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Risk assessment in a forensic hospital is a complex process. Decisions made about individuals and their lives cannot
be made lightly and must include relevant information from as many sources as possible. The forensic hospital and
the greater legal system that oversees forensic treatment have an obligation to protect the safety of the
community. Thus, any decision about a forensic patient’s progress from high to low security or eventual transition
and discharge into the community must be thoughtful and balanced, and must include input from the patients
themselves. Eliciting and providing for patients to articulate how they perceive their own risk and potential
stressors and triggers can be potentially helpful in managing their day-to-day progress, safety, and eventual
transition out of the hospital.
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One of the greatest challenges in a forensic hospital is
assessing patients’ risk for immediate or future vio-
lence, particularly with respect to their progression to
less restrictive environments and eventual release to
the community. In the treatment of forensic patients
who have already been dangerous (or just nearly so),
assessing, predicting, and managing potential danger-
ousness is an important part of ongoing treatment and
discharge planning. Although treatment itself is de-
signed to help individuals to manage the symptoms and
behaviors related to their mental illness, it is also pro-
vided to assess and mitigate risk so that forensic patients
can make clinical progress and move to less secure en-
vironments. Whether we like to admit it or not, there is
truth to the statistic that an individual who once was
violent may be likely to become violent again, depend-
ing, of course, on past and future circumstances.1 How-
ever, there are specific treatments that can work to iden-

tify, assess, and mitigate future risk of dangerousness
once the underlying vulnerabilities of the forensic pa-
tient are identified.

Forensic assessment of risk is a complicated process
in a complex system that tries to balance the need for
security and the safety of the community with some
measure of patient autonomy. Ray and Simpson2 are
correct when they argue for greater involvement of the
forensic patient in the assessment of the patient’s risk. I
also agree that patients’ understanding of their own risk
is important to their successful rehabilitation. The phi-
losophy of the recovery movement is that patients’ in-
volvement in guiding treatment can be helpful for their
sense of autonomy, which can result in better coopera-
tion with treatment plans, and a sense of ownership of
the treatment-planning process. Patients’ general im-
provement may in turn lead to decreased risk of future
violence, in the hospital or after discharge, because of
greater insight. In my view, Schaufenbil et al.3 go too far
when they argue that forensic treatment plans should
include only matters directly related to the “legal rea-
sons for admission and discharge [. . .] based on the
commitment specific statutory language . . .” (Ref. 3,
p 2), essentially rejecting completely the role of the pa-
tient, broad clinical progress, and the role and philoso-
phy of the recovery movement.
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Recovery and Forensic Treatment

The problem of integrating a more patient-cen-
tered approach to risk assessment into a forensic set-
ting is that, by the very nature of the forensic pa-
tients’ legal situation, their autonomy is often largely
stripped away and, similar to prisoners, they have few
of the rights that individuals in general psychiatric
hospitals continue to enjoy. The limited autonomy
of forensic patients does not simply come about, as
Jacob puts it, because of a “paternalistic culture” of
physicians as undisputed experts who won’t accept
other’s opinions.4 This reduced autonomy is due in-
stead to the reality of the patients’ crimes, their men-
tal illness, and the security-driven model of forensic
hospitals’ commitment to ensuring the safety of oth-
ers. Plans that address level of security, length of hos-
pitalization, and discharge ultimately are approved
by the judicial oversight board, which has the final
say on many treatment issues, regardless of the pa-
tient’s expressed preferences.

However, on a day-to-day basis, forensic patients
are encouraged to be involved in making choices and
decisions about the kind of treatment and activity
groups they personally believe would be helpful to
meet clinical goals identified by their treatment
team. Forensic treatment also includes options for
individual and group therapy, social skills, vocational
rehabilitation groups, and substance relapse-preven-
tion groups. All of these optional and mandated
treatments that become part of the patient’s treat-
ment plan address the goals necessary for eventual
discharge.

How patients participate in treatment and their
ability and willingness to discuss openly their
thoughts and feelings are just as important to the
assessment of their risk as are the efficacy of medica-
tion and the patient’s clinical stability. Over time, as
patients come to understand better the nature of the
forensic setting and its expectations, they typically
become more able and willing to participate in treat-
ment. Consequently, as their ability to disclose can-
didly any changes in their mood, thoughts, or im-
pulses improves, the better they will do and the faster
they are likely to progress through the system. Those
patients who are characterologically paranoid, hos-
tile, or controlling and who refuse to participate in
treatment or refuse to talk candidly about their
crime, their illness, or their current thoughts and
feelings eventually will find that their progress has

slowed or stopped. However, regardless of how well
the patient improves and participates in treatment,
progress may be slow (or slowed down by the system)
for reasons that are not directly related to the pa-
tient’s cooperation and progress. In many instances,
there may be concerns from the community or the
system about a patient’s security status because of the
particularly heinous nature of the crime, the specific
manner or location of the crime, or the choice of
victim. Sometimes even when clinicians support a
patient’s progress, and especially in small states where
hospitalized forensic patients often are not very far
from the scene of their crime, the community may
oppose the patient’s progress toward discharge to the
community. This opposition is often linked to mem-
ories of the trauma that was perpetrated in the com-
munity by the patient.

The Psychiatric Security Review Board, which
oversees security and discharge decisions in a few
states like Connecticut, is by design conservative, and
is mandated to prioritize safety. Even when the Psy-
chiatric Security Review Board largely agrees with
the hospital’s recommendations, it may still require
some additional levels of supervision or some addi-
tional period of treatment or stability before agreeing
to move the individual to a less secure unit. Security
and discharge issues are where the recovery move-
ment and the forensic system encounter the most
friction, and where patient choice and autonomy re-
alistically are limited. Schaufenbil et al.3 argued
(largely ignoring clinical matters), that “. . . in the
forensic setting, discharge criteria [must] flow from
the statutory language under which the patient is
admitted . . . [and that] the discharge criteria need to
reflect resolution of the mental health/criminogenic
dimensions that have bearing on the patient’s legal
status” (Ref. 3, p 3). From that perspective, treat-
ment of the individual forensic patient is far less im-
portant than simply moving patients through the
forensic system based on whether patients are ready
for discharge in accordance with statutory language
of the law that controlled their admission. Such an
approach seems rather limited and rigid.

Despite the sometimes poor fit of the recovery
philosophy with a forensic setting, the clinical, ethi-
cal, and political philosophy of a forensic hospital
nevertheless must be to help the patients recover to
the highest level they can achieve, with all necessary
treatment and supports. The goal is for them to tran-
sition into the community, all the while keeping
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safety as an important determinant of progress.
Safety of the community is related to perception of
the individual forensic patient’s level of potential risk
for future violence. Guaranteeing the absolute ab-
sence of future violence is impossible. What we can
offer is an opinion and a plan of intervention that
mitigates the factors that would precipitate a decom-
pensation and thus increase a person’s risk of vio-
lence. Although the treaters are, and must be, the
experts, they should endeavor not to exclude the pa-
tients’ input about what they see as potential stressors
and triggers, and what interventions they think
might be most helpful. Providing forensic patients
the opportunity to have input into their treatment,
and of having that input accepted with respect and
incorporated as much as possible, serves to create a
genuine level of mutual respect. Out of respect comes
trust and honesty.

Ray and Simpson2 encourage us to explore ways to
decrease (or at least to identify) a forensic patient’s
risk of stress-related decompensation and potential
for violence by engaging the patient in planning
treatment. The authors believe that by engaging fo-
rensic patients in contributing to their treatment
plan and working with them to support their auton-
omy, the patients will develop trust for their treaters
and will be more willing to participate in future risk
assessments. For this to occur, treaters must include
“the patient voice into risk assessment and manage-
ment . . .” (Ref. 2, p 000), which can be done in
several ways. Norko5 and Simpson6 both assert that
forensic treatment can incorporate recovery princi-
ples simply by informing patients of their right to
participate in treatment planning, listening to their
input (their voice), and being respectful of them.
Citing Manchek et al.,7 Norko argued that “man-
dated treatment clients [do indeed] experience signif-
icantly greater therapist control . . . the quality of the
relationships [nevertheless] remains affiliative and
autonomy-granting” (Ref. 5, p 195). This suggests
that mandated treatment, when done with respect,
whether in the community or in a forensic hospital,
can preserve some aspect of patient self-esteem and
autonomy. Livingston et al.8 also found that the ef-
fort to include the patient in decision-making, re-
gardless of the depth of influence, resulted in patients
reporting a sense of being seen in a more positive
light by staff. As a result, patients experienced staff as
being more supportive and hopeful about their re-
covery. Even with limited control over treatment,

Livingston et al.8 “found that patients’ overall per-
ceptions of recovery-oriented care were linked to
greater service engagement . . . [and that] enhancing
recovery-oriented care in a forensic mental health
hospital may improve patient engagement in (and
adherence to) services” (Ref. 8, p 357). It may be that
the simple (and genuine) effort of asking for the pa-
tient’s opinion or input, even if it is untenable, is all
that is necessary to help create a more positive and
cooperative outlook for the patient. In their exhaus-
tive review of attachment disorder research, espe-
cially related to anxieties and phobias that co-exist
with serious mental illness, Brown and Elliot9

identify the specific importance of attachment re-
lated therapies, and research by Mikulincer and
Shaver10 concludes that “experimental and corre-
lational findings indicate that attachment insecu-
rities are involved in the generation of phobic
symptomatology . . . [and therefore] the restora-
tion of attachment security can have healing ef-
fects on phobic people” (Ref. 10, p 383). Such
findings confirm the notion that relationships between
a forensic patient and staff can play an important role in
helping the patient develop the capacity to trust and to
work productively with forensic treaters. For example, a
positive relationship with staff allows the forensic pa-
tient to experience them as attachment figures; the
safety of the forensic setting in general allows it to serve
as a holding environment, and psychotherapy functions
specifically as a critical holding relationship.11–13

In many forensic settings, in both maximum- and
medium-security, and on both long-term and tran-
sitional units, patients are expected and encouraged
to participate in their treatment planning. The spe-
cific goal is for the patients to have a clear voice in
what they believe would be helpful to them for their
clinical treatment, progress, and general mental
health. Their input provides not just their personal
preferences or advanced directives for future inter-
ventions they believe would be most helpful at times
of crisis and stress or decompensation (e.g., music,
meditation, time-outs, etc.), but it also includes
room for their personal goals of physical wellness,
education, spirituality, family reconciliation, and
specific clinical or personal challenges to address. All
of these elements may be used in the development of
hopes and goals for eventual discharge. An important
and long-standing guiding principle is that staff work
cooperatively with patients to design a rational treat-
ment plan that has reasonable goals. Of course, some
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patients in forensic hospitals remain symptomatic
and often are “unable to realize their own treatment
needs” (Ref. 10, p 347). They either will refuse to
participate or will offer unreasonable goals (e.g., “I
want to get married . . . get pregnant . . . get dis-
charged tomorrow . . . stop taking medicine . . . .”).
The staff makes every effort to guide patients to iden-
tify realistic and appropriate treatment goals to go
along with goals identified by the treatment team, all
of which become the patient’s individualized treat-
ment plan.

Multidisciplinary treatment teams should review
treatment plans regularly with their patients. In these
meetings, patients should have legal representation
and family members or other supportive persons
present. These meetings mark the patient’s progress
toward achieving goals, identifying impediments to
achieving the goals, and exploring areas where prog-
ress has stalled or looking for ways to help progress
continue. Forensic treatment has the usual goals of
rehabilitation and recovery, and it relies on tradi-
tional individual and group therapies (including so-
cial skills, stress management, rehabilitation, and re-
covery), cognitive and behavioral treatments, and
pharmacological treatment, all of which are provided
to patients to help them achieve their treatment
goals. Patient involvement in all of these areas is cru-
cial for the patients’ sense of autonomy as well as to
give them hope that recovery is possible, and with
that comes a greater sense of cooperation and re-
duced risk of violence.

Individual Psychotherapy

Because the duration of a forensic hospitalization is
often considerably longer than for individuals in a gen-
eral psychiatric hospital, whom Cox referred to as “res-
ident[s] without limit of time” (Ref. 14, p 216), there
also is the opportunity to provide psychodynamically-
oriented psychotherapy that would likely not be as suit-
able for short-term psychiatric hospitalizations. In fo-
rensic treatment, there is no better place than through
psychotherapy to provide forensic patients an opportu-
nity for their voices to be heard in determining appro-
priate treatment goals as well as to provide the necessary
understanding of why their symptoms resulted in their
index offense.

The forensic psychotherapy process in general can
be very important in helping the patients, the treat-
ment teams, and the greater forensic system under-
stand the genetic, familial, and environmental con-

tributions to a forensic patient’s mental illnesses,
the crimes and choice of victims, and underlying
problems related to attachment or trauma. When
appropriate to the patient, the psychotherapeutic ex-
ploration of these matters can lead to a deeper under-
standing of possible unconscious risk factors about
which the patient and the forensic system need to be
more aware.15 Hegarty argued that “a psychody-
namic understanding of an individual can enrich the
forensic interview, specifically in terms of risk assess-
ment and theoretical interpretations of the criminal
act and motives for violence” (Ref. 16, p 438). Be-
cause only a small percentage of people with serious
mental illness kill, maim, or hurt others, I believe it is
important for the patient and the hospital to under-
stand as much as possible why the individuals com-
mitted the crimes in the way they did and with the
victims they chose. This understanding is then used
to help guide decisions about necessary security and
progress. The benefits and importance of psychody-
namic treatment of forensic patients is well-estab-
lished and summarized in several sources.17–19 Life in
a long-term forensic hospital can be very difficult and
can present patients with significant stressors and
triggers that mirror or exceed those they may en-
counter when they return to the community. As pa-
tients use psychotherapy to identify and to talk about
these stressors, the therapist (along with feedback
from the patient’s treatment team) and the patient
can understand the patient’s capacity to tolerate
stress and frustration. The patients then can begin to
recognize their patterns of stress-related symptoms,
their coping skills and defenses, and the degree to
which the stress and break-through symptoms influ-
ence attitudes or behaviors that might predict the
decompensation that precipitates violence.

Assessment of patients’ potential for dangerous-
ness requires understanding of the relationship be-
tween their mental illness and their social or environ-
mental situation, and how these related to their
crimes. There is no better place for this exploration
than in psychotherapy. It is especially helpful for the
patients and their therapists to understand how the
patients chose their victims. A significant part of pa-
tients’ future risk can be identified by thoroughly
understanding whom they chose as their victims and
why, the reasons they committed their crime at that
particular time (as opposed to earlier or later), and
whether someone in the future could match the dy-
namics of the first victim (See Ref. 19, Chapter 6).
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The more insight patients have about this, the more
they may understand their own risk. The more they
can understand and talk about the details of their
crimes in psychotherapy, no matter how gruesome or
stressful, the better they may be able to understand
their illnesses and the stressors and triggers that pre-
ceded the crimes. With such understanding, they
may be more aware of their potential for violence.

In psychotherapy, patients truly have a voice to
influence their treatment plans and futures. If they
participate sincerely in the therapeutic process, they
will come to understand and accept the reality of
their crimes and illnesses, and they will be able to
identify potential stressors and ways to cope with
them. Forensic patients whose victim was an ambiva-
lently loved family member eventually have to find a
way in therapy to resolve some of their ambivalence
toward the victim to grieve the loss of their family
member. Not allowing a forensic patient to grieve
that loss is to facilitate the persistence of the primitive
defenses of denial and minimization, elevating the
individual’s risk of violence if he or she is suddenly
overcome by long-repressed emotions about the
crimes and victims or if other persons accidentally
fall into roles vaguely similar to that of the victims.

Many forensic patients, as they become clinically
stable and cognitively clear, are afraid to talk about
their psychosis and violence during the index offense
for fear it will overwhelm them. As they become
more aware of how and why their decompensation
led to their crime, they are likely to be less frightened
by their illness and more inclined to participate in
treatment to prevent any such decompensation in
the future. In many cases, being able to identify the
chain of events that led up to their crimes, sometimes
with a link that goes back to childhood, along with
being able to understand the interpersonal and in-
trapersonal stressors, anxieties, fears, or losses they
experienced provides them with an understanding
of their crime that makes sense to them and helps
them understand the power and the danger of
their illnesses and the necessity of treatment and
medications going forward. As the patients slowly
develop the emotional strength to tolerate the explo-
ration of their crimes, they come to trust the psycho-
therapist, the team, and the hospital. Their ability to
trust their treaters provides important reassurance
to them that they can get help from others during
times of stress, and more importantly, they come
to trust themselves as being capable of asking for

help to cope with stress in better and more appro-
priate ways.

Other Treatment Approaches

Talk therapy is not a singular treatment, nor is it
appropriate for all forensic patients. Other equally
important aspects of the patient’s treatment and
treatment planning occur through patient-focused,
recovery-focused groups. These include emotion-
regulation groups and social and independent living
skills groups that help patients develop social and
coping skills necessary for success in the commu-
nity.20 Often, forensic patients have impaired inter-
personal skills and limited family and social support
systems. Forensic patients may need to learn more
appropriate social skills to benefit from relationships
with peers and community treatment providers to
obtain the necessary support for their recovery.
These groups are provided to forensic patients who
have progressed to the medium-security setting,
where there is the likelihood of a gradual transition to
life in the community and an eventual discharge
from the forensic hospital. Slowly increasing levels of
freedom that allow for staff-supervised walks on cam-
pus and closely supervised field trips into the com-
munities for various normal activities like shopping,
hiking, and attending movies are predicated on the
individual forensic patient having a well-established
period of stability, a proven track record of partici-
pation in treatment, recognition of potential stres-
sors, and a reliable ability to confide in staff about
their symptoms, stressor, or anxieties. Not all foren-
sic patients are willing or able to participate mean-
ingfully in their treatment planning, and they often
refuse treatment, creating further risk for themselves.

Treatment Refusal

In a forensic hospital, patients have the same right
to refuse treatment as if they were in a general psy-
chiatric hospital, absent any imminent risk to self or
others. Until there is an imminent risk of danger to
self or others, coercion of any sort should be rigor-
ously avoided. In a forensic hospital, with powerful
judicial oversight, individuals who will not accept the
recommended treatments may be seen as lacking
insight into their mental illness and thus cannot
be trusted to follow the rules in a less secure setting.
Thus, it may quickly become a slippery slope when
the individual refuses all or some of the necessary
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treatments required to move forward but has not
been aggressive, violent, or disruptive. Treatment re-
fusal without decompensation or acting out can be-
come complicated because the patient and lawyers
press for progression through the system, arguing
that the absence of disruptive or dangerous behaviors
proves the individual is stable and safe. Legal argu-
ments are not the same as clinical arguments, how-
ever, and these disagreements are resolved by higher
judicial authority.

Forensic patients’ exercise of their inherent right
to refuse treatment, however, may suggest a funda-
mental lack of understanding of why they are in a
forensic hospital. For those individuals with the most
serious crimes or a history of treatment non-compli-
ance, their refusal to accept treatment creates great
apprehension and uncertainty. If an individual does
not recognize the need for treatment and medication,
then how could that person be trusted in a less secure
setting to recognize and report changes in their men-
tal state or a return of symptoms that portend an
increased risk of dangerousness?

Because patients are not always cooperative or
compliant with treatment, and because the forensic
system may endorse a modified recovery model of
offering choices and exploring opportunities for in-
dividual autonomy, I suggest consideration of an en-
gagement process for patients who refuse to partici-
pate meaningfully in treatment. In this process, staff
members are identified, often one each on first and
second shift, to meet once or twice weekly with those
patients to review their treatment goals and their lack
of participation in groups and social activities, and
then to work with them on what might help motivate
them to increase their attendance and participation.
This engagement process can proceed slowly over
many months until the patient has made some sig-
nificant improvement in participation. Sometimes
the patient will refuse the engagement process, which
then becomes a clinical issue for the treatment team
to rule out cognitive impairment, psychosis, or de-
pression, or simply to admit that it has become a
power struggle that the patient needs to win. If the
patient is allowed to win by the team’s decision to
discontinue the struggle, then eventually, when
progress has stalled long enough, most individuals
will begin to reconsider their resistance and exert
their control to cooperate and to participate in their
treatment. To some, this may seem a type of coer-
cion, but allowing forensic patients to discover their

own needs to work in treatment may be the best
approach to making clinical progress. Therapy
should always, and only, guide and lead a patient to
change; it is never meant to push, pressure, or force.
Only when individuals take personal responsibility
for their situation and embrace a desire for change
can they truly begin to feel a sense of genuine control
over and influence in their treatment.

Conclusion

The best forensic approach to the assessment,
management, and treatment of violence is to focus
on treating and understanding violence and its
causes, rather than simply providing management in
the hope of preventing violence. Risk assessment in a
forensic hospital must be based on a full understand-
ing of the nature of the patients’ biological illness,
their unconscious conflicts, the strength of their de-
fenses and coping skills, the multiple stressors that
contributed to and led up to the forensic crimes, and the
legal mandates that hold them in confinement. In other
words, one must understand as much as possible about
the patients to treat them in such a way as to mitigate
factors or failings that could once more result in vio-
lence. However, this shouldn’t be done by ignoring
their input, potential insights, and their voices, all of
which can facilitate their ability to trust their treaters
and to report any return of symptoms or increased stres-
sors that might threaten their clinical stability.
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