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ORIGINAL ARTICLE

Integrating static and modifiable risk factors in violence risk assessment for
forensic psychiatric patients: a feasibility study of FoVOx

Jonas Forsmana , Robert Cornishb,c and Seena Fazelb,c

aDepartment of Clinical Neuroscience, Karolinska Institutet, Stockholm, Sweden; bThe Oxford Clinic, Littlemore Hospital, Oxford Health NHS
Foundation Trust, Oxford, UK; cDepartment of Psychiatry, University of Oxford, Oxford, UK

ABSTRACT
Introduction: Risk assessment is integral to forensic psychiatry. Previous work has highlighted the
benefits of using scalable and evidence-based actuarial risk tools developed within forensic popula-
tions, such as the online Forensic Psychiatry and Violence Oxford (FoVOx) violence risk assessment
tool. We examined the feasibility of using FoVOx in a Swedish forensic cohort and tested whether
adding modifiable (dynamic) factors would increase its useability to clinicians.
Methods: We completed FoVOx assessments on all patients discharged from forensic psychiatric hos-
pitals in Stockholm County, Sweden, between 2012 and 2017 and investigated recidivism rates. In add-
ition, interviews were conducted with the clinicians responsible for each patient on the perceived
accuracy, usefulness, and impact of FoVOx, which was examined using thematic analysis.
Results: Ninety-five discharges from forensic psychiatric hospitals were followed up. The median
FoVOx score was a 7% likelihood of violent reoffending in two years after discharge. Six discharged
patients (6%) were confirmed as violent recidivists using official records with a similar distribution of
FoVOx risk categories as the rest of the sample. FoVOx was considered accurate by clinicians in more
than half of cases, who suggested that modifiable risk factors could be added to increase acceptability.
All clinicians thought that FoVOx was useful, and in 20% of discharges, it would have materially
altered patient care. Overall, FoVOx was thought to impact decision-making and risk management,
was practical to use, and could be completed without reference to written case material.
Conclusion: Completing FoVOx in forensic psychiatric hospitals can complement current approaches
to clinical decision-making on violence risk assessment and management.
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Introduction

Risk assessment is an integral part of forensic psychiatric
practice. The process of gatekeeping new patients into a
secure hospital setting, or readmitting them, is generally
dependent on an assessment of the seriousness of their risks
to others [1]. Many interventions in secure psychiatric hos-
pital focus on decreasing the likelihood of causing future
harm, and a reduction in risk is central to discharge planning,
often as a criterion under mental health law or related legis-
lation. Despite the importance of accurate risk assessment,
there are challenges in how it is currently conducted. In clin-
ical settings, structured professional judgement tools are
generally preferred to actuarial assessments of risk. Although
there are benefits, in that individual risk formulation can be
constructed, drawbacks have been noted by experts [2].
These include poor field validity [3,4], containing items which
are not predictive [5] leading to redundancy and waste, and
their implementation and use in populations different to
those in which they were developed. Further, they are often

time consuming to complete, and do not provide an easily
interpretable quantified assessment of risk [6].

Therefore, there has been increasing discussion in the use
of evidence-based actuarial tools [7] developed specifically
for forensic psychiatric populations, and that are scalable,
transparently developed, and validated. These can improve
the accuracy of risk assessment without adding significantly
to the burden on staff. Doing so may also increase the time
available for risk management and violence prevention,
rather than purely focusing on assessment. One such tool,
the Forensic Psychiatry and Violence tool Oxford (FoVOx),
has demonstrated good performance in terms of discrimin-
ation (a tool’s ability to distinguish between those who have
the outcome of interest and those who do not by assigning
risk score or category to those with the outcome) with a
reported AUC of 0.77, and sensitivity (true positive rate) of
55% and specificity (true negative rate) of 83% using a 20%
probability score as the cut off for elevated risk of violent
reoffending [8]. The FoVOx tool has also demonstrated good
calibration (how well the tool’s predicted risk matches with
the actual observed risk), which has not been reported in
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previous risk assessment instruments but a key performance
metric [9]. The FoVOx tool was developed using multivariate
models and, unlike other tools, was based on an adequate
sample size for tool development. FoVOx has, furthermore,
also been internally validated, and the coefficients and for-
mula for its output have been published.

In this investigation, we aimed to investigate the FoVOx
tool in a Swedish forensic psychiatric setting, with a focus on
feasibility and pilot validation data. This is the first such
study in a Nordic country. Secondary aims were to examine
how it could implemented and developed, including moni-
toring risk.

Materials and methods

Study design and participants

We used a mixed-method approach to investigate the feasi-
bility of FoVOx and examined data on its predictive perform-
ance by: (i) identifying discharged forensic psychiatric
patients in the Swedish National Forensic Psychiatric Register
(R€attspsyK); (ii) scoring their risk using the FoVOx tool; (iii)
qualitatively assessing the tool by interviews with the clini-
cians in charge at discharge and; (iv) conducting a pilot
investigation of the recidivism rates in the patient cohort
based on their FoVOx score.

Setting

The Swedish National Forensic Psychiatric Register
(R€attspsyK) [10] is a national quality register which has col-
lected a range of socio-demographic, criminal history and
clinical data on patients sentenced to forensic psychiatric
care since 2008. Twenty-four (out of 25) Swedish forensic
psychiatric units annually report to this register with a cur-
rent national patient coverage of around 85%. In addition to
basic patient information (age, sex, geography, date of
admission and discharge), the register contains and annually
collects data on 25 indicators, including ICD-based psychi-
atric and somatic diagnoses, types of treatment, level of care
and accommodation. The Swedish National Crime Register
provides data on all crime convictions in Sweden in individu-
als aged 15 and over (the age of criminal responsibility) since
1973.

Patients

All patients registered in R€attspsyK and discharged from
forensic psychiatric care in Stockholm County to the Swedish
community between 1 January 2012, and 31 December 2017,
were identified and included in the study cohort.

Clinicians

All lead clinicians (consultant level or equivalent) for the
patient cohort at the time of discharge were identified and
contacted for interview. This comprised seven women and

seven men, all specialist psychiatrists but not all sub-special-
ized in forensic psychiatry.

Measures

FoVOx
Information to calculate each included patient’s FoVOx score
was extracted from R€attspsyK. FoVOx is an online violence
risk assessment tool that consists of twelve items, including
socio-demographic, criminal history, and clinical factors,
which are mostly categorized dichotomously. When there
was missing data, such as status of employment prior to con-
viction, as in previous work [11], necessary information was
reliably completed from available health records. The
Swedish translated online version FoVOx (available at https://
oxrisk.com/fovox-7/) was used to calculate risk scores (a
probability of violent offending at 1 and 2 years after dis-
charge that ranges from 0 to 60%, with the highest score set
at a ceiling of >60%) and to present FoVOx to clinicians dur-
ing interviews.

Questionnaire
A Swedish version of a previously developed semi-structured
feasibility questionnaire was used to interview clinicians
(Supplementary Appendix 1–2). Each clinician went through
an in-depth interview with a combination of predetermined
options and open-ended questions regarding each of their
assessments prior to discharge. So that clinicians could famil-
iarise themselves with their patient prior to the interview,
they were asked to read an extract of their own previous
psychiatric report for the court (which is completed every
6months in Sweden). The standardized questionnaire con-
tained no patient identifiable information.

As part of this interview, the clinician was asked to esti-
mate at discharge the two-year risk of a violent conviction in
terms of the pre-specified FoVOx categories (Low <5%;
Medium 5–20%; High >20%). In instances of a given overlap-
ping risk range (e.g. low-medium, or medium-high), the high-
est risk was recorded. The clinician was then asked if they
knew whether the patient had committed a violent offence
since discharge.

After this, the clinician was informed of the calculated
FoVOx risk assessment score and risk category of their
patient at discharge. The clinician’s view and reasoning, as
well as thoughts of FoVOx potential use at previous dis-
charge, were then recorded. In each instance, the clinician
was asked to provide reasons of why FoVOx would or would
not have altered the previous clinical management. Lastly, a
verbal summary of the collected information was given at
the end of each interview for the clinician to confirm or spe-
cify further. The records of the open-ended questions were
individually analysed and thematically organized by two
interviewers, who are both specialist psychiatrists (JF, HB). In
a follow-up consensus meeting, principal themes were finally
identified and decided in accordance with previous work and
newly found categories.
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Pilot validation of FoVOx

Each included patient was identified in the National Crime
Registry regarding sentenced violent crime convictions in
Sweden in accordance with previous definitions [8]. Specified
dates of when the crimes were committed were used to cal-
culate time periods from discharge to violent re-offence. A
cut-off of 730 days was used to validate the performance of
FoVOx two-year risk prediction post discharge.

Ethics

The research ethics committee in Stockholm, Sweden
approved the research project (reference number 2019-
04048). To identify patients, existing data on discharges in
the R€attspsyK was used. No patient data beyond what had
been collected through routine clinical care or previous
informed consent as part of inclusion in the R€attspsyK was
used. Management of patients or registry data was not
impacted by the study. All interviewed clinicians participated
in the study voluntarily under informed consent, and patient
data was anonymized other than for the ‘unblinding’ during
the interviews.

Results

Sample

A total of 197 discharges from forensic psychiatric care in
Stockholm County were identified from 1 January 2012 to 31
December 2017. Ninety-five patients were not included in
the follow-up (15 were registered as having died from any
cause and 80 patients had been transferred to another coun-
try, secure unit, or other forensic psychiatric hospital). An
additional seven patients were excluded due to loss to fol-
low-up (as two clinicians in charge of their care that did not

participate for interviews out of a total of 14 consultant psy-
chiatrists in charge). Therefore, 95 patients discharged to the
community in Sweden were included in the study (Figure 1).
Of these, 15 (16%) were female and the median age was 46
(range 21–82).

The number of assessed patients per clinician ranged
from 1 to 25 and the median time from discharge to study
interview was 2141 days (interquartile range 1788–2602 days).
Eight out of 12 (67%) clinicians reported the use of a struc-
tured risk assessment tool in addition to clinical interviews at
the time of discharge. These were the Short-Term
Assessment of Risk and treatability (START) (n¼ 2) or HCR-20
(n¼ 3), or a combination of both (n¼ 2). One clinician
reported the use of Violence Risk Appraisal Guide (VRAG).

Baseline characteristics

Sample characteristics and distribution of FoVOx-specific
risk factors are presented in Table 1. Of the sample, 89
(94%) had previously been sentenced for a violent crime, 88
(93%) had over one year of current inpatient stay, and
91 (91%) had at the time of their detention been
unemployed for at least six months. 44 (46%) of the cohort
had previously committed a serious violent crime and 39
(41%) had a history of drug abuse. The most common pri-
mary diagnosis at discharge was schizophrenia spectrum dis-
order (n¼ 46, 48%). In those that had new violent
convictions after discharge, median age at discharge was 36.
In comparison to the full study sample, those who had vio-
lently reoffended were less likely to be male or have schizo-
phrenia spectrum disorder and multiple previous inpatient
episodes. All other risk factors were more common among
those committing violent crimes after discharge.

FoVOx scores

FoVOx scores were calculated prior to the interviews for
each patient from R€attspsyK data and clinical records. The
median FoVOx probability score for violent reoffending
within two years was 7% (range 0% to 40%) for the overall
sample. Regarding FoVOx pre-specified risk categories, 28
(30%) were estimated to be low risk, 60 (63%) medium risk,
and 7 (7%) high risk.

Recidivism

Of the 95 discharges, 9 (9%) were reported to have commit-
ted further violent offences based on the information from
the clinician in charge. Of these, five patients had FoVOx
scores in the medium category and one in the high category.
Two of these, and four other patients (n¼ 6, 6%) were identi-
fied in the crime register to have been convicted for new
violent crimes within two years after discharge. Among the
convicted violent recidivists, five were categorized as
medium or high risk.

Identified instances of terminated
care in RättspsyK* in Stockholm

Jan. 1, 2012, to Dec. 31, 2017
(n = 197)

Discharged from Forensic
Psychiatric care in Stockholm

(n = 182)

Deceased

(n = 15 )

Discharged to the community in

Sweden (n = 102)

Transferred to another country, secure

unit or other forensic hospital

(n = 80)

Loss to follow-up for interview

(Interviewees = 2; Patients = 7)

Study population

(n = 95)

Figure 1. Flow chart of discharged forensic psychiatric patients that were
included in the study.
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Concordance between FoVOx scores and
clinical judgment

Dichotomizing the risk assessment (low versus medium/high),
the agreement between clinician and FoVOx scores was 47%
(42 out of 90, kappa ¼ 0.09 [95% CI, �0.05–0.24].) The clini-
cian’s versus FoVOx risk ratings are presented in Table 2.

In most cases (n¼ 60, 63%), the clinician in charge consid-
ered the FoVOx risk assessment to be an accurate represen-
tation of the actual risk of violence at discharge. In 24 (25%)
instances, clinicians did not think FoVOx accurately reflected
this risk. Identified reasons as to why FoVOx was not an
accurate representation of the risk were mostly based on the
relative proportion of modifiable (dynamic) and static factors
in the tool, and whether FoVOx was considered to overesti-
mate or underestimate risk (Table 3.) Missing modifiable fac-
tors in either direction were thought to be ‘level of insight’
and ‘recurrent and compulsive thoughts’. Some protective fac-
tors that clinicians considered that a high FoVOx did not
consider were: ‘an uncomplicated patient’; ‘stability and pro-
gress of given care’; and ‘well-coordinated social support meas-
ures’. Other relevant factors were: ‘relapse of substance abuse’;
‘impulsivity’; ‘oddness of index crime’; and ‘adherence to medi-
cation’. Among static (non-modifiable) factors that were con-
sidered missing when FoVOx was considered to overestimate
risk were ‘severe somatic illness’, ‘misjudged primary diagnosis
at discharge’ and ‘honor-related violence’. Low risk FoVOx
assessments were in a few instances thought to miss pos-
sible static risk factors such as ‘dementia’, ‘psychopathy/
manipulative behavior’, and ‘autism’. ‘Level of accommodation’
was repeatedly mentioned as both a static risk factor and as
a protective factor against future violence.

Viewpoints on utility at the point of discharge

All the interviewed clinicians expressed that FoVOx would
have been of clinical benefit at the time of discharge.
Additionally, in 20 (20%) discharges, clinicians thought that
the instrument would have materially altered their

assessment and management. The qualitative feedback is
summarized in Table 4. In instances when FoVOx was helpful,
clinicians stated that it: ‘corresponded and supported our clin-
ical judgment’; ‘would have added an additional objective
argument’; ‘the results would have been easy to communicate
with the court, community, and patient’; and ‘would have
highlighted the overall risk in a more specific way than just the
overall clinical judgment’. Comments that considered FoVOx
not helpful were: ‘assessment would have been based on
other factors, including modifiable factors’ and ‘a general clin-
ical impression is of greater value than specific risk points’.

Overall views of practicality and future use

In terms of practical use, all clinicians found the FoVOx-web-
based tool to be practical, and the majority (n¼ 8, 67%)
reported that the tool could be completed without referring
to clinical notes. Nine clinicians (or 75%) planned to use

Table 1. Baseline characteristics.

Variables
All patients
(n¼ 95)

Violent recidivists, convicted
(n¼ 6)

Age, median (range) 46 (21–82) 36 (30–59)
Age, mean (SD) 47 (15) 41 (11)

n % n %

Sex, male 80 84 3 50
Previous violent crime 89 94 6 100
Previous serious violent crime 39 41 5 83
Primary discharge diagnosis
Schizophrenia spectrum 46 48 1 17
Bipolar disorder 5 5 0 0
Unipolar depression 0 0 0 0
Anxiety disorder 1 1 0 0
Other 43 45 5 83

Drug use disorder at hospitalization or discharge 30 32 4 67
Any previous drug use disorder (lifetime) 44 46 5 83
Alcohol use disorder at hospitalization or discharge 35 37 3 50
Personality disorder diagnosis at discharge 7 7 3 50
Up to 6 months before admission, which can be full/part-time education 9 9 1 17
Five or more previous psychiatric inpatient episodes 24 25 1 17
Length of current inpatient stay >1 year 88 93 6 100

Table 2. Risk categories assigned by clinicians versus categories based on
FoVOx scores.

All patients
(n¼ 95)

Violent recidivists, convicted
(n¼ 6)

FoVOx categories
Low 28 (30%) 1 (17%)
Medium 60 (63%) 4 (67%)
High 7 (7%) 1 (17%)

Clinician’s assessment at discharge
Low 64 (67%) 2 (33%)
Medium 21 (22%) 4 (67%)
High 5 (5%) 0 (0%)
Don’t know 5 (5%) 0 (0%)

FoVOx (all patients)

Clinicians (all patients) Low Medium High

Low 20 36 5
Medium 6 15 2
High 0 6 0

Low Medium/High

Low 20 41
Medium/High 6 23

FoVOx risk categories are based on pre-specified risk levels. Low: < 5%;
medium: 5–20%; high:> 20%.
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FoVOx in the future, whereas two clinicians were unable to
say, and one would not use the tool referencing current
work with non-forensic psychiatric patients. Reasons against
the use of FoVOx were: ‘not suitable for every patient’ and ‘it
might give a false risk assessment when specific variables are
not covered’. Common reasons for future use included that
FoVOx is: ‘possible to use both in regard to termination and
continued care’; ‘it’s made simple to compare risk factors’; ‘it
will be very useful for junior colleagues and other specialties’;
and ‘it is very relevant, easy to use, well-structured and
time-efficient.’

Discussion

From the Swedish National Forensic Psychiatric Register (or
R€attspsyK), we identified and completed individual FoVOx
risk assessments on 95 discharged forensic psychiatric
patients in Stockholm County. We then interviewed 12 spe-
cialist psychiatrists who were lead clinicians at the time of
patient discharge. These interviews assessed previous risk
assessments by these clinicians, useability and usefulness of
FoVOx, perceived accuracy, and potential improvements.
Lastly, we investigated the sample’s probability scores of vio-
lent offending after discharge from hospital based on the
tool and compared these with officially recorded convicted
violent crimes as part of a pilot external validation.

In keeping with previous studies [12–14], clinicians found
the FoVOx tool easy and practical to use, as well as reliable.
Despite mixed concordance between FoVOx probability
scores and the clinical judgments at time of discharge, most

clinicians nevertheless considered that FoVOx presented an
accurate representation of the risk of violent reoffending.
The calculated median risk (7%) of violent reoffending within
two years post discharge was consistent with officially
recorded convictions for violent crimes (6%) over two years,
but lower than the median risk (11%) of the target popula-
tion (all discharged forensic psychiatric patients in Sweden
during 1992 to 2013) from which FoVOx was developed. The
extent to which the tool captured the unexplained variance
of violence reoffending was not directly tested but the Brier
score, which is a measure of calibration or the extent of the
correspondence between expected and observed outcome
rates, provides one approach and was tested in the FoVOx
development sample. The Brier score can range between 0
and 1 and quantifies the accuracy of a tool’s risk prediction
by averaging the squared differences between the predicted
and observed outcome probabilities [15]. Based on the
internal validation, the tool performed very well for the two
main outcomes at 24months (Brier score 0.09) and
12months (0.06), where 0 would be a perfect score and 1
would be poor [8,16].

In the qualitative analysis, consistent with previous feasi-
bility studies, some clinician impressions were that FoVOx
lacked modifiable and some specific static risk factors.
Clinicians suggested missing static factors included oddness
of the index offence, statutory supervision at the point of
discharge, discharge to supported accommodation, other
specific chronic diagnoses, and chronicity of past violence.
Further work could investigate whether adding these add-
itional factors could incrementally improve FoVOx accuracy.

Table 3. Qualitative feedback on additional factors not considered in FoVOx.

General Factors reducing risk Factors increasing risk

Modifiable Risk Factors � Risk of relapse of substance abuse
� Varied adherence to medication
� Other individual factors

� Gained insight
� Clinical presentation of patient over time
� Good adherence to medication
� Ceased recurrent and compulsive thoughts
� Well coordinated social measures

� Lack of insight
� Ongoing recurrent and compulsive thoughts
� Specific types of index violence

Static Risk Factors � Oddness of index crime
� Other individual factors

� Severe somatic illness
� Suitable accommodation
� Inaccurate diagnosis at discharge
� Honor-related violence

� Dementia
� Psychopathy/Chronic manipulative tendencies
� Not arranged accommodation
� Autism not specifically taken into account
� Impulsivity

Table 4. Psychiatrists’ qualitative feedback on FoVOx future utility.

Themes Sub-themes Helpful Potential limitations

Assist decision-making As part of the discharge planning Speeds the decision-making when
the tool corresponds to the
subjective risk assessment.

Other factors had a much higher impact
than the FoVOx factors in the
discharge planning.

In communication with third parties Simple and easy to use for
communication with the court,
relatives and the community.

Risk assessment tools cannot solely be
referred to in the Swedish court system.

In communication with the patient Gives the patient an objective
argument of why he/she has a
certain risk level.

Lacks dynamic factors, which patients often
ask for over the course of several
assessments.

Impact of risk management Early perception of risk Gives a quick objective view of the
risk for this specific type
of patient.

The lack of dynamic or other factors might
give false assurance or hesitancy.

Planning patient management Highlights risk factors previously not
considered by junior colleagues or
other health care workers.

May give false assurance or hesitancy.

Reassurance or control Similar risk assessment of FoVOx
strengthens the clinician’s
confidence and choice of action.

General clinical impression of greater value
than actuarial risk points.
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In relation to ‘oddness of the index crime’, although such
offences have been studied and incorporated in criminal per-
sonality profiling since the 1970s [17] and associated with
some cases of autism spectrum disorder and psychosis [18],
it has not to date been integrated as a static item in any vio-
lence risk instrument. Clinician respondents were generally
more focused on adding modifiable factors, which is under-
standable given the need to provide interventions to reduce
the risk of violent recidivism [19]. Based on this and previous
FoVOx feasibility studies, possible modifiable risk factors
could include: current substance abuse, adherence and
response to medication, impulsivity, recency of violence
post-sentence (any recorded interpersonal violence on the
inpatient ward, home or community after their index sen-
tence date), insight, and psychosocial support and employ-
ment after discharge. This is also consistent with qualitative
work about risk assessment more generally in forensic set-
tings [20–25]. However, one risk factor that has not been
identified in qualitative work but reported in the current
study is ‘recency of violence post-sentence’. Some of these
clinical factors are contained in other risk assessment tools,
such as FoxWeb [26] which is based around 10 modifiable
factors, and has been recently validated [27]. As with FoVOx,
FoxWeb is quick to complete, includes predictors that are
reliably coded, and requires little training. Since it focuses
only on modifiable predictors, the use of FoVOX and FoxWeb
together would address clinician concerns about actuarial
tools and enable risk monitoring over time. Future work
could assess the feasibility of using two separate tools (or
combining them) including testing whether the inclusion of
new factors would incrementally improve the performance of
FoVOx, and its acceptability among clinicians. Previous work
has noted that adding certain clinical factors, such as the
poor adherence, and psychosocial factors, such as commu-
nity supervision, may increase the tool’s acceptability to clini-
cians [12,14]. Apart from FoxWeb, the Structured Outcome
Assessment and Community Risk Monitoring (SORM) was an
attempt to continuously measure around 30 modifiable fac-
tors among forensic psychiatric patients and developed in
Sweden. However, it has not maintained clinical use, possibly
due to its complexity [28] and lack of ongoing advocacy.
Other work [29] that has used Bayesian networks for risk
assessment has yet to be tested and externally validated
among forensic patients, and may also be too complicated
for translation into practice.

A central aim of working with forensic psychiatric patients
is to reduce the risk of recidivism. One of the benefits of
using tools such as FoVOx is that its brevity and ease of use
frees up more time for risk management. In the future, trials
could examine whether the implementation of scalable risk
assessment tools improves outcomes, and whether incorpo-
rating the strategies identified above, such as improving
adherence with treatment and facilitating meaningful day-
time activity, prevents reoffending on discharge from secure
hospital. Further work could investigate the role of more
regular follow-up by clinical services or multidisciplinary
review, enhancing medication adherence by optimising anti-
psychotic treatment and considering intramuscular

administration [30], and offering psychological therapies to
address substance misuse and other comorbidities [31]. This
may involve closer liaison between forensic and general
adult community mental health services, along with sub-
stance misuse treatment providers to provide timely
intervention.

Limitations

One limitation is that any comparison of clinical judgement
with risk assessment tools using thresholds depends on what
clinicians understand that the categories low, medium and
high mean. It will also need to consider that a statutory
requirement for termination of forensic psychiatric care
under special court supervision in Sweden is that there
should not be any remaining risk of repeat offending of a
serious nature, including violence against the person. In prac-
tice, this means that all discharged persons will be deemed
low risk by clinical teams, and the FoVOx threshold of <5%
may not reflect what clinicians mean by low risk. In contrast,
most of the sample had medium risk scores (5–20% probabil-
ity of repeat violent offending within 2 years), and if a thresh-
old of <20% was used, then the concordance between
FoVOx and clinical rating would have been nearly perfect.
This discrepancy may also explain the variation between the
risk of recidivism in our sample (median 7%) compared to
the original sample from which the FoVOx tool was devel-
oped (11%), as only the lower risk cohort can actually be dis-
charged (although caution is warranted in this interpretation
as the numbers were small). Those posing a higher risk of
recidivism will have remained in hospital. This variance may
also be accounted by subtle changes in practice over time,
and a move towards risk averseness.

The number of repeat offenders in this pilot was small,
and not sufficient for an external validation. Further research
is warranted, including a larger updated validation of the
Swedish forensic psychiatric rates of violent recidivism. In
addition, this study only examined violent reoffending but
multiple adverse outcomes should be considered on dis-
charge. In particular, high rates of mortality have been
reported in forensic patients [32].

In conclusion, in this first feasibility study of Fovox in a
Nordic country, we found using mixed-methods that the tool
was acceptable, easy to use, positively impacted on decision-
making, and could be used as a complement to current clin-
ically-led approaches. The incremental utility of adding more
modifiable factors is an area for future research.
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