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Abstract 

Background: Systematic efforts to improve the quality, safety and value of health care have increased over the last 
decades. Even so, it is hard to choose priorities and to know when the desired results are reached, especially in foren‑
sic psychiatric care where there can be a discrepancy between patient and staff expectations of what good quality 
of care is and how it should be reached. The aim of the present study was to describe and compare patient and staff 
experiences of quality of care in two forensic psychiatric clinics over a period of 4 years.

Methods: A quantitative design was used and yearly between 2011 and 2014, a total of 105 questionnaires were 
answered by patients and 598 by staff.

Results: The sample consisted of four different groups; patient and staff in Clinic A and Clinic B respectively. The 
repeated measurements showed that quality of care, as described by the patients, varied over time, with significant 
changes over the 4 years. The staff evaluations of the quality of care were more stable over time in both clinics com‑
pared with the patients. Generally, the staff rated the quality as being better than the patients but these differences 
tended to decrease when efforts were made to improve the care.

Conclusions: It is important to highlight both what staff and patients perceive as both high and low quality care. 
With regular measurements and sufficient resources, training, support and leadership, the chances of successful 
improvement work increase. This knowledge is important in forensic nursing practice, for teaching and for manage‑
ment and decision makers in the constant work of improving forensic psychiatric care.
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Background
Forensic psychiatry is a specialised field that involves 
the care and treatment of offenders with mental disor-
ders and others requiring similar services [1]. Patients in 
forensic psychiatric care are involuntarily admitted which 
means a limitation in autonomy, and they often have 
complex circumstances which can include psychosocial, 
economic, environmental, and drug related problems 

in addition to the psychiatric disorder(s) [2]. This might 
lead to challenges for staff members when developing a 
care-promoting climate of high quality, since they have to 
deal with illness, crime and security issues, while simulta-
neously treating and attempting to improve the patients’ 
mental health [3, 4]. A high standard care in forensic 
psychiatry is essential, and if effective could also lead to 
reduced risk of violence [5].

The knowledge of systematic efforts to improve the 
quality, safety and value of health care has grown over the 
last decades [6, 7]. Worldwide, the education of health 
professionals now includes improvement as a standard 
competency [8–10]. Generally, a health care provider 

Open Access

International Journal of
Mental Health Systems

*Correspondence:  mikael.selvin@regionorebrolan.se 
1 University Health Care Research Center, Faculty of Medicine and Health, 
Örebro University, 701 85 Örebro, Sweden
Full list of author information is available at the end of the article

http://orcid.org/0000-0002-6769-492X
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/publicdomain/zero/1.0/
http://creativecommons.org/publicdomain/zero/1.0/
http://crossmark.crossref.org/dialog/?doi=10.1186/s13033-019-0265-z&domain=pdf


Page 2 of 9Selvin et al. Int J Ment Health Syst            (2019) 13:8 

should maintain, but also constantly improve care so that 
it is effective, efficient, accessible, patient-centred, equi-
table and safe [11]. However, like with all improvement 
work, it may be difficult to make the right priorities and 
to know when the desired results are achieved [12]. This 
is especially true in forensic psychiatric care, where there 
can be a discrepancy between patient and staff expecta-
tions of what good quality of care is and how it should 
be reached [13–15]. Even if there are many similarities 
in what we mean with the concept quality of care, it is 
also known that differences exist, depending on which 
perspective we have [16]. It can be argued though, that 
this is not necessarily a problem because being aware of 
these discrepancies could lead to better understanding 
[17]. Therefore, it is necessary to integrate both patient 
and staff views in any evaluation of the care [18].

In order to systematically improve healthcare; it is 
important to have systems that continuously monitor 
and measure the care in a reliable manner [19]. There 
are, however, few studies that explore how patients and 
staff simultaneously perceive the quality of forensic psy-
chiatric care. One reason for this is that there has been a 
lack of validated measurement instruments which cover 
the same dimensions of quality of care for use with both 
patients and staff. Therefore, two similar instruments; 
QPC-Forensic-In-Patient (QPC-FIP) and QPC-Forensic-
Inpatient-Staff (QPC-FIPS) [20, 21] have been developed 
from the original version of Quality in Psychiatric Care 
(QPC) [22, 23]. These instruments measure patients and 
staff experiences of quality of forensic psychiatric care 
and this allows for internal and external comparisons [24, 
25]. By comparing with other care deliverers, preferably 
those representing best known practice, participants can 
evaluate their own efforts and improvements over time 
[26].

The aim of the present study was to describe and com-
pare patient and staff experiences of quality of care in two 
forensic psychiatric clinics over a period of 4 years.

Methods
Setting
Two forensic clinics, one in each county, were selected 
for comparison as they were highly similar in a range 
of aspects; both were the single forensic clinic serving a 
county with about 280,000 inhabitants each. The clinics 
were of about the same size and organization, about 30 
bed-sites and a staff of about 100, psychiatrists and foren-
sic nurses included. Both clinics had a medium security 
classification, receiving patients sentenced to forensic 
care with a multitude of psychiatric diagnosis. In spite of 
the similarities in prerequisites and organization, the two 
clinics had different reputations concerning the quality of 
their care; one with a reputation of offering high quality 

care, hereafter named Clinic B, and one with a reputation 
of quality shortcomings in their care, hereafter named 
Clinic A. When the management in clinic A decided to 
launch a program for quality improvement they invited 
the research team to follow the process by having yearly 
surveys of staff and patient opinions of the quality of the 
care.

During the 4  years of study (2011–2014), there were 
some changes which shortly will be described. In the 
end of 2012, it was decided that Clinic A should be relo-
cated to new facilities adjusted to forensic psychiatric 
care, especially in terms of safety and security. The fol-
lowing year the staff prepared for moving the clinic and 
in December 2013, the clinic moved to an environment 
which was new for both patients and staff. In 2014, Clinic 
B was merged with another psychiatric clinic which led 
to changes in management organization.

Participants
Patients
All patients in ongoing forensic care meeting the follow-
ing inclusion criteria during the time of data collection 
were invited to participate: (a) being able to understand 
and read Swedish and (b) being cognitively able to 
answer the questionnaire. All of the patients were invol-
untarily admitted according to the Forensic Mental Care 
Act (1991:1129). This law ensures that people who have 
committed a crime, which normally would lead to prison, 
are transferred to forensic psychiatric care because of a 
serious mental disorder. In Sweden, the care is not time-
specific but certain criteria must be fulfilled before dis-
charge; there must be a low risk for re-offending, the 
patient must have a permanent home and structured days 
with regular activities. In both clinics, the mean length of 
treatment was 55  months. Both men and women were 
treated at the wards and about 15–20% of the patients 
were women, which is equivalent with national propor-
tions. The most common diagnoses among the patients 
in both clinics were schizophrenia and other psychotic 
disorders [27]. More characteristics of the participating 
patients are presented in Table 1.

Staff
Healthcare staff members working at the same clinics as 
the patients were asked to participate in the study. The 
number of employees was around 100 in Clinic A and 
110 in Clinic B during the time of the study. According 
to management, there was a stability among the staff dur-
ing the time of the study, which means that most of them 
were employed and were able to participate in the study 
every year. Among those answering the questionnaires 
in the two clinics, in total over the 4  years, 21.9% were 
forensic nurses, 65.1% were nursing assistants and 4.8% 
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were counsellors. Doctors, psychologists, social workers 
and occupational therapists, were 8.2%. A majority (89%) 
of the staff members had worked for more than 3 years. 
Most worked day shifts only (69%), 12% worked night 
shifts only and 19% worked both day and night. More 
characteristics of the staff are presented in Table 2.

Procedure
In October each year (2011–2014), patients and staff, 
according to selection criteria were asked to rate their 
experiences of the quality of care. The first measure 
was conducted before the program for quality improve-
ment was implemented in Clinic A and could count as 
a baseline. Before the study started, patients and staff 
were informed orally and in writing about the aim and 
design of the study. This information was given by con-
tact persons at the clinics according to instructions from 
the researchers. Individuals who were interested in par-
ticipating in the study were asked to respond anony-
mously and to return the completed questionnaire in 
a sealed envelope. The patients were also informed that 

participation would not have any effect on the care pro-
vided. This procedure was repeated each of the 4 years. 
The exact response rate is not known because the lists 
provided for registration of this were not complete. In 
total, 105 questionnaires were answered by patients and 
598 by staff (Tables 1 and 2).

Measurement
The instruments QPC-FIP [18] and the QPC-FIPS [19] 
were used for data collection. QPC-FIP and QPC-FIPS 
have the same number of items (n = 34) and are simi-
lar in content but the wording in QPC-FIP is from the 
patient perspective and in QPC-FIPS from the staff per-
spective. The instruments are self-administered and are 
designed to measure seven dimensions of quality of care. 
The dimensions include (1) “Encounter” (eight items, e.g. 
“staff has time to listen to me” or “the staff has time to 
listen to the patients”), (2) “Participation” (eight items, 
e.g. “I receive information about treatment alternatives” 
or “the patients receive information about treatment 
alternatives”), (3) “Discharge” (three items, e.g. “I receive 

Table 1 Characteristics of  the  study groups—patients (percentages on  answered questionnaires are based 
on  the  number of  inpatients at  the  clinics when  the  questionnaires were distributed. All other percentages are based 
on those who answered the questionnaires)

Clinic Variable Value Year

2011 2012 2013 2014

n (%) n (%) n (%) n (%)

A Inpatients 25 23 26 21

Answered questionnaires 11 (44) 13 (57) 15 (58) 9 (43)

B Inpatients 34 33 32 33

Answered questionnaires 13 (38) 15 (45) 18 (56) 11 (39)

A Gender Female 3 (27) 1 (8) 2 (13) 1 (11)

Male 8 (73) 12 (92) 13 (87) 8 (89)

B Gender Female 2 (15) 3 (20) 3 (17) 3 (27)

Male 11 (85) 12 (80) 15(83) 8 (73)

A Age 18–29 2 (18) 1 (8) 3 (20) 2 (22)

30–39 4 (36) 5 (39) 4 (27) 4 (44)

40–49 4 (36) 6 (46) 7 (47) 2 (22)

50–59 1 (9) 1 (8) 0 1 (11)

60–69 0 0 1 (7) 0

B Age 18–29 3 (23) 5 (33) 4 (22) 3 (27)

30–39 4 (31) 6 (40) 9 (50) 5 (46)

40–49 4 (31) 2 (13) 1 (6) 1 (9)

50–59 2 (15) 2 (13) 4 (22) 2 (18)

A Educational level Elementary school 5 (42) 4 (33) 5 (36) 3 (38)

Upper/secondary school 7 (58) 6 (50) 7 (50) 5 (63)

College/university 0 2 (17) 2 (14) 0

B Educational level Elementary school 4 (31) 5 (33) 2 (11) 7 (64)

Upper/secondary school 7 (54) 9 (60) 14 (78) 4 (36)

College/university 2 (15) 1 (7) 2 (11) 0
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information about where I can go if I need help follow-
ing discharge” or “the patients receive information about 
where they can go if they need help following discharge”), 
(4) “Support” (four items, e.g. “the staff help me to under-
stand that it is not shameful to suffer from mental health 
problems” or “the staff help the patients to understand 
that it is not shameful to suffer from mental health prob-
lems”), (5) “Secluded environment” (two items, e.g. “I 
have access to a place that is private where I can with-
draw when I want to be left in peace and quiet” or “the 
patients have access to a place that is private where they 
can withdraw when they want to be left in peace and 
quiet”), (6) “Secure environment” (three items, e.g. “I feel 
secure with fellow patients” or “The patients feel secure 
with their fellow patients”) and (7) “Forensic specific” (six 
items, e.g. “I am informed of my rights” or “The patients 
are informed of their rights”). All items are scored on 
4-point forced choice Likert scales, ranging from 1 
(totally disagree) to 4 (totally agree). For all items, it is 
possible to respond with “not applicable”. Both instru-
ments have background questions covering the demo-
graphic variables of the respondent.

Data analysis
All statistical analyses were conducted using SPSS 22. 
Before analysis, questionnaires with 30% or more miss-
ing items were discarded. Imputation was performed by 
replacing missing data points with the overall mean of 
that item in questionnaires having less than 30% missing 

items. Non-parametric statistics were performed on 
the QPC subscale scores and background variables. The 
Mann–Whitney U test was used to test for group differ-
ences as well as differences across time within groups 
and clinics, since it was not possible to track individuals 
across years. A p value less than 0.05 was regarded as sta-
tistically significant.

Results
Analysis of background variables in QPC‑FIP and QPC‑FIPS
There were few differences between the patients and the 
staff at the two clinics. In 2011 fewer patients at Clinic 
A than in Clinic B knew who their responsible doctor 
was (χ2 = 6.19, p = 0.039, Fishers exact test) and where to 
complain if not satisfied with the provided care (χ2 = 5.85, 
p = 0.041, Fishers exact test). There were no differences 
in any other background variable between patients at the 
two clinics in year 2012, 2013 or 2014. In regard to the 
staff, some differences between the clinics were found for 
separate years, such as in 2011 staff at Clinic A reported 
to have less time to perform their tasks compared to staff 
in Clinic B (p < 0.010) and in 2013 the staff at Clinic A 
perceived their work more professionally enriching com-
pared to staff in Clinic B (p = 0.034).

The rest of the result is presented in three parts. First, 
we compared patients’ and staff perceptions of quality of 
care from year to year within Clinic A and within Clinic 
B. Secondly; we compared the ratings between patients 
and staff in Clinic A and Clinic B respectively. Thirdly, we 

Table 2 Characteristics of the study groups—staff (percentages are based on those who answered the questionnaires)

Clinic Variable Value Year

2011 2012 2013 2014

n (%) n (%) n (%) n (%)

A Answered questionaires 86 88 82 71

B Answered questionaires 76 81 62 52

A Gender Female 38 (44) 36 (41) 36 (44) 28 (39)

Male 48 (56) 52 (59) 46 (56) 43 (61)

B Gender Female 46 (61) 47 (58) 37 (59) 30 (58)

Male 30 (39) 34 (42) 26 (41) 22 (42)

A Age 18–29 6 (7) 9 (10) 7 (8) 6 (9)

30–39 13 (15) 11 (13) 11 (13) 12 (17)

40–49 15 (17) 20 (23) 20 (24) 12 (17)

50–59 23 (27) 25 (28) 26 (33) 28 (39)

60–69 29 (34) 23 (26) 18 (22) 13 (18)

B Age 18–29 5 (7) 6 (7) 6 (10) 9 (17)

30–39 20 (26) 18 (22) 15 (24) 10 (19)

40–49 25 (33) 32 (40) 20 (32) 16 (31)

50–59 20 (26) 20 (25) 15 (24) 11 (21)

60–69 6 (8) 5 (6) 6 (10) 6 (12)
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compared patient and staff ratings between the clinics. 
QPC-FIP data per dimension for the patients are shown 
in Table 3 and QPC-FIPS data for the staff in Table 4.

Patient and staff experiences of quality of care from year 
to year 2011–2014
Clinic A
Patient experiences of quality of care In 2011 patients at 
Clinic A rated the quality of Secluded environment high-
est and Support as the lowest. At 2012, after 1 year with 
improvement work, ratings increased for all dimensions 
of quality of care, though only the increase in ratings of 
Secure environment was significant (U = 36.5, p = 0.038). 
In 2013 the ratings of the subscales Encounter (U = 52, 
p = 0.035), Discharge (U = 49.5 p = 0.025), and Secure 
environment (U = 48.5 p = 0.022) decreased compared 
with the 2012 ratings. In 2014, there were no significant 
differences in any subscale compared with 2013.

Staff experiences of  quality of  care Staff also perceived 
that the quality of Secluded environment was highest in 
2011 but they rated the quality of Secure environment as 
the lowest. In 2012, the ratings were similar with baseline. 
However, the staff rated that the quality of Participation 
(U = 3010, p = 0.027) and Discharge (U = 2839, p = 0.008) 
had increased in 2013; and that the quality of Secluded 
environment (U = 2197, p = 0.000) and Secure envi-
ronment increased between 2013 and 2014 (U = 2060, 
p = 0.001).

Clinic B
Patient experiences of  quality of  care In clinic B, there 
were minor changes in ratings among the patients dur-
ing the years. The patients perceived that quality of Sup-
port decreased (U = 66, p = 0.021) between 2012 and 2013 
and increased (U = 31, p = 0.004) between 2013 and 2014. 
Also in 2014, the quality of Forensic specific had increased 
from the previous year (U = 52, p = 0.032).

Staff experiences of  quality of  care Compared to base-
line, the quality of Secure environment improved in 
2012 (U = 2589, p = 0.034) and the quality continued to 
improve the following year with significance in Encoun-
ter (U = 2121, p = 0.015) and Participation (U = 2222, 
p = 0.042). However, in 2014 staff perceived that the qual-
ity of Participation (U = 1293, p = 0.002) and Secure envi-
ronment (U = 1217, p = < 0.001) had decreased.

Differences between how patient and staff rated their 
experience of quality of care 2011–2014
Clinic A
In 2011, staff at Clinic A reported a higher quality than 
the patients in the dimensions Encounter (U = 292, 
p = 0.032), Discharge (U = 263, p = 0.013) and Forensic 
specific (U = 218, p = 0.003). In 2012, however, all these 
differences were gone, and the patients even reported 
a higher quality than the staff in relation to Secure 

Table 3 Patients’ evaluation of  quality of  psychiatric 
forensic care—per dimension in  QPC-FIP. Mean values 
2011–2014 (1 = totally disagree and 4 = totally agree)

QPC 2011 2012 2013 2014

Clinic A

 Encounter 2.89 (0.69) 3.27 (0.87) 2.64 (0.71) 2.98 (0.80)

 Participation 2.47 (0.61) 2.90 (0.88) 2.33 (0.80) 2.21 (0.77)

 Discharge 2.65 (0.72) 3.18 (1.14) 2.64 (0.61) 2.56 (1.22)

 Support 2.44 (1.42) 3.08 (1.01) 2.49 (0.42) 2.75 (1.16)

 Secluded environ‑
ment

3.64 (0.71) 3.46 (0.75) 3.42 (0.85) 3.44 (0.73)

 Secure environment 2.64 (0.67) 3.31 (0.93) 2.55 (0.87) 2.81 (0.71)

 Forensic specific 2.75 (0.52) 3.16 (0.88) 2.58 (0.65) 2.43 (0.80)

Clinic B

 Encounter 3.02 (0.90) 3.01 (0.94) 3.09 (0.72) 3.22 (0.81)

 Participation 2.73 (0.92) 2.59 (0.95) 2.64 (0.72) 2.92 (0.49)

 Discharge 2.85 (1.02) 2.98 (0.89) 2.88 (0.74) 3.18 (0.63)

 Support 2.66 (1.08) 3.01 (0.79) 2.55 (0.57) 3.23 (0.52)

 Secluded environ‑
ment

3.67 (0.47) 3.42 (0.67) 3.58 (0.60) 3.45 (0.96)

 Secure environment 3.00 (0.82) 2.86 (0.83) 3.15 (0.64) 2.97 (0.75)

 Forensic specific 3.01 (0.96) 2.95 (0.84) 2.93 (0.60) 3.44 (0.60)

Table 4 Staff evaluation of  quality of  psychiatric forensic 
care—per dimension in QPC-FIPS. Mean values 2011–2014 
(1 = totally disagree and 4 = totally agree)

QPC 2011 2012 2013 2014

Clinic A

 Encounter 3.33 (0.57) 3.33 (0.51) 3.44 (0.50) 3.45 (0.46)

 Participation 2.70 (0.52) 2.74 (0.52) 2.89 (0.53) 2.93 (0.55)

 Discharge 3.24 (0.58) 3.24 (0.58) 3.46 (0.57) 3.38 (0.55)

 Support 3.40 (0.55) 3.44 (0.52) 3.56 (0.46) 3.50 (0.49)

 Secluded environ‑
ment

3.65 (0.55) 3.67 (0.58) 3.72 (0.45) 3.94 (0.16)

 Secure environment 2.65 (0.51) 2.75 (0.51) 2.76 (0.52) 3.02 (0.54)

 Forensic specific 3.28 (0.49) 3.32 (0.45) 3.40 (0.51) 3.39 (0.42)

Clinic B

 Encounter 3.23 (0.49) 3.24 (0.48) 3.41 (0.52) 3.39 (0.49)

 Participation 2.76 (0.52) 2.80 (0.50) 2.98 (0.52) 2.69 (0.51)

 Discharge 3.19 (0.56) 3.22 (0.63) 3.33 (0.55) 3.10 (0.66)

 Support 3.29 (0.58) 3.33 (0.54) 3.45 (0.53) 3.30 (0.54)

 Secluded environ‑
ment

3.75 (0.38) 3.82 (0.36) 3.80 (0.42) 3.77 (0.42)

 Secure environment 2.48 (0.59) 2.65 (0.55) 2.80 (0.56) 2.48 (0.45)

 Forensic specific 3.27 (0.48) 3.28 (0.44) 3.35 (0.45) 3.20 (0.48)
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environment (U = 301, p = 0.004). In 2013, the differ-
ences between staff and patient reported at baseline 
had re-emerged and again staff reported a higher qual-
ity than the patients in Encounter (U = 231, p = < 0.001), 
Discharge (U = 170, p = < 0.001), and Forensic specific 
(U = 200, p = < 0.001) but also in Participation (U = 349, 
p = 0.007) and Support (U = 71, p = < 0.001). In 2014 the 
differences continued and compared with the patients, 
staff reported a higher quality in Participation (U = 144, 
p = 0.007), Secluded environment (U = 197, p = 0.003) 
and Forensic-specific (U = 96, p = 0.001).

Clinic B
At baseline, the staff rated the quality of care higher than 
the patients in relation Support (U = 338, p = 0.046). 
However, in the same year the patients rated the qual-
ity of Secure environment higher than the staff (U = 327, 
p = 0.034). In 2012 there was only one significant differ-
ence where staff rated the quality of Secluded environ-
ment higher than patients (U = 395, p = 0.007). In 2013, 
staff perceived the quality higher than patients in relation 
to Discharge (U = 386, p = 0.015) and Support (U = 151, 
p = < 0.001) while patients rated the quality of Secure 
environment higher than staff (U = 394, p = 0.019). In 

2014 there were no significance differences between staff 
and patient ratings of the quality of care.

Comparisons between Clinic A and Clinic B 2011–2014
Between patients
Comparisons between patients in Clinic A and Clinic B 
showed no significant differences in reported quality of 
care at the baseline in 2011 or 2012. In 2013 however, 
the patients in Clinic A reported lower quality than the 
patients in Clinic B in relation to Secure environment 
(U = 74.5, p = 0.027). In 2014, the patients in Clinic A 
reported the quality of Participation and Forensic-spe-
cific aspects lower than the patients in Clinic B (U = 21, 
p = 0.013 and U = 16, p = 0.010, respectively). Figure  1 
illustrates the differences in all dimensions.

Between staff
At baseline, the staff in Clinic A reported a higher qual-
ity than Clinic B in relation to Secure environment 
(U = 2866, p = 0.047) and then there were no differences 
between the clinics in 2012 and 2013. In 2014, how-
ever, as seen in Fig.  2, the staff in Clinic A reported a 
higher quality than Clinic B in relation to Participation 
(U = 1484, p = 0.014), Discharge (U = 1513, p = 0.019), 
Support (U = 1545, p = 0.029), Secluded environment 

Fig. 1 Differences in perceived quality of care between patients at Clinic A and Clinic B in QPC‑FIP. A positive difference indicates greater perceived 
quality of care in Clinic A than in Clinic B. Negative differences indicate the opposite
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(U = 1584, p = 0.005), Secure environment (U = 834, 
p = < 0.001) and Forensic-specific (U = 1547, p = 0.031).

Discussion
The aim of the present study was to describe and com-
pare patient and staff experiences of quality of care in two 
forensic psychiatric clinics over a period of 4 years. The 
repeated measurements showed that quality of care, as 
described by the patients, varied over time, with signifi-
cant changes over the 4 years. The staff evaluations of the 
quality of care were more stable over time in both clinics 
compared with the patients. Generally, the staff rated the 
quality as being better than the patients did, a result that 
is similar to other studies [15], which shows the necessity 
to evaluate quality of forensic psychiatric care from both 
staff and patient perspectives.

In clinic A, improvement work started after the first 
measure in 2011. In spite of this, no sustained increase 
in quality of care was observed. However, on a group 
level there was stability of ratings among the staff dur-
ing the 4  years in Clinic A, whereas more variation 
was found among the patients. The trend was an initial 
improvement from 2011 to 2012, followed by a negative 
change 2013 and 2014. This suggests that the patients 
are more sensitive to how the care is performed than 

staff, which can perhaps be expected; i.e. the patient in 
forensic psychiatric care is vulnerable because of men-
tal illness and the fact that the patient actually lives in 
the environment during most of the treatment time [28, 
29].

There was a negative trend among patients in clinic A 
after the improvement work in 2012. For example, there 
was a decrease in experienced quality in the dimen-
sions of Encounter, Participation, Discharge, Support 
and Forensic-specific. It is interesting that staff reported 
an improved quality in relation to participation and dis-
charge during the same period. It is possible that the 
coming move made the patients worried or that staff 
focused less on improvement work than in the previous 
year due to the preparations, without being aware of it. 
A similar study where staff only, not patients, answered 
a patient-centered care questionnaire before a reloca-
tion to new health care environments within forensic 
psychiatry and which included three follow-ups after the 
move, showed a sustainability of a person-centered ward 
atmosphere [30]. Work structures are however, together 
with professions and working relationships, the main fac-
tors which influence how workers engage in healthcare 
quality improvement work, and work structures tend to 
prevent their engagement [31]. It is also possible that that 

Fig. 2 Differences in perceived quality of care between staff at Clinic A and Clinic B in QPC‑FIPS. A positive difference indicates greater perceived 
quality of care in Clinic A than in Clinic B. Negative differences indicate the opposite
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patients are more sensitive to changes than staff, or at 
least reacts to them more quickly.

A difference between staff and patients’ experiences of 
the quality of care is perhaps to be expected in coercive 
care. At baseline in Clinic A, group differences of quality 
in the dimensions of Encounter, Discharge and Forensic-
specific were found and in all of them the staff rated the 
quality higher than the patients. The same pattern was 
found in an earlier study from forensic psychiatric care 
in Sweden [15]. Perhaps staff and patients have different 
viewpoints, due to different expectations, experience, 
knowledge and/or educational level [13, 15]. It might 
also be a consequence of the fact that the care is coercive. 
From a patient perspective, the care could be perceived 
as paternalistic or that staff misuse their power position; 
for example, with a bad encounter [28, 29, 32]. It is there-
fore possible that staff, based on their professional com-
petence and experience, treat the patient with what they 
perceive to be high quality care and best-known practice, 
but it is not necessarily perceived as such by the patient 
[29]. It is important though, in all situations, to identify 
and reflect upon why differences exist.

There was a relative low number of participating 
patients. This could be explained by the fact that they 
are involuntarily admitted which combined with psy-
chiatric disorders, might affect their ability and motiva-
tion to answer a questionnaire. An incidental finding in 
the study was that patient participation was rated as the 
lowest or second lowest of all dimensions among both 
patients and staff in all 4 years. There have been similar 
findings in earlier studies in forensic psychiatric care in 
Denmark and Sweden, which indicate that the concept 
of patient participation should be investigated further in 
this context [15, 20, 21, 33].

Strengths and limitations
The design which employed yearly sampling over a period 
of 4  years and having participants consisting of both 
patients and staff from the same wards was a strength 
in this study. We also used an instrument validated for 
measuring quality of forensic psychiatric care, which 
was deemed to be relevant and sensitive to changes dur-
ing improvement work. A limitation of the study is that 
we did not follow individuals over time even if we know 
there was stability among both the patients and the staff 
over the years. This makes the statistical power in the 
study lower, and it is possible that we did not find existing 
differences. There is also a risk of recall bias because of 
the long time between data collections and because the 
participants did not keep a diary or journal throughout 
each year. Therefore, the results should be interpreted 
with caution.

Conclusions
People working in healthcare have a responsibility of 
not only accomplishing their daily commitments, but 
also to improve and develop care systems, based on 
evidence and experience [34]. Forensic psychiatric care 
occurs in a context where there are challenges for the 
staff when developing a care-promoting climate of high 
quality because the care is coercive and patients are 
often treated against their will. By highlighting what 
staff and patients perceive as both high and low qual-
ity of care, future interventions can be planned with 
good precision and improvement work can be evalu-
ated quickly. The results also indicate the value of con-
sidering both patients’ and staff experiences during 
organizational changes. With regular measurements 
and sufficient resources, training, support and lead-
ership, the chances of successful improvement work 
increase [35]. Such knowledge is important in forensic 
nursing practice, for teaching and for management and 
for decision makers in the constant work of improving 
forensic psychiatric care.

Authors’ contributions
AS and KA took initiative and planned the study, all authors contributed to its 
delivery. L‑OL contributed to data analysis. MS contributed in data collection 
and drafted the manuscript, all authors contributed to subsequent revisions. 
All authors read and approved the final manuscript.

Author details
1 University Health Care Research Center, Faculty of Medicine and Health, Öre‑
bro University, 701 85 Örebro, Sweden. 2 Department for Social and Psycho‑
logical studies, Karlstad University, Karlstad, Sweden. 3 Department of Nurs‑
ing, Faculty of Health, Care and Nursing, Norwegian University of Science 
and Technology (NTNU), Gjövik, Norway. 

Acknowledgements
We would like to thank all participants for answering the questionnaires, the 
contact persons at the clinics for valuable help with the data collection and 
Mervyn Gifford for language proof reading.

Competing interests
The authors declare that they have no competing interests.

Availability of data and materials
The datasets used and/or analysed during the current study are available from 
the corresponding author on reasonable request.

Consent for publication
Not applicable.

Ethics approval and consent to participate
All participants gave consent to participate and the study was approved 
by the regional research ethics committee in Uppsala (Reference number 
2011/251).

Funding
No funding was received for this study.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub‑
lished maps and institutional affiliations.



Page 9 of 9Selvin et al. Int J Ment Health Syst            (2019) 13:8 

Received: 17 September 2018   Accepted: 24 January 2019

References
 1. Nedopil N, Taylor P, Gunn J. Forensic psychiatry in Europe: the perspective 

of the ghent group. Int J Psychiatry Clin Pract. 2015;19(2):80–3. https ://
doi.org/10.3109/13651 501.2014.96770 0.

 2. Gordon H, Lindqvist P. Forensic psychiatry in Europe. Psychiatr Bull. 
2007;31(11):421–4. https ://doi.org/10.1192/pb.bp.107.01480 3.

 3. Caplan CA. Nursing staff and patient perceptions of the ward atmos‑
phere in a maximum security forensic hospital. Arch Psychiatr Nurs. 
1993;7(1):23–9.

 4. Hörberg U. To be the subject of care or the object of correction. Forensic 
psychiatric care and the power of tradition. Dissertation, Institute of 
Health Science and Social Work, Växjö. 2008. https ://www.diva‑porta l.org/
smash /get/diva2 :20581 5/FULLT EXT01 .pdf. Accessed 17 Aug 2017.

 5. Olsson H, Schön UK. Reducing violence in forensic care—how does 
it resemble the domains of a recovery‑oriented care? J Ment Health. 
2016;25(6):506–11. https ://doi.org/10.3109/09638 237.2016.11390 75.

 6. Ogrinic G, Davies L, Goodman D, Batalden P, Davidsoff F, Stevens D. 
SQUIRE 2.0 (standards for QUality improvement reporting excellence): 
revised publication guidelines from a detailed consensus process. BMJ 
Qual Saf. 2015. https ://doi.org/10.1136/bmjqs ‑2015‑00441 1.

 7. Thor J, Lundberg J, Olsson J, Carli C, Härenstam KP, Brommels M. Applica‑
tion of statistical process control in healthcare improvement: systematic 
review. Qual Saf Health Care. 2007;16(5):387–99. https ://doi.org/10.1136/
gshc.2006.02219 4.

 8. Batalden P, Leach D, Swing S, Dreyfus H, Dreyfus S. General competencies 
and accreditation in graduate medical education. Health Aff (Millwood). 
2002;21(5):103–11.

 9. Cronenwett L, Sherwood G, Barnsteiner J, Dish J, Johnson J, Mitchell P, 
Sullivan DT, Warren J. Quality and safety education for nurses. Nurs Out‑
look. 2007;55(3):122–31. https ://doi.org/10.1016/j.outlo ok.2007.02.006.

 10. Cronenwett L, Sherwood G, Pohl J, Barnsteiner J, Moore S, Sullivan DT, 
Ward D, Warren J. Quality and safety education for advanced nursing 
practise. Nurs Outlook. 2009;57(6):338–48. https ://doi.org/10.1016/j.outlo 
ok.2009.07.009.

 11. World Health Organization. Quality of care: a process for making strategic 
choices in health systems. Geneva: World Health Organization; 2006. 
http://www.who.int/iris/handl e/10665 /43470 . Accessed 6 Feb 2017.

 12. Meyers DC, Durlak JA, Wandersman A. The Quality implementation 
framework: a synthesis of critical steps in the implementation process. 
Am J Community Psychol. 2012;50:462–80. https ://doi.org/10.1007/s1046 
4‑012‑9522‑x.

 13. Shannon SE, Mitchell PH, Cain KC. Patients, nurses, and physicians 
have differing views of quality of critical care. J Nurs Scholarsh. 
2002;34(2):173–9.

 14. Duxbury J, Whittington R. Causes and management of patient aggression 
and violence: staff and patient perspectives. J Adv Nurs. 2005;50(5):469–
78. https ://doi.org/10.1111/j.1365‑2648.2005.03426 .x.

 15. Lundqvist LO, Schröder A. Patient and staff views of quality in forensic 
psychiatric inpatient care. J Forensic Nurs. 2015;11(1):51–8. https ://doi.
org/10.1097/JFN.00000 00000 00006 0.

 16. Schröder A. Quality of care in the psychiatric setting: perspectives of the 
patient, next of kin and care staff. Dissertation, Department of Medicine 
and Care, Division of Nursing Science, Linköping. 2006. http://www.diva‑
porta l.org/smash /get/diva2 :22929 /FULLT EXT01 .pdf. Accessed 23 Feb 
2017.

 17. Rossberg JI, Friis S. Patients’ and staff’s perceptions of the psychiatric ward 
environment. Psychiatr Serv. 2004;55(7):798–803. https ://doi.org/10.1176/
appi.ps.55.7.798.

 18. Bjørngaard JH, Ruud T, Garratt A, Hatling T. Patients’ experiences and clini‑
cians’ ratings of the quality of outpatient teams in psychiatric care units 
in Norway. Psychiatr Serv. 2007;58(8):1102–7. https ://doi.org/10.1176/
ps.2007.58.8.1102.

 19. Institute of Medicine (US) Committee on Quality of Health Care in 
America. Crossing the quality chasm: a new health system for the 21st 
Century. Washington (DC): National Academies Press (US); 2001.

 20. Schröder A, Ågrim J, Lundqvist LO. The quality in psychiatric care – foren‑
sic in‑patient instrument: psychometric properties and patient views of 
the quality of forensic psychiatric services in Sweden. J Forensic Nurs. 
2013;9(4):225–34. https ://doi.org/10.1097/JFN.0b012 e3182 7f5d2 f.

 21. Schröder A, Lundqvist LO. The quality in psychiatric care‑forensic in‑
patient staff (QPC‑FIPS) instrument: psychometric properties and staff 
views of the quality of forensic psychiatric services in Sweden. Open J 
Nurs. 2013;3(3):330–41. https ://doi.org/10.4236/ojn.2013.33045 .

 22. Schröder A, Wilde‑Larsson B, Ahlström G. Quality in psychiatric 
care: an instrument evaluating patients’ expectations and experi‑
ences. Int J Health Care Qual Assur. 2007;20(2–3):141–60. https ://doi.
org/10.1108/09526 86071 07318 34.

 23. Schröder A, Wilde‑Larsson B, Ahlström G, Lundqvist L‑O. Psychometric 
properties of the instrument quality in psychiatric care and descrip‑
tions of quality of care among in‑patients. Int J Health Care Qual Assur. 
2010;23(6):554–70. https ://doi.org/10.1108/09526 86101 10609 24.

 24. DeLise DC, Leasure AR. Benchmarking: measuring the outcomes of 
evidence‑based practice. Outcomes Manag Nurs Pract. 2001;5(2):70–4.

 25. McDonnel J, Jones C. Benchmarking best practice in mental health care 
services. Nurs Manag. 2010;16(10):20–4. https ://doi.org/10.7748/nm201 
0.03.16.10.20.c7609 .

 26. Cleary M, Hunt G, Walter G, Tong L. A guide for mental health clinicians to 
develop and undertake benchmarking activities. Int J Ment Health Nurs. 
2010;19(2):137–41. https ://doi.org/10.1111/j.1447‑0349.2009.00654 .x.

 27. National Forensic Psychiatric Quality Register. Nationellt rättspsykiatriskt 
kvalitetsregister: Årsrapport (yearly report). 2017. Retrieved from: https 
://regis terce ntrum .blob.core.windo ws.net/ratts psyk/r/pdfve rsion _ratts 
psyk_2017‑H1xtB kI8gm .pdf.

 28. Selvin M, Almqvist K, Kjellin L, Schröder A. The concept of patient par‑
ticipation in forensic psychiatric care: the patient perspective. J Forensic 
Nurs. 2016;12(2):57–63. https ://doi.org/10.1097/JFN.00000 00000 00010 7.

 29. Hörberg U, Sjögren R, Dahlberg K. To be strategically struggling against 
resignation: the lived experience of being cared for in forensic psychi‑
atric care. Issues Ment Health Nurs. 2012;33(11):743–51. https ://doi.
org/10.3109/01612 840.70462 3.

 30. Alexiou E, Wijk H, Ahlquist G, Kullgren A, Innocenti AD. Sustainability of a 
person‑centered ward atmosphere and possibility to provide person‑
centered forensic psychiatric care after facility relocation. J Forensic Leg 
Med. 2018;56:108–13. https ://doi.org/10.1016/j.jflm.2018.04.006.

 31. Gadolin C, Andersson T. Healthcare quality improvement work: a 
professional employee perspective. Int J Health Care Qual Assur. 
2017;30(5):410–23. https ://doi.org/10.1108/IJHCQ A‑02‑2016‑0013.

 32. Norvoll R, Pedersen R. Exploring the views of people with mental health 
problems on the concept of coercion: towards a broader socio‑ethical 
perspective. Soc Sci Med. 2016;156:204–11. https ://doi.org/10.1016/j.
socsc imed.2016.03.033.

 33. Lundqvist LO, Lorentzen K, Riiskjaer E, Schröder A. A Danish adapta‑
tion of the Quality in Psychiatric Care—Forensic In‑Patient question‑
naire: psychometric properties and factor structure. J Forensic Nurs. 
2014;10(3):168–74. https ://doi.org/10.1097/JFN.00000 00000 00003 6.

 34. Sherwood G, Barnsteiner J. Quality and safety in nursing—a competency 
approach to improving outcomes. Hoboken: John Wiley & Sons Inc; 2013.

 35. Green S, Beveridge E, Evans L, Trite J, Jayacodi S, Evered R, et al. Imple‑
menting guidelines on physical health in the acute mental health setting: 
a quality improvement approach. Int J Ment Health Syst. 2018;12:1. https 
://doi.org/10.1186/s1303 3‑018‑0179‑1.

https://doi.org/10.3109/13651501.2014.967700
https://doi.org/10.3109/13651501.2014.967700
https://doi.org/10.1192/pb.bp.107.014803
https://www.diva-portal.org/smash/get/diva2:205815/FULLTEXT01.pdf
https://www.diva-portal.org/smash/get/diva2:205815/FULLTEXT01.pdf
https://doi.org/10.3109/09638237.2016.1139075
https://doi.org/10.1136/bmjqs-2015-004411
https://doi.org/10.1136/gshc.2006.022194
https://doi.org/10.1136/gshc.2006.022194
https://doi.org/10.1016/j.outlook.2007.02.006
https://doi.org/10.1016/j.outlook.2009.07.009
https://doi.org/10.1016/j.outlook.2009.07.009
http://www.who.int/iris/handle/10665/43470
https://doi.org/10.1007/s10464-012-9522-x
https://doi.org/10.1007/s10464-012-9522-x
https://doi.org/10.1111/j.1365-2648.2005.03426.x
https://doi.org/10.1097/JFN.0000000000000060
https://doi.org/10.1097/JFN.0000000000000060
http://www.diva-portal.org/smash/get/diva2:22929/FULLTEXT01.pdf
http://www.diva-portal.org/smash/get/diva2:22929/FULLTEXT01.pdf
https://doi.org/10.1176/appi.ps.55.7.798
https://doi.org/10.1176/appi.ps.55.7.798
https://doi.org/10.1176/ps.2007.58.8.1102
https://doi.org/10.1176/ps.2007.58.8.1102
https://doi.org/10.1097/JFN.0b012e31827f5d2f
https://doi.org/10.4236/ojn.2013.33045
https://doi.org/10.1108/09526860710731834
https://doi.org/10.1108/09526860710731834
https://doi.org/10.1108/09526861011060924
https://doi.org/10.7748/nm2010.03.16.10.20.c7609
https://doi.org/10.7748/nm2010.03.16.10.20.c7609
https://doi.org/10.1111/j.1447-0349.2009.00654.x
https://registercentrum.blob.core.windows.net/rattspsyk/r/pdfversion_rattspsyk_2017-H1xtBkI8gm.pdf
https://registercentrum.blob.core.windows.net/rattspsyk/r/pdfversion_rattspsyk_2017-H1xtBkI8gm.pdf
https://registercentrum.blob.core.windows.net/rattspsyk/r/pdfversion_rattspsyk_2017-H1xtBkI8gm.pdf
https://doi.org/10.1097/JFN.0000000000000107
https://doi.org/10.3109/01612840.704623
https://doi.org/10.3109/01612840.704623
https://doi.org/10.1016/j.jflm.2018.04.006
https://doi.org/10.1108/IJHCQA-02-2016-0013
https://doi.org/10.1016/j.socscimed.2016.03.033
https://doi.org/10.1016/j.socscimed.2016.03.033
https://doi.org/10.1097/JFN.0000000000000036
https://doi.org/10.1186/s13033-018-0179-1
https://doi.org/10.1186/s13033-018-0179-1

	Patient and staff experiences of quality in Swedish forensic psychiatric care: a repeated cross-sectional survey with yearly sampling at two clinics
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusions: 

	Background
	Methods
	Setting
	Participants
	Patients
	Staff

	Procedure
	Measurement
	Data analysis

	Results
	Analysis of background variables in QPC-FIP and QPC-FIPS
	Patient and staff experiences of quality of care from year to year 2011–2014
	Clinic A
	Patient experiences of quality of care 
	Staff experiences of quality of care 

	Clinic B
	Patient experiences of quality of care 
	Staff experiences of quality of care 


	Differences between how patient and staff rated their experience of quality of care 2011–2014
	Clinic A
	Clinic B

	Comparisons between Clinic A and Clinic B 2011–2014
	Between patients
	Between staff


	Discussion
	Strengths and limitations

	Conclusions
	Authors’ contributions
	References




