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‘The Art of Understanding in Forensic Psychiatric Care’ – From a Caring Science
Perspective Based on a Lifeworld Approach

Ulrica H€orberg, PRN

Department of Health and Caring Sciences, Linnaeus University, V€axj€o, Sweden

ABSTRACT
Patients in forensic psychiatric clinics are a vulnerable and exposed patient group due to suffering
from a severe mental disorder, having committed a crime and being cared for against their will
in an institutional environment with a high level of security. The art of understanding in forensic
psychiatric care is discussed from a caring science perspective, based on a lifeworld approach.
The aim is to contribute knowledge that can support staff, who daily meet patients on forensic
psychiatric wards, in applying a caring attitude.

Introduction

Forensic psychiatric care is a complex field, which is carried
out at the interface between law and psychiatry (Carrol,
Lyall, & Forrester, 2004). The legal framework differs greatly
around the world (Edworthy, Sampson, & V€ollm, 2016) and
forensic psychiatric settings can be classified based on levels
of security such us: maximum, high, medium and low
(Ogloff, Roesch, & Eaves, 2000). The different conditions
under which the different clinics operate lead to variations
both in how treatment can be planned and implemented,
and in the opportunities afforded to patients for spending
time outside of the institutional environment.

Patients in forensic psychiatric care are in many respects a
vulnerable and exposed patient group. This is partly due to
the patients suffering from a severe mental disorder and hav-
ing been convicted of a crime, leading to their referral for
treatment, and partly due to being treated in an institutional
environment that is generally characterised by high levels of
security (H€orberg, Sj€ogren, & Dahlberg, 2012). From a caring
science perspective, these patients are unique individuals each
with their own needs, abilities and interests despite their diffi-
cult life circumstances (Dahlberg & Segesten, 2010). They
need, however, to be understood, encountered and treated as
the people they are, in common with other vulnerable people
in need of care. At the same time, the carers have to maintain
a security perspective (Olsson, Audulv, Strand, & Kristiansen,
2015; Olsson, Strand, Asplund, & Kristiansen, 2014a; Olsson,
Strand, & Kristiansen, 2014b) as well as providing a dignified
care (Gustafsson, Wigerblad, & Lindwall, 2013, 2014).

The art of understanding in forensic psychiatric care will
be discussed in this theoretical article, from a caring science
perspective based on a lifeworld approach (Dahlberg, 2011,

2018; Dahlberg & Segesten, 2010; Dahlberg, Todres &
Galvin, 2009; Galvin & Todres, 2013; Todres, Galvin &
Dahlberg, 2014). The areas to be highlighted and discussed
are how to perceive the person in forensic psychiatric care,
how to understand the person as a whole and how to
challenge one’s own understanding as a carer. Moreover, the
importance of openness and responsiveness to the patient’s
story and how to support the patient’s self-understanding
will be discussed. The aim is to contribute knowledge that
can support staff, who daily encounter patients on forensic
psychiatric wards (such as registered mental health nurses
and other nursing staff), to adopt a caring attitude by
reflecting on the care given by themselves and others.
A caring attitude cannot be seen as a fixed-step method,
rather as an approach characterised by increased awareness,
openness and reflection. However, a caring attitude can be
applied as a foundation for mental health nursing staff
when, for example, using therapeutic or psychoeducational
methods in the care for patients. Mental health nursing staff
are referred to as carers in this article.

Caring science based on a lifeworld approach

Caring science based on a lifeworld approach is grounded
in Husserl’s (1977/1929) lifeworld theory and theory of inten-
tionality and Merleau-Ponty’s (1945/2011) further development
of the lifeworld theory where he clarifies a human being’s
existence in the world as a ‘lived body’. Merleau-Ponty’s
(1945/2011) idea is that a human being is an integrated whole,
a lived body where there are no dividing lines between the
body and the soul. This approach of a caring science perspec-
tive is characterised by a patient perspective, which means that
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the patient’s perspective, i.e., the patient’s lifeworld is the focal
point for caring. This entails that the patient’s perspective is
taken into account by the carer and that the patient is under-
stood and seen as a lived body in the caring relationship
(Dahlberg & Segesten, 2010; Dahlberg et al., 2009). According
to Dahlberg (2011), the aim of caring is to support the
patients’ health processes and the goal of caring is health,
which can be described in terms of well-being and a quality of
‘being able to’. There is no contradiction between well-being
and suffering and well-being is possible even if one suffers
from illness. Galvin and Todres (2013) describe an interper-
sonal suffering in terms of alienation and isolation from others
that contributes to the person’s sense of interpersonal belong-
ing being ruptured. The lifeworld approach demands that the
professional carers strive to recognise and understand the
world as the patient does, both in relation to their suffering
and their well-being in order to provide care that is meaning-
fully humanly sensitive (Dahlberg, 2011; Galvin & Todres,
2013). H€orberg (2015) maintains that a caring science perspec-
tive can provide a theoretical foundation in forensic psychiatric
care and being a support for mental health nursing staff in
their caring for patients.

Forensic psychiatric care and caring

From a historical perspective (from the nineteenth century
and long into the twentieth century), psychiatric institu-
tional care has been characterised by assessing, studying
and meeting patients as objects using regulations, routines,
coercion and discipline as the tools of choice for dealing
with patients in an institutional environment (Foucault,
1975/1977; Goffman, 1961/1990). Even during the twenty-
first century, research has shown that forensic psychiatric
care is characterised by correction and discipline, with
a caring care being overshadowed by a non-caring care.
Several studies have shown that the care provided in foren-
sic psychiatric settings can be characterised as behavioural
modification and discipline (e.g., Askola et al., 2016; Barnao,
Ward, & Casey, 2015; Gildberg, Bradley, Fristed, &
Hounsgaard, 2012; Gildberg, Elverdam, & Hounsgaard,
2010; Holmes, 2002, 2005; H€orberg & Dahlberg, 2015;
H€orberg et al., 2012; Jacob, 2012, 2014; Jacob & Foth, 2013).
Care based on behavioural modification risks overshadowing
both the patient as a person and their lifeworld. The situ-
ation may instead devolve into a power relationship between
the patient and carers where the intention should be to
develop a caring relationship. There is also a major risk that
the patient will adapt to the institution’s rules and routines
and present a good and desirable side of him/herself in
order to obtain privileges (H€orberg, 2008; H€orberg &
Dahlberg, 2015; H€orberg et al., 2012).

Another aspect is that staff in psychiatric care settings
risk developing compassion fatigue related to working
in a psychologically distressing environment (Turgoose &
Maddox, 2017) as well as developing moral distress (Ohnishi
et al., 2018). Gustafsson and Salzmann-Erikson (2016)
describe how mental health nurses, working in forensic
psychiatric care settings, experience carrying out coercive

measures. The results show that the nurses were affected,
both professionally and privately, by their working conditions.
The fact that the nurses act against the patients’ will gener-
ated a need for them to ethically justify their work through
moral reasoning. L€utzen and Kvist (2012) emphasise the
need for a dialogue in health care practice about difficult
moral issues and how it affects both the staff and the
patients’ care.

Theoretical foundations that can support the carers
in creating and maintaining caring relationships are thus
required in forensic psychiatric care. A suitable theoretical
foundation is person-centred care, based on a lifeworld
approach, which means that the carer creates caring
relationships built on intersubjectivity in which the patient is
invited in and encountered as a subject (Dahlberg & Ekman,
2017). A lifeworld approach with its existential focus can sup-
port carers in strengthening patients’ health processes
(Dahlberg, 2018). A systematic research review focussing on
the social climate in forensic psychiatric settings shows that
person-centred care is a key to achieving a therapeutic social
climate (Doyle, Quayle, & Newman, 2017). However,
Livingston, Nijdam-Jones, and Brink (2012) maintain that spe-
cial attention to safety and risk issues is required when intro-
ducing person-centred care in forensic psychiatric settings.

In order to achieve a healthy social climate in these
settings, it is important that carers question how encounters
and caring relationships manifest themselves. Caring
relationships in this form of care are both an opportunity
for and a precondition for understanding and meeting
patients as human beings (H€orberg, 2015). It is thus neces-
sary that the carer attempts to encounter and understand
the patient as a person—as the person he or she is. This can
be possible if the carer has a lifeworld approach and as far
as possible attempts to understand the patient’s comprehen-
sion of his/her own situation, i.e., if the carer addresses and
listens to the other person’s lifeworld, then the opportunity
exists for offering care (Dahlberg, 2018). At the same time,
this implies that carers strive to understand that one is not
able to understand everything and not always correctly. If
the carer instead allows his/her own impression of the
patient and what is best for them to form the basis of care,
then any understanding of the patient as a person and their
lifeworld will be lost (H€orberg, 2015). Such an attitude
entails the carer missing how the patient understands him/
herself, what the patient lacks and needs in order to support
his/her health processes. It is important to listen and to
acknowledge someone by listening to what the other (i.e.,
the patient) has to say as a subject—contributing to a feeling
of being understood and therefore acknowledged (Dahlberg
& Ekman, 2017; H€orberg, 2015). Patients cared for in a
forensic psychiatric setting describe needs of feeling a sense
of belonging in order to being able to be themselves and
to feel being accepted (Aga, Vander Laenen, Vandevelde,
Vermeersch, & Vanderplasschen, 2017). Koskinen and
Lindstr€om (2015) assert that a carer who listens, shows com-
passion and is together with the patient in his/her struggle
in suffering can take the patient out of his/her loneliness
and thus alleviate suffering.
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Being listened to as a patient can contribute to possibil-
ities of expressing one’s feelings and of experiencing partici-
pation in their own care. Selvin, Almqvist, Kjellin, and
Schr€oder (2016) describe patient participation in forensic
psychiatric care from the patients’ perspectives. The results
show how good communication with staff and being
involved in one’s own care can promote participation. The
importance of feeling a mutual trust with carers but also
feelings of trust in relation to the given care was also shown,
and the patients stated that it was necessary for them to
take their own initiatives and participate in activities.
Schr€oder, Lorentzen, Riiskjaer, and Lundquist (2016) studied
the quality of psychiatric care among forensic inpatients in
Denmark and showed that patients’ lowest ratings were for
‘patient participation in the care’.

Patients within the confines of forensic psychiatric care
are constrained and controlled by the legislation and hos-
pital routines and have to be for reasons of security
(Gordon & Lindqvist, 2007). At the same time, it is apparent
that patients need to be listened to, for example, when
expressing their feelings about being in care and about any
concerns regarding their lives and futures. First and fore-
most, any encounter with a patient’s existential suffering
demands the ability to see and listen to the person on a
human level, while also requiring validation and acknow-
ledgement of their suffering so that they have a sense of
their own human worth (Eriksson, 2006, 2010; Galvin &
Todres, 2013). This is supported by Vincze, Fredriksson,
and Gustin (2015) who express the need for the carer to not
only be present and encounter the patient’s suffering but
also to consider their own reactions in relation to the
patient’s suffering. Salzmann-Erikson, Rydlo, and Wiklund
Gustin (2016) maintain that carers in forensic psychiatric
care need to take their time in order to be able to see the
patients as people and to strive to establish trusting relation-
ships with patients. This can contribute to a less oppressive
way of controlling patients.

The importance of mutual acknowledgement appears to
be a challenge for staff in forensic psychiatric care. It is
important as a carer to understand that the patients’ under-
standing of themselves is mediated by how others view
them; how the carer expresses him/herself to or looks at the
patient affects the latter’s understanding of themselves. It
requires openness by the carer to understand that one can
never fully understand how the patient is thinking and feel-
ing (Todres et al., 2014). Gaining access to how the patient
perceives him/herself and others, how they think and feel,
may be considered a security aspect in forensic psychiatric
care (Salzmann-Erikson et al., 2016), which entails that it is
necessary as a carer to listen to and acknowledge the patient
(Dahlberg & Ekman, 2017). It is also a matter of questioning
one’s own understanding and seeing the person being
encountered. Self-reflection is thus required for the carers in
order for them to understand the other (Ekebergh, 2009;
Gustafsson et al., 2014; H€orberg, Ozolins, & Ekebergh,
2011). Self-reflection is important for carers to avoid rushing
to make judgements that tend to become truths—instead
reflecting on and examining the situation and asking

questions of oneself and problematising one’s own
understanding.

How to see the person within forensic
psychiatric care

The focus on behaviour in the forensic psychiatric tradition
promotes the view of patient as an object (cf. Holmes, 2002,
2005; H€orberg & Dahlberg, 2015; H€orberg et al., 2012). To
study, assess and address patients as objects, without seeing,
understanding and encountering the person, in a care envir-
onment means that they will be ascribed the viewer’s per-
spective. Foucault (1975/1977) clarifies the problems arising
from what is written about patients (e.g., documentation)
and states that what is written cannot be separated from the
medical gaze. In this way, the healthcare profession creates
its own truth focussing on diagnosis, disorder or personality.
When patients are primarily assessed and treated based on
diagnoses, the person and his/her lifeworld are left to take a
back seat (Dahlberg et al., 2009).

It is important that the person as a subject be allowed to
emerge in forensic psychiatric care. Holmes, Murray, and
Knack (2015), who have studied the seclusion of patients in
forensic psychiatric care, highlight the importance of seeing
and considering the patient as a lived body and how they
relate to other lived bodies (e.g., carers) in situations in
which the patient is secluded (e.g., isolated in a room)
because the situation of isolation implies an absence of
intersubjectivity and meaningful lived relationships.
Furthermore, they clarify that carers should not view and
meet patients as objects, as they are not an object in the
situation but rather experience their seclusion and the situ-
ation, as lived bodies with all of the emotions and experien-
ces that are implied. Holmes et al. (2015) also express the
belief that carers who have the ability to see, encounter and
understand the patient as a lived body in care situations
have the possibility of creating a caring trust between them-
selves and the patient, as opposed to when the patient is
viewed as an object and repressive responses aimed at modi-
fying behaviour are the obvious recourse.

Gustafsson et al. (2013) highlight the meaning of main-
taining patient dignity when caring for patients in forensic
psychiatric care, which requires carers to respect and meet
patients in human fellowship. In addition, Gustafsson and
Salzmann-Erikson (2016) show how acting against the
patient’s will could generate feelings of compassion in the
carers. Danger and risk must, of course, be considered when
approaching the patient, as well as knowledge of the
patient’s illness, problems and suffering. In such caring sit-
uations, a lifeworld approach offers the opportunity of
understanding how the carer can encounter the patient.
Olsson et al. (2015), who studied factors that can reduce or
increase the risk for violence in forensic psychiatric care
from the patient’s perspective, show that the responses and
attitudes of carers, the patient’s own insights and attitudes
as well as interactions within the healthcare environment,
are all important in this context. All areas, where the risk of
violence can be reduced, are related to the patient being
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allowed to be a person and to be seen and understood as a
subject. Gustafsson et al. (2013) suggest that it is about
being treated with dignity and respect and being able to talk
to someone when the need arises. Olsson et al. (2015) show
that the risk for violence increased when carers were dismis-
sive and confrontational, which could lead to an escalation
of conflicts. On the other hand, an interior dialogue and
healthy alliances with both carers and other patients contrib-
uted to a reduction in the risk for violence. The lived care
environment (i.e., the people being cared for and the carers)
thus affected the risk for violence.

Understanding the person as a whole

The life story that the patient has to tell, needs to be told to
someone who is willing to listen and who has a genuine
interest in hearing the tale. In order to reach the depth of
understanding, an authentic and true ethical attitude from
the carers is required (Rydenlund, Lindstr€om, & Rehnsfeldt,
2017). If the carer communicates his/her understanding of
the patient and of the latter’s actions to the patient, this
may help the patient to understand about him/herself in a
new way and also provide support in understanding the
carer’s actions – something which under favourable circum-
stances can contribute to mutual recognition. Dahlberg and
Dahlberg (2015) describe the importance of utilising the in-
between space between the carer and patient in their
encounters, suggesting that the differences between human
beings create contrasts that throw certain characteristics into
sharp relief, leading to a caring encounter based on both
similarities and differences; meetings in which our under-
standing of others is mediated through ourselves and our
self-understanding through others. In this way, the care
encounter becomes an arena in which both the patient and
carer can understand more about themselves and each other.
Dahlberg (2018) clarifies that “at the same time as we belong
together, sharing the same world, the in-between can be
seen as an open gap, a rift between ourselves and others” (p.
58) and further on that in order to understand others, we
first of all need to learn how to deal with the gap between
our own and others’ lifeworlds, i.e., we (in this situation
carers) need to slow down our process of understanding and
adopt a reflective approach.

One recurring clich�e in forensic psychiatric care is to see
the person behind the crime, meaning that one should separ-
ate the person from the crime they have committed
(H€orberg, 2008). From a caring science and lifeworld per-
spective (Dahlberg, 2011; Dahlberg & Segesten, 2010; Todres
et al., 2014), this is neither possible nor fruitful. Instead, it
creates an unnecessary dualistic view of the patient. In
understanding the patient as a lived body (Merleau-Ponty,
1945/2011) interacting with their environs, we cannot separ-
ate the patient from the crime, i.e., we cannot separate the
patient from their own experiences. In order to see and
understand the patient as a person, the carer needs to
understand them in relation to both their crime(s)/offence
and to their life as a whole – without simplifying one at the
expense of the other (H€orberg, 2008). Askola et al. (2015)

emphasise the importance of the carer listening to the
patient’s authentic story including both his/her life situation
and the reasons underlying the crime committed and thus,
trying to enter the patient’s world in order to take part of
the patient’s own experiences. It could be helpful for carers
to switch between foregrounding an understanding of the
patient as a person against the background of their crime.
This demands that the carer understands and encounters the
patient through their lifeworld while at the same time relat-
ing to the crime of which they have been convicted (Askola
et al., 2015; H€orberg, 2015).

Carers who encounter the life stories of patients, stories
which may sometimes include heinous crimes, require both
support and supervision in dealing with the emotions that
these crimes raise and which may contribute to difficulties
in meeting the patient. It can be difficult to reconcile the
impressions gained of the patient as a person in the care
environment with the crime for which they have been
convicted (Rydenlund, 2012; Sj€ogren, 2004). At the same
time, the emotions aroused by the crime may be of help to
the carer in being both careful and vigilant in encounters
with the patient—in being inviting without being intrusive.
Reflection may support the carer in such situations to
take a caring attitude in encounters with the patient
(H€orberg, 2015).

The carer has to also show a willingness to understand
and to give the patient the space to express their feelings,
thoughts and existential vulnerability in such a way that the
carer is able to understand and support the patient’s health
processes. This requires that carers really listen to what the
patient expresses both verbally and bodily (Dahlberg, 2018;
Dahlberg & Segesten, 2010) and to the otherness of the
patient in their vulnerability (Koskinen & Lindstr€om, 2013).
Koskinen and Lindstr€om (2015) maintain it is essential to
create a caring space in which the patients can be heard,
met and listened to by carers who take part of the patients’
understanding of themselves. This kind of a caring attitude
can give the carer an opportunity to gain some insight into
the patient’s lifeworld and to create a sustainable caring rela-
tionship in which the patient is able to see him/herself and
thus, discover alternative strategies to deal with his/her
life situation.

Understanding another person completely is impossible
but one can come closer to the other person in a variety of
ways by listening to their story (Dahlberg, 2018; Koskinen &
Lindstr€om, 2015). This demands a level of openness and
responsiveness to the other and to their story, as well
as a willingness to try to understand. It also requires that
the carers reflect on how and why they understand it as
they do.

Challenging our own understanding as carers

Carers in forensic psychiatric care not only need to strive to
understand the patient as a person to be able to provide
care but also to challenge and reflect on their own under-
standing and in particular why they understand and assess
situations in a certain way (Todres et al., 2014). Carers must

4 U. H€ORBERG



accept the fact that there is a tension between how they
relate on the one side to the more rigid aspects such
as legislation, crime, diagnosis, risk, etc. and on the other
to the person’s existential experience and vulnerability
(H€orberg, 2015). This requires the carer feeling a sense of
responsibility for and an understanding of the other in
encounters and conversations with the patient, but also
processing his/her own understanding and preconceptions
as a carer. A caring attitude thus requires openness and will-
ingness to, as far as possible, unconditionally encounter the
patient’s lifeworld; making it possible to understand some-
thing new, which can be of crucial importance to the care
offered (Todres et al., 2014).

There is always a risk as a carer that one becomes too
familiar and thus adopts a taken-for-granted attitude to the
care given by oneself or others. There will then be a lack of
critical reflection over one’s own and others’ actions, or
even a lack of reflection as to whether such uncritical behav-
iour is good or bad, which cannot be seen as being caring
in its proper sense (Dahlberg & Segesten, 2010). This in
turn leads to a situation in which the carer may offer care
in the belief that they are doing so in the best possible way,
negating any possibility of development. Care is then offered
without due consideration and, therefore, risks being non-
caring. Dahlberg and Segesten (2010) as well as H€orberg
et al. (2011) assert that any care of a good and safe quality
demands that the carer adopts a caring attitude and
constantly reflects on the care they provide and how it
is received.

The importance of openness and responsiveness
to the patient’s story

The patient’s own story may provide clarity as to who the
patient is a person—if the carer is prepared to see and
encounter the patient’s lifeworld (Dahlberg & Ekman, 2017).
The patient’s story competes, however, with the way others
understand the patient, understandings that are revealed in
diagnoses, assessments, documentation, etc. and that deal
with the external view of the patient as an object (cf.
Foucault, 1975/1977). From a caring science perspective, it is
a matter of seeing the patient’s own story as a basis for
understanding the patient. The patient’s story also provides
valuable knowledge for diagnoses and risk assessments
(Olsson et al., 2014a, 2014b, 2015). The carer must, however,
be open and receptive to the patient and his/her story—some-
thing that requires curiosity, interest, and responsiveness and
at the same time the ability to absorb and reflect on what the
patient has to say, both verbally and behaviourally in order to
establish a trusting relationship (Gildberg et al., 2012;
H€orberg et al., 2012). It is in no way certain that the patient’s
story will correspond with the carer’s view of the patient. For
example, the patient’s understanding of the crimes committed
or of their illness and diagnosis may differ from the legal and
medical judgements. Irrespective of whether this understand-
ing is correct or not, the fact that the carer listens to the
patient’s story is an acknowledgement of the person as a sub-
ject (human being) and an opportunity to see the patient’s

vulnerability and to gain a deeper understanding of the
patient’s lifeworld (Dahlberg & Ekman, 2017; Holmes et al.,
2015). From the patient’s perspective, this can contribute to a
feeling of human worth (Askola et al., 2015, 2016; Barnao
et al., 2015; H€orberg et al., 2012).

Carers in forensic psychiatric care need to consider
whether they are prepared to listen to the patient’s story just
as it is, in which case they need to demonstrate this in their
attitude to encounter with the patient, i.e., they need to have
a person-centred approach in the encounter and relationship
with patients. Otherwise, there is a risk that the patient in
his/her wish to please the carer will adapt themselves to
whatever they feel that the carer wants to see and hear,
repressing their story or relating it in a manner that they
feel offers the possibility of privileges (Barnao et al., 2015;
H€orberg & Dahlberg, 2015; H€orberg et al., 2012). An overall
lack of person-centeredness in the provision of care from
a patient perspective was shown in a study by Barnao et al.
(2015). Moreover, the relationships with carers were of
variable quality and the patients expressed a wish to be
treated as a real person with feelings.

Openness and responsiveness to the patient’s story also
demands that the carer adopts a reflective attitude in
encounters with the patient. If the patient expresses a feeling
of suffocation on being confined, the carer must reflect on
what it means to be locked-up in the forensic psychiatric
care environment. In order to approach the patient’s life-
world, the carer must abandon their natural attitude (their
everyday attitudes) and adopt a more reflective attitude (cf.
Husserl’s, 1929/1977, theory of intentionality), reflecting on
the implications for the specific person one is caring for and
encountering in that moment (Ekebergh, 2009; Gustafsson
et al., 2014; H€orberg et al., 2011). Otherwise, there is a risk
that the carer will be tricked into believing that they already
know what it means to all patients. The carers must, thus,
constantly challenge themselves by questioning their own
understanding and maintain an awareness that it is not
always possible to understand.

Supporting the patient’s self-understanding

A caring relationship between a carer and a patient is a vital
cornerstone for achieving understanding and to support
health and well-being (Arman, Ranheim, Rydenlund,
Rytterstr€om, & Rehnsfeldt, 2015). The carer has a vital role
in supporting the patient to better understand him/herself,
where the carer’s attention and directedness is of import-
ance. Cavalcante Schuback (2006) highlights the problem
that the carer’s attention is primarily directed at the patient
as an object, with the consequence that the patient as a per-
son is neglected. There is an inescapable need in forensic
psychiatric care, to remain vigilant regarding the behaviour
of patients given the safety and risk aspects (Olsson et al.,
2014a). However, a balance needs to be struck so that we
can obtain an all-round recognition and understanding of
patients as both an object and a subject at the same time.
A carer who primarily builds his/her understanding of the
patient on objective observation is in no position to support
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the patient’s self-understanding. This only becomes possible
when the objective gaze competes with that directed at the
patient as a subject (Holmes et al., 2015). In order to
achieve a greater understanding of the patient as a whole,
the carer can switch between foregrounding their under-
standing of the patient as a subject against the background
of the patient as an object, and vice versa (cf. Merleau-
Ponty, 1964/1968). This can enrich the carer’s understanding
and to reach and touch the patient’s existential vulnerability
and support the patient in seeing and understanding them-
selves and the direction in which their life has taken them
(Galvin & Todres, 2013).

The carer can gain support in his/her conversations
with the patient; by switching between how the past affects
the present and future, and how the present is affected by
the past and how it may reflect on what is to come, which
is based on Husserl’s (1977/1929) description of temporality
(Dahlberg, Dahlberg, & Nystr€om, 2008). It may be painful
for the patient to begin to understand him/herself and his/
her past actions; something that requires responsiveness on
the part of the carer as well as a willingness to encounter
the patient’s upcoming emotions in the situation. This is,
according to Todres et al. (2014), possible if the carers have
the ability to listen to the patient’s expression and incorpor-
ate a caring reflective attitude.

Conclusive reflections

The patients in forensic psychiatric care can arouse trouble-
some feelings in carers, which can make it difficult to adopt
a caring attitude in encounters with patients. Such situations
indicate the difficulties of understanding in the care of
patients in forensic psychiatric care but also the importance
of still trying to understand even if one does not understand
in the moment. However, the art of understanding cannot
be seen as a method, instead, as a caring approach support-
ing the carers to be open and sensitive in encounters with
patients, for example, in doing risk assessments. This know-
ledge about understanding is important for specialised men-
tal health nurses as well as all other nursing staff because of
its fundamental meanings and importance for all health
care. The art of understanding cannot replace other nursing
skills or therapeutic methods, but it could provide a founda-
tion for a caring attitude and also contribute to feeling safe
as a mental health nurse in everyday/daily assessments due
to the possible insight into the patient’s thoughts and
understanding.

If the patient’s story is allowed to be the hub of any
caring conversation, the patient will be afforded the oppor-
tunity to present him/herself and their understanding of
him/herself and others in a way that provides the carer with
a better understanding of who the patient is as a person by
offering an insight into the patient’s lifeworld. If the carer
has the ability and is willing to see and encounter the
patient’s lifeworld, he/she can support the patient in under-
standing more about him/herself.

Implications for mental health nursing practice

� Adopting a caring attitude can help the mental health
nurses to understand the patient’s perspective. This
entails that mental health nurses should consider what
can enable their self-reflection and time spent together
with patients as a foundation for caring.

� In encounters with patients, mental health nurses have to
express a wish to understand how the patient under-
stands his/her situation by confirming the patient as an
expert of being him/herself.

� Supervision in groups from a caring science perspective
based on a lifeworld approach can support mental health
nurses in developing their ‘art of understanding’ and also
to be aware of how a reflective attitude towards one’s
own and others’ actions can contribute to a less random
care for patients.

� A caring science perspective can contribute to a compre-
hensive view, together with perspectives of medicine,
psychology, social work and occupational therapy, and
can support mental health nurses in care planning meet-
ings together with other professions.
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