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ABSTRACT 
Background: Forensic reports require clinicians’ presence as an agent in court-
ordered forensic assessment. Aim: We focus on discursive representations of 
clinical communication in forensic psychiatric reports. Methods: We perform a 
critical discourse analysis of 142 forensic assessment reports for 33 patients 
detained and hospitalized on forensic wards in three hospitals in the southwest of 
Poland. Results: Clinical communication is constructed as controlled by the 
clinician. All references to patients’ communication are anchored in interpretation 
by the clinician. While the speaking patient is explicitly constructed as a 
communicator, the clinician her/himself is only very rarely represented as 
personally communicating, invoking an impersonal voice of institutional medicine. 
Discussion: Our study offers insight into the role of communication is forensic 
psychiatry as serving the clinician to construct an institutionally useful account of 
the patient. In contrast to psychiatry’s pronouncements, communication is not a 
means for a clinical dialogue, but for an institutional monologue. Conclusion: The 
results of our qualitative study are useful as do not only examine how things are 
done in forensic psychiatry, but also what it means in its context. 
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Introduction 

Forensic mental health services are predominantly described as driven by the bio-medical 
paradigm oriented toward impairment, biological reductionism, and physician-led treatment 
as well as decision-making (Livingston, Nijdam-Jones, & Brink, 2012; Pouncey & Lukens, 2010). 
Over the recent years, however, this approach has been changing and more attention has 
been paid to recognising participatory and collaborative approaches to patient care as more 
effective in mental healthcare provision (Barnao, Ward, & Casey, 2015).  

Yet, the nature of service provision in a forensic mental health hospital poses a series of 
challenges for delivering patient-centred care. For example, as Hettema (2019) suggests 
forensic psychiatry faces a significant conflict between its duty of confidentiality and that of 
reporting to the courts and other supervising bodies about various aspects of patients’ well-
being.  Moreover, as patients can be admitted with diminished or absent responsibility, they 
might not have capacity to consent to treatment. Forensic psychiatry, finally, has the 
additional goal of preventing future illegal acts by the patient, while dealing with her/his 
suffering becomes a secondary goal (Hettema, 2019). 

More generally speaking, forensic psychiatry is located at the interface between law and 
psychiatry and the goal of involuntary detention, which is of interest to us here, is both care 
of the patient and isolation of the offender. The forensic psychiatrist working in a mental 
health facility plays a double role, negotiating being a medic who cares for the patient, with 
being a representative of the penal system who protects the public (Stone, 1984; see also 
O’Grady, 2002, 2004). This creates a double bind for the doctors as they must provide 
psychiatric care and at the same time serve as objective evaluators (and witness experts) of 
the patient-inmate’s progress (Ng, 2016), though it is argued that the patient remains at the 
centre of the forensic psychiatrist’s care (Völlm et al., 2018). 

 

Psychiatric forensic reports 

In today’s forensic psychiatry, the written report is the core of psychiatric evidence and goes 
beyond merely documenting how forensic psychiatric assessment was performed (Griffith, 
Stankovic, & Baranoski, 2010), while at the same time being a result of intensive clinical work 
and interactions (Silva, Weinstock, & Leong, 2003; Mossman et al., 2007). Indeed, psychiatric 
forensic reports serve many functions, including preparing grounds for testimony, facilitating 
treatment or demonstrating appropriate evaluation.  

Griffith and colleagues (2010) suggest that forensic psychiatric reports are also a means of 
safeguarding against inappropriate interpretation, ambiguity or biased language. They see 
forensic reports in terms of revealing the evaluator’s voice and suggest that by organising 
available information into a report, the clinician brings characters and events into a 
performative narrative for an intended audience. This process goes beyond a mere recounting 
of clinical findings. Instead, the forensic psychiatrist creates a written performance in an 
attempt to tell a compelling story (see Applebaum, 2010). Pointing to reports’ narrative 
complexity present in many reports, the researchers argue for seeing the writing psychiatrists 
as characters in their own stories (Griffith et al., 2010).  
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This view of psychiatric forensic reports seeks the clinician’s presence in court-ordered 
forensic assessment and it is in particular clinical communication in which the writing clinician 
is constructed as an explicit or implicit agent. We are therefore interested in how forensic 
reports on current mental health state and progress in treatment of psychiatric patients 
detained in mental health hospitals construct clinicians as communicators and position them 
as part of collecting the evidence in the forensic psychiatric assessment process. We are 
particularly interested in representations of the channel of communication, access to it and 
how it is used by the communicating participants. 

There is little research on texts of psychiatric forensic reports. What research there is has 
focused predominantly on psychiatric assessment and testimonies of experts before the court 
(Wettstein, 2010). Written reports have been seen as documentation of what was done and 
of the quality of psychiatric assessment (Gray-Little & Kaplan, 1998; Grisso, 2006). Analyses of 
forensic reports’ text has been limited to formal aspects such as composition or correctness 
(e.g., Greenfield & Gottschalk, 2008; Pyrcak, 2010; Silva et al., 2003). 

Research by Karlińska (2021) is the only study we found that explicitly focuses on reports as 
texts. She shows that the 65 forensic psychiatric reports contained forms described as 
dehumanising (Resnick & Soliman, 2011) suggesting a distance from the patient, who, 
moreover, was rarely referred to by their surname. The authors’ voice was limited, while the 
assessing clinicians avoided writing in the first person linguistically taking explicit responsibility 
for what they wrote. Karlińska suggests that such linguistic characteristics make the texts 
formal (Pennebaker, 2011) and are presented as objective and impartial.  

In our study, which is based on the reports by Polish psychiatrists, we focus solely on 
representations of clinical communication. This is because the relationship between the 
therapist and the patient is a key component of healthcare and it is achieved through 
appropriate communication. Clinical communication is believed to be crucial to the 
effectiveness of healthcare, with significant effects on outcomes reported in quantitative 
studies (Kelley, Kraft-Todd, Schapira, Kossowsky, & Riess, 2014; Riedl & Schüßle, 2017). A good 
therapeutic alliance and rapport are assumed to be achieved by communication that focuses 
on the patient's concerns, on her/his involvement in decision making and on her/his feelings 
of being respected, important and taken seriously (Priebe et al., 2011; Stivers et al., 2018). 
This is particularly important in psychiatry given that communication has both diagnostic and 
specific therapeutic roles. Accordingly, communication skills are considered to be core 
psychiatric competences by professional organisations such as the Royal College of 
Psychiatrists, the World Psychiatric Association, the American Psychiatric Association or the 
American Board of Psychiatry and Neurology.  

Although we have no access to what happens in the consultation, representations of 
communication which are made by psychiatrists show the role of communication in actual 
psychiatric care. First, in references to communication we access how the writing clinicians 
see their communication with the patient. We analyse reports of clinical communication from 
the point of view of the clinician and with the elements of the communicative process that 
the clinician considers important. Second, as it is communication with the patient that is the 
primary tool for gaining information about the patient and, in the process, in the diagnostic 
process, representations of communication offer insight into understandings of the tool.  

Although we accept that the forensic psychiatrist plays a double role, as we suggested above, 
negotiating between the roles of a doctor performing healthcare with being a representative 
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of the penal system protecting the public (Stone, 1984; see also O’Grady, 2002, 2004), more 
and more attention has been paid to recognising participatory and collaborative approaches 
to patient care as more effective in forensic mental healthcare provision (Barnao et al., 2015). 
In this context, it is interesting to consider how the reports construct clinical communication, 
and in particular its participants, the message and its channel. 

 

Methodology and data 

National context 

In Poland, involuntary commitment is imposed when an individual committed a crime while 
insane, when the crime is considered socially detrimental in a significant way, and when the 
perpetrator is highly likely to commit a crime again. Depending on the nature of the crime and 
a host of other considerations (e.g., aggressiveness, escape risk), court-supervised appropriate 
preventive measures are applied for renewable periods of six months, while there is no set 
duration of the detention. In 2015, the Polish penal code introduced outpatient therapy as an 
alternative to inpatient detention, and currently, there are four types of preventive measures 
(three of which are non-custodial): 1) control of the current location with electronic devices, 
2) outpatient therapy (psychological therapy, sex therapy, pharmacotherapy), 3) treatment of 
addiction, and 4) detention in psychiatric institutions (for an overview of the model of care for 
mentally disordered perpetrators, see Heitzman, Markiewicz, & Gosek, 2019). 

The decision to impose psychiatric detention is predicated on four principles: necessity, 
proportionality, obligatoriness and experts’ opinions. Thus, detention in a psychiatric 
institution applies only to those situations where it is necessary to prevent the perpetrator 
from committing a further contravention of law with a significant negative social impact. In 
such a situation, the court, after hearing expert opinion, orders the obligatory application of 
a preventive measure (Gierowski & Paprzycki, 2013). To determine the necessity of preventive 
measures, psychiatrists along with psychologists prepare written assessments of the current 
mental health state and progress in treatment at least every 6 months, based on the 
stipulation of the Polish Code of Criminal Procedure. Based on their opinion, the court decides 
on the continuation or revocation of preventive measures. 

However, there are no clear standards for criminal responsibility evaluation in Polish 
psychiatry (Hajdukiewicz, 2016; Kacperska, Heitzman, Bąk, Leśko, & Opio, 2016), with the 
guidelines which are open to interpretation. Hajdukiewicz and Heitzman (Jarema, 2007) 
recommend that the report should have four parts. After the introduction, there should be a 
report on the experts’ activities (e.g., interviews, examinations) and their observations, then 
a discussion of the entire evidence base and conclusions which are supported by justifications, 
and finally, the conclusions discussing final assessments.  

Karlińska (2021) writes that, as a genre, a forensic psychiatric is a result of writing practices in 
medical centres and teams of doctors. Indeed, studies of the reports suggest significant 
differences between texts, even from the same teams (Bogdanowicz & Hajdukiewicz, 1997; 
Hajdukiewicz, 2006; Pyrcak, 2010).  

Such studies suggest that the genre of the psychiatric forensic assessment report in Polish 
psychiatry is still negotiated and, at best, it is emerging and there is no generic textual frame 
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which must or even should be followed by individual clinician-experts. This means, in turn, 
that the texts we examined are more reflective of clinical relevancies imposed by assessment 
teams on the clinical practices and, in particular, clinical communication.  

 

Data 

Our study is based on 142 forensic psychiatric assessment reports (Polish: opinia sądowo-
psychiatryczna and opinia sądowo-psychologiczno-psychiatryczna) selected from a dataset of 
194 reports for the court included in medical documentation for 33 patients hospitalised on 
forensic wards after court decisions in two psychiatric hospitals approved to admit detained 
psychiatric patients in southwestern Poland.  

The 142 reports consist of the following two types of recommendations: 

a. continuing detention at the same security level (n=126); 
b. continuing detention at a different security level (n=16). 

In our study, we collected forensic reports concerning patients who met the following criteria: 
(1) current detention in a psychiatric unit, (2) approval for participation from the doctor in 
charge of the patient’s therapy, (3) age at least 18 years, and (4) the provision of informed 
written consent to participate in the study. This resulted in 142 forensic assessment reports 
for 33 patients (28 men and 5 women) detained in basic secure wards. The assessed forensic 
patients had committed different offences: murder (8 participants), attempted murder (3 
participants), assault (4 participants), family abuse (7 participants), rape (1 participant), 
possession of drugs (2 participants), criminal threats (2 participants), mugging, robbery, 
burglary, document forgery (4 participants), and child sexual abuse (1 participant). One 
participant was detained due to worsening of illness. Most of the forensic patients had a 
diagnosis of schizophrenia (28 people), two had a diagnosis of a substance use disorder, the 
next two had a diagnosis of intellectual disability, and one patient had a diagnosis of 
personality disorder. 

The duration of patients’ detention ranged from one to 183 months; for some, it was their 
first detention, while others had a history of more than 10 previous detentions and 
hospitalisations at different levels of security (from basic to high-security units). Their ages 
ranged from 22 to 69 years, with a mean value of 43.9 (SD=12.77). Some patients were lonely, 
with no social support, and some had a supporting family. However, the forensic reports were 
predominantly about men diagnosed with schizophrenia, which is in line with the 
characteristics of the overall population of detainees in Poland (Ciszewski, 1995; Ruzikowska, 
Tarczyńska, & Walaczyna-Leśko, 2009). 

The study was performed in accordance with the Declaration of Helsinki, with ethical approval 
obtained from the ethical committee of the Wroclaw Faculty of Psychology of the University 
of Social Sciences and Humanities (SWPS). 

 

The analytic process  

The analytic process consisted of two stages. The data were coded with the use of the 
MaxQDA software. We coded those fragments that referred to communicative actions of 
clinical personnel (for the most part, the authors of the reports) whose recipient was the 
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patient. We were also interested in all fragments that referred to the actions of patients that 
targeted other clinical personnel. Two researchers coded separately the entries in the reports, 
and then compared coded fragments. We coded the entire texts of the forensic assessment 
reports.  

To avoid free interpretation, we used a systematic and explicit analytical process guided by 
rules and described methods by Miles and Huberman (1994). A comparison of the coded 
entries allowed us to create the dataset for detailed discourse analysis, which was the second 
stage of the analysis.  

A version of Critical Discourse Analysis (CDA) was used in the discourse analytic stage. The 
assumption underlying this method is that social reality is constructed through and within 
language and that language is designed to represent reality selectively imbued with decisions 
about how to arrange them. Each of these selections carries its share of implicit assumptions, 
so that the reality represented is ideologically constructed (Hodge & Kress, 1993). It is also 
through discourse (i.e., practices of representation) that language users constitute social 
realities: their knowledge of social situations, the roles they play, their identities and relations 
with other social groups (van Leeuwen & Wodak, 1999). No text, spoken or written, represents 
reality in a neutral or objective way, representation is never reality ‘as it really is’, rather reality 
is always viewed through the tinted lens of ideological assumptions (Fairclough, 1992; Barker 
& Galasiński, 2001).  

We take a text-oriented approach (Fairclough, 1992, 1995a, 2003). Thus, we focus upon the 
content and the form of stretches of discourse, with an interest both in the semantics and 
syntax of an utterance, as well as the functions of what is said or written within the local 
context, and the social actions thus accomplished. CDA can be used to account for lexical 
choices and grammatical forms as well as larger syntactic and textual patterns. We focused 
on the linguistic form of the forensic reports under analysis with an interest in semantics and 
syntax, as well as the functions of what was written within the local context.  

We draw upon Halliday’s functional linguistics where the lexico-grammatical form of 
utterances is foregrounded as a resource for constructing meaning (Halliday, 1994). We 
explore the ideational function of what assessment teams wrote but also focus on the content, 
relating it to the larger socio-institutional context, using a hermeneutic-like interpretation of 
discourses (Titscher, Meyer, Wodak, & Vetter, 2000). We thus attempt to identify the 
ideological underpinnings of the forensic reports.  

The data we show in the article were selected independently by the two researchers. We 
looked for extracts that were most typical of the corpus. In the article, we included all the 
fragments that were selected.  

 

Results 

Channel of communication 

In this section we discuss constructions of the channel of communication. We understand the 
notion of the channel of communication as an opportunity (be it physical or symbolic) to 
establish communicative contact and, in the process, a communicative situation. That is to 
say, opening a channel of communication gives rise to a situation in which a communicator is 
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able to share their meaningful message with at least one other communicator. The person 
who controls access to the communication channel effectively controls the opportunity to 
communicate.  

Although clinical communication can be represented in many ways, in our data, the channel 
of communication is represented as almost exclusively managed by the clinician. This has two 
aspects. First, the data show a clear role of the clinician in opening the channel of 
communication, a role which is often represented in disciplinary terms. Second, it is also the 
clinician who maintains the channel as keeps it open.  

Consider first the following extracts in which the opening of the communication channel is 
constructedi:  

(1) The patient reports for the conversation after being summoned.  

(2) [The patient] reports for interview after being summoned, no resistance. 

(3) He reports to the surgery after being summoned, he picks up the conversation willingly.  

(4) A conversation was carried out with the patient and he was informed that (…) he is making disciplinary 
problems on the ward. 

(5) Escorted to the surgery, [the patient] sits down at the place pointed to. He reports
ii
 that he had arrived 

from a psychiatric hospital. 

(6) When requestediii, [the patient] arrives for consultation without resistance, takes a seat. 

Communication which is represented in the assessment reports can hardly be more 
asymmetrical. These typical examples construct clinical communication as fully in control of 
the clinician. The clinician’s rights related to opening of the channel of communication are so 
broad that the communication can be forced upon the patient. Note that patients are not 
asked to communicate, they are summoned to appear for communication.  

Notably, patients’ compliance with requests to appear for consultation or interview are noted. 
Indeed, patients’ communication in (3) and (5) imply responding. On the one hand, they are 
contributions to a communicative encounter which was initiated and started by the clinician. 
On the other hand, in extract (3), the clinician implies that communication already started for 
the patient to pick it up (Polish ‘podejmuje’ is used, which strongly makes the connotation). 
Extract (5), alternatively, through the use of ‘report’, not only reinforces the clinician’s right 
to start a communicative event, but also underscores the institutional context in which such 
contributions are not unfettered.  

Such constructions are consistent with typical explicit representations of ongoing 
communication, where patients are almost exclusively represented as responding to 
communicative demands, rather than making unfettered contributions to the communication 
during consultation. Consider the following extracts: 

(7) Requested to be clearer about the number of hospitalisations, [the patient] reports that he was 
[hospitalised] twice.  

(8) Questioned about the current mood: Now he is taking sedating medication.  

(9) He confirms memory gaps.  

(10) When questioned about somatic illnesses, he reports that he has a kidney illness.  

(11) Confronted with [criminal] charges, [the patient] most frequently belittles them.  

(12) Denies hallucinations.  
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Whenever clinicians explicitly refer to their interaction with the patient, clinical 
communication is constructed as resulting from the clinician’s prompts. Clinicians’ 
contributions to the interaction are consistently focused on re-opening, or maintaining, the 
channel communication. Whenever clinicians refer to themselves as communicators, the goal 
of what they say is to elicit a response. All the extracts quoted above (7-12) imply a question 
or some other verbal challenge that needs to be responded to.  

In other words, clinical communication in forensic reports is re-constructed as question-
answer session, an interrogation rather than a conversation in which both parties are free to 
contribute to its progress. Instead, the patient is consistently constructed as reacting to what 
their clinicians say. This is, incidentally, consistent with an earlier finding where, when asked 
about her conversation with her psychiatrist, a patient said that she had not talked to the 
doctor. The doctor asked questions and she answered (Ziółkowska, 2009).  

As we indicated, such a picture of communication is reinforced by the use of verbs of speaking 
(see below) which indicated formality and instiutionality of communication. Verbs such as 
‘podaje’ (the most frequently used, ‘reports’), ‘deklaruje’ (‘declares’), ‘zgłasza’ (also translated 
as ‘reports’) all strongly imply that the communication took place in an institutional context. 
As such, we would argue, such verbs connote (perhaps weakly) that what the patient said had 
been a result of a person in some authority demanding information.  

Now, there was a very limited number of clinicians’ reports of patient communication which 
was not represented as elicited by doctors’ questions. Consider first the following fragment:  

(13) During the consultation, he was making spontaneous verbal contact.  

Quite extraordinarily, what seems to be a spontaneous contribution to a conversation is not 
represented as communication at all. Rather, the patient is described as making verbal 
contact. It is difficult to imagine making ‘verbal contact’ outside communicative activity, 
therefore such a record is quite ambivalent and hard to explain. It seems that representations 
of a positively communicating patient are undesirable and thus, they are not made. Indeed, 
representations of unsolicited patient communication are consistently evaluated negatively. 
Consider:  

(14) During the diagnostic conversation, difficult contact with the patient, he was talking in very general 
terms about his experiences during worsening of the illness process.  

(15) [The patient] reports for the consultation after being summoned, at times verbose, doesn’t let the other 
party speak, weakly interested in responses.  

We see the two extracts as asserting clinicians’ control of the communication process. The 
patient is not free to narrate – the way they speak must be controlled, otherwise it will be 
assessed in negative terms. In extract (14) the patient is described as difficult to communicate 
with as he was talking too generally about his experiences, in extract (15), the patient is 
represented as talking too much and attempting to take control of the channel of 
communication. In such extracts, communication is not a free-for-all, patients are criticised 
for taking an opportunity to make their own stories.  

In this section, we discussed access to the channel of communication in psychiatric 
assessment reports. The documents construct communication as in sole control of clinicians. 
The control is constructed at at least three levels. First, clinicians are constructed to have 
control over access to communication, second, they are represented as keeping the channel 
open with their questions, and finally, there are practically no references to patients’ 
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unsolicited communication and those made, are assessed with regard to clinicians’ 
expectations of what how the patient should communicate.  
 

Interpreting communication 

In this section, we discuss constructions of what patients say. The reporting of someone’s 
words is never a ‘neutral’ account of what s/he said. The act of retelling something involves 
the speaker’s control both of what is being retold as well as how the retelling is structured 
and organised, depending on the speaker’s view of the world (Caldas-Coulthard, 1994). 
Furthermore, the reporting voice (Cook, 1992) may not be one which co-exists with the 
reported one, it may dominate it and, in the process, distort it. Fairclough (1995b; also 
Coulmas, 1986) adds that although the propositional content of what was said (the contents 
of the message) is expected to be rendered accurately, expectations as to how speakers using 
indirect speech interpret the message are quite ambivalent.  

Moreover, indirect speech offers a large spectrum of dimensions along which what is 
paraphrased can be interpreted, from assessment of truth (e.g., ‘claim’), through verbosity 
(‘ramble’), to force of directiveness (‘request’) (see also Verschueren, 1980; Wierzbicka, 
1987). In such a way, the spectrum offers those who report the opportunity to impose their 
perspective on what was said, indirect speech is the linguistic action in which “the reporter 
comes to the fore” (Holt, 2016).  

We would like to start the discussion in the negative. The most striking aspect of the dataset 
we have is not what we found in it, but rather what we didn’t. We approached the data for 
reported speech of patients with expectations that there will be two significant sets of indirect 
speech. On the one hand, we expected the writing doctors to offer more or less explicit 
interpretations of what patients said, but on the other hand, we also expected a significant 
number of reports of patients’ words without a clear interpretation. In other words, in the 
latter set, we expected doctors to write using verbs such as ‘say’ or ‘tell’, possibly also ‘express’ 
or ‘relates’.  

We were wrong in our expectations. It turned out that the writing clinicians practically do not 
use non-interpretative verbs. There were very few instances where the speaking patient was 
rendered through reference to verbs merely indicating communicative action, or an act of 
telling a story.  

Interestingly, the verb ‘say’ was used in very particular contexts. Consider one such example: 

(16) He claims that he had a good relationship with his friends. He says: ‘I was the king of the space.’ 

We suggest that the patient’s words cannot be easily paraphrased; they cannot be interpreted 
easily, either. Thus, the clinicians prefer to ‘play it safe’ and use a direct quote. In other words, 
we argue that the reference to saying is not so much an attempt to access the patient’s voice 
and represent it on its own terms, but rather it is an attempt to avoid having to interpret it. 
The other few similar quotes also included ‘strange’ statements which were hard to interpret, 
making our argument plausible.  

Another aspect of the use of, for want of a better label, low-interpretation verbs is that they 
are used in the negative. For example, clinicians write: 

(17) He doesn’t express delusions.  
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(18) … persecutory attitudes have been reduced, the patient doesn’t express them anymore. 

Here, the verb ‘wyrażać’ (‘express’) is used and it is at the same interpretative level as ‘say’. 
However, the verb is used to indicate absence and, arguably, absence does not need to be 
interpreted. The use of such verbs must also be seen alongside records such as:  

(19) Doesn’t betray suicidal thoughts.  

where communication is reduced to the transfer of information, presence or absence of 
symptoms which are read off the patient by the clinician.  

As we indicated, the overwhelming majority of speech reporting in one way or another 
imposes an interpretation on what patients say. There were a number of ways in which this 
was done. First, clinicians’ interpretations included expressing scepticism over what was said. 
For example, verbs such as ‘deceive’, ‘claim’, ‘deny’, ‘declare’, ‘negate’ all connote a negative 
attitude towards what the patient said. Similar to that, second, were implications of trust in 
what the patient said – with verbs such as ‘confirm’, ‘admit’. The next group, third, implies an 
effort the patient put into persuading the doctor, doctors used verbs such as ‘explain’, ‘argue’, 
dwell on’, suggesting that what had been said, had to be given an additional account.  

All those verbs clearly offer a perspective on what patients say, suggesting a preferred reading 
of what was said. Significantly, no evidence is ever offered for the interpretations recorded. 
They come with a clinical ‘fiat’, clinicians’ decision to make sense of what they heard. Needless 
to say, such absence of any explanation or absence of the basis for the interpretation is 
indicative of complete control over clinical communication. The control is not only of the 
process, as we argued in the first section, but also of the content and how it is meant to be 
interpreted. It is worth noting that the documents we analyse become the institutional and 
legal truth and the control over communication is much more than simply clinical assertion of 
their communication rights.   

In her rare study of patients’ notes, Anspach (1988) suggests that expressions which ultimately 
show doctors’ scepticism towards what the patient says result mostly from their training. 
Doctors are trained to make a distinction between subjective symptoms and objective signs 
which can be ascertained through diagnostic technology (such as, for example, blood tests). 
What Anspach suggests therefore, it seems, is that as doctors are socialised into a particular 
view of medicine, they also take on a set of practices which manifest themselves also through 
their use of indirect speech.  

Such an analysis is convincing, but only up to a point where we accept that it is the assertion 
of the right of the communication process which seems to be the crucial dimension in 
reporting patients’ words. By far the most frequent verb referring to speaking was the verb 
‘podać’ (translatable as ‘report’), which we already discussed above. We argued that the verb 
(alongside with the verb ‘zgłaszać’ which is also translatable as ‘report’) underscores that what 
the patient says is a result of questioning, and at the same time, it firmly situates the 
conversation in an institutional context.  

The verb puts a firm frame on the clinical encounter and does not allow free-flowing 
communication. Patients are not represented to be there to chat, rather to do the bidding of 
the communicating clinician. As much as such representations must also result from 
socialisation and training, their sources must also be seen as the assertion of medical power 
and control over clinical communication.   
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Who is communicating? 

The final dimension of controlling the process of communication stems from constructions of 
those involved in communicating. There are two interrelated aspects of this. First, the 
communicating psychiatrists remove themselves linguistically from the process of 
communication. The assessment documents do not contain any information as to who was 
part of any clinical encounter. The clinical participants are backgrounded (i.e. removed from 
the explicit part of the message). Second, the assessment reports do not contain the explicit 
voice of the assessors, and other clinical personnel. Patients communicate into an 
interactional vacuum. 

We would like to start again with what we did not find. In the assessment reports we analysed, 
we did not find a single reference to a clinical encounter in which the clinician would be 
constructed as explicitly present. Put differently, the writing experts never position 
themselves in an interaction with their patients. We never hear their voices, we never read 
what they actually said. References to communication from the clinicians are consistently 
without constructing them as communicating agents.  

There are two ways in which clinicians’ participation is represented. First, it is constructed 
through the use of passive voice or the impersonal formiv. The reports represent an action 
with a consistently removed agent. And so,  

(20) Requested to be clearer about the number of hospitalisations, [the patient] reports…  

(21) When questioned about somatic illnesses, he reports…  

(22) Confronted with [criminal] charges, [the patient] most frequently belittles them.  

Even though they construct a communicative event, such phrases (quoted in full in the first 
section above) the clinician-participant is removed from the account. This is particularly 
important as the documents we analyse are normally authored by three clinicians. This means 
that a unique clinician-communicator cannot be presumed.  

The other way of backgrounding the communicating clinician is through the use of indirect 
speech quoting the patient’s words. Such verbs as ‘deny’, ‘admit’, ‘answer’ or ‘argue’ imply 
that what the patient says is a response to what was said before, yet, neither what was said 
nor who said it are reported in the assessment report. Clinical encounters are consistently 
reported as a one-sided event as if only what the patient said were relevant.  

Such constructions have at least two consequences. First, clinicians’ contributions are implied 
to be mere elicitations of patients’ words. They are neutral and transparent, implied not to 
have an agenda or perspective. There is no communicative or institutional position from which 
the clinician speaks, remaining ‘neutral’ and, one could argue, speaking with the voice of 
medicine, rather than that of an individual clinician.  Removing the speaking psychiatrist, 
second, reinforces this and seemingly a firmer focus on the patient. In the process, such a 
strategy gives the impression of reporting facts as if they were outside the communicative 
context in which communication happened.  
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Discussion 

The overarching argument of this article is that clinical communication is constructed as fully 
controlled by clinicians. This has three aspects. First, we argue that the channel of 
communication and access thereto is constructed as strictly controlled by the clinician; only 
the clinician can open or close the channel of communication. Second, the clinician’s control 
is not of access but also of what is communicated. In other words, whatever communication 
takes place over the channel, is consistently subject to more or less explicit interpretation by 
the clinician. Third, despite the previous two points, it is the speaking patient who is explicitly 
constructed as a communicator responsible for the quality of communication, while the 
clinician her/himself is constructed to speak with the impersonal voice of institutional 
medicine.  

Constructions of clinical communication in the assessment reports are in contrast with the 
dominant psychiatric literature. Psychiatry recommends that clinicians must encourage and 
work with patients’ experiences (e.g., MacKinnon, Michels, & Buckley, 2006; Stanghellini, 
2007). Only a conversation that allows an understanding of the patient and their problems is 
clinically valuable (e.g., Pridmore, 2000; Sullivan, 1970), while creating an opportunity to gain 
the patient’s trust, satisfaction and compliance (Cooper-Patrick et al., 1999; Mellor et al., 
2006). Moreover, and crucially, theorists commonly condemn focusing upon symptoms of 
diseases rather than on the suffering of patients (e.g., Haidet & Paterniti, 2003).  

We show that it is clinicians who open and close the channel of communication. This happens 
as a start to a clinical encounter and as a means to continue the conversation. There were no 
references to patients initiating communication with a clinician, and the typical 
communication from the patient is constructed as a response/answer. The control over the 
communication channel, second, manifests itself also through the power to interpret what 
patients say. Patients are almost never constructed as saying something, rather always a 
perspective is applied to their words. Communication is not a free-for-all activity and patients 
are not allowed simply to talk or chat. What they say is constructed as more or less strictly 
controlled.  

The final aspect of the clinicians’ constructed control of the process of communication is done 
through removing the speaking clinician from the explicit part of assessment texts. Clinicians’ 
voices are never accessed (Hartley, 1988), which might be interpreted as implying that it is the 
voice medicine which is utilised. Through this, reports are constructed as relaying objective 
facts, rather than witness opinions.  

We would like to finish with a few comments. In the introduction, we briefly mentioned the 
idea of seeing psychiatric reports as performative narratives. We would like to take the 
argument further and borrow the notion of performativity from how it was initially 
conceptualised. In his milestone lectures, Austin (1962) proposed that some utterances do not 
so much tell us about something, but, instead, they do something. And so, if you say, given 
right circumstances, ‘I (hereby) take you to be my wife/husband’, ‘I sentence you to death.’, 
or ‘I name this starship Enterprise.’ you actually do this; you get married, you sentence the 
person to die or you name a starship. But as Austin started with utterances in highly 
ceremonial and institutionalised circumstances, it quickly became clear that we also use such 
sentences in everyday situations (Searle, 1969). “I promise you.”, “I forgive you”, “I apologise” 
are all a promise, an act of forgiving, and an apology, respectively.  



 

QUALITATIVE HEALTH COMMUNICATION · VOLUME 1, ISSUE 1, 2022

 

 

145 COMMUNICATION IN FORENSIC PSYCHIATRIC REPORTS 

You could also argue that forensic psychiatric reports are also such performative acts. Through 
them, their authors (mostly at the end of the report) make a recommendation as to what 
should happen to the person reported on. In other words, forensic psychiatric report is also a 
recommendation. Seen like this, the body of the report is aimed at making the case of the 
recommendation performative (they could be seen in terms of Austin’s felicity conditions), 
they must be seen as supporting the case made by the clinician-witnesses. In other words, 
references to clinical communication must be seen as serving an institutionally useful account 
of the patient, and their relationship with the clinicians.  

In such a way, our dataset offers insight into the role of communication as experienced by 
clinicians engaging in clinical encounters with patients they assess. And the picture of 
communication we see is far from the pronouncements of institutional psychiatry which urges 
clinicians to engage in a free dialogue with the patient both in a therapeutic and in assessment 
contexts (McCabe et al., 2013; Glancy et al., 2015). Such pronouncements would seem to 
suggest free-flowing narratives should be the core of clinical communication in psychiatry. 
Communication which depends on continual prompting from clinicians and which must be 
fitted into their expectations seems counteruseful, both in linguistic and psychiatric terms. 
However, our data suggest that patients’ unsolicited communication is judged within 
clinicians’ expectations. Such expectations provide a yardstick for what and how much 
patients can say. Such judgements are not explained and they are constructed as sufficient 
and final.  

In the data we analysed, however, there are no reports of any dialogue, let alone unsolicited 
narratives that are encouraged by psychiatry. Communication and access to it are strictly 
controlled by the clinician, and there are practically no reports including patients’ 
spontaneous talk. Communication is never represented as a means for a clinical dialogue, but 
only for an institutional monologue. 

Now, it is worth stressing that we have no access to extratextual reality and we do not know 
what actually happens during the clinical encounter. We cannot even be certain that what is 
quoted in the reports was actually said by the patient (see our research on misrepresentation 
in clinical notes, Galasiński & Ziółkowska 2013). What we have are legal documents in which 
communication is reported and, we can assume, it is reported as valid and desirable evidence 
for clinicians’ statement of recommendation. This means that the representations of 
communication that are made in the reports must be seen by the writing clinicians not only 
as relevant, but also showing good practice.  

Incidentally, the practices we uncover also reflect the bio-medical anchoring of forensic 
psychiatry. If clinicians’ orient themselves towards impairment, biological reductionism, and 
physician-led treatment as well as decision-making, then free-flowing narrative is of 
secondary importance.  

Yet, forensic psychiatry is moving towards patient-centred approach and reaching beyond its 
narrow bio-medical (Barnao et al., 2015). This means probably changing the practices it 
currently espouses, including those of how to communicate and how to report 
communication. Our study is meant to offer insight into how particularly practices of 
communication can be reflected on and where the direction of change might be. 

Such reflection, finally, is particularly useful when underpinned by qualitative research, which 
offers an in-depth insight into the phenomena it studies. And so, in this article we not only 
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examine how things are done in forensic psychiatry, but also what it means. This particular 
strength of qualitative research makes it an excellent intellectual companion for medicine, 
one which continues to be largely ignored.  
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Endnotes 

 i We quote only the English translation of the data. All extracts quoted here were separately translated by two 
researchers from the Polish originals and then compared for accuracy and consistency. 

ii The original word in the report is ‘podaje’ (infinitive ‘podać’), which is normally described with synonyms such 
as ‘inform’ or ‘relate’. However, here it is used in the syntactical form with a subordinate clause following the 
verb, i.e.  ‘podać że’ (‘report that’). In such a form the verb has strong institutional and formal connotations. In 
other words, in such grammatical contexts, the verb is used only with reference to communication from 
organisations or people representing them, or people who communicate with them (e.g., courts or medicine). 
We shall pick up on that later on in the article. 

iii Polish does not distinguish between ‘request’ and ‘ask’ and the verb ‘prosić’ can be translated in either way. 
Here there is no additional context to provide guidance. We chose ‘request’ in extract (6) because it is more 
consistent with accounts where patients are given no choice, such as ‘summon’.  

iv The impersonal form in Polish (verbs ending in –no, -to suffixes) has a similar function to the English passive 
voice (it is normally translated with the use of the form) in that they allow to represent someone’s action 
without explicitly referring to them. 
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