Hierarchical Taxonomy of Psychopathology (HiTOP). 

Behavior Therapy, 55(6), 1114–1129. https://doi.org/10.1016/j.beth.2024.05.001  

Clark, L. A., & Watson, D. (1995). Constructing validity: Basic issues in objective scale 

development. Psychological Assessment, 7(3), 309–319. 

https://doi.org/10.1037/1040-3590.7.3.309 

Clarke, C., Sambrook, S., Lumbard, D., Kerr, K., & Johnson, G. (2017). Recovery in a low 

secure service. Journal of Psychiatric Intensive Care, 13(2), 61-71. 

https://doi.org/10.20299/jpi.2017.004 

Coccaro, E. F., Berman, M. E., & Kavoussi, R. J. (1997). Assessment of life history of 

aggression: Development and psychometric characteristics. Psychiatry Research, 

73(3), 147–157. https://doi.org/10.1016/s0165‐1781(97)00119‐4  

Cocozza, J. J., & Steadman, H. J. (1974). Some refinements in the measurement and 

prediction of dangerous behavior. The American Journal of Psychiatry, 131(9), 

1012–1014. https://doi.org/10.1176/ajp.131.9.1012 

Coffey, M., Cohen, R., Faulkner, A., Hannigan, B., Simpson, A., & Barlow, S. (2017). 

Ordinary risks and accepted fictions: how contrasting and competing priorities work 

in risk assessment and mental health care planning. Health Expectations, 20(3), 471–

483. https://doi.org/10.1111/hex.12474  

Connors, M. H., & Large, M. M. (2023). Calibrating violence risk assessments for 

uncertainty. General Psychiatry, 36(2), e100921. https://doi.org/10.1136/gpsych-

2022-100921  

Convit, A., Isay, D., Otis, D., & Volavka, J. (1990). Characteristics of repeatedly 

assaultive psychiatric inpatients. Hospital & Community Psychiatry, 41(10), 1112–

1115. https://doi.org/10.1176/ps.41.10.1112  

Cooke, D. J., & Johnstone, L. (2010). Somewhere over the Rainbow: Improving Violence 

Risk Management in Institutional Settings. International Journal of Forensic Mental 

Health, 9(3), 150–158. https://doi.org/10.1080/14999013.2010.526463  

Cooper, S. J., Browne, F. W., McClean, K. J., & King, D. J. (1983). Aggressive behaviour 

in a psychiatric observation ward. Acta Psychiatrica Scandinavica, 68(5), 386–393. 

https://doi.org/10.1111/j.1600-0447.1983.tb07021.x  

Coulter, A., & Collins, A. (2011). Making shared decision-making a reality. King's Fund. 

https://assets.kingsfund.org.uk/f/256914/x/73b4098901/making_shared_decisions_m

aking_reality_july_2011.pdf  

https://doi.org/10.1192/bjp.2024.226
https://doi.org/10.1016/j.beth.2024.05.001
https://psycnet.apa.org/doi/10.1037/1040-3590.7.3.309
https://doi.org/10.20299/jpi.2017.004
https://doi.org/10.1016/s0165‐1781(97)00119‐4
https://doi.org/10.1176/ajp.131.9.1012
https://doi.org/10.1111/hex.12474
https://doi.org/10.1136/gpsych-2022-100921
https://doi.org/10.1136/gpsych-2022-100921
https://doi.org/10.1176/ps.41.10.1112
https://doi.org/10.1080/14999013.2010.526463
https://doi.org/10.1111/j.1600-0447.1983.tb07021.x
https://assets.kingsfund.org.uk/f/256914/x/73b4098901/making_shared_decisions_making_reality_july_2011.pdf
https://assets.kingsfund.org.uk/f/256914/x/73b4098901/making_shared_decisions_making_reality_july_2011.pdf


108 

Cowman, S., Björkdahl, A., Clarke, E., Gethin, G., Maguire, J., & European Violence in 

Psychiatry Research Group (EViPRG) (2017). A descriptive survey study of violence 

management and priorities among psychiatric staff in mental health services, across 

seventeen european countries. BMC Health Services Research, 17(1), 59. 

https://doi.org/10.1186/s12913-017-1988-7  

Crocker, A. G., Livingston, J. D., & Leclair, M. C. (2017). Forensic mental health systems 

internationally. In R. Roesch & A. N. Cook (Eds.), Handbook of Forensic Mental 

Health Services (pp. 3–76). Routledge/Taylor & Francis Group. 

https://doi.org/10.4324/9781315627823-2 

Cronbach, L. J. (1951). Coefficient alpha and the internal structure of tests. Psychometrika, 

16, 297–334. https://doi.org/10.1007/BF02310555  

Crowe, M., & Carlyle, D. (2003). Deconstructing risk assessment and management in 

mental health nursing. Journal of Advanced Nursing, 43(1), 19–27. 

https://doi.org/10.1046/j.1365-2648.2003.02669.x  

Davoren, M., Hennessy, S., Conway, C., Marrinan, S., Gill, P., & Kennedy, H. G. (2015). 

Recovery and concordance in a secure forensic psychiatry hospital - the self rated 

DUNDRUM-3 programme completion and DUNDRUM-4 recovery scales. BMC 

Psychiatry, 15, 61. https://doi.org/10.1186/s12888-015-0433-x  

Deering, K., Pawson, C., Summers, N., & Williams, J. (2019). Patient perspectives of 

helpful risk management practices within mental health services. A mixed studies 

systematic review of primary research. Journal of Psychiatric and Mental Health 

Nursing, 26(5-6), 185–197. https://doi.org/10.1111/jpm.12521  

Dellazizzo, L., Potvin, S., Giguère, C. É., Berwald, M., Dugré, J. R., Dumais, A., & 

Signature Consortium. (2017). The psychometric properties of the Life History of 

Aggression evaluated in patients from a psychiatric emergency setting. Psychiatry 

Research, 257, 485-489. https://doi.org/10.1016/j.psychres.2017.08.031  

Del Pozzo, J., Athineos, C., Zar, T., Cruz, L. N., & King, C. M. (2019). Frustrative non-

reward and lab-based paradigms for advancing the study of aggression in persons 

with psychosis. Current Behavioral Neuroscience Reports, 6, 27-36. 

https://doi.org/10.1007/s40473-019-00173-6 

Department of Health. (2009). Best Practice in Managing Risk: Principles and Evidence 

for Best Practice in the Assessment and Management of Risk to Self and Others in 

Mental Health Services. 

https://assets.publishing.service.gov.uk/media/5a8020a840f0b62302691adf/best-

practice-managing-risk-cover-webtagged.pdf  

Department of Health.(2012) Liberating the NHS: No decision about me, without me – 

Further consultation on proposals to secure shared decision-making. 

https://assets.publishing.service.gov.uk/media/5a7c80cde5274a2674eab180/Liberatin

g-the-NHS-No-decision-about-me-without-me-Government-response.pdf  

De Pau, M., Mertens, A., Bourmorck, D., Vanderplasschen, W., Nicaise, P., & Vander 

Laenen, F. (2020). Crushed by the Belgian system: Lived experiences of forensic 

care trajectories by persons labelled as not criminally responsible. International 

Journal of Law and Psychiatry, 68, 101539. 

https://doi.org/10.1016/j.ijlp.2019.101539  

https://doi.org/10.1186/s12913-017-1988-7
https://psycnet.apa.org/doi/10.4324/9781315627823-2
https://doi.org/10.1007/BF02310555
https://doi.org/10.1046/j.1365-2648.2003.02669.x
https://doi.org/10.1186/s12888-015-0433-x
https://doi.org/10.1111/jpm.12521
https://doi.org/10.1016/j.psychres.2017.08.031
https://doi.org/10.1007/s40473-019-00173-6
https://assets.publishing.service.gov.uk/media/5a8020a840f0b62302691adf/best-practice-managing-risk-cover-webtagged.pdf
https://assets.publishing.service.gov.uk/media/5a8020a840f0b62302691adf/best-practice-managing-risk-cover-webtagged.pdf
https://assets.publishing.service.gov.uk/media/5a7c80cde5274a2674eab180/Liberating-the-NHS-No-decision-about-me-without-me-Government-response.pdf
https://assets.publishing.service.gov.uk/media/5a7c80cde5274a2674eab180/Liberating-the-NHS-No-decision-about-me-without-me-Government-response.pdf
https://doi.org/10.1016/j.ijlp.2019.101539


109 

Desmarais, S. L., Van Dorn, R. A., Johnson, K. L., Grimm, K. J., Douglas, K. S., & 

Swartz, M. S. (2014). Community violence perpetration and victimization among 

adults with mental illnesses. American Journal of Public Health, 104(12), 2342–

2349. https://doi.org/10.2105/AJPH.2013.301680  

d'Ettorre, G., & Pellicani, V. (2017). Workplace Violence Toward Mental Healthcare 

Workers Employed in Psychiatric Wards. Safety and Health at Work, 8(4), 337–342. 

https://doi.org/10.1016/j.shaw.2017.01.004  

de Vogel, V. (2023). Gender-sensitive violence risk assessment. In G. C. Liell, M. J. 

Fisher, & L. F. Jones (Eds.), Challenging Bias in Forensic Psychological Assessment 

and Testing: Theoretical and Practical Approaches to Working with Diverse 

Populations (pp. 299–313). Routledge. 

Dexter, E., & Vitacco, M. J. (2020). Strategies for assessing and preventing inpatient 

violence in forensic hospitals: A call for specificity. European Psychologist, 25(2), 

146–154. https://doi.org/10.1027/1016-9040/a000393 

Diamond, P. M., Wang, E. W., & Buffington‐Vollum, J. (2005). Factor structure of the 

Buss‐Perry Aggression Questionnaire (BPAQ) with mentally ill male prisoners. 

Criminal Justice and Behavior, 32(5), 546–564. 

https://doi.org/10.1177/0093854805278416    

Dickens, G. L., O’Shea, L. E., & Christensen, M. (2020). Structured assessments for 

imminent aggression in mental health and correctional settings: Systematic review 

and meta-analysis. International Journal of Nursing Studies, 104, 103526. 

https://doi.org/10.1016/j.ijnurstu.2020.103526   

Dixon, J. (2012). Mentally disordered offenders' views of 'their' risk assessment and 

management plans. Health, Risk & Society, 14(7-8), 667–680. 

https://doi.org/10.1080/13698575.2012.720965  

Dodge, K. A., & Coie, J. D. (1987). Social-information-processing factors in reactive and 

proactive aggression in children's peer groups. Journal of Personality and Social 

Psychology, 53(6), 1146–1158. https://doi.org/10.1037//0022-3514.53.6.1146  

Douglas, K. S., Hart, S. D., Webster, C. D., & Belfrage, H. (2013). HCR-20V3: Assessing 

Risk of Violence – User Guide. Mental Health, Law, and Policy Institute, Simon 

Fraser University. 

Douglas K., Hart S., Webster C., Belfrage H., Guy L. S., & Wilson C. M (2014). 

Historical-Clinical-Risk Management-20, Version 3 (HCR-20 V3): Development and 

overview. International Journal of Forensic Mental Health, 13, 93–108. 

https://doi.org/10.1080/14999013.2014.906519  

Douglas, K. S., & Ogloff, J. R. (2003). Violence by psychiatric patients: the impact of 

archival measurement source on violence base rates and risk assessment accuracy. 

Canadian Journal of Psychiatry. Revue Canadienne de Psychiatrie, 48(11), 734–740. 

https://doi.org/10.1177/070674370304801105  

Douglas, K. S., & Otto, R. K. (Eds.). (2021). Handbook of Violence Risk Assessment (2nd 

ed.). Routledge/Taylor & Francis Group. https://doi.org/10.4324/9781315518374  

https://doi.org/10.2105/AJPH.2013.301680
https://doi.org/10.1016/j.shaw.2017.01.004
https://psycnet.apa.org/doi/10.1027/1016-9040/a000393
https://doi.org/10.1177/0093854805278416
https://doi.org/10.1016/j.ijnurstu.2020.103526
https://psycnet.apa.org/doi/10.1080/13698575.2012.720965
https://doi.org/10.1037/0022-3514.53.6.1146
https://doi.org/10.1080/14999013.2014.906519
https://doi.org/10.1177/070674370304801105
https://doi.org/10.4324/9781315518374


110 

Douglas, K. S., & Shaffer, C. S. (2021). The science of and practice with the HCR-20 V3 

(Historical-Clinical-Risk Management-20, Version 3). In K. S. Douglas & R. K. Otto 

(Eds.), Handbook of Violence Risk Assessment (2nd ed., pp. 253–293). 

Routledge/Taylor & Francis Group. https://doi.org/10.4324/9781315518374-16 

Douglas, M., & Wildavsky, A. (1982). Risk and Culture: An Essay on the Selection of 

Technological and Environmental Dangers (1st ed.). University of California Press. 

http://www.jstor.org/stable/10.1525/j.ctt7zw3mr  

Doyle, M., & Logan, C. (2012). Operationalizing the assessment and management of 

violence risk in the short-term. Behavioral Sciences & the Law, 30(4), 406–419. 

https://doi.org/10.1002/bsl.2017  

Drake, R. E., Cimpean, D., & Torrey, W. C. (2009). Shared decision making in mental 

health: Prospects for personalized medicine. Dialogues in Clinical Neuroscience, 

11(4), 455–463. https://doi.org/10.31887/dcns.2009.11.4/redrake  

Drennan, G., & Alred, D. (2012). Secure recovery. Approaches to recovery in forensic 

mental health settings. Willan.  

Dunn, L. B. (2006). Capacity to consent to research in schizophrenia: the expanding 

evidence base. Behavioral Sciences & the Law, 24(4), 431–445. 

https://doi.org/10.1002/bsl.698  

Duxbury, J., & Whittington, R. (2005). Causes and management of patient aggression and 

violence: staff and patient perspectives. Journal of Advanced Nursing, 50(5), 469–

478. https://doi.org/10.1111/j.1365-2648.2005.03426.x  

Eckhardt, C., Norlander, B., & Deffenbacher, J. (2004). The assessment of anger and 

hostility: A critical review. Aggression and Violent Behavior, 9(1), 17–43. 

https://doi.org/10.1016/S1359-1789(02)00116-7  

Edens, J. F., Epstein, M., Stiles, P. G., & Poythress, N. G., Jr (2011). Voluntary consent in 

correctional settings: do offenders feel coerced to participate in research?. Behavioral 

Sciences & the Law, 29(6), 771–795. https://doi.org/10.1002/bsl.1014  

Eidhammer, G., Fluttert, F. A., & Bjørkly, S. (2014). User involvement in structured 

violence risk management within forensic mental health facilities -- a systematic 

literature review. Journal of Clinical Nursing, 23(19-20), 2716–2724. 

https://doi.org/10.1111/jocn.12571  

Eisner, M. P., & Malti, T. (2015). Aggressive and violent behavior. In M. E. Lamb & R. 

M. Lerner (Eds.), Handbook of Child Psychology and Developmental Science: 

Socioemotional Processes (7th ed., pp. 794–841). John Wiley & Sons, Inc. 

https://doi.org/10.1002/9781118963418.childpsy319  

El-Alti, L., Sandman, L., & Munthe, C. (2022). Caregiver perspectives on patient 

capacities and institutional pathways to person centered forensic psychiatric care. 

PloS One, 17(9), e0275205. https://doi.org/10.1371/journal.pone.0275205  

Elliott, C., & Lamkin, M. (2016). Restrict the Recruitment of Involuntarily Committed 

Patients for Psychiatric Research. JAMA Psychiatry, 73(4), 317–318. 

https://doi.org/10.1001/jamapsychiatry.2015.3117  

Ellison, L., & Berzins, K. (2019). Responses to inpatient victimisation in mental health 

settings in England and Wales. International Review of Victimology, 25(2), 141–156. 

https://doi.org/10.1177/0269758018816568 

https://psycnet.apa.org/doi/10.4324/9781315518374-16
http://www.jstor.org/stable/10.1525/j.ctt7zw3mr
https://doi.org/10.1002/bsl.2017
https://doi.org/10.31887/dcns.2009.11.4/redrake
https://doi.org/10.1002/bsl.698
https://doi.org/10.1111/j.1365-2648.2005.03426.x
https://doi.org/10.1016/S1359-1789(02)00116-7
https://doi.org/10.1002/bsl.1014
https://doi.org/10.1111/jocn.12571
https://doi.org/10.1002/9781118963418.childpsy319
https://doi.org/10.1371/journal.pone.0275205
https://doi.org/10.1001/jamapsychiatry.2015.3117
https://doi.org/10.1177/0269758018816568


111 

Elwyn, G., Frosch, D., Thomson, R., Joseph-Williams, N., Lloyd, A., Kinnersley, P., 

Cording, E., Tomson, D., Dodd, C., Rollnick, S., Edwards, A., & Barry, M. (2012). 

Shared decision making: a model for clinical practice. Journal of General Internal 

Medicine, 27(10), 1361–1367. https://doi.org/10.1007/s11606-012-2077-6  

Elwyn, G., Price, A., Franco, J. V. A., & Gulbrandsen, P. (2023). The limits of shared 

decision making. BMJ Evidence-based Medicine, 28(4), 218–221. 

https://doi.org/10.1136/bmjebm-2022-112089  

Emilian, C., Al-Juffali, N., & Fazel, S. (2025). Prevalence of severe mental illness among 

people in prison across 43 countries: a systematic review and meta-analysis. The 

Lancet. Public Health, 10(2), e97-e110. https://doi.org/10.1016/S2468-

2667(24)00280-9  

Ennis, B. J., & Litwack, T. R. (1974). Psychiatry and the Presumption of Expertise: 

Flipping Coins in the Courtroom. California Law Review, 62(3), 693–752. 

https://doi.org/10.2307/3479746  

Etzler, S., Schönbrodt, F. D., Pargent, F., Eher, R., & Rettenberger, M. (2024). Machine 

Learning and Risk Assessment: Random Forest Does Not Outperform Logistic 

Regression in the Prediction of Sexual Recidivism. Assessment, 31(2), 460–481. 

https://doi.org/10.1177/10731911231164624  

Falk, Ö., Wallinius, M., Lundström, S., Frisell, T., Anckarsäter, H., & Kerekes, N. (2014). 

The 1% of the population accountable for 63% of all violent crime convictions. 

Social Psychiatry and Psychiatric Epidemiology, 49(4), 559–571. 

https://doi.org/10.1007/s00127-013-0783-y  

Fanti, K. A., Mavrommatis, I., Riala, K., Soursou, G., Díaz-Vázquez, B., & López-

Romero, L. (2024). Does the “hot- versus cold-blooded” distinction of reactive and 

proactive aggression extend to physiology? Aggression and Violent Behavior, 78, 1–

11. https://doi.org/10.1016/j.avb.2024.101986  

Farrington, D. P., Piquero, A. R., Jennings, W. G., & Jolliffe, D. (2023). Offending from 

Childhood to Late Middle Age: Recent Results from the Cambridge Study in 

Delinquent Development. (2nd ed.) Springer. 

Fazel, S., Gulati, G., Linsell, L., Geddes, J. R., & Grann, M. (2009). Schizophrenia and 

violence: systematic review and meta-analysis. PLoS Medicine, 6(8), e1000120. 

https://doi.org/10.1371/journal.pmed.1000120  

Fazel, S., & Lennox, B. (2025). Clinical care for patients at risk of psychosis related 

violence. BMJ (Clinical research ed.), 389, r603. https://doi.org/10.1136/bmj.r603  

Fazel, S., Långström, N., Hjern, A., Grann, M., & Lichtenstein, P. (2009). Schizophrenia, 

substance abuse, and violent crime. JAMA, 301(19), 2016–2023. 

https://doi.org/10.1001/jama.2009.675  

Fazel, S., Ramesh, T., & Hawton, K. (2017). Suicide in prisons: an international study of 

prevalence and contributory factors. The Lancet. Psychiatry, 4(12), 946–952. 

https://doi.org/10.1016/S2215-0366(17)30430-3  

https://doi.org/10.1007/s11606-012-2077-6
https://doi.org/10.1136/bmjebm-2022-112089
https://doi.org/10.1016/S2468-2667(24)00280-9
https://doi.org/10.1016/S2468-2667(24)00280-9
https://doi.org/10.2307/3479746
https://doi.org/10.1177/10731911231164624
https://doi.org/10.1007/s00127-013-0783-y
https://doi.org/10.1016/j.avb.2024.101986
https://doi.org/10.1371/journal.pmed.1000120
https://doi.org/10.1136/bmj.r603
https://doi.org/10.1001/jama.2009.675
https://doi.org/10.1016/S2215-0366(17)30430-3


112 

Fazel, S., Toynbee, M., Ryland, H., Vazquez-Montes, M., Al-Taiar, H., Wolf, A., Aziz, O., 

Khosla, V., Gulati, G., & Fanshawe, T. (2023). Modifiable risk factors for inpatient 

violence in psychiatric hospital: prospective study and prediction model. 

Psychological Medicine, 53(2), 590–596. 

https://doi.org/10.1017/S0033291721002063  

Fazel, S., Wolf, A., Fimińska, Z., & Larsson, H. (2016). Mortality, Rehospitalisation and 

Violent Crime in Forensic Psychiatric Patients Discharged from Hospital: Rates and 

Risk Factors. PloS One, 11(5), e0155906. 

https://doi.org/10.1371/journal.pone.0155906  

Fazel, S., Zetterqvist, J., Larsson, H., Långström, N., & Lichtenstein, P. (2014). 

Antipsychotics, mood stabilisers, and risk of violent crime. Lancet, 384(9949), 1206–

1214. https://doi.org/10.1016/S0140-6736(14)60379-2  

Felton, A., Repper, J., & Avis, M. (2018). The construction of people with mental health 

problems as risk objects: Findings of a case study inquiry. Journal of Psychiatric and 

Mental Health Nursing, 25(9-10), 558–568. https://doi.org/10.1111/jpm.12501 

Felton, A., Wright, N., & Stacey, G. (2017). Therapeutic risk-taking: a justifiable choice. 

BJPsych Advances, 23(2), 81-88. https://doi.org/10.1192/apt.bp.115.015701  

Finnegan, M., & O'Donoghue, B. (2019). Rethinking vulnerable groups in clinical 

research. Irish Journal of Psychological Medicine, 36(1), 63–71. 

https://doi.org/10.1017/ipm.2017.73 

Flannery, R. B., Jr, Hanson, M. A., & Penk, W. (1995). Patients' threats. Expanded 

definition of assault. General Hospital Psychiatry, 17(6), 451–453. 

https://doi.org/10.1016/0163-8343(95)00084-4  

Fletcher, A., Crowe, M., Manuel, J., & Foulds, J. (2021). Comparison of patients' and 

staff's perspectives on the causes of violence and aggression in psychiatric inpatient 

settings: An integrative review. Journal of Psychiatric and Mental Health Nursing, 

28(5), 924–939. https://doi.org/10.1111/jpm.12758  

Fluttert, F. A., van Meijel, B., Nijman, H., Bjørkly, S., & Grypdonck, M. (2010). 

Preventing aggressive incidents and seclusions in forensic care by means of the 

'Early Recognition Method'. Journal of Clinical Nursing, 19(11-12), 1529–1537. 

https://doi.org/10.1111/j.1365-2702.2009.02986.x  

Fluttert, F. A., van Meijel, B., van Leeuwen, M., Bjørkly, S., Nijman, H., & Grypdonck, 

M. (2011). The development of the Forensic Early Warning Signs of Aggression 

Inventory: preliminary findings toward a better management of inpatient aggression. 

Archives of Psychiatric Nursing, 25(2), 129–137. 

https://doi.org/10.1016/j.apnu.2010.07.001  

Fluttert, F. A., van Meijel, B., Webster, C., Nijman, H., Bartels, A., & Grypdonck, M. 

(2008). Risk management by early recognition of warning signs in patients in 

forensic psychiatric care. Archives of Psychiatric Nursing, 22(4), 208–216. 

https://doi.org/10.1016/j.apnu.2007.06.012  

Fulford, K. W. M. B., & Adshead, G. (2017). Values-based practice. In Puri, B., & 

Treasden, I. H. (Eds.) Forensic Psychiatry Fundamentals and Clinical Practice (pp. 

125-130). CRC Press. 

https://doi.org/10.1017/S0033291721002063
https://doi.org/10.1371/journal.pone.0155906
https://doi.org/10.1016/S0140-6736(14)60379-2
https://psycnet.apa.org/doi/10.1111/jpm.12501
https://doi.org/10.1192/apt.bp.115.015701
https://doi.org/10.1017/ipm.2017.73
https://doi.org/10.1016/0163-8343(95)00084-4
https://doi.org/10.1111/jpm.12758
https://doi.org/10.1111/j.1365-2702.2009.02986.x
https://doi.org/10.1016/j.apnu.2010.07.001
https://doi.org/10.1016/j.apnu.2007.06.012


113 

Fusar-Poli, P., Sunkel, C., & Patel, V. (2022). Associating Violence With Schizophrenia-

Risks and Biases. JAMA Psychiatry, 79(7), 738–739. 

https://doi.org/10.1001/jamapsychiatry.2022.0939  

Fusar-Poli, P., Sunkel, C., Larrauri, C. A., Keri, P., McGorry, P. D., Thornicroft, G., & 

Patel, V. (2023). Violence and schizophrenia: the role of social determinants of 

health and the need for early intervention. World Psychiatry, 22(2), 230–231. 

https://doi.org/10.1002/wps.21074  

Gallagher, J. M., & Ashford, J. B. (2016). Buss–Perry Aggression Questionnaire: Testing 

alternative measurement models with assaultive misdemeanor offenders. Criminal 

Justice and Behavior, 43(11), 1639–1652. 

https://doi.org/10.1177/0093854816643986  

Georgiev, A. V., Klimczuk, A. C. E., Traficonte, D. M., & Maestripieri, D. (2013). When 

violence pays: A cost-benefit analysis of aggressive behavior in animals and humans. 

Evolutionary Psychology, 11(3), 678–699. 

https://doi.org/10.1177/147470491301100313  

Gerevich, J., Bácskai, E., & Czobor, P. (2007). The generalizability of the Buss‐Perry 

Aggression Questionnaire. International Journal of Methods in Psychiatric 

Research, 16(3), 124–136. https://doi.org/10.1080/00223891.2015.1044093  

Gildberg, F. A., Fallesen, J. P., Vogn, D., Baker, J., & Fluttert, F. (2021). Conflict 

management: A qualitative study of mental health staff's perceptions of factors that 

may influence conflicts with forensic mental health inpatients. Archives of 

Psychiatric Nursing, 35(5), 407–417. https://doi.org/10.1016/j.apnu.2021.06.007  

Gill, S., Zingirlis, P., Zeki, R., Shaw, C., Creighton, G., Chemjong, P., Matthews, C., 

Baron, K., Ellis, A., Chong, J., & Bowman, J. (2025). Exploring the health literacy of 

people in a high-secure forensic mental health facility using the Health Literacy 

Questionnaire (HLQ). Psychiatry Psychology and Law, 1–17. 

https://doi.org/10.1080/13218719.2024.2416634 

Glancy, G. D., Chatterjee, S., & Miller, D. (2021). Ethics, Empathy, and Detached 

Concern in Forensic Psychiatry. The Journal of the American Academy of Psychiatry 

and the Law, 49(2), 246–253. https://doi.org/10.29158/JAAPL.200106-20 

Glover, J. (2014). Alien Landscapes? Interpreting Disordered Minds. The Belknap Press 

of Harvard University Press.  

Goffman, E. (1961). Asylums: Essays on the Social Situations of Mental Patients and 

Other Inmates. Doubleday (Anchor). 

Gothelf, D., Apter, A., & van Praag, H. M. (1997). Measurement of aggression in 

psychiatric patients. Psychiatry Research, 71(2), 83–95. 

https://doi.org/10.1016/S0165-1781(97)00047-4  

Greenland, C. (1978). The prediction and management of dangerous behavior: social 

policy issues. International Journal of Law and Psychiatry, 1(2), 205–222. 

https://doi.org/10.1016/0160-2527(78)90016-x  

Greer, B., Taylor, R. W., Cella, M., Stott, R., & Wykes, T. (2020). The contribution of 

dynamic risk factors in predicting aggression: A systematic review including 

inpatient forensic and non-forensic mental health services. Aggression and Violent 

Behavior, 53, Article 101433. https://doi.org/10.1016/j.avb.2020.101433  

https://doi.org/10.1001/jamapsychiatry.2022.0939
https://doi.org/10.1002/wps.21074
https://doi.org/10.1177/0093854816643986
https://doi.org/10.1177/147470491301100313
https://doi.org/10.1080/00223891.2015.1044093
https://doi.org/10.1016/j.apnu.2021.06.007
https://doi.org/10.1080/13218719.2024.2416634
https://doi.org/10.29158/JAAPL.200106-20
https://doi.org/10.1016/S0165-1781(97)00047-4
https://doi.org/10.1016/0160-2527(78)90016-x
https://doi.org/10.1016/j.avb.2020.101433


114 

Gudde, C. B., Olsø, T. M., Whittington, R., & Vatne, S. (2015). Service users' experiences 

and views of aggressive situations in mental health care: a systematic review and 

thematic synthesis of qualitative studies. Journal of Multidisciplinary Healthcare, 8, 

449–462. https://doi.org/10.2147/JMDH.S89486  

Guyton, M. R., & Jackson, R. L. (2016). Violence risk assessment. In R. Jackson & R. 

Roesch (Eds.), Learning Forensic Assessment: Research and Practice (2nd ed., pp. 

131–161). Routledge/Taylor & Francis Group. 

Haidt, J. (2003). The moral emotions. In R. J. Davidson, K. R. Scherer, & H. H. Goldsmith 

(Eds.), Handbook of Affective Sciences (pp. 852–870). Oxford University Press. 

Hamann, J., & Heres, S. (2014). Adapting shared decision making for individuals with 

severe mental illness. Psychiatric Services, 65(12), 1483–1486. 

https://doi.org/10.1176/appi.ps.201400307  

Hamby, S. (2017). On defining violence, and why it matters. Psychology of Violence, 7(2), 

167–180. https://doi.org/10.1037/vio0000117  

Hansen, A., Hazelton, M., Rosina, R., & Inder, K. (2022). What do we know about the 

experience of seclusion in a forensic setting? An integrative literature review. 

International Journal of Mental Health Nursing, 31(5), 1109–1124. 

https://doi.org/10.1111/inm.13002 

Hanson R. K., Thornton D. (1999). Static 99: Improving actuarial risk assessments for sex 

offenders (Vol. 2). Ottawa, Ontario: Solicitor General Canada. 

https://www.publicsafety.gc.ca/cnt/rsrcs/pblctns/sttc-mprvng-actrl/sttc-mprvng-actrl-

eng.pdf  

Hansson, S. O. (2010). Risk: objective or subjective, facts or values. Journal of Risk 

Research, 13(2), 231–238. https://doi.org/10.1080/13669870903126226  

Hansson, S. O. (2023). Risk. In Edward N. Zalta & Uri Nodelman (Eds.), The Stanford 

Encyclopedia of Philosophy (Summer 2023 Edition), Stanford University. 

https://plato.stanford.edu/archives/sum2023/entries/risk/ 

Hardy, I. C., & Briffa, M. (Eds.). (2013). Animal Contests. Cambridge University Press.  

    https://doi.org/10.1017/CBO9781139051248  

Harris, D. A. (2014). Specialization and Sexual Offending. In: Bruinsma, G., Weisburd, D. 

(Eds.) Encyclopedia of Criminology and Criminal Justice. Springer. 

https://doi.org/10.1007/978-1-4614-5690-2_600  

Harris, G. T., Rice, M. E., & Quinsey, V. L. (1993). Violent recidivism of mentally 

disordered offenders: The development of a statistical prediction instrument. 

Criminal Justice and Behavior, 20, 315–335. 

https://doi.org/10.1177/0093854893020004001  

Harris, S. T., Oakley, C., & Picchioni, M. (2013). Quantifying violence in mental health 

research. Aggression and Violent Behavior, 18(6), 695–701. 

https://doi.org/10.1016/j.avb.2013.07.022  

Harris, S. T., Oakley, C., & Picchioni, M. M. (2014). A systematic review of the 

association between attributional bias/interpersonal style, and violence in 

schizophrenia/psychosis. Aggression and Violent Behavior, 19(3), 235-241. 

https://doi.org/10.1016/j.avb.2014.04.009  

https://doi.org/10.2147/JMDH.S89486
https://doi.org/10.1176/appi.ps.201400307
https://doi.org/10.1037/vio0000117
https://doi.org/10.1111/inm.13002
https://www.publicsafety.gc.ca/cnt/rsrcs/pblctns/sttc-mprvng-actrl/sttc-mprvng-actrl-eng.pdf
https://www.publicsafety.gc.ca/cnt/rsrcs/pblctns/sttc-mprvng-actrl/sttc-mprvng-actrl-eng.pdf
https://doi.org/10.1080/13669870903126226
https://plato.stanford.edu/archives/sum2023/entries/risk/
https://doi.org/10.1017/CBO9781139051248
https://doi.org/10.1007/978-1-4614-5690-2_600
https://doi.org/10.1177/0093854893020004001
https://doi.org/10.1016/j.avb.2013.07.022
https://doi.org/10.1016/j.avb.2014.04.009


115 

Hart, S. D. (1998). The role of psychopathy in assessing risk for violence: Conceptual and 

methodological issues. Legal and Criminological Psychology, 3(Part 1), 121–137. 

https://doi.org/10.1111/j.2044-8333.1998.tb00354.x 

Haw, C., Stubbs, J., Bickle, A., & Stewart, I. (2011). Coercive treatments in forensic 

psychiatry: a study of patients’ experiences and preferences. The Journal of Forensic 

Psychiatry & Psychology, 22(4), 564–585. 

https://doi.org/10.1080/14789949.2011.602097 

Hellzén, O., Hammarström, L., Ekman, O., & Devik, S. A. (2023). A Meta-Ethnographic 

Review of Forensic Psychiatry Inpatient Care. Nursing Staff Experiences of the 

Nurse-Patient Encounter. Issues in Mental Health Nursing, 44(12), 1226–1236. 

https://doi.org/10.1080/01612840.2023.2259997  

Hespanhol, L., Vallio, C. S., Costa, L. M., & Saragiotto, B. T. (2019). Understanding and 

interpreting confidence and credible intervals around effect estimates. Brazilian 

Journal of Physical Therapy, 23(4), 290–301. 

https://doi.org/10.1016/j.bjpt.2018.12.006  

Heyman, B., Godin, P. M., Reynolds, L., & Davies, J. P. (2013). Assessing the probability 

of patients reoffending after discharge from low to medium secure forensic mental 

health services: An inductive prevention paradox. Health, Risk & Society, 15(1), 84–

102. https://doi.org/10.1080/13698575.2012.751090 

Hiday, V. A. (1997). Understanding the connection between mental illness and violence. 

International Journal of Law and Psychiatry, 20(4), 399-417. 

https://doi.org/10.1016/S0160-2527(97)00028-9  

Hilton, N. Z., Ham, E., Rodrigues, N. C., Kirsh, B., Chapovalov, O., & Seto, M. C. (2020). 

Contribution of Critical Events and Chronic Stressors to PTSD Symptoms Among 

Psychiatric Workers. Psychiatric Services, 71(3), 221–227. 

https://doi.org/10.1176/appi.ps.201900226  

Hilton, N. Z., Simpson, A. I., & Ham, E. (2016). The increasing influence of risk 

assessment on forensic patient review board decisions. Psychological Services, 13(3), 

223–231. https://doi.org/10.1037/ser0000068  

Hodgins, S., Tiihonen, J., & Ross, D. (2005). The consequences of Conduct Disorder for 

males who develop schizophrenia: associations with criminality, aggressive behavior, 

substance use, and psychiatric services. Schizophrenia Research, 78(2-3), 323–335. 

https://doi.org/10.1016/j.schres.2005.05.021  

Hofvander, B., Anckarsäter, H., Wallinius, M., & Billstedt, E. (2017). Mental health 

among young adults in prison: the importance of childhood-onset conduct disorder. 

BJPsych Open, 3(2), 78–84. https://doi.org/10.1192/bjpo.bp.116.003889  

Hopwood, C. J., & Bornstein, R. F. (Eds.). (2014). Multimethod Clinical Assessment. The 

Guilford Press. 

Horst, P. T., Spreen, M., de Vries, E., & Bogaerts, S. (2022). Facilitating Shared Decision 

Making in Forensic Psychiatry: The HKT-R Spider App. Journal of Forensic 

Psychology Research and Practice, 23(3), 328–343. 

https://doi.org/10.1080/24732850.2022.2028394  

https://psycnet.apa.org/doi/10.1111/j.2044-8333.1998.tb00354.x
https://doi.org/10.1080/14789949.2011.602097
https://doi.org/10.1080/01612840.2023.2259997
https://doi.org/10.1016/j.bjpt.2018.12.006
https://psycnet.apa.org/doi/10.1080/13698575.2012.751090
https://doi.org/10.1016/S0160-2527(97)00028-9
https://doi.org/10.1176/appi.ps.201900226
https://doi.org/10.1037/ser0000068
https://doi.org/10.1016/j.schres.2005.05.021
https://doi.org/10.1192/bjpo.bp.116.003889
https://doi.org/10.1080/24732850.2022.2028394


116 

Howner, K., Andiné, P., Bertilsson, G., Hultcrantz, M., Lindström, E., Mowafi, F., 

Snellman, A., & Hofvander, B. (2018). Mapping Systematic Reviews on Forensic 

Psychiatric Care: A Systematic Review Identifying Knowledge Gaps. Frontiers in 

Psychiatry, 9, 452. https://doi.org/10.3389/fpsyt.2018.00452  

Huang, E., Cauley, J., & Wagner, J. K. (2017). Barred from better medicine? Reexamining 

regulatory barriers to the inclusion of prisoners in research. Journal of Law and the 

Biosciences, 4(1), 159–174. https://doi.org/10.1093/jlb/lsw064  

Huitema, A., Verstegen, N., & de Vogel, V. (2021). A study into the severity of forensic 

and civil inpatient aggression. Journal of Interpersonal Violence, 36(11-12), 

NP6661-NP6679. https://doi.org/10.1177/0886260518817040  

Humphries, K., Clarke, C., Willoughby, K., & Smithson, J. (2023). Patients’ experiences 

of forensic mental health inpatient care: A systematic review and thematic synthesis 

of qualitative literature. Journal of Forensic Practice, 25(4), 305–320. 

https://doi.org/10.1108/JFP-03-2023-0007 

Hvidhjelm, J., Berring, L. L., Whittington, R., Woods, P., Bak, J., & Almvik, R. (2023). 

Short‐term risk assessment in the long term: A scoping review and meta‐analysis of 

the Brøset Violence Checklist. Journal of Psychiatric and Mental Health Nursing, 

30(4), 637–648. https://doi.org/10.1111/jpm.12905  

Hvidhjelm, J., Sestoft, D., & Bjørner, J. B. (2014). The Aggression Observation Short 

Form identified episodes not reported on the Staff Observation Aggression Scale--

Revised. Issues in Mental Health Nursing, 35(6), 464–469. 

https://doi.org/10.3109/01612840.2013.879359  

Hörberg, U., Sjögren, R., & Dahlberg, K. (2012). To be strategically struggling against 

resignation: The lived experience of being cared for in forensic psychiatric care. 

Issues in Mental Health Nursing, 33(11), 743-751. 

https://doi.org/10.3109/01612840.2012.704623  

Iozzino, L., Ferrari, C., Large, M., Nielssen, O., & de Girolamo, G. (2015). Prevalence and 

Risk Factors of Violence by Psychiatric Acute Inpatients: A Systematic Review and 

Meta-Analysis. PloS One, 10(6), e0128536. 

https://doi.org/10.1371/journal.pone.0128536  

Ireland, C. A., Chu, S., Ireland, J. L., Hartley, V., Ozanne, R., & Lewis, M. (2022). 

Extreme Stress Events in a Forensic Hospital Setting: Prevalence, Impact, and 

Protective Factors in Staff. Issues in Mental Health Nursing, 43(5), 418–433. 

https://doi.org/10.1080/01612840.2021.2003492  

Ireland, J. L., & Snowden, P. (2002). Bullying in secure hospitals. The Journal of Forensic 

Psychiatry, 13(3), 538-554. https://doi.org/10.1080/0958518021000019434  

Jang, S. J., Son, Y. J., & Lee, H. (2022). Prevalence, associated factors and adverse 

outcomes of workplace violence towards nurses in psychiatric settings: A systematic 

review. International Journal of Mental Health Nursing, 31(3), 450–468. 

https://doi.org/10.1111/inm.12951  

Jeandarme, I., Pouls, C., De Laender, J., Oei, T. I., & Bogaerts, S. (2017). Field validity of 

the HCR-20 in forensic medium security units in Flanders. Psychology, Crime & 

Law, 23(4), 305–322. https://doi.org/10.1080/1068316X.2016.1258467 

https://doi.org/10.3389/fpsyt.2018.00452
https://doi.org/10.1093/jlb/lsw064
https://doi.org/10.1177/0886260518817040
https://psycnet.apa.org/doi/10.1108/JFP-03-2023-0007
https://doi.org/10.1111/jpm.12905
https://doi.org/10.3109/01612840.2013.879359
https://doi.org/10.3109/01612840.2012.704623
https://doi.org/10.1371/journal.pone.0128536
https://doi.org/10.1080/01612840.2021.2003492
https://doi.org/10.1080/0958518021000019434
https://doi.org/10.1111/inm.12951
https://psycnet.apa.org/doi/10.1080/1068316X.2016.1258467


117 

Jeandarme, I., Wittouck, C., Vander Laenen, F., Pouls, C., Oei, T. I., & Bogaerts, S. 

(2019). Risk Factors Associated With Inpatient Violence During Medium Security 

Treatment. Journal of Interpersonal Violence, 34(17), 3711–3736. 

https://doi.org/10.1177/0886260516670884  

Jenkin, G., Quigg, S., Paap, H., Cooney, E., Peterson, D., & Every-Palmer, S. (2022). 

Places of safety? Fear and violence in acute mental health facilities: A large 

qualitative study of staff and service user perspectives. PloS One, 17(5), e0266935. 

https://doi.org/10.1371/journal.pone.0266935  

Johnson, K. L., Desmarais, S. L., Tueller, S. J., & Van Dorn, R. A. (2019). Methodological 

limitations in the measurement and statistical modeling of violence among adults 

with mental illness. International Journal of Methods in Psychiatric Research, 28(3), 

e1776. https://doi.org/10.1002/mpr.1776  

Jones, L. (2020). Violence risk formation: The move towards collaboratively produced, 

strengths-based safety planning. In J. S. Wormith, L. A. Craig, & T. E. Hogue (Eds.), 

The Wiley Handbook of What Works in Violence Risk Management: Theory, 

Research, and Practice (pp. 99–118). Wiley Blackwell. 

https://doi.org/10.1002/9781119315933.ch5  

Joseph-Williams, N., Elwyn, G., & Edwards, A. (2024). Twenty-one years of the 

International Shared Decision Making Conference: lessons learnt and future 

priorities. BMJ Evidence-based Medicine, 29(3), 151–155. 

https://doi.org/10.1136/bmjebm-2023-112374  

Just, D., Tai, S., & Palmier-Claus, J. (2023). A systematic review of policy and clinical 

guidelines on positive risk management. Journal of Mental Health, 32(1), 329–340. 

https://doi.org/10.1080/09638237.2021.1922643  

Kay, S. R., Wolkenfeld, F., & Murrill, L. M. (1988). Profiles of aggression among 

psychiatric patients. I. Nature and prevalence. The Journal of Nervous and Mental 

Disease, 176(9), 539–546. https://doi.org/10.1097/00005053-198809000-00007  

Kennedy, H. (2001). Risk assessment is inseparable from risk management: Comment on 

Szmuckler (Psychiatric Bulletin, 2000, 24, 6–10). Psychiatric Bulletin, 25(6), 208–

211. https://doi.org/10.1192/pb.25.6.208  

Kennedy, H. G., & Davoren, M. (2025). Neuroethics and treatment without consent. CNS 

Spectrums, 30(1), e39. https://doi.org/10.1017/S1092852925000264  

Kennedy, H. G., Mullaney, R., McKenna, P., Thompson, J., Timmons, D., Gill, P., 

O'Sullivan, O. P., Braham, P., Duffy, D., Kearns, A., Linehan, S., Mohan, D., 

Monks, S., McLoughlin, L., O'Connell, P., O'Neill, C., Wright, B., O'Reilly, K., & 

Davoren, M. (2020). A tool to evaluate proportionality and necessity in the use of 

restrictive practices in forensic mental health settings: the DRILL tool (Dundrum 

restriction, intrusion and liberty ladders). BMC Psychiatry, 20(1), 515. 

https://doi.org/10.1186/s12888-020-02912-6 

Kersting, X. A. K., Hirsch, S., & Steinert, T. (2019). Physical Harm and Death in the 

Context of Coercive Measures in Psychiatric Patients: A Systematic Review. 

Frontiers in Psychiatry, 10, 400. https://doi.org/10.3389/fpsyt.2019.00400  

https://doi.org/10.1177/0886260516670884
https://doi.org/10.1371/journal.pone.0266935
https://doi.org/10.1002/mpr.1776
https://doi.org/10.1002/9781119315933.ch5
https://doi.org/10.1136/bmjebm-2023-112374
https://doi.org/10.1080/09638237.2021.1922643
https://doi.org/10.1097/00005053-198809000-00007
https://doi.org/10.1192/pb.25.6.208
https://doi.org/10.1017/S1092852925000264
https://doi.org/10.1186/s12888-020-02912-6
https://doi.org/10.3389/fpsyt.2019.00400


118 

Khan, A. A., Stirrup, V., & MacInnes, D. (2025). An examination of service user 

satisfaction in forensic mental health settings. Medicine, Science, and the Law, 65(1), 

9–14. https://doi.org/10.1177/00258024241227719  

Kingston, D. A., Olver, M. E., Harris, M., Booth, B. D., Gulati, S., & Cameron, C. (2016). 

The relationship between mental illness and violence in a mentally disordered 

offender sample: Evaluating criminogenic and psychopathological predictors. 

Psychology, Crime & Law, 22(7), 678–700. 

https://doi.org/10.1080/1068316X.2016.1174862 

Knight, R. A., & Guay, J.-P. (2018). The role of psychopathy in sexual coercion against 

women: An update and expansion. In C. J. Patrick (Ed.), Handbook of Psychopathy 

(2nd ed., pp. 662–681). The Guilford Press. 

Kon, A. A. (2010). The shared decision-making continuum. JAMA, 304(8), 903–904. 

https://doi.org/10.1001/jama.2010.1208  

Koolschijn, M., Janković, M., & Bogaerts, S. (2023). The impact of childhood 

maltreatment on aggression, criminal risk factors, and treatment trajectories in 

forensic psychiatric patients. Frontiers in Psychiatry, 14, 1128020. 

https://doi.org/10.3389/fpsyt.2023.1128020  

Koyama, E., Kant, T., Takata, A., Kennedy, J. L., & Zai, C. C. (2024). Genetics of child 

aggression, a systematic review. Translational Psychiatry, 14(1), 252. 

https://doi.org/10.1038/s41398-024-02870-7  

Kraemer, H. C., Measelle, J. R., Ablow, J. C., Essex, M. J., Boyce, W. T., & Kupfer, D. J. 

(2003). A new approach to integrating data from multiple informants in psychiatric 

assessment and research: mixing and matching contexts and perspectives. The 

American Journal of Psychiatry, 160(9), 1566–1577. 

https://doi.org/10.1176/appi.ajp.160.9.1566  

Krakowski, M. I., & Czobor, P. (2012). The denial of aggression in violent patients with 

schizophrenia. Schizophrenia Research, 141(2-3), 228–233. 

https://doi.org/10.1016/j.schres.2012.08.037  

Krakowski, M., Tural, U., & Czobor, P. (2021). The Importance of Conduct Disorder in 

the Treatment of Violence in Schizophrenia: Efficacy of Clozapine Compared With 

Olanzapine and Haloperidol. The American Journal of Psychiatry, 178(3), 266–274. 

https://doi.org/10.1176/appi.ajp.2020.20010052  

Kristensen, T. T., Christensen, L. L., Glintborg, D., Gudex, C., Andersen, M. S., & 

Roessler, K. K. (2023). The Buss-Perry Aggression Questionnaire: Translation and 

Preliminary Validation in a Danish Population Sample. Journal of Aggression, 

Maltreatment & Trauma, 32(12), 1831-1846. 

https://doi.org/10.1080/10926771.2023.2178352  

Kropp, P. R., Hart, S. D., Lyon, D. R., & Le Pard, D. A. (2002). Managing stalkers: 

Coordinating treatment and supervision. In L. Sheridan & J. Boon (Eds.). Stalking 

and Psychosexual Obsession: Psychological Perspectives for Prevention, Policing 

and Treatment (pp. 138-160). Wiley. 

https://doi.org/10.1177/00258024241227719
https://psycnet.apa.org/doi/10.1080/1068316X.2016.1174862
https://doi.org/10.1001/jama.2010.1208
https://doi.org/10.3389/fpsyt.2023.1128020
https://doi.org/10.1038/s41398-024-02870-7
https://doi.org/10.1176/appi.ajp.160.9.1566
https://doi.org/10.1016/j.schres.2012.08.037
https://doi.org/10.1176/appi.ajp.2020.20010052
https://doi.org/10.1080/10926771.2023.2178352


119 

Krueger, R. F., Hobbs, K. A., Conway, C. C., Dick, D. M., Dretsch, M. N., Eaton, N. R., 

Forbes, M. K., Forbush, K. T., Keyes, K. M., Latzman, R. D., Michelini, G., Patrick, 

C. J., Sellbom, M., Slade, T., South, S. C., Sunderland, M., Tackett, J., Waldman, I., 

Waszczuk, M. A., Wright, A. G. C., … HiTOP Utility Workgroup (2021). Validity 

and utility of Hierarchical Taxonomy of Psychopathology (HiTOP): II. Externalizing 

superspectrum. World Psychiatry, 20(2), 171–193. 

https://doi.org/10.1002/wps.20844  

Krueger, R. F., Markon, K. E., Patrick, C. J., Benning, S. D., & Kramer, M. D. (2007). 

Linking antisocial behavior, substance use, and personality: an integrative 

quantitative model of the adult externalizing spectrum. Journal of Abnormal 

Psychology, 116(4), 645–666. https://doi.org/10.1037/0021-843X.116.4.645  

Krueger, R. F., Markon, K. E., Patrick, C. J., & Iacono, W. G. (2005). Externalizing 

psychopathology in adulthood: A dimensional-spectrum conceptualization and its 

implications for DSM-V. Journal of Abnormal Psychology, 114(4), 537–550. 

https://doi.org/10.1037/0021-843X.114.4.537 

Krug, E. G., Mercy, J. A., Dahlberg, L. L., & Zwi, A. B. (2002). The world report on 

violence and health. Lancet, 360(9339), 1083–1088. https://doi.org/10.1016/S0140-

6736(02)11133-0  

Kuay, H. S., Boothroyd, L. G., Towl, G. J., Tiffin, P. A., & Muñoz, L. C. (2022). Callous-

Unemotional Traits are Associated With Child-to-Parent Aggression. International 

Journal of Offender Therapy and Comparative Criminology, 66(15), 1603–1626. 

https://doi.org/10.1177/0306624X211049190  

Lagerberg, T., Lambe, S., Paulino, A., Yu, R., & Fazel, S. (2025). Systematic review of 

risk factors for violence in psychosis: 10-year update. The British Journal of 

Psychiatry, 226(2), 100–107. https://doi.org/10.1192/bjp.2024.120  

Lamb, H. R. (2005). Commentary: on research and forensic patients' capacity. The Journal 

of the American Academy of Psychiatry and the Law, 33(3), 308–309. 

Lambe, S., Cooper, K., Fazel, S., & Freeman, D. (2024). Psychological framework to 

understand interpersonal violence by forensic patients with psychosis. The British 

Journal of Psychiatry, 224(2), 47–54. https://doi.org/10.1192/bjp.2023.132   

Lamkin, M. & Elliott, C. (2017). Involuntarily Committed Patients as Prisoners, University 

of Richmond Law Review, 51, 1041-1091. 

Lamsma, J., Cahn, W., Fazel, S., & GROUP and NEDEN investigators (2020). Use of 

illicit substances and violent behaviour in psychotic disorders: two nationwide case-

control studies and meta-analyses. Psychological Medicine, 50(12), 2028–2033. 

https://doi.org/10.1017/S0033291719002125  

Lamsma, J., & Harte, J. M. (2015). Violence in psychosis: Conceptualizing its causal 

relationship with risk factors. Aggression and Violent Behavior, 24, 75–82. 

https://doi.org/10.1016/j.avb.2015.05.003  

Landis, J. R., & Koch, G. G. (1977). The measurement of observer agreement for 

categorical data. Biometrics, 33(1), 159–174. https://doi.org/10.2307/2529310  

Langan, J. (2008). Involving mental health service users considered to pose a risk to other 

people in risk assessment. Journal of Mental Health, 17(5), 471–481. 

https://doi.org/10.1080/09638230701505848  

https://doi.org/10.1002/wps.20844
https://doi.org/10.1037/0021-843X.116.4.645
https://psycnet.apa.org/doi/10.1037/0021-843X.114.4.537
https://doi.org/10.1016/S0140-6736(02)11133-0
https://doi.org/10.1016/S0140-6736(02)11133-0
https://doi.org/10.1177/0306624X211049190
https://doi.org/10.1192/bjp.2024.120
https://doi.org/10.1192/bjp.2023.132
https://doi.org/10.1017/S0033291719002125
https://doi.org/10.1016/j.avb.2015.05.003
https://doi.org/10.2307/2529310
https://doi.org/10.1080/09638230701505848


120 

Langan, J., Lindow, V., & Joseph Rowntree Foundation. (2004). Living with risk: mental 

health service user involvement in risk assessment and management. Policy Press. 

Lanza, M. L., & Kayne, H. L. (1995). Patient assault: a comparison of patient and staff 

perceptions. Issues in Mental Health Nursing, 16(2), 129–141. 

https://doi.org/10.3109/01612849509006930 

Laporte, N., Ozolins, A., Westling, S., Westrin, Å., & Wallinius, M. (2021). Clinical 

Characteristics and Self-Harm in Forensic Psychiatric Patients. Frontiers in 

Psychiatry, 12, 698372. https://doi.org/10.3389/fpsyt.2021.698372  

Large M. (2013). The relevance of the early history of probability theory to current risk 

assessment practices in mental health care. History of Psychiatry, 24(4), 427–441. 

https://doi.org/10.1177/0957154X13501275  

Large, M. M., & Nielssen, O. (2011). Violence in first-episode psychosis: a systematic 

review and meta-analysis. Schizophrenia Research, 125(2-3), 209–220. 

https://doi.org/10.1016/j.schres.2010.11.026  

Lawrence, D., Bagshaw, R., Stubbings, D., & Watt, A. (2022). Restrictive practices in 

adult secure mental health services: A scoping review. The International Journal of 

Forensic Mental Health, 21(1), 68–88. 

https://doi.org/10.1080/14999013.2021.1887978  

Lee, J., Daffern, M., Ogloff, J. R., & Martin, T. (2015). Towards a model for 

understanding the development of post-traumatic stress and general distress in mental 

health nurses. International Journal of Mental Health Nursing, 24(1), 49–58. 

https://doi.org/10.1111/inm.12097  

Levin, S. K., Nilsen, P., Bendtsen, P., & Bülow, P. (2019). Adherence to planned risk 

management interventions in Swedish forensic care: What is said and done according 

to patient records. International Journal of Law and Psychiatry, 64, 71–82. 

https://doi.org/10.1016/j.ijlp.2019.02.003  

Levin, S. K., Nilsen, P., Bendtsen, P., & Bülow, P. (2022). Risk-increasing and risk-

reducing factors for violence: A qualitative study of forensic patients’ perceptions. 

The International Journal of Forensic Mental Health, 21(4), 383–398. 

https://doi.org/10.1080/14999013.2021.2023238  

Li, Y., Wen, H., Xiong, C., Lin, C., Yang, X., Wang, D., Fan, R., Liu, J., Zhao, X., Liu, Y., 

& Liu, X. (2023). Medication Nonadherence and Risk of Violence to Others Among 

Patients With Schizophrenia in Western China. JAMA Network Open, 6(4), e235891. 

https://doi.org/10.1001/jamanetworkopen.2023.5891  

Lim, Z. Y., Idris, D. R., Abdullah, H. M. A. L., & Omar, H. R. (2023). Violence toward 

staff in the inpatient psychiatric setting: Nurses' perspectives: A qualitative study. 

Archives of Psychiatric Nursing, 46, 83–90. 

https://doi.org/10.1016/j.apnu.2023.08.008  

Lindqvist, P. (2007). Mental disorder, substance misuse and violent behaviour: the 

Swedish experience of caring for the triply troubled. Criminal Behaviour and Mental 

Health, 17(4), 242-249. https://doi.org/10.1002/cbm.658  

Lischinsky, J. E., & Lin, D. (2020). Neural mechanisms of aggression across species. 

Nature Neuroscience, 23(11), 1317–1328. https://doi.org/10.1038/s41593-020-

00715-2 

https://doi.org/10.3109/01612849509006930
https://doi.org/10.3389/fpsyt.2021.698372
https://doi.org/10.1177/0957154X13501275
https://doi.org/10.1016/j.schres.2010.11.026
https://doi.org/10.1080/14999013.2021.1887978
https://doi.org/10.1111/inm.12097
https://doi.org/10.1016/j.ijlp.2019.02.003
https://doi.org/10.1080/14999013.2021.2023238
https://doi.org/10.1001/jamanetworkopen.2023.5891
https://doi.org/10.1016/j.apnu.2023.08.008
https://doi.org/10.1002/cbm.658
https://doi.org/10.1038/s41593-020-00715-2
https://doi.org/10.1038/s41593-020-00715-2


121 

Little, T. D. (2013). Longitudinal Structural Equation Modeling. The Guilford Press. 

Little, T. D., Henrich, C. C., Jones, S. M., & Hawley, P. H. (2003). Disentangling the 

“whys” from the “whats” of aggressive behaviour. International Journal of 

Behavioral Development, 27, 122–133. https://doi.org/10.1080/01650250244000128  

Lockertsen, Ø., Procter, N., Vatnar, S. K. B., Faerden, A., Eriksen, B. M. S., Roaldset, J. 

O., & Varvin, S. (2018). Screening for risk of violence using service users' self-

perceptions: A prospective study from an acute mental health unit. International 

Journal of Mental Health Nursing, 27(3), 1055–1065. 

https://doi.org/10.1111/inm.12413  

Luigi, M., Larochelle, X., & Crocker, A. G. (2025). Quantitative Outcomes for Shared 

Assessment and Management in Forensic Mental Health: A Meta-Analysis and 

Systematic Review. Trauma, Violence & Abuse, 15248380251344308. Advance 

online publication. https://doi.org/10.1177/15248380251344308 

Luigi, M., Martinez, L.-A., Roy, L., & Crocker, A. G. (2024). Experiences of forensic 

mental health patients and professionals with shared violence risk assessment and 

management: A scoping review of qualitative studies. Aggression and Violent 

Behavior, 79, 1–12. https://doi.org/10.1016/j.avb.2024.102009  

Lussier, P. (2005). The criminal activity of sexual offenders in adulthood: Revisiting the 

specialization debate. Sexual Abuse: A Journal of Research and Treatment, 17, 269-

292. https://doi.org/10.1007/s11194-005-5057-0  

Lussier, P., Verdun-Jones, S., Deslauriers-Varin, N., Nicholls, T., & Brink, J. (2010). 

Chronic violent patients in an inpatient psychiatric hospital: Prevalence, description, 

and identification. Criminal Justice and Behavior, 37, 5–28. 

https://doi.org/10.1177/0093854809347738   

MacInnes, D., & Masino, S. (2019). Psychological and psychosocial interventions offered 

to forensic mental health inpatients: A systematic review. BMJ Open, 9(3), e024351. 

https://doi.org/10.1136/bmjopen-2018-024351   

Magnusson, E., Axelsson, A. K., & Lindroth, M. (2020). 'We try' - how nurses work with 

patient participation in forensic psychiatric care. Scandinavian Journal of Caring 

Sciences, 34(3), 690–697. https://doi.org/10.1111/scs.12773  

Maguire, T., Carroll, A., Martin, T., & Daffern, M. (2020). The model for understanding 

inpatient aggression version three. Victorian Institute of Forensic Mental Health and 

the Centre for Forensic Behavioural Science. 

Maguire, T., Daffern, M., Bowe, S. J., & McKenna, B. (2018). Risk assessment and 

subsequent nursing interventions in a forensic mental health inpatient setting: 

Associations and impact on aggressive behaviour. Journal of Clinical Nursing, 27(5-

6), e971–e983. https://doi.org/10.1111/jocn.14107  

Maguire, T., Ryan, J., Fullam, R., & McKenna, B. (2022). Safewards Secure: A Delphi 

study to develop an addition to the Safewards model for forensic mental health 

services. Journal of Psychiatric and Mental Health Nursing, 29(3), 418–429. 

https://doi.org/10.1111/jpm.12827  

Maguire, T., Ryan, J., & McKenna, B. (2021). Benchmarking to reduce restrictive 

practices in forensic mental health services: a Delphi study. Australasian Psychiatry, 

29(4), 384–388. https://doi.org/10.1177/1039856220946634  

https://doi.org/10.1080/01650250244000128
https://doi.org/10.1111/inm.12413
https://doi.org/10.1177/15248380251344308
https://doi.org/10.1016/j.avb.2024.102009
https://doi.org/10.1007/s11194-005-5057-0
https://doi.org/10.1177/0093854809347738
https://doi.org/10.1136/bmjopen-2018-024351
https://doi.org/10.1111/scs.12773
https://doi.org/10.1111/jocn.14107
https://doi.org/10.1111/jpm.12827
https://doi.org/10.1177/1039856220946634


122 

Magyar, M. S., Edens, J. F., Epstein, M., Stiles, P. G., & Poythress, N. G., Jr (2012). 

Examining attitudes about and influences on research participation among forensic 

psychiatric inpatients. Behavioral Sciences & the Law, 30(1), 69–86. 

https://doi.org/10.1002/bsl.1997  

Manuel, J., & Crowe, M. (2014). Clinical responsibility, accountability, and risk aversion 

in mental health nursing: a descriptive, qualitative study. International Journal of 

Mental Health Nursing, 23(4), 336–343. https://doi.org/10.1111/inm.12063  

Markham, S. (2020). Collaborative risk assessment in secure and forensic mental health 

settings in the UK. General Psychiatry, 33(5), 1–6. https://doi.org/10.1136/gpsych-

2020-100291  

Markham, S. (2024). Stigmatization and Marginalization of Forensic Psychiatric Patients. 

Illness, Crisis & Loss, 33(3), 613-635. https://doi.org/10.1177/10541373241268095  

Markon, K. E. (2019). Bifactor and Hierarchical Models: Specification, Inference, and 

Interpretation. Annual Review of Clinical Psychology, 15, 51–69. 

https://doi.org/10.1146/annurev-clinpsy-050718-095522 

Marr, C., Webb, R. T., Yee, N., & Dean, K. (2024). A Systematic Review of Interpersonal 

Violence Perpetration and Victimization Risk Examined Within Single Study 

Cohorts, Including in Relation to Mental Illness. Trauma, Violence, & Abuse, 25(1), 

130–149. https://doi.org/10.1177/15248380221145732  

McCarthy, R. J., Elson, M. (2018). A Conceptual Review of Lab-Based Aggression 

Paradigms. Collabra: Psychology, 4(1), 1-12. https://doi.org/10.1525/collabra.104  

McConnell, D., Broome, M., & Savulescu, J. (2023). Making psychiatry moral again: the 

role of psychiatry in patient moral development. Journal of Medical Ethics, 49(6), 

423–427. https://doi.org/10.1136/jme-2022-108442 

McDermott, B. E., Edens, J. F., Quanbeck, C. D., Busse, D., & Scott, C. L. (2008). 

Examining the role of static and dynamic risk factors in the prediction of inpatient 

violence: variable- and person-focused analyses. Law and Human Behavior, 32(4), 

325–338. https://doi.org/10.1007/s10979-007-9094-8  

McDermott, B. E., Gerbasi, J. B., Quanbeck, C., & Scott, C. L. (2005). Capacity of 

forensic patients to consent to research: the use of the MacCAT-CR. The Journal of 

the American Academy of Psychiatry and the Law, 33(3), 299–307. 

McDermott, B. E., & Holoyda, B. J. (2014). Assessment of aggression in inpatient settings. 

CNS Spectrums, 19(5), 425–431. https://doi.org/10.1017/S1092852914000224  

McDonald, R. P. (1999). Test Theory: A Unified Approach. Erlbaum. 

McIntosh, L. G., Janes, S., O’Rourke, S., & Thomson, L. D. (2021). Effectiveness of 

psychological and psychosocial interventions for forensic mental health inpatients: A 

meta-analysis. Aggression and Violent Behavior, 58, 101551. 

https://doi.org/10.1016/j.avb.2021.101551  

McLachlan, K., Roters, J., Ahmed, D., Moulden, H., & Marshall, L. (2024). Adverse 

childhood experiences in forensic psychiatric patients: Prevalence and correlates 

from two independent Canadian samples. The Journal of Forensic Psychiatry & 

Psychology, 35(3), 406–424. https://doi.org/10.1080/14789949.2024.2338905  

https://doi.org/10.1002/bsl.1997
https://doi.org/10.1111/inm.12063
https://doi.org/10.1136/gpsych-2020-100291
https://doi.org/10.1136/gpsych-2020-100291
https://doi.org/10.1177/10541373241268095
https://doi.org/10.1146/annurev-clinpsy-050718-095522
https://doi.org/10.1177/15248380221145732
https://doi.org/10.1525/collabra.104
https://doi.org/10.1136/jme-2022-108442
https://doi.org/10.1007/s10979-007-9094-8
https://doi.org/10.1017/S1092852914000224
https://doi.org/10.1016/j.avb.2021.101551
https://doi.org/10.1080/14789949.2024.2338905


123 

Meehan, T., McIntosh, W., & Bergen, H. (2006). Aggressive behaviour in the high-secure 

forensic setting: the perceptions of patients. Journal of Psychiatric and Mental 

Health Nursing, 13(1), 19–25. https://doi.org/10.1111/j.1365-2850.2006.00906.x  

Meloy, J. R. (2006). Empirical basis and forensic application of affective and predatory 

violence. The Australian and New Zealand Journal of Psychiatry, 40(6-7), 539–547. 

https://doi.org/10.1080/j.1440-1614.2006.01837.x  

Mento, C., Silvestri, M. C., Bruno, A., Muscatello, M. R. A., Cedro, C., Pandolfo, G., & 

Zoccali, R. A. (2020). Workplace violence against healthcare professionals: A 

systematic review. Aggression and Violent Behavior, 51, Article 101381. 

https://doi.org/10.1016/j.avb.2020.101381  

Merk, W., de Castro, B. O., Koops, W., & Matthys, W. (2005). The distinction between 

reactive and proactive aggression: Utility for theory, diagnosis and treatment? 

European Journal of Developmental Psychology, 2(2), 197–220. 

https://doi.org/10.1080/17405620444000300 

Mitchell, K. J. (2023). Free Agents: How Evolution Gave us Free Will. Princeton 

Moffitt, T. E. (2018). Male antisocial behaviour in adolescence and beyond. Nature 

Human Behaviour, 2, 177–186. https://doi.org/10.1038/s41562-018-0309-4  

Monahan, J. (1981). Predicting Violent Behavior: An Assessment of Clinical Techniques. 

Sage. 

Monahan, J. (1984). The prediction of violent behavior: Toward a second generation of 

theory and policy. The American Journal of Psychiatry, 141(1), 10–15. 

https://doi.org/10.1176/ajp.141.1.10  

Monahan, J., & Skeem, J. L. (2014). The evolution of violence risk assessment. CNS 

Spectrums, 19(5), 419–424. https://doi.org/10.1017/S1092852914000145  

Moore, K. E., Stuewig, J. B., & Tangney, J. P. (2016). The Effect of Stigma on Criminal 

Offenders’ Functioning: A Longitudinal Mediation Model. Deviant Behavior, 37(2), 

196–218. https://doi.org/10.1080/01639625.2014.1004035  

Morgan, J. F. (2013). Does the emphasis on risk in psychiatry serve the interests of 

patients or the public? Yes. BMJ (Clinical research ed.), 346, f902. 

https://doi.org/10.1136/bmj.f902 

Morgan, R. D., Fisher, W. H., Duan, N., Mandracchia, J. T., & Murray, D. (2010). 

Prevalence of criminal thinking among state prison inmates with serious mental 

illness. Law and Human Behavior, 34(4), 324–336. https://doi.org/10.1007/s10979-

009-9182-z'  

Moser, D. J., Arndt, S., Kanz, J. E., Benjamin, M. L., Bayless, J. D., Reese, R. L., Paulsen, 

J. S., & Flaum, M. A. (2004). Coercion and informed consent in research involving 

prisoners. Comprehensive Psychiatry, 45(1), 1–9. 

https://doi.org/10.1016/j.comppsych.2003.09.009  

Moyles, J., Hunter, A., & Grealish, A. (2023). Forensic mental health nurses' experiences 

of rebuilding the therapeutic relationship after an episode of physical restraint in 

forensic services in Ireland: A qualitative study. International Journal of Mental 

Health Nursing, 32(5), 1377–1389. https://doi.org/10.1111/inm.13176  

https://doi.org/10.1111/j.1365-2850.2006.00906.x
https://doi.org/10.1080/j.1440-1614.2006.01837.x
https://doi.org/10.1016/j.avb.2020.101381
https://psycnet.apa.org/doi/10.1080/17405620444000300
https://doi.org/10.1038/s41562-018-0309-4
https://doi.org/10.1176/ajp.141.1.10
https://doi.org/10.1017/S1092852914000145
https://doi.org/10.1080/01639625.2014.1004035
https://doi.org/10.1136/bmj.f902
https://doi.org/10.1007/s10979-009-9182-z
https://doi.org/10.1007/s10979-009-9182-z
https://doi.org/10.1016/j.comppsych.2003.09.009
https://doi.org/10.1111/inm.13176


124 

Mulay, A. L., Gottfried, E. D., Ruchensky, J. R., Russell, T., Natoli, A. P., & Hopwood, C. 

J. (2025). The problem no one is talking about: Forensic evaluators’ lack of 

familiarity with dimensional approaches to personality and psychopathology. Journal 

of Personality Assessment, 107(3), 283-291. 

https://doi.org/10.1080/00223891.2024.2420172 

Mullins-Sweatt, S. N., Bornovalova, M. A., Carragher, N., Clark, L. A., Corona Espinosa, 

A., Jonas, K., Keyes, K. M., Lynam, D. R., Michelini, G., Miller, J. D., Min, J., 

Rodriguez-Seijas, C., Samuel, D. B., Tackett, J. L., & Watts, A. L. (2022). HiTOP 

Assessment of Externalizing Antagonism and Disinhibition. Assessment, 29(1), 34–

45. https://doi.org/10.1177/10731911211033900  

Mulvey, E. P., Shaw, E., & Lidz, C. W. (1994). Why use multiple sources in research on 

patient violence in the community. Criminal Behaviour and Mental Health, 4, 253. 

https://doi.org/10.1002/cbm.1994.4.4.253  

Mundfrom, D. J., Shaw, D. G., & Ke, T. L. (2005). Minimum Sample Size 

Recommendations for Conducting Factor Analyses. International Journal of Testing, 

5(2), 159–168. https://doi.org/10.1207/s15327574ijt0502_4  

Munthe, C., El-Alti, L., Hartvigsson, T., & Nijsingh, N. (2018). Disputing with patients in 

person-centered care: Ethical aspects in standard care, pediatrics, psychiatry, and 

public health. Journal of Argumentation in Context, 7(2), 231-244. 

https://doi.org/10.1075/jaic.18022.mun  

Munthe, C., Radovic, S., & Anckarsäter, H. (2010). Ethical issues in forensic psychiatric 

research on mentally disordered offenders. Bioethics, 24(1), 35–44. 

https://doi.org/10.1111/j.1467-8519.2009.01773.x   

National Board of Forensic Medicine [Rättsmedicinalverket]. (2025). Annual report 2024 

[Årsrapport 2024]. https://www.rmv.se/wp-content/uploads/Rattsmedicinalverket-

AR-2024.pdf  

National Board of Health and Welfare [Socialstyrelsen]. (2018). National guidelines for 

treatment and support in schizophrenia and schizophrenia like condition [Nationella 

riktlinjer för vård och stöd vid schizofreni och schizofreniliknande tillstånd]. 

https://www.socialstyrelsen.se/globalassets/sharepoint-

dokument/artikelkatalog/nationella-riktlinjer/2018-9-6.pdf  

National Board of Health and Welfare [Socialstyrelsen]. (2025). Shared decision-making 

in psychiatric disorders and psychiatric disabilities [Delat beslutsfattande vid 

psykiatriska tillstånd och psykisk funktionsnedsättning]. 

https://www.socialstyrelsen.se/globalassets/sharepoint/dokument/artikelkatalog/ovrig

t/2025-3-9328.pdf  

Needham, I., Abderhalden, C., Halfens, R. J., Fischer, J. E., & Dassen, T. (2005). Non-

somatic effects of patient aggression on nurses: a systematic review. Journal of 

Advanced Nursing, 49(3), 283–296. https://doi.org/10.1111/j.1365-

2648.2004.03286.x  

Newman, C., Roche, M., & Elliott, D. (2021). Exposure to workplace trauma for forensic 

mental health nurses: A scoping review. International Journal of Nursing Studies, 

117, 103897. https://doi.org/10.1016/j.ijnurstu.2021.103897    

https://doi.org/10.1080/00223891.2024.2420172
https://doi.org/10.1177/10731911211033900
https://doi.org/10.1002/cbm.1994.4.4.253
https://doi.org/10.1207/s15327574ijt0502_4
https://doi.org/10.1075/jaic.18022.mun
https://doi.org/10.1111/j.1467-8519.2009.01773.x
https://www.rmv.se/wp-content/uploads/Rattsmedicinalverket-AR-2024.pdf
https://www.rmv.se/wp-content/uploads/Rattsmedicinalverket-AR-2024.pdf
https://www.socialstyrelsen.se/globalassets/sharepoint-dokument/artikelkatalog/nationella-riktlinjer/2018-9-6.pdf
https://www.socialstyrelsen.se/globalassets/sharepoint-dokument/artikelkatalog/nationella-riktlinjer/2018-9-6.pdf
https://www.socialstyrelsen.se/globalassets/sharepoint/dokument/artikelkatalog/ovrigt/2025-3-9328.pdf
https://www.socialstyrelsen.se/globalassets/sharepoint/dokument/artikelkatalog/ovrigt/2025-3-9328.pdf
https://doi.org/10.1111/j.1365-2648.2004.03286.x
https://doi.org/10.1111/j.1365-2648.2004.03286.x
https://doi.org/10.1016/j.ijnurstu.2021.103897


125 

Newman, C., Roche, M., & Elliott, D. (2024). Exposure to patient aggression and health 

outcomes for forensic mental health nurses: A cross‐sectional survey. Journal of 

Advanced Nursing, 80(3), 1201-1211. https://doi.org/10.1111/jan.15885 

Nicholls, T. L., Brink, J., Greaves, C., Lussier, P., & Verdun-Jones, S. (2009). Forensic 

psychiatric inpatients and aggression: an exploration of incidence, prevalence, 

severity, and interventions by gender. International Journal of Law and Psychiatry, 

32(1), 23–30. https://doi.org/10.1016/j.ijlp.2008.11.007  

Nielssen, O., & Large, M. (2010). Rates of homicide during the first episode of psychosis 

and after treatment: a systematic review and meta-analysis. Schizophrenia Bulletin, 

36(4), 702–712. https://doi.org/10.1093/schbul/sbn144  

Nielssen, O., Ryan, C., & Large, M. (2011). Risk assessment and resource allocation. 

Australasian Psychiatry, 19(3), 270. https://doi.org/10.3109/10398562.2011.561849  

Nijman, H. L. (2002). A model of aggression in psychiatric hospitals. Acta Psychiatrica 

Scandinavica. Supplementum, (412), 142–143. https://doi.org/10.1034/j.1600-

0447.106.s412.30.x  

Nijman, H., Bjørkly, S., Palmstierna, T., & Almvik, R. (2006). Assessing aggression of 

psychiatric patients: Methods of measurement and its prevalence. In D. Richter & R. 

Whittington (Eds.), Violence in Mental Health Settings: Causes, Consequences, 

Management (pp. 11–21). Springer Science + Business Media. 

https://doi.org/10.1007/978-0-387-33965-8_1  

Nijman, H. L. I., Muris, P., Merckelbach, H. L. G. J., Palmstierna, T., Wistedt, B., Vos, A. 

M., van Rixtel, A., & Allertz, W. (1999). The Staff Observation Aggression Scale—

Revised (SOAS—R). Aggressive Behavior, 25(3), 197–209. 

https://doi.org/10.1002/(SICI)1098-2337(1999)25:3<197::AID-AB4>3.0.CO;2-C  

Nijman, H. L., Palmstierna, T., Almvik, R., & Stolker, J. J. (2005). Fifteen years of 

research with the Staff Observation Aggression Scale: a review. Acta Psychiatrica 

Scandinavica, 111(1), 12–21. https://doi.org/10.1111/j.1600-0447.2004.00417.x  

Nolan, K. A., & Citrome, L. (2008). Reducing inpatient aggression: does paying attention 

pay off?. The Psychiatric Quarterly, 79(2), 91–95. https://doi.org/10.1007/s11126-

007-9058-7  

Novaco, R. W. (2011). Anger dysregulation: Driver of violent offending. Journal of 

Forensic Psychiatry & Psychology, 22(5), 650–668. 

https://doi.org/10.1080/14789949.2011.617536  

Nunnally, J. C., & Bernstein, I. C. (1994). Psychometric Theory (3rd ed.). McGraw-Hill. 

Nyman, M., Hofvander, B., Nilsson, T., & Wijk, H. (2022). “You Should Just Keep Your 

Mouth Shut and Do As We Say”: Forensic Psychiatric Inpatients’ Experiences of 

Risk Assessments. Issues in Mental Health Nursing, 43(2), 137-145. 

https://doi.org/10.1080/01612840.2021.1956658  

Oberndorfer, R., Alexandrowicz, R. W., Unger, A., Koch, M., Markiewicz, I., Gosek, P., 

Heitzman, J., Iozzino, L., Ferrari, C., Salize, H. J., Picchioni, M., Fangerau, H., 

Stompe, T., Wancata, J., & de Girolamo, G. (2023). Needs of forensic psychiatric 

patients with schizophrenia in five European countries. Social Psychiatry and 

Psychiatric Epidemiology, 58(1), 53–63. https://doi.org/10.1007/s00127-022-02336-

5  

https://doi.org/10.1111/jan.15885
https://doi.org/10.1016/j.ijlp.2008.11.007
https://doi.org/10.1093/schbul/sbn144
https://doi.org/10.3109/10398562.2011.561849
https://doi.org/10.1034/j.1600-0447.106.s412.30.x
https://doi.org/10.1034/j.1600-0447.106.s412.30.x
https://doi.org/10.1007/978-0-387-33965-8_1
https://doi.org/10.1002/(SICI)1098-2337(1999)25:3%3c197::AID-AB4%3e3.0.CO;2-C
https://doi.org/10.1111/j.1600-0447.2004.00417.x
https://doi.org/10.1007/s11126-007-9058-7
https://doi.org/10.1007/s11126-007-9058-7
https://doi.org/10.1080/14789949.2011.617536
https://doi.org/10.1080/01612840.2021.1956658
https://doi.org/10.1007/s00127-022-02336-5
https://doi.org/10.1007/s00127-022-02336-5


126 

Odes, R., Chapman, S., Harrison, R., Ackerman, S., & Hong, O. (2021). Frequency of 

violence towards healthcare workers in the United States' inpatient psychiatric 

hospitals: A systematic review of literature. International Journal of Mental Health 

Nursing, 30(1), 27–46. https://doi.org/10.1111/inm.12812  

Odintsova, V. V., Roetman, P. J., Ip, H. F., Pool, R., Van der Laan, C. M., Tona, K. D., 

Vermeiren, R. R. J. M., & Boomsma, D. I. (2019). Genomics of human aggression: 

current state of genome-wide studies and an automated systematic review tool. 

Psychiatric Genetics, 29(5), 170–190. 

https://doi.org/10.1097/YPG.0000000000000239  

O'Dowd, R., Laithwaite, H., & Quayle, E. (2022). A qualitative exploration of service 

users’ experiences of violence risk assessment and management in forensic mental 

health settings: An interpretative phenomenological analysis. Journal of Forensic 

Psychology Research and Practice, 22(4), 357–388. 

https://doi.org/10.1080/24732850.2021.2001195 

Ogloff, J. R. P., & Davis, M. R. (2020). From predicting dangerousness to assessing and 

managing risk for violence: A journey across four generations. In J. S. Wormith, L. 

A. Craig, & T. E. Hogue (Eds.), The Wiley Handbook of What Works in Violence 

Risk Management: Theory, Research, and Practice (pp. 81–98). Wiley Blackwell. 

Ogonah, M. G. T., Seyedsalehi, A., Whiting, D., & Fazel, S. (2023). Violence risk 

assessment instruments in forensic psychiatric populations: a systematic review and 

meta-analysis. The Lancet. Psychiatry, 10(10), 780–789. 

https://doi.org/10.1016/S2215-0366(23)00256-0  

Ojansuu, I., Putkonen, H., & Tiihonen, J. (2014). Mortality among forensic psychiatric 

patients in Finland. Nordic Journal of Psychiatry, 69(1), 25–27. 

https://doi.org/10.3109/08039488.2014.908949  

Olsson, H., Audulv, Å., Strand, S., & Kristiansen, L. (2015). Reducing or increasing 

violence in forensic care: a qualitative study of inpatient experiences. Archives of 

Psychiatric Nursing, 29(6), 393–400. https://doi.org/10.1016/j.apnu.2015.06.009  

Olsson, H., Strand, S., & Kristiansen, L. (2014). Reaching a turning point--how patients in 

forensic care describe trajectories of recovery. Scandinavian Journal of Caring 

Sciences, 28(3), 505–514. https://doi.org/10.1111/scs.12075  

Omérov, M., Edman, G., & Wistedt, B. (2004). Violence and threats of violence within 

psychiatric care--a comparison of staff and patient experience of the same incident. 

Nordic Journal of Psychiatry, 58(5), 363–369. 

https://doi.org/10.1080/08039480410005918  

O'Reilly, K., O'Connell, P., O'Sullivan, D., Corvin, A., Sheerin, J., O'Flynn, P., Donohoe, 

G., McCarthy, H., Ambrosh, D., O'Donnell, M., Ryan, A., & Kennedy, H. G. (2019). 

Moral cognition, the missing link between psychotic symptoms and acts of violence: 

a cross-sectional national forensic cohort study. BMC Psychiatry, 19(1), 408. 

https://doi.org/10.1186/s12888-019-2372-4 

Palmstierna, T., & Wistedt, B. (1987). Staff observation aggression scale, SOAS: 

Presentation and evaluation. Acta Psychiatrica Scandinavica, 76(6), 657–663. 

https://doi.org/10.1111/j.1600-0447.1987.tb02936.x  

https://doi.org/10.1111/inm.12812
https://doi.org/10.1097/YPG.0000000000000239
https://psycnet.apa.org/doi/10.1080/24732850.2021.2001195
https://doi.org/10.1016/S2215-0366(23)00256-0
https://doi.org/10.3109/08039488.2014.908949
https://doi.org/10.1016/j.apnu.2015.06.009
https://doi.org/10.1111/scs.12075
https://doi.org/10.1080/08039480410005918
https://doi.org/10.1186/s12888-019-2372-4
https://doi.org/10.1111/j.1600-0447.1987.tb02936.x


127 

Papadopoulos, C., Ross, J., Stewart, D., Dack, C., James, K., & Bowers, L. (2012). The 

antecedents of violence and aggression within psychiatric in-patient settings. Acta 

Psychiatrica Scandinavica, 125(6), 425–439. https://doi.org/10.1111/j.1600-

0447.2012.01827.x  

Papapietro D. J. (2019). Involving Forensic Patients in Treatment Planning Increases 

Cooperation and May Reduce Violence Risk. The Journal of the American Academy 

of Psychiatry and the Law, 47(1), 35–41. https://doi.org/10.29158/JAAPL.003815-19  

Parmigiani, G., Barchielli, B., Casale, S., Mancini, T., & Ferracuti, S. (2022). The impact 

of machine learning in predicting risk of violence: A systematic review. Frontiers in 

Psychiatry, 13, 1015914. https://doi.org/10.3389/fpsyt.2022.1015914  

Parrott, D. J., & Giancola, P. R. (2007). Addressing “The criterion problem” in the 

assessment of aggressive behavior: Development of a new taxonomic system. 

Aggression and Violent Behavior, 12(3), 280-299. 

https://doi.org/10.1016/j.avb.2006.08.002  

Patrick, C. J., Kramer, M. D., Krueger, R. F., & Markon, K. E. (2013). Optimizing 

efficiency of psychopathology assessment through quantitative modeling: 

development of a brief form of the Externalizing Spectrum Inventory. Psychological 

Assessment, 25(4), 1332–1348. https://doi.org/10.1037/a0034864  

Paulino, A., Kuja-Halkola, R., Fazel, S., Sariaslan, A., Rietz, E. D., Lichtenstein, P., & 

Brikell, I. (2023). Post-traumatic stress disorder and the risk of violent crime 

conviction in Sweden: a nationwide, register-based cohort study. The Lancet. Public 

Health, 8(6), e432–e441. https://doi.org/10.1016/S2468-2667(23)00075-0  

Pearce, S., & Pickard, H. (2009). The moral content of psychiatric treatment. The British 

Journal of Psychiatry, 195(4), 281–282. https://doi.org/10.1192/bjp.bp.108.062729  

Pedersen, S. H., Bergman, H., Berlin, J., & Hartvigsson, T. (2021). Perspectives on 

Recruitment and Representativeness in Forensic Psychiatric Research. Frontiers in 

Psychiatry, 12, 647450. https://doi.org/10.3389/fpsyt.2021.647450  

Pedersen, S. H., Radovic, S., Nilsson, T., & Eriksson, L. (2025). Dual-roles and beyond: 

values, ethics, and practices in forensic mental health decision-making. Medicine, 

Health Care and Philosophy, 28, 199-211. https://doi.org/10.1007/s11019-024-

10247-2  

Pelto-Piri, V., Wallsten, T., Hylén, U., Nikban, I., & Kjellin, L. (2019). Feeling safe or 

unsafe in psychiatric inpatient care, a hospital-based qualitative interview study with 

inpatients in Sweden. International Journal of Mental Health Systems, 13, 23. 

https://doi.org/10.1186/s13033-019-0282-y  

Penney, S. R. (2021). Innovations in violence risk assessment: What aviation can teach us 

about assessing and managing risk for rare and serious outcomes. International 

Journal of Law and Psychiatry, 77, 101710. 

https://doi.org/10.1016/j.ijlp.2021.101710  

Persson, M., Belfrage, H., Fredriksson, B., & Kristiansson, M. (2017). Violence during 

imprisonment, forensic psychiatric care, and probation: Correlations and predictive 

validity of the risk assessment instruments COVR, LSI-R, HCR-20V3, and 

SAPROF. The International Journal of Forensic Mental Health, 16(2), 117–129. 

https://doi.org/10.1080/14999013.2016.1266420  

https://doi.org/10.1111/j.1600-0447.2012.01827.x
https://doi.org/10.1111/j.1600-0447.2012.01827.x
https://doi.org/10.29158/JAAPL.003815-19
https://doi.org/10.3389/fpsyt.2022.1015914
https://doi.org/10.1016/j.avb.2006.08.002
https://doi.org/10.1037/a0034864
https://doi.org/10.1016/S2468-2667(23)00075-0
https://doi.org/10.1192/bjp.bp.108.062729
https://doi.org/10.3389/fpsyt.2021.647450
https://doi.org/10.1007/s11019-024-10247-2
https://doi.org/10.1007/s11019-024-10247-2
https://doi.org/10.1186/s13033-019-0282-y
https://doi.org/10.1016/j.ijlp.2021.101710
https://doi.org/10.1080/14999013.2016.1266420


128 

Peterson, J. K., Skeem, J., Kennealy, P., Bray, B., & Zvonkovic, A. (2014). How often and 

how consistently do symptoms directly precede criminal behavior among offenders 

with mental illness?. Law and Human Behavior, 38(5), 439–449. 

https://doi.org/10.1037/lhb0000075  

Pickard, H. (2014). Responsibility without Blame: Therapy, Philosophy, Law. Prison 

Service Journal, 213, 10–16.  

Potegal, M., & Nordman, J. C. (2023). Non-angry aggressive arousal and 

angriffsberietschaft: A narrative review of the phenomenology and physiology of 

proactive/offensive aggression motivation and escalation in people and other 

animals. Neuroscience and Biobehavioral Reviews, 147, 105110. 

https://doi.org/10.1016/j.neubiorev.2023.105110  

President’s Commission for the Study of Ethical Problems in Medicine and Biomedical 

and Behavioral Research. (1982). Making Health Care Decisions. The Ethical and 

Legal Implications of Informed Consent in the Patient–Practitioner Relationship. 

Price, O., Armitage, C. J., Bee, P., Brooks, H., Lovell, K., Butler, D., Cree, L., Fishwick, 

P., Grundy, A., Johnston, I., Mcpherson, P., Riches, H., Scott, A., Walker, L., & 

Papastavrou Brooks, C. (2024). De-escalating aggression in acute inpatient mental 

health settings: a behaviour change theory-informed, secondary qualitative analysis 

of staff and patient perspectives. BMC Psychiatry, 24(1), 548. 

https://doi.org/10.1186/s12888-024-05920-y  

Priebe, S. (2017). Common sense alone is not enough. World Psychiatry, 16(2), 157–158. 

https://doi.org/10.1002/wps.20416  

Prins, H. (2005). Taking chances: risk assessment and management in a risk obsessed 

society. Medicine, Science, and the Law, 45(2), 93–109. 

https://doi.org/10.1258/rsmmsl.45.2.93  

Prochazka, H., & Ågren, H. (2001). Aggression in the general Swedish population, 

measured with a new self-rating inventory: The Aggression Questionnaire--revised 

Swedish version (AQ-RSV). Nordic Journal of Psychiatry, 55(1), 17–23. 

https://doi.org/10.1080/080394801750093661  

Prop. 1990/91:58. Regarding compulsory psychiatric care etc. [Om psykiatrisk 

tvångsvård, m. m.]. https://www.riksdagen.se/sv/dokument-och-

lagar/dokument/proposition/om-psykiatrisk-tvangsvard-m-m_ge0358/html/  

Prop. 2016/17:94. Increased patient participation in psychiatric compulsory care and 

forensic psychiatric care [Ökad patientmedverkan vid psykiatrisk tvångsvård och 

rättspsykiatrisk vård]. 

https://www.regeringen.se/contentassets/c072eaea781c478b9a3f970aa69d3039/okad-

patientmedverkan-vid-psykiatrisk-tvangsvard-och-rattspsykiatrisk-vard-prop-2016-

17_94.pdf  

Pulsford, D., Crumpton, A., Baker, A., Wilkins, T., Wright, K., & Duxbury, J. (2013). 

Aggression in a high secure hospital: staff and patient attitudes. Journal of 

Psychiatric and Mental Health Nursing, 20(4), 296–304. 

https://doi.org/10.1111/j.1365-2850.2012.01908.x  

https://doi.org/10.1037/lhb0000075
https://doi.org/10.1016/j.neubiorev.2023.105110
https://doi.org/10.1186/s12888-024-05920-y
https://doi.org/10.1002/wps.20416
https://doi.org/10.1258/rsmmsl.45.2.93
https://doi.org/10.1080/080394801750093661
https://www.riksdagen.se/sv/dokument-och-lagar/dokument/proposition/om-psykiatrisk-tvangsvard-m-m_ge0358/html/
https://www.riksdagen.se/sv/dokument-och-lagar/dokument/proposition/om-psykiatrisk-tvangsvard-m-m_ge0358/html/
https://www.regeringen.se/contentassets/c072eaea781c478b9a3f970aa69d3039/okad-patientmedverkan-vid-psykiatrisk-tvangsvard-och-rattspsykiatrisk-vard-prop-2016-17_94.pdf
https://www.regeringen.se/contentassets/c072eaea781c478b9a3f970aa69d3039/okad-patientmedverkan-vid-psykiatrisk-tvangsvard-och-rattspsykiatrisk-vard-prop-2016-17_94.pdf
https://www.regeringen.se/contentassets/c072eaea781c478b9a3f970aa69d3039/okad-patientmedverkan-vid-psykiatrisk-tvangsvard-och-rattspsykiatrisk-vard-prop-2016-17_94.pdf
https://doi.org/10.1111/j.1365-2850.2012.01908.x


129 

Puzzo, I., Aldridge-Waddon, L., Bush, E., & Farr, C. (2019). The relationship between 

ward social climate, ward sense of community, and incidents of disruptive behavior: 

A study of a high secure psychiatric sample. The International Journal of Forensic 

Mental Health, 18(2), 153–163. https://doi.org/10.1080/14999013.2018.1532972 

Quanbeck, C. D., McDermott, B. E., Lam, J., Eisenstark, H., Sokolov, G., & Scott, C. L. 

(2007). Categorization of aggressive acts committed by chronically assaultive state 

hospital patients. Psychiatric Services, 58(4), 521-528. 

https://doi.org/10.1176/ps.2007.58.4.521  

Quirk, A., Lelliott, P., & Seale, C. (2004). Service users' strategies for managing risk in the 

volatile environment of an acute psychiatric ward. Social Science & Medicine, 

59(12), 2573–2583. https://doi.org/10.1016/j.socscimed.2004.04.005  

Radovic, S., & Höglund, P. (2014). Explanations for violent behaviour--an interview study 

among forensic in-patients. International Journal of Law and Psychiatry, 37(2), 142–

148. https://doi.org/10.1016/j.ijlp.2013.11.011  

Raine, A., Dodge, K., Loeber, R., Gatzke-Kopp, L., Lynam, D., Reynolds, C., Stouthamer-

Loeber, M., & Liu, J. (2006). The Reactive-Proactive Aggression Questionnaire: 

Differential Correlates of Reactive and Proactive Aggression in Adolescent Boys. 

Aggressive Behavior, 32(2), 159–171. https://doi.org/10.1002/ab.20115  

Ramesh, T., Igoumenou, A., Montes, M. V., & Fazel, S. (2018). Use of risk assessment 

instruments to predict violence in forensic psychiatric hospitals: a systematic review 

and meta-analysis. European Psychiatry, 52, 47-53. 

https://doi.org/10.1016/j.eurpsy.2018.02.007  

Rampling, J., Furtado, V., Winsper, C., Marwaha, S., Lucca, G., Livanou, M., & Singh, S. 

P. (2016). Non-pharmacological interventions for reducing aggression and violence 

in serious mental illness: A systematic review and narrative synthesis. European 

Psychiatry, 34, 17–28. https://doi.org/10.1016/j.eurpsy.2016.01.2422  

Ray, I., & Simpson, A. I. F. (2019). Shared Risk Formulation in Forensic Psychiatry. The 

Journal of the American Academy of Psychiatry and the Law, 47(1), 22–28. 

https://doi.org/10.29158/JAAPL.003813-19  

Regehr, C., Edwardh, M., & Bradford, J. (2000). Research ethics and forensic patients. The 

Canadian Journal of Psychiatry, 45(10), 892-898. 

https://doi.org/10.1177/07067437000450100  

Reidy, D. E., Kearns, M. C., DeGue, S., Lilienfeld, S. O., Massetti, G., & Kiehl, K. A. 

(2015). Why psychopathy matters: Implications for public health and violence 

prevention. Aggression and Violent Behavior, 24, 214–225. 

https://doi.org/10.1016/j.avb.2015.05.018  

Reynolds, L. M., Jones, J. C., Davies, J. P., Freeth, D., & Heyman, B. (2014). Playing the 

game: service users’ management of risk status in a UK medium secure forensic 

mental health service. Health, Risk & Society, 16(3), 199–209. 

https://doi.org/10.1080/13698575.2014.911820  

Risk Management Authority. (2007). Standards and Guidelines: Risk Management of 

Offenders Subject to an Order for Lifelong Restriction Version 1.   

https://psycnet.apa.org/doi/10.1080/14999013.2018.1532972
https://doi.org/10.1176/ps.2007.58.4.521
https://doi.org/10.1016/j.socscimed.2004.04.005
https://doi.org/10.1016/j.ijlp.2013.11.011
https://doi.org/10.1002/ab.20115
https://doi.org/10.1016/j.eurpsy.2018.02.007
https://doi.org/10.1016/j.eurpsy.2016.01.2422
https://doi.org/10.29158/JAAPL.003813-19
https://doi.org/10.1177/07067437000450100
https://doi.org/10.1016/j.avb.2015.05.018
https://doi.org/10.1080/13698575.2014.911820


130 

Roaldset, J. O., & Björkly, S. (2010). Patients’ own statements of their future risk for 

violent and self-harm behaviour: A prospective inpatient and post-discharge follow-

up study in an acute psychiatric unit. Psychiatry Research, 178(1), 153–159. 

https://doi.org/10.1016/j.psychres.2010.04.012  

Rodrigues, N. C., Ham, E., Hilton, N. Z., & Seto, M. C. (2021). Workplace characteristics 

of forensic and nonforensic psychiatric units associated with posttraumatic stress 

disorder (PTSD) symptoms. Psychological Services, 18(4), 464–473. 

https://doi.org/10.1037/ser0000405  

Rose, N. (1998). Governing risky individuals: The role of psychiatry in new regimes of 

control. Psychiatry, Psychology and Law, 5(2), 177–195. 

https://doi.org/10.1080/13218719809524933 

Royal College of Psychiatrists. (2016). Rethinking Risk to Others in Mental Health 

Services (Council Report 201). 

Sadler, J. Z. (2024). Vice and Psychiatric Diagnosis. Oxford University Press. 

Sandman, L., & Munthe, C. (2009). Shared decision-making and patient autonomy. 

Theoretical Medicine and Bioethics, 30(4), 289–310. https://doi.org/10.1007/s11017-

009-9114-4  

Sariaslan, A., Arseneault, L., Larsson, H., Lichtenstein, P., & Fazel, S. (2020). Risk of 

Subjection to Violence and Perpetration of Violence in Persons With Psychiatric 

Disorders in Sweden. JAMA Psychiatry, 77(4), 359–367. 

https://doi.org/10.1001/jamapsychiatry.2019.4275  

Sariaslan, A., & Fazel, S. (2023). Reply to Seon et al.’s ‘To prevent arrest and convictions, 

prescribe antipsychotics’. Psychological Medicine, 53(7), 3236–3237. 

https://doi.org/10.1017/S0033291721004530  

Sariaslan, A., Leucht, S., Zetterqvist, J., Lichtenstein, P., & Fazel, S. (2022). Associations 

between individual antipsychotics and the risk of arrests and convictions of violent 

and other crime: a nationwide within-individual study of 74 925 persons. 

Psychological Medicine, 52(16), 3792–3800. 

https://doi.org/10.1017/S0033291721000556  

Schröder, A., Agrim, J., & Lundqvist, L. O. (2013). The quality in psychiatric care-

forensic in-patient instrument: psychometric properties and patient views of the 

quality of forensic psychiatric services in Sweden. Journal of Forensic Nursing, 9(4), 

225–234. https://doi.org/10.1097/JFN.0b013e31827f5d2f  

Sellbom, M. (2016). Elucidating the validity of the externalizing spectrum of 

psychopathology in correctional, forensic, and community samples. Journal of 

Abnormal Psychology, 125(8), 1027–1038. https://doi.org/10.1037/abn0000171  

Selvin, M., Almqvist, K., Kjellin, L., & Schröder, A. (2016). The Concept of Patient 

Participation in Forensic Psychiatric Care: The Patient Perspective. Journal of 

Forensic Nursing, 12(2), 57–63. https://doi.org/10.1097/JFN.0000000000000107  

Selvin, M., Almqvist, K., Kjellin, L., & Schröder, A. (2021). Patient participation in 

forensic psychiatric care: Mental health professionals' perspective. International 

Journal of Mental Health Nursing, 30(2), 461–468. 

https://doi.org/10.1111/inm.12806  

https://doi.org/10.1016/j.psychres.2010.04.012
https://doi.org/10.1037/ser0000405
https://psycnet.apa.org/doi/10.1080/13218719809524933
https://doi.org/10.1007/s11017-009-9114-4
https://doi.org/10.1007/s11017-009-9114-4
https://doi.org/10.1001/jamapsychiatry.2019.4275
https://doi.org/10.1017/S0033291721004530
https://doi.org/10.1017/S0033291721000556
https://doi.org/10.1097/JFN.0b013e31827f5d2f
https://doi.org/10.1037/abn0000171
https://doi.org/10.1097/JFN.0000000000000107
https://doi.org/10.1111/inm.12806


131 

Senior, M., Fazel, S., & Tsiachristas, A. (2020). The economic impact of violence 

perpetration in severe mental illness: A retrospective, prevalence-based analysis in 

England and Wales. The Lancet. Public Health, 5(2), e99–e106. 

https://doi.org/10.1016/S2468-2667(19)30245-2  

Senneseth, M., Pollak, C., Urheim, R., Logan, C., & Palmstierna, T. (2021). Personal 

recovery and its challenges in forensic mental health: systematic review and thematic 

synthesis of the qualitative literature. BJPsych Open, 8(1), e17. 

https://doi.org/10.1192/bjo.2021.1068  

Seto, M. C., Rodrigues, N. C., Ham, E., Kirsh, B., & Hilton, N. Z. (2020). Post-traumatic 

Stress Disorder, Depression, Anxiety Symptoms and Help Seeking in Psychiatric 

Staff: Trouble de stress post-traumatique, dépression, symptômes d'anxiété et 

recherche d'aide chez le personnel psychiatrique. Canadian Journal of Psychiatry. 

Revue Canadienne de Psychiatrie, 65(8), 577–583. 

https://doi.org/10.1177/0706743720916356  

SFS 1962:700. The Swedish Criminal Code. [Brottsbalken] 

https://www.government.se/contentassets/7a2dcae0787e465e9a2431554b5eab03/the-

swedish-criminal-code.pdf 

SFS 1991:1129. The Forensic Mental Care Act [Lag om rättspsykiatrisk vård]. 

https://www.riksdagen.se/sv/dokumentlagar/dokument/svensk-

forfattningssamling/lag-19911129-om-rattspsykiatrisk-vard_sfs-1991-1129    

SFS 1991:1137 The Forensic Mental Examination Act [Lag om rättspsykiatrisk 

undersökning]. https://www.riksdagen.se/sv/dokument-och-lagar/dokument/svensk-

forfattningssamling/lag-19911137-om-rattspsykiatrisk-undersokning_sfs-1991-1137/  

SFS 1991:2041. The Personal Examination in Criminal Cases Act [Lag om särskild 

personutredning i brottmål, m.m.]. https://www.riksdagen.se/sv/dokument-och-

lagar/dokument/svensk-forfattningssamling/lag-19912041-om-sarskild-

personutredning-i_sfs-1991-2041/  

SFS 2006:45. Law on Conversion of Life-time Prison Terms [Lag om omvandling av 

fängelse på livstid]. https://www.riksdagen.se/sv/dokument-och-

lagar/dokument/svensk-forfattningssamling/lag-200645-om-omvandling-av-fangelse-

pa_sfs-2006-45/  

SFS 2014:821. The Patient Act. [Patientlagen]. https://www.riksdagen.se/sv/dokument-

och-lagar/dokument/svensk-forfattningssamling/patientlag-2014821_sfs-2014-821/  

SFS 2017:30. The Swedish Health and Medical Service Act [Hälso- och sjukvårdslag]. 

https://www.riksdagen.se/sv/dokument-och-lagar/dokument/svensk-

forfattningssamling/halso-och-sjukvardslag-201730_sfs-2017-30/  

Shay, L. A., & Lafata, J. E. (2015). Where is the evidence? A systematic review of shared 

decision making and patient outcomes. Medical Decision Making, 35(1), 114–131. 

https://doi.org/10.1177/0272989X14551638  

Sheldon, K. (2011). Service users: experiences of risk and risk management. In R. 

Whittington & C. Logan (Eds.), Self‐harm and Violence: Towards Best Practice in 

Managing Risk in Mental Health Services, (pp. 9-34). John Wiley & Sons, Inc. 

https://doi.org/10.1016/S2468-2667(19)30245-2
https://doi.org/10.1192/bjo.2021.1068
https://doi.org/10.1177/0706743720916356
https://www.government.se/contentassets/7a2dcae0787e465e9a2431554b5eab03/the-swedish-criminal-code.pdf
https://www.government.se/contentassets/7a2dcae0787e465e9a2431554b5eab03/the-swedish-criminal-code.pdf
https://www.riksdagen.se/sv/dokumentlagar/dokument/svensk-forfattningssamling/lag-19911129-om-rattspsykiatrisk-vard_sfs-1991-1129
https://www.riksdagen.se/sv/dokumentlagar/dokument/svensk-forfattningssamling/lag-19911129-om-rattspsykiatrisk-vard_sfs-1991-1129
https://www.riksdagen.se/sv/dokument-och-lagar/dokument/svensk-forfattningssamling/lag-19911137-om-rattspsykiatrisk-undersokning_sfs-1991-1137/
https://www.riksdagen.se/sv/dokument-och-lagar/dokument/svensk-forfattningssamling/lag-19911137-om-rattspsykiatrisk-undersokning_sfs-1991-1137/
https://www.riksdagen.se/sv/dokument-och-lagar/dokument/svensk-forfattningssamling/lag-19912041-om-sarskild-personutredning-i_sfs-1991-2041/
https://www.riksdagen.se/sv/dokument-och-lagar/dokument/svensk-forfattningssamling/lag-19912041-om-sarskild-personutredning-i_sfs-1991-2041/
https://www.riksdagen.se/sv/dokument-och-lagar/dokument/svensk-forfattningssamling/lag-19912041-om-sarskild-personutredning-i_sfs-1991-2041/
https://www.riksdagen.se/sv/dokument-och-lagar/dokument/svensk-forfattningssamling/lag-200645-om-omvandling-av-fangelse-pa_sfs-2006-45/
https://www.riksdagen.se/sv/dokument-och-lagar/dokument/svensk-forfattningssamling/lag-200645-om-omvandling-av-fangelse-pa_sfs-2006-45/
https://www.riksdagen.se/sv/dokument-och-lagar/dokument/svensk-forfattningssamling/lag-200645-om-omvandling-av-fangelse-pa_sfs-2006-45/
https://www.riksdagen.se/sv/dokument-och-lagar/dokument/svensk-forfattningssamling/patientlag-2014821_sfs-2014-821/
https://www.riksdagen.se/sv/dokument-och-lagar/dokument/svensk-forfattningssamling/patientlag-2014821_sfs-2014-821/
https://www.riksdagen.se/sv/dokument-och-lagar/dokument/svensk-forfattningssamling/halso-och-sjukvardslag-201730_sfs-2017-30/
https://www.riksdagen.se/sv/dokument-och-lagar/dokument/svensk-forfattningssamling/halso-och-sjukvardslag-201730_sfs-2017-30/
https://doi.org/10.1177/0272989X14551638


132 

Silva, E. (2020). The HCR-20 and violence risk assessment - will a peak of inflated 

expectations turn to a trough of disillusionment? BJPsych Bulletin, 44(6), 269–271. 

https://doi.org/10.1192/bjb.2020.14  

Simms, L. J., Wright, A. G. C., Cicero, D., Kotov, R., Mullins-Sweatt, S. N., Sellbom, M., 

Watson, D., Widiger, T. A., & Zimmermann, J. (2022). Development of Measures 

for the Hierarchical Taxonomy of Psychopathology (HiTOP): A Collaborative Scale 

Development Project. Assessment, 29(1), 3–16. 

https://doi.org/10.1177/10731911211015309  

Simpson, A. I. F., & Penney, S. R. (2025). International developments in the provision of 

recovery-oriented care in forensic mental health services. World Psychiatry, 24(2), 

269–271. https://doi.org/10.1002/wps.21320  

Singh, J. P., Desmarais, S. L., Hurducas, C., Arbach-Lucioni, K., Condemarin, C., Dean, 

K., Doyle, M., Folino, J. O., Godoy-Cervera, V., Grann, M., Ho, R. M. Y., Large, M. 

M., Nielsen, L. H., Pham, T. H., Rebocho, M. F., Reeves, K. A., Rettenberger, M., de 

Ruiter, C., Seewald, K., & Otto, R. K. (2014). International perspectives on the 

practical application of violence risk assessment: A global survey of 44 countries. 

The International Journal of Forensic Mental Health, 13(3), 193–206. 

https://doi.org/10.1080/14999013.2014.922141  

Singh, J. P., Desmarais, S. L., Otto, R. K., Nicholls, T. L., Petersen, K. L., & Pritchard, M. 

M. (2016). The International Risk Survey: Use and perceived utility of structured 

violence risk assessment tools in 44 countries. In J. P. Singh, S. Bjørkly, & S. Fazel 

(Eds.), International Perspectives on Violence Risk Assessment (pp. 101–126). 

Oxford University Press. 

https://doi.org/10.1093/acprof:oso/9780199386291.003.0007  

Sitter, T. M., Virtanen, S., Edberg, H., Andiné, P., Fernqvist, A., Noland, E., Hirvikoski, 

T., Nilsson, T., & Chang, Z. (2025). Pharmacological treatment and psychiatric 

polypharmacy in forensic psychiatric care in Sweden. European Psychiatry, 1–19. 

Advance online publication. https://doi.org/10.1192/j.eurpsy.2025.10031  

Sivak, L., Forsman, J., & Masterman, T. (2023). Duration of forensic psychiatric care and 

subsequent criminal recidivism in individuals sentenced in Sweden between 2009 

and 2019. Frontiers in Psychiatry, 14, 1129993. 

https://doi.org/10.3389/fpsyt.2023.1129993  

Skeem, J. L., Kennealy, P., Monahan, J., Peterson, J., & Appelbaum, P. (2016). Psychosis 

uncommonly and inconsistently precedes violence among high-risk individuals. 

Clinical Psychological Science, 4(1), 40–49. 

https://doi.org/10.1177/2167702615575879 

Skeem, J. L., Manchak, S. M., Lidz, C. W., & Mulvey, E. P. (2013). The utility of patients' 

self-perceptions of violence risk: consider asking the person who may know best. 

Psychiatric Services, 64(5), 410–415. https://doi.org/10.1176/appi.ps.001312012  

Skeem, J. L., Steadman, H. J., & Manchak, S. M. (2015). Applicability of the Risk-Need-

Responsivity Model to Persons With Mental Illness Involved in the Criminal Justice 

System. Psychiatric Services, 66(9), 916–922. 

https://doi.org/10.1176/appi.ps.201400448  

https://doi.org/10.1192/bjb.2020.14
https://doi.org/10.1177/10731911211015309
https://doi.org/10.1002/wps.21320
https://doi.org/10.1080/14999013.2014.922141
https://doi.org/10.1093/acprof:oso/9780199386291.003.0007
https://doi.org/10.1192/j.eurpsy.2025.10031
https://doi.org/10.3389/fpsyt.2023.1129993
https://psycnet.apa.org/doi/10.1177/2167702615575879
https://doi.org/10.1176/appi.ps.001312012
https://doi.org/10.1176/appi.ps.201400448


133 

Skeem, J. L., Winter, E., Kennealy, P. J., Louden, J. E., & Tatar, J. R. (2014). Offenders 

with mental illness have criminogenic needs, too: toward recidivism reduction. Law 

and Human Behavior, 38(3), 212–224. https://doi.org/10.1037/lhb0000054  

Slade, M. (2017). Implementing shared decision making in routine mental health care. 

World Psychiatry, 16(2), 146–153. https://doi.org/10.1002/wps.20412  

Slamanig, R., Reisegger, A., Winkler, H., de Girolamo, G., Carrà, G., Crocamo, C., 

Fangerau, H., Markiewicz, I., Heitzman, J., Salize, H. J., Picchioni, M., & Wancata, 

J. (2021). A Systematic Review of Non-pharmacological Strategies to Reduce the 

Risk of Violence in Patients With Schizophrenia Spectrum Disorders in Forensic 

Settings. Frontiers in Psychiatry, 12, 618860. 

https://doi.org/10.3389/fpsyt.2021.618860  

Slemon, A., & Dhari, S. (2024). Envisioning a safety paradigm in inpatient mental health 

settings: Moving beyond zero-risk approaches. SSM-Mental Health, 5, 100315. 

https://doi.org/10.1016/j.ssmmh.2024.100315  

Slemon, A., Jenkins, E., & Bungay, V. (2017). Safety in psychiatric inpatient care: The 

impact of risk management culture on mental health nursing practice. Nursing 

Inquiry, 24(4), e12199. https://doi.org/10.1111/nin.12199  

Soe-Agnie, S. E., Paap, M. C. S., Nijman, H. L. I., & De Jong, C. A. J. (2021). 

Psychometric Properties of the Externalizing Spectrum Inventory: Replication and 

Extension across Clinical and Non-Clinical Samples. Journal of Personality 

Assessment, 103(3), 332–341. https://doi.org/10.1080/00223891.2020.1753752  

Soe-Agnie, S. E., Patrick, C. J., Nijman, H. L. I., & De Jong, C. A. J. (2016). Validation of 

the full and brief Externalizing Spectrum Inventory in Dutch forensic inpatients. 

Journal of Forensic Psychiatry & Psychology, 27(1), 77–91. 

https://doi.org/10.1080/14789949.2015.1090621  

Soothill, K., Francis, B., Sanderson, B., & Ackerley, E. (2000). Sex Offenders: Specialists, 

Generalists—or Both? A 32-year Criminological Study. The British Journal of 

Criminology, 40(1), 56–67. http://www.jstor.org/stable/23638530  

SOU 2002:3. Mental disorder, crime and accountability [Psykisk störning, brott och 

ansvar]. https://www.regeringen.se/rattsliga-dokument/statens-

offentligautredningar/2002/01/sou-20023/ 

SOU 2012:17. Psychiatry and the law – compulsory care, criminal responsibility and 

societal protection [Psykiatrin och lagen – tvångsvård, straffansvar och 

samhällsskydd]. https://www.regeringen.se/rattsliga-dokument/statensoffentliga-

utredningar/2012/04/sou-201217/  

Specker, J., Focquaert, F., Sterckx, S., & Schermer, M. H. N. (2020). Forensic 

practitioners’ views on stimulating moral development and moral growth in forensic 

psychiatric care. Neuroethics, 13(1), 73–85. https://doi.org/10.1007/s12152-018-

9363-x  

Spencer, B. W. J., Shields, G., Gergel, T., Hotopf, M., & Owen, G. S. (2017). Diversity or 

disarray? A systematic review of decision-making capacity for treatment and 

research in schizophrenia and other non-affective psychoses. Psychological 

Medicine, 47(11), 1906–1922. https://doi.org/10.1017/S0033291717000502 

https://doi.org/10.1037/lhb0000054
https://doi.org/10.1002/wps.20412
https://doi.org/10.3389/fpsyt.2021.618860
https://doi.org/10.1016/j.ssmmh.2024.100315
https://doi.org/10.1111/nin.12199
https://doi.org/10.1080/00223891.2020.1753752
https://doi.org/10.1080/14789949.2015.1090621
http://www.jstor.org/stable/23638530
https://www.regeringen.se/rattsliga-dokument/statens-offentligautredningar/2002/01/sou-20023/
https://www.regeringen.se/rattsliga-dokument/statens-offentligautredningar/2002/01/sou-20023/
https://www.regeringen.se/rattsliga-dokument/statensoffentliga-utredningar/2012/04/sou-201217/
https://www.regeringen.se/rattsliga-dokument/statensoffentliga-utredningar/2012/04/sou-201217/
https://psycnet.apa.org/doi/10.1007/s12152-018-9363-x
https://psycnet.apa.org/doi/10.1007/s12152-018-9363-x
https://doi.org/10.1017/S0033291717000502


134 

Spiers, S., Harney, K., & Chilvers, C. (2005). Service user involvement in forensic mental 

health: Can it work? The Journal of Forensic Psychiatry & Psychology, 16(2), 211–

220. https://doi.org/10.1080/14789940500098137  

Spitzer, R. L. (1983). Psychiatric diagnosis: are clinicians still necessary?. Comprehensive 

Psychiatry, 24(5), 399–411. https://doi.org/10.1016/0010-440x(83)90032-9  

Spruin, E., Dunleavy, T., Mitchell, C., & Siesmaa, B. (2022). Investigating the criminal 

thinking styles of mentally disordered offenders within the UK. Journal of Forensic 

Practice, 24(4), 326–340. https://doi.org/10.1108/JFP-03-2022-0014  

Stahl, S. M. (2014). Deconstructing violence as a medical syndrome: mapping psychotic, 

impulsive, and predatory subtypes to malfunctioning brain circuits. CNS Spectrums, 

19(5), 357–365. https://doi.org/10.1017/S1092852914000522  

Steadman, H. J. (1973). Implications from the Baxstrom experience. Bulletin of the 

American Academy of Psychiatry & the Law, 1(3), 189–196. 

Steadman, H. J. (2000). From dangerousness to risk assessment of community violence: 

taking stock at the turn of the century. The Journal of the American Academy of 

Psychiatry and the Law, 28(3), 265–271.  

Stevenson, K. N., Jack, S. M., O'Mara, L., & LeGris, J. (2015). Registered nurses' 

experiences of patient violence on acute care psychiatric inpatient units: an 

interpretive descriptive study. BMC Nursing, 14, 35. https://doi.org/10.1186/s12912-

015-0079-5  

Stewart, D., & Bowers, L. (2013). Inpatient verbal aggression: content, targets and patient 

characteristics. Journal of Psychiatric and Mental Health Nursing, 20(3), 236–243. 

https://doi.org/10.1111/j.1365-2850.2012.01905.x  

Stinson, J. D., Quinn, M. A., Menditto, A. A., & LeMay, C. C. (2021). Adverse childhood 

experiences and the onset of aggression and criminality in a forensic inpatient 

sample. The International Journal of Forensic Mental Health, 20(4), 374–385. 

https://doi.org/10.1080/14999013.2021.1895375 

Stone, T., McMillan, M., Hazelton, M., & Clayton, E. H. (2011). Wounding words: 

swearing and verbal aggression in an inpatient setting. Perspectives in Psychiatric 

Care, 47(4), 194–203. https://doi.org/10.1111/j.1744-6163.2010.00295.x  

Strindlöv, J., (2020, August 24). Johnny har varit inlåst på rättspsyk i över 20 år. Dagens 

Nyheter. https://www.dn.se/nyheter/sverige/johnny-har-varit-inlast-pa-rattspsyk-i-

over-20-ar/  

Svensson, I., Fälth, L., & Persson, B. (2015). Reading level and the prevalence of a 

dyslexic profile among patients in a forensic psychiatric clinic. Journal of Forensic 

Psychiatry & Psychology, 26(4), 532–550. 

https://doi.org/10.1080/14789949.2015.1037329  

Swanson J. W. (2008). Preventing the unpredicted: managing violence risk in mental 

health care. Psychiatric Services, 59(2), 191–193. 

https://doi.org/10.1176/ps.2008.59.2.191  

https://doi.org/10.1080/14789940500098137
https://doi.org/10.1016/0010-440x(83)90032-9
https://psycnet.apa.org/doi/10.1108/JFP-03-2022-0014
https://doi.org/10.1017/S1092852914000522
https://doi.org/10.1186/s12912-015-0079-5
https://doi.org/10.1186/s12912-015-0079-5
https://doi.org/10.1111/j.1365-2850.2012.01905.x
https://psycnet.apa.org/doi/10.1080/14999013.2021.1895375
https://doi.org/10.1111/j.1744-6163.2010.00295.x
https://www.dn.se/nyheter/sverige/johnny-har-varit-inlast-pa-rattspsyk-i-over-20-ar/
https://www.dn.se/nyheter/sverige/johnny-har-varit-inlast-pa-rattspsyk-i-over-20-ar/
https://doi.org/10.1080/14789949.2015.1037329
https://doi.org/10.1176/ps.2008.59.2.191


135 

Swedish Association of Local Authorities and Regions [Sveriges Kommuner och 

Regioner]. (2018). The content of the care in forensic psychiatry – survey 2017 

[Vårdens innehåll i rättspsykiatrin – kartläggning 2017]. 

https://www.uppdragpsykiskhalsa.se/wp-content/uploads/2018/04/V%C3%A5rdens-

inneh%C3%A5ll-i-r%C3%A4ttspykiatrin-kartl%C3%A4ggning-2017.pdf  

Swedish Association of Local Authorities and Regions [Sveriges Kommuner och 

Regioner]. (2024). Psychiatry in numbers —mapping of forensic psychiatry 2023 

[Psykiatrin i siffror — kartläggning av rättspsykiatrin 2023]. 

https://skr.se/skr/tjanster/rapporterochskrifter/publikationer/psykiatrinisiffrorkartlagg

ningavrattspsykiatrin2023.82134.html    

Swedish National Forensic Psychiatric Register. (2024). RättspsyK. Annual report 2024. 

Swedish National Forensic Psychiatric Register. 

https://registercentrum.blob.core.windows.net/rattspsyk/r/RattspsykArsrapport-

2023_sMCY4jN9.pdf  

Swedish Research Council [Vetenskapsrådet]. (2017). Mapping of forensic psychiatric 

research [Kartläggning av rättspsykiatrisk forskning]. Stockholm: Vetenskapsrådet. 

ISBN 978-91-7307-349-3  

Szmukler, G. (2000). Homicide inquiries: what sense do they make?. Psychiatric Bulletin, 

24(1), 6-10. https://doi.org/10.1192/pb.24.1.6  

Szmukler, G., Everitt, B., & Leese, M. (2012). Risk assessment and receiver operating 

characteristic curves. Psychological Medicine, 42(5), 895-898. 

https://doi.org/10.1017/S003329171100208X  

Söderberg, A., Wallinius, M., & Hörberg, U. (2020). An Interview Study of Professional 

Carers' Experiences of Supporting Patient Participation in a Maximum Security 

Forensic Psychiatric Setting. Issues in Mental Health Nursing, 41(3), 201–210. 

https://doi.org/10.1080/01612840.2019.1658833 

Söderberg, A., Wallinius, M., Munthe, C., Rask, M., & Hörberg, U. (2022). Patients' 

Experiences of Participation in High-Security, Forensic Psychiatric Care. Issues in 

Mental Health Nursing, 43(7), 683–692. 

https://doi.org/10.1080/01612840.2022.2033894  

Tarasoff v. Regents of University of California, 13 C.3d 177, 529 P.2d 553, 118 Cal. Rptr. 

129 (1976).  

Tedeschi, J. T., & Quigley, B. M. (1996). Limitations of laboratory paradigms for studying 

aggression. Aggression and Violent Behavior, 1(2), 163-177. 

https://doi.org/10.1016/1359-1789(95)00014-3  

Tenneij, N. H., Goedhard, L. E., Stolker, J. J., Nijman, H., & Koot, H. M. (2009). The 

correspondence between the Staff Observation Aggression Scale-Revised and two 

other indicators for aggressive incidents. Archives of Psychiatric Nursing, 23(4), 

283–288. https://doi.org/10.1016/j.apnu.2008.07.001  

Tesli, N., & Vaskinn, A. (2024). Violence and schizophrenia: let us take a deep breath and 

gain a meta-perspective. The British Journal of Psychiatry, 225(5), 508–509. 

https://doi.org/10.1192/bjp.2024.187  

https://www.uppdragpsykiskhalsa.se/wp-content/uploads/2018/04/V%C3%A5rdens-inneh%C3%A5ll-i-r%C3%A4ttspykiatrin-kartl%C3%A4ggning-2017.pdf
https://www.uppdragpsykiskhalsa.se/wp-content/uploads/2018/04/V%C3%A5rdens-inneh%C3%A5ll-i-r%C3%A4ttspykiatrin-kartl%C3%A4ggning-2017.pdf
https://skr.se/skr/tjanster/rapporterochskrifter/publikationer/psykiatrinisiffrorkartlaggningavrattspsykiatrin2023.82134.html
https://skr.se/skr/tjanster/rapporterochskrifter/publikationer/psykiatrinisiffrorkartlaggningavrattspsykiatrin2023.82134.html
https://registercentrum.blob.core.windows.net/rattspsyk/r/RattspsykArsrapport-2023_sMCY4jN9.pdf
https://registercentrum.blob.core.windows.net/rattspsyk/r/RattspsykArsrapport-2023_sMCY4jN9.pdf
https://doi.org/10.1192/pb.24.1.6
https://doi.org/10.1017/S003329171100208X
https://doi.org/10.1080/01612840.2019.1658833
https://doi.org/10.1080/01612840.2022.2033894
https://doi.org/10.1016/1359-1789(95)00014-3
https://doi.org/10.1016/j.apnu.2008.07.001
https://doi.org/10.1192/bjp.2024.187


136 

Thomas, S. D., Daffern, M., Martin, T., Ogloff, J. R., Thomson, L. D., & Ferguson, M. 

(2009). Factors associated with seclusion in a statewide forensic psychiatric service 

in Australia over a 2-year period. International Journal of Mental Health Nursing, 

18(1), 2–9. https://doi.org/10.1111/j.1447-0349.2008.00567.x  

Thorndike, E. L. (1918). The Nature, Purposes, and General Methods of Measurements of 

Educational Products. Teachers College Record, 19(7), 16-24. 

https://doi.org/10.1177/016146811801900702  

Thumiger, C. (2017). The Vital Functions and Mental Life: Sleep, Food and Drink, Sex, 

Death. In A History of the Mind and Mental Health in Classical Greek Medical 

Thought (pp. 174–272). Cambridge University Press. 

Tomlin, J., Bartlett, P., & Völlm, B. (2018). Experiences of restrictiveness in forensic 

psychiatric care: Systematic review and concept analysis. International Journal of 

Law and Psychiatry, 57, 31-41. https://doi.org/10.1016/j.ijlp.2017.12.006  

Tomlin, J., Lega, I., Braun, P., Kennedy, H. G., Herrando, V. T., Barroso, R., Castelletti, 

L., Mirabella, F., Scarpa, F., Völlm, B., & experts of COST Action IS1302 (2021). 

Forensic mental health in Europe: some key figures. Social Psychiatry and 

Psychiatric Epidemiology, 56(1), 109–117. https://doi.org/10.1007/s00127-020-

01909-6  

Torrey, E. F. (2011). Stigma and violence: isn't it time to connect the dots?. Schizophrenia 

Bulletin, 37(5), 892–896. https://doi.org/10.1093/schbul/sbr057  

Tortora, L., Meynen, G., Bijlsma, J., Tronci, E., & Ferracuti, S. (2020). Neuroprediction 

and A.I. in Forensic Psychiatry and Criminal Justice: A Neurolaw Perspective. 

Frontiers in Psychology, 11, 220. https://doi.org/10.3389/fpsyg.2020.00220  

Tremblay, R. E. (2000). The development of aggressive behaviour during childhood: What 

have we learned in the past century? International Journal of Behavioral 

Development, 24(2), 129–141. https://doi.org/10.1080/016502500383232  

Tremblay, R. E., Vitaro, F., & Côté, S. M. (2018). Developmental Origins of Chronic 

Physical Aggression: A Bio-Psycho-Social Model for the Next Generation of 

Preventive Interventions. Annual Review of Psychology, 69, 383–407. 

https://doi.org/10.1146/annurev-psych-010416-044030  

Troquete, N. A., van den Brink, R. H., Beintema, H., Mulder, T., van Os, T. W., 

Schoevers, R. A., & Wiersma, D. (2013). Risk assessment and shared care planning 

in out-patient forensic psychiatry: cluster randomised controlled trial. The British 

Journal of Psychiatry, 202(5), 365–371. https://doi.org/10.1192/bjp.bp.112.113043  

Tully, J., Hafferty, J., Whiting, D., Dean, K., & Fazel, S. (2024). Forensic mental health: 

envisioning a more empirical future. The Lancet. Psychiatry, 11(11), 934–942. 

https://doi.org/10.1016/S2215-0366(24)00164-0  

Uhrskov Sørensen, L., Bengtson, S., Lund, J., Ibsen, M., & Långström, N. (2020). 

Mortality among male forensic and non-forensic psychiatric patients: matched cohort 

study of rates, predictors and causes-of-death. Nordic Journal of Psychiatry, 74(7), 

489–496. https://doi.org/10.1080/08039488.2020.1743753  

Ullrich, S., Keers, R., & Coid, J. W. (2014). Delusions, anger, and serious violence: New 

findings from the MacArthur Violence Risk Assessment Study. Schizophrenia 

Bulletin, 40(5), 1174–1181. https://doi.org/10.1093/schbul/sbt126  

https://doi.org/10.1111/j.1447-0349.2008.00567.x
https://doi.org/10.1177/016146811801900702
https://doi.org/10.1016/j.ijlp.2017.12.006
https://doi.org/10.1007/s00127-020-01909-6
https://doi.org/10.1007/s00127-020-01909-6
https://doi.org/10.1093/schbul/sbr057
https://doi.org/10.3389/fpsyg.2020.00220
https://doi.org/10.1080/016502500383232
https://doi.org/10.1146/annurev-psych-010416-044030
https://doi.org/10.1192/bjp.bp.112.113043
https://doi.org/10.1016/S2215-0366(24)00164-0
https://doi.org/10.1080/08039488.2020.1743753
https://psycnet.apa.org/doi/10.1093/schbul/sbt126


137 

Uppal, G., & McMurran, M. (2009). Recorded incidents in a high‐secure hospital: A 

descriptive analysis. Criminal Behaviour and Mental Health, 19(4), 265-276. 

https://doi.org/10.1002/cbm.74  

Ustrup, M., Roe, D., & Speyer, H. (2025). Antipsychotic Deprescribing Analyzed as a 

Wicked Problem. Journal of Humanistic Psychology, 0(0), 1-24. 

https://doi.org/10.1177/00221678251328088  

van Dongen, J. D., Haveman, Y., Sergiou, C. S., & Choy, O. (2024). Neuroprediction of 

violence and criminal behavior using neuro-imaging data: From innovation to 

considerations for future directions. Aggression and Violent Behavior, 102008. 

https://doi.org/10.1016/j.avb.2024.102008  

van Geel, M., Toprak, F., Goemans, A., Zwaanswijk, W., & Vedder, P. (2017). Are Youth 

Psychopathic Traits Related to Bullying? Meta-analyses on Callous-Unemotional 

Traits, Narcissism, and Impulsivity. Child Psychiatry and Human Development, 

48(5), 768–777. https://doi.org/10.1007/s10578-016-0701-0  

Vaughn, M. G., Maynard, B. R., Salas-Wright, C. P., Perron, B. E., & Abdon, A. (2013). 

Prevalence and correlates of truancy in the US: results from a national sample. 

Journal of Adolescence, 36(4), 767–776. 

https://doi.org/10.1016/j.adolescence.2013.03.015  

Vears, D. F., & Gillam, L. (2022). Inductive content analysis: A guide for beginning 

qualitative researchers. Focus on Health Professional Education: A Multi-

Professional Journal, 23(1), 111–127. https://doi.org/10.11157/fohpe.v23i1.544    

Veatch, R. M. (1972). Models for ethical medicine in a revolutionary age. What physician-

patient roles foster the most ethical relationship?. The Hastings Center report, 2(3), 

5–7. https://doi.org/10.2307/3560825  

Vermeulen, J. M., Doedens, P., Boyette, L. N. J., Spek, B., Latour, C. H. M., & de Haan, 

L. (2019). "But I did not touch nobody!"-Patients' and nurses' perspectives and 

recommendations after aggression on psychiatric wards-A qualitative study. Journal 

of Advanced Nursing, 75(11), 2845–2854. https://doi.org/10.1111/jan.14107  

Verstegen, N., de Vogel, V., Huitema, A., Didden, R., & Nijman, H. (2020). Physical 

violence during mandatory psychiatric treatment: Prevalence and patient 

characteristics. Criminal Justice and Behavior, 47(7), 771–789. 

https://doi.org/10.1177/0093854820924691  

Verstegen, N., Peters-Scheffer, N., Didden, R., Nijman, H., & de Vogel, V. (2024). Patient 

experiences of victimization during mandatory psychiatric treatment: A qualitative 

study. Journal of Forensic Psychology Research and Practice, 24(1), 1–22. 

https://doi.org/10.1080/24732850.2022.2051662  

Verwijmeren, D., & Grootens, K. P. (2024). Shifting Perspectives on the Challenges of 

Shared Decision Making in Mental Health Care. Community Mental Health Journal, 

60(2), 292–307. https://doi.org/10.1007/s10597-023-01170-6  

Vigil‐Colet, A., Lorenzo‐Seva, U., Codorniu‐Raga, M. J., & Morales, F. (2005). Factor 

structure of the Buss‐Perry aggression questionnaire in different samples and 

languages. Aggressive Behavior, 31(6), 601–608. https://doi.org/10.1002/ab.20097   

https://doi.org/10.1002/cbm.74
https://doi.org/10.1177/00221678251328088
https://doi.org/10.1016/j.avb.2024.102008
https://doi.org/10.1007/s10578-016-0701-0
https://doi.org/10.1016/j.adolescence.2013.03.015
https://doi.org/10.11157/fohpe.v23i1.544
https://doi.org/10.2307/3560825
https://doi.org/10.1111/jan.14107
https://doi.org/10.1177/0093854820924691
https://doi.org/10.1080/24732850.2022.2051662
https://doi.org/10.1007/s10597-023-01170-6
https://doi.org/10.1002/ab.20097


138 

Vigil-Colet, A., Ruiz-Pamies, M., Anguiano-Carrasco, C., & Lorenzo-Seva, U. (2012). 

The impact of social desirability on psychometric measures of aggression. 

Psicothema, 24(2), 310-315. 

Viljoen, J. L., Cochrane, D. M., & Jonnson, M. R. (2018). Do risk assessment tools help 

manage and reduce risk of violence and reoffending? A systematic review. Law and 

Human Behavior, 42(3), 181–214. https://doi.org/10.1037/lhb0000280  

Viljoen, J. L., Goossens, I., Monjazeb, S., Cochrane, D. M., Vargen, L. M., Jonnson, M. 

R., Blanchard, A. J. E., Li, S. M. Y., & Jackson, J. R. (2025). Are risk assessment 

tools more accurate than unstructured judgments in predicting violent, any, and 

sexual offending? A meta-analysis of direct comparison studies. Behavioral Sciences 

& the Law, 43(1), 75–113. https://doi.org/10.1002/bsl.2698  

Viljoen, J. L., McLachlan, K., & Vincent, G. M. (2010). Assessing violence risk and 

psychopathy in juvenile and adult offenders: a survey of clinical practices. 

Assessment, 17(3), 377–395. https://doi.org/10.1177/1073191109359587  

Viljoen, J. L., & Vincent, G. M. (2024). Risk assessments for violence and reoffending: 

Implementation and impact on risk management. Clinical Psychology: Science and 

Practice, 31(2), 119–131. https://doi.org/10.1111/cpsp.12378  

Vojt, G., Thomson, L. D., & Marshall, L. A. (2013). The predictive validity of the HCR-20 

following clinical implementation: does it work in practice?. Journal of Forensic 

Psychiatry & Psychology, 24(3), 371-385. 

https://doi.org/10.1080/14789949.2013.800894  

Volavka, J., & Citrome, L. (2011). Pathways to aggression in schizophrenia affect results 

of treatment. Schizophrenia Bulletin, 37(5), 921–929. 

https://doi.org/10.1093/schbul/sbr041  

Völlm, B., & Nedopil, N. (Eds.). (2016). The use of coercive measures in forensic 

psychiatric care. Legal, Ethical and Practical Challenges. Springer Cham. 

https://doi.org/10.1007/978-3-319-26748-7  

Wagenmakers, E. J., Marsman, M., Jamil, T., Ly, A., Verhagen, J., Love, J., Selker, R., 

Gronau, Q. F., Šmíra, M., Epskamp, S., Matzke, D., Rouder, J. N., & Morey, R. D. 

(2018). Bayesian inference for psychology. Part I: Theoretical advantages and 

practical ramifications. Psychonomic Bulletin & Review, 25(1), 35–57. 

https://doi.org/10.3758/s13423-017-1343-3  

Wallinius, M., Delfin, C., Billstedt, E., Nilsson, T., Anckarsäter, H., & Hofvander, B. 

(2016). Offenders in emerging adulthood: School maladjustment, childhood 

adversities, and prediction of aggressive antisocial behaviors. Law and Human 

Behavior, 40(5), 551–563. https://doi.org/10.1037/lhb0000202  

Watson, D., Levin-Aspenson, H. F., Waszczuk, M. A., Conway, C. C., Dalgleish, T., 

Dretsch, M. N., Eaton, N. R., Forbes, M. K., Forbush, K. T., Hobbs, K. A., 

Michelini, G., Nelson, B. D., Sellbom, M., Slade, T., South, S. C., Sunderland, M., 

Waldman, I., Witthöft, M., Wright, A. G. C., Kotov, R., … HiTOP Utility 

Workgroup (2022). Validity and utility of Hierarchical Taxonomy of 

Psychopathology (HiTOP): III. Emotional dysfunction superspectrum. World 

Psychiatry, 21(1), 26–54. https://doi.org/10.1002/wps.20943  

https://doi.org/10.1037/lhb0000280
https://doi.org/10.1002/bsl.2698
https://doi.org/10.1177/1073191109359587
https://doi.org/10.1111/cpsp.12378
https://doi.org/10.1080/14789949.2013.800894
https://doi.org/10.1093/schbul/sbr041
https://doi.org/10.1007/978-3-319-26748-7
https://doi.org/10.3758/s13423-017-1343-3
https://doi.org/10.1037/lhb0000202
https://doi.org/10.1002/wps.20943


139 

Webster, C. D., Eaves, D., Douglas, K. S., & Wintrup, A. (1995). The HCR-20 Scheme: 

The Assessment of Dangerousness and Risk. Simon Fraser University and Forensic 

Psychiatric Services Commission of British Columbia. 

Webster, C. D., Haque, Q., & Hucker, S. J. (2013). Violence Risk Assessment and 

Management: Advances Through Structured Professional Judgement and Sequential 

Redirections. John Wiley & Sons. 

Weisburd, D. (2003). Ethical practice and evaluation of interventions in crime and justice. 

The moral imperative for randomized trials. Evaluation Review, 27(3), 336–354. 

https://doi.org/10.1177/0193841X03027003007  

Weltens, I., Bak, M., Verhagen, S., Vandenberk, E., Domen, P., van Amelsvoort, T., & 

Drukker, M. (2021). Aggression on the psychiatric ward: Prevalence and risk factors. 

A systematic review of the literature. PloS One, 16(10), e0258346. 

https://doi.org/10.1371/journal.pone.0258346  

Wertz, M., Schobel, S., Schiltz, K., & Rettenberger, M. (2023). A comparison of the 

predictive accuracy of structured and unstructured risk assessment methods for the 

prediction of recidivism in individuals convicted of sexual and violent offense. 

Psychological Assessment, 35(2), 152–164. https://doi.org/10.1037/pas0001192  

West, M. L., Yanos, P. T., & Mulay, A. L. (2014). Triple stigma of forensic psychiatric 

patients: Mental illness, race, and criminal history. The International Journal of 

Forensic Mental Health, 13(1), 75–90. 

https://doi.org/10.1080/14999013.2014.885471  

White, M. (2022). Sample size in quantitative instrument validation studies: A systematic 

review of articles published in Scopus, 2021. Heliyon, 8(12), e12223. 

https://doi.org/10.1016/j.heliyon.2022.e12223  

Whiting, D., Gulati, G., Geddes, J. R., Dean, K., & Fazel, S. (2024). Violence in 

schizophrenia: triangulating the evidence on perpetration risk. World Psychiatry, 

23(1), 158–160. https://doi.org/10.1002/wps.21171  

Whiting, D., Gulati, G., Geddes, J. R., & Fazel, S. (2022). Association of Schizophrenia 

Spectrum Disorders and Violence Perpetration in Adults and Adolescents From 15 

Countries: A Systematic Review and Meta-analysis. JAMA Psychiatry, 79(2), 120–

132. https://doi.org/10.1001/jamapsychiatry.2021.3721  

Whiting, D., Lennox, B. R., & Fazel, S. (2020). Violent outcomes in first-episode 

psychosis: A clinical cohort study. Early Intervention in Psychiatry, 14(3), 379–382. 

https://doi.org/10.1111/eip.12901  

Whiting, D., Lichtenstein, P., & Fazel, S. (2021). Violence and mental disorders: a 

structured review of associations by individual diagnoses, risk factors, and risk 

assessment. The Lancet. Psychiatry, 8(2), 150–161. https://doi.org/10.1016/S2215-

0366(20)30262-5 

Whittington, R., & Wykes, T. (1994). An observational study of associations between 

nurse behaviour and violence in psychiatric hospitals. Journal of Psychiatric and 

Mental Health Nursing, 1(2), 85–92. https://doi.org/10.1111/j.1365-

2850.1994.tb00024.x  

https://doi.org/10.1177/0193841X03027003007
https://doi.org/10.1371/journal.pone.0258346
https://doi.org/10.1037/pas0001192
https://doi.org/10.1080/14999013.2014.885471
https://doi.org/10.1016/j.heliyon.2022.e12223
https://doi.org/10.1002/wps.21171
https://doi.org/10.1001/jamapsychiatry.2021.3721
https://doi.org/10.1111/eip.12901
https://doi.org/10.1016/S2215-0366(20)30262-5
https://doi.org/10.1016/S2215-0366(20)30262-5
https://doi.org/10.1111/j.1365-2850.1994.tb00024.x
https://doi.org/10.1111/j.1365-2850.1994.tb00024.x


140 

Williams, T. Y., Boyd, J. C., Cascardi, M. A., & Poythress, N. (1996). Factor structure and 

convergent validity of the Aggression Questionnaire in an offender population. 

Psychological Assessment, 8(4), 398–403. https://doi.org/10.1037/1040-3590.8.4.398  

Wilson, C. M., Desmarais, S. L., Nicholls, T. L., Hart, S. D., & Brink, J. (2013). Predictive 

validity of dynamic factors: assessing violence risk in forensic psychiatric inpatients. 

Law and Human Behavior, 37(6), 377–388. https://doi.org/10.1037/lhb0000025  

Wistedt, B., Rasmussen, A., Pedersen, L., Malm, U., Träskman-Bendz, L., Wakelin, J., & 

Bech, P. (1990). The development of an observer-scale for measuring social 

dysfunction and aggression. Pharmacopsychiatry, 23(6), 249–252. 

https://doi.org/10.1055/s-2007-1014514  

Wolf, A., Whiting, D., & Fazel, S. (2017). Violence prevention in psychiatry: an umbrella 

review of interventions in general and forensic psychiatry. The Journal of Forensic 

Psychiatry & Psychology, 28(5), 659–673. 

https://doi.org/10.1080/14789949.2017.1284886  

World Medical Association (2013). World Medical Association Declaration of Helsinki: 

ethical principles for medical research involving human subjects. JAMA, 310(20), 

2191–2194. https://doi.org/10.1001/jama.2013.281053  

Wormith, J. S., Craig, L. A., & Hogue, T. E. (Eds.). (2020). The Wiley Handbook of What 

Works in Violence Risk Management: Theory, Research, and Practice. Wiley 

Blackwell. https://doi.org/10.1002/9781119315933 

Wrangham, R. W. (2018). Two types of aggression in human evolution. Proceedings of the 

National Academy of Sciences of the United States of America, 115(2), 245–253. 

https://doi.org/10.1073/pnas.1713611115  

Youn, S., Guadagno, B. L., Byrne, L. K., Watson, A. E., Murrihy, S., & Cotton, S. M. 

(2024). Systematic Review and Meta-analysis: Rates of Violence During First-

Episode Psychosis (FEP). Schizophrenia Bulletin, 50(4), 757–770. 

https://doi.org/10.1093/schbul/sbae010  

Yudofsky, S. C., Silver, J. M., Jackson, W., Endicott, J., & Williams, D. (1986). The Overt 

Aggression Scale for the objective rating of verbal and physical aggression. 

American Journal of Psychiatry, 143(1), 35−39. https://doi.org/10.1176/ajp.143.1.35 

Zhao, J., Bolshaw-Walker, H., & Hilton, N. Z. (2024). Engaging forensic psychiatry 

patients in health-care decision making. The Lancet. Psychiatry, 11(3), 165–167. 

https://doi.org/10.1016/S2215-0366(23)00427-3  

Zisman-Ilani, Y., Barnett, E., Harik, J., Pavlo, A., & O'Connell, M. (2017). Expanding the 

concept of shared decision making for mental health: Systematic search and scoping 

review of interventions. Mental Health Review Journal, 22(3), 191–213. 

https://doi.org/10.1108/MHRJ-01-2017-0002  

Zisman-Ilani, Y., Chmielowska, M., Dixon, L. B., & Ramon, S. (2021). NICE shared 

decision making guidelines and mental health: challenges for research, practice and 

implementation. BJPsych Open, 7(5), e154. https://doi.org/10.1192/bjo.2021.987  

Zisman-Ilani, Y., Lysaker, P. H., & Hasson-Ohayon, I. (2021). Shared Risk Taking: 

Shared Decision Making in Serious Mental Illness. Psychiatric Services, 72(4), 461–

463. https://doi.org/10.1176/appi.ps.202000156  

https://psycnet.apa.org/doi/10.1037/1040-3590.8.4.398
https://doi.org/10.1037/lhb0000025
https://doi.org/10.1055/s-2007-1014514
https://doi.org/10.1080/14789949.2017.1284886
https://doi.org/10.1001/jama.2013.281053
https://psycnet.apa.org/doi/10.1002/9781119315933
https://doi.org/10.1073/pnas.1713611115
https://doi.org/10.1093/schbul/sbae010
https://doi.org/10.1176/ajp.143.1.35
https://doi.org/10.1016/S2215-0366(23)00427-3
https://doi.org/10.1108/MHRJ-01-2017-0002
https://doi.org/10.1192/bjo.2021.987
https://doi.org/10.1176/appi.ps.202000156


141 

Ångström, A. K., Andersson, A., Garcia-Argibay, M., Chang, Z., Lichtenstein, P., 

D'Onofrio, B. M., Tuvblad, C., Ghirardi, L., & Larsson, H. (2024). Criminal 

convictions in males and females diagnosed with attention deficit hyperactivity 

disorder: A Swedish national registry study. JCPP Advances, 4(1), e12217. 

https://doi.org/10.1002/jcv2.12217  

https://doi.org/10.1002/jcv2.12217



	Blank Page
	Article I -155.pdf
	Self‐report versus clinician‐ratings in the assessment of aggression in violent offenders
	1 | INTRODUCTION
	2 | METHOD
	2.1 | Ethical considerations
	2.2 | Participants
	2.3 | Procedure
	2.4 | Measures
	2.4.1 | The Aggression Questionnaire‐Revised Swedish Version
	2.4.2 | The Life History of Aggression
	2.4.3 | Crime register data on violent offences

	2.5 | Statistical analysis

	3 | RESULTS
	3.1 | Convergent and discriminant validity for methods of assessing aggression
	3.2 | Concordance of methods for measuring aggression

	4 | DISCUSSION
	4.1 | Strengths and limitations

	5 | CONCLUSIONS
	ACKNOWLEDGEMENTS
	CONFLICT OF INTERESTS
	DATA AVAILABILITY STATEMENT


	Article I Correction -155.pdf
	REFERENCE

	Blank Page
	Article II -170.pdf
	﻿Exploring the psychometric properties of the externalizing spectrum inventory-brief form in a Swedish forensic psychiatric inpatient sample
	﻿Abstract
	﻿Introduction
	﻿Methods
	﻿Participants and procedures
	﻿Measures
	﻿Analyses

	﻿Results
	﻿Reliability analysis
	﻿Confirmatory factor analysis
	﻿Criterion validity

	﻿Discussion
	﻿Summary and conclusion
	﻿Strengths and limitations
	﻿Clinical implications and future directions

	﻿References


	Blank Page
	Article III -180.pdf
	An Inductive Content Analysis of Collaborative Violence Risk Management Plans in a High-Security Forensic Psychiatric Hospital
	ABSTRACT
	Introduction
	The collaborative violence risk management plan (CVRM)
	Aims


	Materials and methods
	Setting
	Participants
	Analyses
	Ethical considerations

	Findings
	Early warning signs
	Risk factors/risk scenarios
	Risk management strategies
	Goals

	Discussion
	Strengths and limitations
	Clinical and further research implications

	Conclusion
	Disclosure statement
	Funding
	ORCID
	Data availability statement
	References


	Blank Page
	Article IV -80.pdf
	*Corresponding author at: johan.berlin.7665@med.lu.se
	Figure 1. Overview of the overarching content categories and subcategories




