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ABSTRACT
In mental health, the safety and risk concept refers to a complex phenomenon with strong connections to risk management

strategies, simultaneously influenced by the ideals of patient involvement and empowerment. The aim of this paper is to

analyze discourses linked to patient involvement and the management of risk and safety, as articulated in the protocol for the

Early Recognition Method (ERM) risk management strategy. As an analytical tool, we have drawn inspiration from the

discourse theory of Michel Foucault and utilized Hall's six elements for discourse analysis. Our analysis indicates that the ERM

protocol rests its discursive authority upon two main discourses: one, a scientific medical discourse and the other, a discourse

strongly linked to empowerment and patient involvement. These two discourses are interrelated in a complex fluctuation of

power dynamics in which they sometimes complement each other and, at other times, are in conflict. We claim that by applying

a Foucauldian angle on discourse, power, and knowledge, our analysis may facilitate a critical awareness of the power dynamics

inherent in risk management discourses and provide valuable insights into how articulations of safety and risk – combined with

ideals of participation and empowerment – contribute to reframing practices in mental health care.

1 | Introduction

1.1 | Background

In mental health care, the safety and risk concept is becoming
an increasingly important topic (Flintoff et al. 2018; Slemon
et al. 2017; Smith‐Merry 2018). The safety part of the concept
implies creating a safe environment for patients to stay in
and for staff to work in. The risk part addresses how to
manage patient behaviors that represent a risk for patients
and staff (e.g., aggression, violence). At the same time, there
is an emphasis to avoid coercive measures and instead
strive to involve patients in interactive risk management
strategies (Gildberg et al. 2021; Renwick et al. 2016; Whiting
et al. 2021).

The safety and risk concept refers to a complex phenomenon that
covers multiple different terms and angles from which to address
them. For example, patients' risk behaviors are captured by the
angle of “workplace violence,” referring to inpatient aggression
towards staff, or “violence‐risk” behaviors, referring to patients'
having committed severe offenses in society. Numerous strategies
have been developed to assist mental health staff to better manage
patients' aggressive behavior (Björkdahl et al. 2023; Duxbury
et al. 2019; Gooding et al. 2020; López‐Ros et al. 2023). Additionally,
there is increasing attention to involving patients in risk manage-
ment strategies, referred to in various terms such as patient
involvement, the consumer perspective, consumer representatives,
service user, and Shared Decision Making process (Eidhammer
et al. 2014; McPhee et al. 2023; Ray and Simpson 2019; Tambuyzer
and Van Audenhove 2015).
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The safety and risk challenges are rooted in the history of
mental health and psychiatry. When psychiatric institutions
were established in the 19th century, the attitude toward pa-
tients and how they should be treated was paternalistic
(Szmukler 2014). Psychiatrists were the experts, and there was
little room for patients' own opinions about their needs. Since
then, attention to patient rights such as empowerment, auton-
omy, person centeredness, shared decision making, consumer
perspective, and patient involvement and participation have
grown. All of these are strongly connected to the same over-
arching concept of respecting basic human rights and individ-
ual autonomy (Ahlstrand et al. 2024; Beyene et al. 2019).
Changes in legislation and guidelines reflect how this shift in
focus has taken place (Council of the European Union 2019).
This quotation from the Norwegian National Guidelines for
Assessment, Treatment and Follow‐up of persons with Psy-
chotic Disorders serves as an example of how authorities have
embedded the ideal of patient involvement and patient
responsibility:

All good mental health care puts the patients/users and

their close relations in focus to enable the patients/users

to take responsibility for themselves and their own

development. One must therefore facilitate the patients/

users having a large influence on their own treatment

and follow‐up, and that their close relations get the help

and support they need. Participation has its own value as

a therapeutic agent, as it may provide increased auton-

omy and contribute to making the patients/users ex-

perience hope and more control over their own lives.
(Helsedirektoratet The Norwegian Directorate of

Health 2013, 22)

This statement acknowledges patient involvement as a vital
factor in mental health care. It represents a higher emphasis on
human rights in general, but also justifies patient involvement
on the basis of better treatment and patient outcomes (McPhee
et al. 2023). Moreover, Binnema (2004) explains how mental
illness, in itself, causes a lack of feeling in control and how a
hospital environment may contribute further to a feeling of
losing control over one's own life. He suggests that empower-
ment is a core variable for achieving better mental health. In a
similar way, the recovery‐oriented perspective developed from
the late 1980s highlights how individuals with mental illnesses
can facilitate their own recovery processes, often supported by
mental health professionals (Deegan 1988; Slade 2009). A
recovery perspective involves shifting the focus from psychiatric
illness to individual healing processes. Recovery is often cate-
gorized into clinical, personal, and social dimension (Nielsen
et al. 2023; Sommer et al. 2021).

There is growing concern about the impact of media coverage
on violence perpetrated by individuals with mental disorders.
As Perron et al. (2010) point out, this portrayal is often far from
reality, and although media frequently link violent acts and
mental illness, research has shown that mentally ill persons are
more likely to be the victims of violence than the perpetrators.
This fact needs to be balanced with the fact that in some cases
persons with mental illnesses do pose a threat and a risk to their
environment (Elbogen et al. 2016; Whiting et al. 2021), and this

risk will often serve as a criterion for the use of treatment
practices such as seclusion, restraints, or involuntary medica-
tion (Gooding et al. 2020).

In forensic mental health services, many strategies are used to
address and manage violence and aggression. One course of
action is the use of risk management strategies to help identify
risk situations and take measures to minimize the risk of
aggression or violence (Almvik et al. 2000; Douglas et al. 2014;
Maguire et al. 2018). Empowerment and user involvement as an
ideal to strive for in mental health care has also found its way
into risk management strategies. For example, Ray and
Simpson (2019) explained the call for patient involvement in
risk formulation and published a literature review on shared
decision making. It included those strategies which both serve
the concepts of risk formulation and include patient involve-
ment in the strategy. One of the five risk management strategies
that meet Ray and Simpson's criteria is the Early Recognition
Method (ERM). ERM is a risk management strategy urgently
aiming, together with the patient, to identify, formulate, and
monitor patient‐personalized early warning signs of aggression
(Fluttert et al. 2010; Fluttert et al. 2008).

In this article, we reflect on the complexity of the safety and risk
concept with inspiration from the discourse theory of the
French philosopher Michel Foucault. His perspectives on power
can provide healthcare providers a tool for critically analyzing
the manner in which they perform their services. Foucault's
perspective on discourse, power, and knowledge may provide
valuable insights into how articulations of safety and risk –
combined with ideals of participation and empowerment –
contribute to reframing practices in mental health care.

1.2 | Aim

This paper aims to analyze discourses linked to patient
involvement and the management of risk and safety, as artic-
ulated in the ERM risk management strategy, to facilitate a
critical awareness of the power dynamics inherent in risk
management discourses.

2 | Theoretical Background

The concept of discourse has its origins in linguistics and
semiotics (Howarth 2000). Discourse analysis as method has
been developed by various contributors in the social sciences,
but it is predominantly associated with the works of Michel
Foucault (Foucault 1971). His approach is based on the idea
that reality is socially constructed and emphasizes the signifi-
cance of examining how language is shaping our perception of
reality (Jørgensen and Phillips 2002). For our analysis in this
article, we rely on Hall's (2001) approach which is based on
Foucault's descriptions of the possibilities of discourse analysis.

2.1 | Foucauldian Discourse Analysis

Over several years, Michel Foucault developed his theories of
discourse and discourse analysis as key components of his
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academic work. He explained how power is both transmitted
and produced within discourses, while also being under-
mined and exposed by them. Discourses are viewed as
unstable and complex, not completely submissive to power nor
mobilized against it (Foucault 1990). In each society, the quest
for scientific knowledge, establish “regimes of truth” which allow
researchers to differentiate between true and false statements
(Foucault et al. 2002). Analyzing discourses reveals the forces
that promote or inhibit the elements that make up the
discourses and the production of truth.

Foucault explained the procedures that organize and control
the production of discourses. He claimed that

…in every society the production of discourse is at once

controlled, selected, organised and redistributed accord-

ing to a certain number of procedures, whose role is to

avert its powers and its dangers, to cope with chance

events, to evade its ponderous, awesome materiality.
(Foucault 1971, 8)

Foucault's concepts and theories are multifaceted and intricate.
We choose to highlight his ideas concerning power and
knowledge, the concept of governmentality, and the role of
technologies of self in power relations.

2.1.1 | Discourse, Power, and Knowledge

One of Foucault's fundamental assumptions is that discourse is
strongly connected to knowledge and power: “It is in discourse that
power and knowledge are joined together” (Foucault 1990, 100).

Traditionally, power is viewed as a force flowing in one,
downward direction, from the powerful, the possessors of the
power, to the ones upon which the power is exerted. Foucault
challenges these assumptions and asserts that one needs to
study power where it has its effects, in the capillary level. This is
where power is manifested and enacted and represents its
ground level. Power is present in all human relations as a
complex phenomenon, flowing in multiple directions, always
changing (Dreyfus and Rabinow 1982; Foucault 1990; Foucault
et al. 2002).

Foucault also studied extensively the concept of knowledge and
argued that knowledge is socially constructed through dis-
course. He encouraged us to question our taken‐for‐granted
assumptions by generating unease and discomfort in areas
where our ideas had become too familiar and comfortable,
based on widely accepted truths (Gordon et al. 1991). He em-
phasized the importance of critical thinking: “To do criticism is
to make harder those acts which are now too easy” (Foucault
et al. 2002, 456).

Knowledge makes it possible to exercise power, and this process
simultaneously works in the other direction: When power is
exercised, it also creates knowledge. Established truths has
power over the way we conduct our behavior and also on how
we try to regulate the behavior of other people (Dean 2010;
Hall 2001). For something to become a (scientific) truth, it is

dependent on accepting and relating to certain power mecha-
nisms and aspects. This dynamic process between power and
knowledge has a strong connection to the reproduction and
adjustment of discourses (Hall 2001).

2.1.2 | Governmentality

The governmentality concept serves multiple purposes in Fou-
cault's explorations of power in modern societies. He traced a
transformation of the wielding of power through history. In
earlier eras, the use of power was depicted as a primitive, brutal,
coercive, and oppressing force which was manifest and highly
visible. Leading up to modernity, power represents a less visible
and more elusive force. Governmentality was introduced by
Foucault and enables his explorations of power in modern
societies. The focus is not on the governing of wealth and ter-
ritories but the control of populations and individual conduct –
in line with the concept of bio‐power (Gordon et al. 1991).
Governmentality involves a mode of power directing its force
towards life itself, the living man, the governance of thoughts
and actions, i.e., governing through the “conduct of conducts”
(Foucault et al. 2002, 341). The conduct of conduct represents
the essence of governmentality: making citizens regulate and
control their own behavior (Dean 2010; Gordon et al. 1991).

In the era of governmentality and bio‐power, individuals are
subjected to and expected to employ power techniques like
normalization, examination, and self‐surveillance in institu-
tions as schools, churches, mental health institutions, and
prisons. Support, encouragement, and praise are the key char-
acteristics of governmentality as opposed to earlier forms of
power relations which were based on sanctions and force
(Foucault et al. 2002; Foucault and Gordon 1980). The former is
seen in different modes of conversational and dialogue‐based
techniques such as motivational interviewing, counseling, self‐
help groups, and management development which invite clients
to share their thoughts, motives, and hopes (Born and
Jensen 2010; Karlsen and Villadsen 2008). These techniques
shape and structure conversations and dialogues. The silent and
attentive therapist or coach creates a space for the clients to
talk, share their inner thoughts, and elaborate on their diffi-
culties and shortcomings. Consequently, the client is expected
to assume responsibility for their situation and commit to
pursuing their self‐defined goals. In this way, these technologies
govern the conduct of the client, and the subject is governed to
be self‐governing (Karlsen and Villadsen 2008; Rose et al. 2006).

The final objective of governmentality is to provide security for
the population. However, Foucault argued that danger and risk
are always present as opposites of security. Things can always
go wrong, but within that uncertainty, there also lies a possi-
bility of doing something to reduce the risk (Gordon et al. 1991).

2.1.3 | Technologies of the Self

As part of the practices of governmentality, Foucault introduces
new technologies of government. Technology refers to the
machinery of society, practices that are aimed at controlling and
regulating the population (Eliassen 2016; Foucault and
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Gordon 1980; Foucault and Rabinow 1997). Technologies of the
self are described as the practices individuals use to govern
themselves; the conduct of conduct (Dean 2010). The technol-
ogies of the self involve an element of comparison to others, to
what is considered as normal and are related to the individual's
cultural context (Eliassen 2016; Rose et al. 2006). These tech-
nologies imply the creation of knowledge about oneself, an
obligation for all individuals living in the age of govern-
mentality. One should know oneself, explore oneself, and tell
the truth about oneself (Foucault 1980). By implying self‐
control and regulation, the technologies of the self might reduce
a subject's freedom. Yet, subjects become independent of ex-
ternal policing when they adopt these standards internally. This
opens the way for a higher degree of autonomy and freedom.
Individual subjects have the freedom to take part in creating
their own truths about themselves and the autonomy to choose
the content of the regulations and controlling practices (Rose
et al. 2006).

3 | Methodology

3.1 | Data Material

This article is based on an analysis of the Norwegian version of
the ERM protocol (Fluttert, Eidhammer, et al. 2013). The ERM
concept is rooted in Birchwood (1992) original concept of
identifying early signs of psychoses in patients with schizo-
phrenia in the United Kingdom. Van Meijel et al. (2003)
adapted and expanded Birchwood's concept in a Dutch context,
creating the Dutch “Early Signs and Early Intervention Proto-
col” in patients with schizophrenia. Fluttert built on van Mei-
jel's protocol by incorporating the idea of early warning signs of
aggression, expanding the target population to include all
mental health patients dealing with aggression and violence
(Fluttert, Van Meijel, et al. 2013; Fluttert et al. 2011). The core
concepts of early recognition and self‐management, as well as
signature risk, remained consistent from Birchwood to Fluttert's
protocol, which became known as the ERM protocol. The
Dutch ERM protocol led to its translation and implementation
in Germany, Belgium, Sweden, and Norway. The expansion of
the ERM protocol to other languages and countries provides an
opportunity to analyze it through the lens of Foucauldian the-
ories, enabling a deeper understanding and interpretation of the
discourse surrounding ERM. Given that the first and third
author of this article live in Norway, with Norwegian as their
first language, it was the most natural choice to analyze the
Norwegian ERM protocol. The translations of quotations from
the protocol provided in the Findings section are done by au-
thors Bakke and Juritzen.

The protocol is a small booklet printed in A5 format. The title
is ERM – Early Recognition Method: “From Black box to Brain
box” – Risk management in Psychiatric Health Care, and it
consists of 22 pages describing all the steps of the ERM strategy
and an appendix containing the ERM plan template. The pro-
tocol states that it is “intended for staff trained in working with
Early Recognition Method (ERM) who have acquired knowl-
edge about ERM” (Fluttert, Eidhammer, et al. 2013). Mostly, the
booklet contains text, but there are also some illustrations,
including a few flow sheets and textboxes.

3.2 | Methodological Toolbox/Analysis

This study uses the theories of Foucault as a methodological
tool for analyzing discourse. Although Foucault never outlined
a specific methodology or even developed a specified recipe for
conducting discourse analysis, his works and those of other
scholars who have built on his theories provide a substantial
contribution to the literature on discourse analysis. Foucault
once described his books as a toolbox where readers could find
useful tools for their purpose (Lotringer et al. 1996). In this
article, we have chosen to base our analysis on Hall's (2001) six
essential elements for analyzing discourses: statements, rules,
subjects, authority of knowledge, practices, and the arising of new
epistemes.

The first element, statements, focuses on what knowledge
statements offer regarding the phenomenon in question. What
is actually being said, and how do these statements contribute
to creating knowledge? The second element, rules, focuses on
the rules that apply within the discourse, and what can or
cannot be said. In what certain ways is it possible to talk about
the phenomenon? The third element, subjects, concerns the
attributes of the individual personifying the discourse. What
characteristics are the subjects expected to have, according to
the knowledge that the discourse creates? The fourth element,
authority of knowledge, analyzes how the discourse acquires
authority. In what way does the discourse establish and embody
the truth about the matter? The fifth element, practices, looks at
which practices are legitimized by the discourse. How and
whose conduct is being governed through the discourse?
Finally, Hall's (2001) sixth element highlights the importance of
acknowledging the constant emergence of new and different
discourses or epistemes which are larger and more profound
patterns of discourses. Discourses are temporary and floating
and are constantly changing as history moves forward, and this
has to be addressed when analyzing them.

4 | Findings

In our analysis, we draw on the elements Hall (2001) outlines.
They are helpful in breaking into parts what a discourse can be
made of, and they serve as a way of making the discourses
visible. When describing our findings, we use the elements as
terms when explaining what our analysis has revealed. The
terms are written in bold font to show how and where we have
applied them for analytic purposes.

Our analysis indicates that the ERM protocol rests its discursive
authority upon two main discourses. One of these is repre-
sented by the protocol applying a scientific language related to
the medical and psychiatric tradition, and the other one is a
discourse strongly linked to the ideal of empowerment, citizen
rights, and patient involvement.

4.1 | The Medical Science Discourse

In the known history of humankind, there have always been
persons with ways of thinking and acting that differ substan-
tially from the general population. However, to categorize
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certain behavioral traits as illnesses of the mind is a quite recent
invention, given the history of medicine. It was not until the
Enlightenment that we, meaning so‐called Western countries,
started to refer to this phenomenon as an illness
(Foucault 2006). This shift also led to a change in practices,
legitimizing the treatment of mental disorders, just as the case
was for any physical disease, and paving the way for a specific
medical discipline called psychiatry. Thus, what we might call a
psychiatric discourse paved the way for the practice of psychi-
atric treatment (Perron et al. 2010). In the early years, the
psychiatrist had authority to determine treatment methods
based on his clinical discretion (Szmukler 2014). However, this
is no longer enough. Now there is also a demand for evidence‐
based treatment methods, preferably methods that have been
tested through scientific studies carried out according to natural
scientific ideals.

Hall (2001) claims that discourses create rules about how it is
possible to talk about a certain topic and also set boundaries
about other ways to talk about it: The discourse “rules out”
certain ways of talking. Our analysis shows that the ERM pro-
tocol embeds a discourse of categorizing specific behavioral
traits as a mental disorder. Aggression, along with a number of
other behaviors, is described as a symptom of mental illness. By
using this discourse, the ERM protocol legitimizes its own ex-
istence as a risk management strategy facilitating treatment of
symptoms of mental illness. The rules of the discourse are thus
strongly connected to the conduct – or practices ‐ of the sub-
jects. The discourse is revealed through words and phrases such
as patient, symptoms, treatment, taking his medicine, and having
a relapse. This kind of discourse builds strongly upon the
technology of normalization, the categorization of some
behaviors as normal and others as deviant.

The following quotations from the ERM protocol illustrate how
the discourse encourages Hall's element practices when
nursing staff are urged to initiate dialogues to explore a patient's
speech, but also rejecting his speech when it is not considered
useful:

Does the patient feel he has a mental illness that has any

bearing on for example the occurrence of risk behavior or

decreased function? (…)
If it is difficult or impossible to discuss the patient's view

on his own illness, the subject is laid to rest.
(Fluttert, Eidhammer, et al. 2013, 10)

In the scientific medical discourse, the mentally ill patient is
created as a deviant subject; he is different from what is con-
sidered normal and needs medical treatment. The staff, on the
other hand, represents normality, the voice of reason. A feature
of the intervention plan in the ERM protocol illustrates
this division between patients and staff. The interventions
are divided into three groups of acting subjects: the patient, the
staff, and the patient's family/network. The practices that
the discourse encourages the subjects to perform are listed as
possible actions to be taken should the patient display early
signs of relapse. However, whereas for the patient and the
family/network there are categories of actions both to perform
and to avoid, the staff only have the option of actions to be

performed, while the category of actions to avoid is omitted for
them. This is an example on how the discourse constitutes
rules about how it is possible to talk about the patient and the
staff, thus creating their different subject positions, which then
legitimizes different kinds of practices for the subjects.

We also notice how this discourse positions the patient as a
passive subject and the healthcare worker as the active sub-
ject. Certain statements portray the patient as reliant on the
staff to provide the necessary treatment: “The patient's limita-
tions make him dependent on others in recognizing early signs
and intervening on his behalf” (Fluttert, Eidhammer,
et al. 2013, 12). This aligns with the conventional, paternalistic
relationship between healthcare staff and patients.

Also worth mentioning is how the authority of the knowledge
about the patient is based on scientific research, which, in turn,
is based on statistics. The characteristics of the individual
patient is less acknowledged, and he is given a subject position
as a member of a larger group who share the same attributes:
“The table shows examples of conditions and forms of expres-
sion in patients with psychotic disorders and personality dis-
orders” (Fluttert, Eidhammer, et al. 2013, 8).

By using statistical data as a basis for creating knowledge, the
ERM protocol embodies a discourse that aligns with the ideal of
natural sciences. It advocates the statement that science is the
producer of true knowledge. This is also seen when the protocol
“talks” in scientific language, using words and phrases such as
preventing, by means of, preliminary findings, relevant, occur-
rence, observation, and investigate. By invoking these kinds of
statements and words, the protocol, focusing on the fact that
the ERM has been developed and tested in a scientific manner,
claims its discursive authority, as illustrated in the following
from the introduction to the protocol:

The research on ERM is described in Fluttert's Ph.D. and

has generated multiple international publications. The

first intervention study on ERM was conducted at the

FPC Dr. S Van Mesdag in the Netherlands showing that

the use of seclusion as a coercive measure and the level of

aggression were significantly reduced after implement-

ing ERM.
(Fluttert, Eidhammer, et al. 2013, 1)

Another aspect of the quotation above is how it argues that it is
possible by means of scientific research to address the issue of
risk management. The ERM protocol seems to want to inform
us that violence can be avoided, or at least reduced, if we use
this science‐based treatment method. To reduce the risk of
violence, an essential part of the method is the practice of
monitoring early signs of aggression. As stated in the protocol:
“Examine and document the occurrence or absence of early
warning signs” and “Write down the early warning signs rec-
ognized by the nursing staff based on observations made”
(Fluttert, Eidhammer, et al. 2013, 13, 17).

These findings show how the ERM protocol relates to solid and
traditional forms of science and ways of producing scientific
knowledge, within a biomedical understanding of mental
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disorders, their medical treatment, and management of aggres-
sion. A type of professional authority is established which gains its
legitimacy through expert knowledge. The patient needs a highly
qualified expert if his aggressive behavior is to be controlled.

4.2 | The Empowerment Discourse

Western societies pursue the ideal of empowerment and citizen
involvement. This affects multiple fields, such as law, education,
social work, and health services (Perron et al. 2010). Mental
health care (psychiatry) is no exception, and the ERM protocol
builds extensively on this ideal. The following quotation is an
example of how the protocol advocates the ideals of patient
involvement: “It is essential that the patient himself is able to
identify his early warning signs and to initiate stabilizing actions.
Thus, user participation and collaboration between the personnel
and the patient (and possibly his family/network) become of
great significance” (Fluttert, Eidhammer, et al. 2013, 1). We can
see here how the main message of the quotation is that the
success of the ERM method relies heavily on patient involve-
ment, which paves the ground for a more active patient subject.

This active patient subject is also constituted through the
practices that the protocol articulates: “Describe interventions
together with the patient, which he can initiate himself, to
obtain stability and avoid risk behavior” (Fluttert, Eidhammer,
et al. 2013, 18). In this subject position, the patient collaborates
with the staff and participates in his own treatment, the process
of managing his risk of being aggressive. This contrasts with
medical scientific discourse, where the patient was constituted
as the passive receiver of treatment.

The protocol contributes further to the discourse of patient
involvement by statements, arguing that the patient is the one
with the best and most valid knowledge of himself, as shown in
these examples:

It is preferred that the primary source of information

about the early warning signs is the patient himself (…)
An important point is what the patient himself thinks

about his own behavior and condition (…) The starting

point [for successful application of ERM] is the patient's

experiences.
(Fluttert, Eidhammer, et al. 2013, 6, 14, 15)

In these quotations, the patient is the primary source of
knowledge about himself. This also constitutes a knowledge of a
different kind compared to the knowledge building on the sci-
entific medical discourse, which is established through statis-
tical and quantitative methods. This other knowledge is unique,
contextualized, and subjective and is inaccessible unless the
patient shares his thoughts in the dialogue with the staff. The
patient is thus constituted as a unique and valuable subject.
The use of genitive shows that he is considered to be the owner
of the knowledge and the phrase “the patient himself” is used
multiple times, thus underlining who is in focus. By drawing on
how Hall sees the subject as a product of discourse and the
bearer of knowledge, this would suggest that the patient is given
the subject position of an individual possessing exclusive

knowledge and thus also the power to share or not share his
valuable knowledge with others. He is also expected to submit
to governmentality‐based practices by making use of technol-
ogies of self. He must take part in self‐examination, self‐
surveillance, and confessional practices. He should “avoid
stress and learn coping skills,” “develop acceptable behaviors,”
and, together with the staff, he should “describe actions which he
can initiate himself, to obtain stability and avoid risk behavior”
(Fluttert, Eidhammer, et al. 2013).

What our analysis reveals through these quotations is how the
patient as an active subject is expected to do the talking. He is
given the opportunity to define, explain, and describe his views
and experiences. The staff are given the position of more silent,
listening subjects, as the one described by Karlsen and
Villadsen (2008). They are expected to perform the practice of
being silent and waiting patiently, thus creating space for the
patient to talk and share his valuable knowledge.

When we have examined this second discourse of the ERM
protocol – the empowerment discourse – we find a discourse
that clearly nuances who is given authority and power. The
patient becomes indispensable and invaluable if the plan is to
support the staff's (the experts) succeeding in their efforts to
activate a speaking, participating patient. Is this “will to em-
power” (Cruikshank 2019) sufficient to achieve the goal?

5 | Discussion

The aim of this study was to analyze discourses linked to patient
involvement and the management of risk and safety, as artic-
ulated in the ERM risk management strategy, to facilitate a
critical awareness of the power dynamics inherent in risk
management discourses.

By utilizing a Foucauldian approach and building on Hall's
perspectives on Foucauldian discourse analysis, we have ana-
lyzed the protocol for the ERM strategy. Based on the findings,
we discern that the ERM protocol has built its discursive
authority on two fundamental discourses: medical science and
empowerment. We will discuss how these discourses contribute
in constituting power relations which may affect practices in
mental health care.

5.1 | The Medical Scientific Discourse –
Consolidating Expert Power and Knowledge

Our analysis reveals that the division between normal and
deviant is present and taken for granted in the medical scientific
discourse. The ERM protocol is not questioning the taken‐for‐
granted truth that the patient suffers from an illness of the mind
and that this makes him different from what is considered
normal. This kind of discourse, constituting mental deviances
as an illness, is deeply rooted in our society and has become a
widely accepted truth (Foucault 1967).

Foucault also describes the rule he calls the division between
reason and folly and how “whatever a madman said, it was
taken for mere noise” (Foucault 1971, 9). In other words, the
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discourse determines which statements are considered valid
and truthful based on whether the speaker is considered men-
tally ill or not. Foucault claims that although in modern times,
we do not simply reject his speech, we still do not consider it to
be the truth. Instead, we listen to it to decipher it, to find
another hidden meaning behind it, or to use it as a proof of
mental illness. This indicates that the discourse of mental ill-
nesses has its effect on the capillary level by determining how
staff interprets a patient's statements. This discourse's division
between normality and deviance legitimizes disregarding a pa-
tient's actions or statements, categorizing them as symptoms of
illness rather than acknowledging them as a patient's genuine
wishes and needs. Furthermore, this discourse also takes for
granted that the staff represent “the voice of reason”
(Foucault 1967, 1971). A specific example of this is how the
ERM plan clearly instructs patients and their network on what
to avoid when managing the early warning signs, but there are
no corresponding instructions directed toward healthcare staff.
Does this suggest that only non‐professionals can make mis-
judgments and therefore need guidance? This kind of “us and
them dichotomy” create subject positions in which the mentally
ill subject is “presented as essentially incapable of performing
responsibly, self‐reliably and effectively as a citizen” (Oute
et al. 2015, 281). The “us and them dichotomy” draws a picture
of a power asymmetry more in line with the traditional pater-
nalistic orientation of the patient‐health professional relation-
ship. This position presents challenges and may appear
contradictory to the ideals advocated in the empowerment
discourse of the protocol.

In our analysis, we find that power and credibility are estab-
lished by relating the ERM strategy's contents and its effect to
existing solid research along with further research on various
aspects of the ERM strategy. We can also see that when a plan
addresses those it is made for – healthcare staff and their pa-
tients – it is based on power relations which might be described
as traditional and paternalistic, with the practitioners of the
scientific strategy being the experts in relation to their patients.

5.2 | The Empowerment Discourse –
Consolidating Patient Power and Knowledge

The ERM protocol also refers to signature risk and the impor-
tance of finding the individual warning signs and, acknowl-
edging the uniqueness of the individual patient. This
orientation is shifting the weight from the objective, observing,
and diagnosing gaze of the health professionals to the per-
spective of the patient. The patient's knowledge of himself is
highly valued and becomes central in the work of managing the
risk of aggression. This discourse constitutes a participating
patient who actively uses his knowledge of himself to reduce
the risk of new episodes of aggression. This shift in focus rep-
resents a more empowering approach to the patient and is in
line with a general focus on patient rights participation and
person centeredness (Council of the European Union 2019;
Cruikshank 2019; Karlsen and Villadsen 2008)

In the ERM protocol, the patient is established as an active
subject who is expected to take charge, by describing his
warning signs, defining interventions, and initiating actions – in

cooperation with his network and healthcare staff. The act of
sharing his warning signs also comes with an obligation and an
expectation to act on these signs and to better himself and to
employ the various technologies of the self (Foucault 1980;
Foucault and Rabinow 1997). These active practices are con-
ducted by someone with insight, someone who is included in
the risk management –managing the risk of violence. The same
kind of language can be seen in government documents, such as
the one quoted in the introduction, i.e., words like participation,
influence, autonomy (Helsedirektoratet [The Norwegian
Directorate of Health] 2013). It is a potential risk that health-
care staff are expecting too much when they anticipate seriously
ill people taking that much responsibility (Perron et al. 2010),
thus paving the ground for continued passivating of those pa-
tients who are not able to participate and claim their own
empowerment (Dahlborg Lyckhage et al. 2017).

Patients' active participation in their own treatment aligns with
contemporary ideals of participation, shared decision making,
and empowerment. Through a Foucauldian lens, these prac-
tices reveal aspects of governmentality. Rather than having
external control, domination, and coercion imposed, the patient
actively enacts these power mechanisms by internalizing these
forces enabling him to exercise self‐governance. The ERM plan
creates a context where the patient's behavior is governed by
conduct of conducts. Patients have openly discussed their
challenges in managing aggression and their specific, subjective
warning signs, and they are committed and obliged to handling
this risk situation (Foucault et al. 2002). Patient involvement
can be understood as dependent on a patient's complying with
recommendations of professionals and acting accordingly,
making choices which are considered “right” by healthcare staff
(Boman et al. 2021; Oute et al. 2018; Powers 2003). We ask if
this could be the case with the ERM protocol as well? Is the
patient only allowed to participate and be empowered when his
utterings are considered to be the “right” ones, the “normal”
and not the “deviant”?

Using the lens of Foucault's governmentality perspective, we
argue that the ERM protocol, by leaning on the empowerment
discourse, is constructing a discourse that includes practices
based on technologies of the self (Foucault and Rabinow 1997).
The problem of power is not “solved” by shifting the weight
from the more traditional and paternalistic medical view.
Contrary, the power dynamics have shifted from visible and
paternalistic power relations to power relations that make the
individual capable of “self‐governing,” thus consolidating the
knowledge of the patient.

5.3 | The Two Discourses – Conflicting or
Complementing?

We have clarified how the ERM protocol is founded on two
main discourses and how they are constituted through elements
of power and knowledge. We will next discuss how these dis-
courses relate to each other and how we can comprehend the
fluctuation of power dynamics between them.

Our analysis has shown how the discourses constitute two
distinct patient subjects. The first is the passive patient,
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primarily a recipient of treatment very much in accordance
with a traditional paternalistic medical discourse. In this dis-
course, the patient subjects are receivers of treatment from
experts, rather than active contributors in the shaping their own
treatment (Pelto‐Piri et al. 2013; Szmukler 2014). The second
patient subject emerges when the ERM protocol bases its dis-
cursive authority on the discourse of empowerment. This
patient subject is an active participant, encouraged to take
control by engaging in their own treatment. An active patient
subject aligns with modern ideals within health care services
and is viewed as a positive and advantageous position for the
patient. However, the privilege of being an active participant
also carries an implicit expectation of the patients assuming
responsibility (Boman et al. 2021). This aspect underscores the
ambiguity of patient involvement.

Dahlborg Lyckhage et al. (2017) show similar discursive con-
flicts when the patient subject is constructed both as an active
subject with unique knowledge and, simultaneously, as a more
traditional recipient of information and treatment provided by
expert staff. They question whether it is only the most
resourceful patients who can speak up for themselves and
benefit from greater influence and responsibility while the more
vulnerable patients are still in danger of being subjected to
traditional medical paternalism.

We observe how the discourses of the ERM protocol are inter-
connected, bridging both a traditional medical expert perspec-
tive and one that necessitates and values the patient's self‐expert
view, two seemingly contradictory discourses. The first is tra-
ditionally paternalistic; the second is participatory. In addition,
Foucault's perspective allows for the examination of ambiguities
and contradictions within the democratizing, dialogic, and
participatory practices. This is a shift away from external con-
trol and governance, as known from paternalistic expert
authority, toward the patient's responsibility for self‐control and
actively safeguarding their own health and autonomy
(Dean 2010; Martin and Waring 2018; Reid and Alford 2023;
Rose et al. 2006). The power dynamics are shifting from ex-
ternal control and domination to the governmentality type of
conduct of conduct (Foucault et al. 2002).

The scientific medical discourse constitutes a knowledge and a
truth about mental disorders as illnesses in need of treatment.
However, over the past few decades, groups of both patients and
mental health professionals have argued that there are other
ways of viewing these patients' thoughts and behaviors and
question the practice of diagnosing and treating them as strictly
medical illnesses. The emergence of these critical voices pro-
vides a competing perspective in relation to the dominant
medical discourse. It demonstrates how alternative perspectives
challenge the established “truths” and the knowledge/power
expressed through mainstream scientific discourse in the psy-
chiatric field (Davidson 2016; Nielsen et al. 2023; Slade 2009).

Both the medical scientific discourse and the empowerment
discourse speak in favor of using information about early
warning signs as a means of minimizing risk. The goal is to
manage and handle risk of aggression and violence. When the
early signs preceding episodes of aggression are known, means
can be made to prevent aggression from happening, thus

creating a safer society. This goal is the same in both discourses,
and both staff and patients are included as subjects with
responsibility for taking part in managing risk and achieving
better safety for everyone.

The collection and management of personal information is not
distinct to the ERM protocol alone. Collecting information has
become increasingly present in modern society, and citizens
now participate themselves in collecting information. As mod-
ern citizens, we are surrounded by technologies assigned to
surveil our behavior and adjust it to being the best version of
ourselves (Lupton 2021). This can be seen in most aspects of
everyday life – students and workers have developmental con-
versations with their professors or leaders, every company one
contacts wants to know how our experience with them has
been, and we use technical devices such as cell phones and
smart watches to track our steps, what we eat, and so on. The
list of technologies of the self, both literally and figuratively, is
endless, and healthcare services are no exception (Petrakaki
et al. 2018). The ERM strategy is thus very much in alignment
with governmentality‐based power relations and technologies of
the self. The patient is a citizen invited to discuss his inner
secrets, unburden himself by telling the truth about his illness
and his warning signs. However, like all collections of indi-
vidual data, it has a flipside, because knowledge and power are
interrelated. When we give our phone apps permission to track
us, we also hand over the power of this knowledge to be used in,
for example, targeted marketing. In a similar way, when a
patient shares his valuable knowledge with staff in an ERM
conversation, he takes the risk of this information being used
for purposes other than decreasing the risk of aggression at the
present moment. For example, the information might be used to
argue in favor of involuntary treatment, although ERM is meant
to contribute to the opposite; by means of the management of
early warning signs, rehabilitation should be easier and safer.

In sum, our analyses of the two discourses show that the ERM
protocol contains both conflicting and complementary aspects.
Patients' contributions through participating in mapping early
warning signs provide them, on one hand, with co‐ownership of
the subsequent treatment, thereby increasing their influence and
participation. On the other hand, the ideology of involvement
carries the risk that, instead of being subjected to visible pater-
nalistic authority and control, patients internalize this control
through the use of self‐technologies. This self‐management lar-
gely fulfills the same control requirements embedded in the more
paternalistic‐oriented medical discourse. Thus, what seems like
patient involvement and increased power may actually involve
subtle control and the exertion of power through self‐
management. Visible paternalism, which can be opposed, is re-
placed by a subtler form of self‐governance that is more difficult
to identify and resist.

5.4 | Practical Implications

In our view, it is crucial that healthcare staff understand the
discourses surrounding their work situation and the potential
impact of these discourses on how they think, speak, and
conduct their work. Analyzing these discourses allows us to
examine participation practices that, on one hand, can be seen
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as liberating and empowering, yet simultaneously introduce
new layers of control and self‐regulation. These subtler mech-
anisms of control can threaten the subject's freedom and
autonomy. The will to empower individuals through increased
self‐control aligns with society's need for risk management and
control. This awareness can help health professionals strike a
balance between the important role of advocating for patient
rights, especially for vulnerable patient groups, and the
responsibility for managing safety and risk toward society.

5.5 | Methodological Discussion

As our methodological tool for the analysis, we chose to draw
on Hall's elements. However, the emphasis on the different
elements was dependent on how the text represented itself and
the elements' usefulness for presenting and discussing the
findings.

Based on Foucault's discourse theory, Hall (2001) states that a
discourse can never be based on one text alone; it is part of a
larger and broader understanding of what is true knowledge at
a given time – what Foucault referred to as an episteme. Our
analysis is based on a single text; however, we argue that by
analyzing the ERM Protocol, we may still uncover important
aspects of the larger discourses and epistemes operating in the
background of the discourses found in the protocol. This is rel-
evant and important because this protocol is used in many
European countries and has significant implications and
importance. Additionally, its scope – mental illness, risk of vio-
lence, forensic psychiatry – is highly significant for both society
and the individuals who use the plan (healthcare staff) and for
those for whom the plan is intended to provide assistance
(patients). Moreover, we claim that though it is a single text in a
vast landscape of contemporary texts, it shares similarities with
other texts that address the same subjects, found in, for example,
government documents (Helsedirektoratet [The Norwegian
Directorate of Health] 2013; Dahlborg Lyckhage et al. 2017;
Stjernswärd and Glasdam 2022), health campaigns (Oute
et al. 2015), or patient information (Boman et al. 2021; Ottesen
and Strunck 2024). In that regard, analyzing and looking at it
through a different lens than clinicians usually do is valuable.

The approach of our analysis was based on a critical examina-
tion of risk management strategies and the discourses sur-
rounding them. Our goal has been to raise awareness about
established truths “so that what is taken for granted is no longer
taken for granted. To do criticism is to make harder those acts
which are now too easy” (Foucault et al. 2002, 456). Foucault
reminded us that power never ceases to exist, it just takes new
forms. The power relations of our time might be of a softer,
more “kind” type, but it is still power and should therefore
always be made visible as an object of discussion and scrutiny.

6 | Conclusion

We have demonstrated that the two discourses of the ERM
protocol are established through various power and knowledge
components. The overarching goal of the plan is beneficial – to
reduce the risk of violence. This benefit applies to patients who

struggle to control their aggression and violent behavior and also
to society as violence diminishes. Confinement and coercion
represent forms of power that face skepticism and criticism.
Modern psychiatry adheres to ideals of minimizing this type of
exercise of power. In our efforts to explore these ideals, we have
sought to demonstrate that combining scientifically based and
participatory methods does not eliminate the exercise of power.
Instead, power emerges in new ways and forms. This is evident
in the analyses of participatory and empowerment strategies,
which reveal that these approaches can also contain effective yet
subtle forms of governance. While these strategies are intended
to counteract and mitigate health professionals' objectifying ex-
pertise and paternalism, they also harbor potent forms of control.
The clear control wielded by the powerful has been replaced by
the subject's self‐directed governance, built on technologies of the
self. This phenomenon has been both observed and criticized in
various contexts (Dean 2010; Karlsen and Villadsen 2008; Rose
et al. 2006). We are reminded of the necessity of examining even
highly desirable and highly valued changes toward participation
and strengthened rights to remain vigilant to possible new and
subtle forms of power, as well as elements of paternalism.

Ethics Statement

The research in is article is involving information freely available in the
public domain, therefore no ethical approval has been sought.

Conflicts of Interest

The authors declare no conflicts of interest.

Data Availability Statement

The authors have nothing to report.

References

Ahlstrand, A., K. Mishina, M. Elomaa‐Krapu, and K. Joronen. 2024.
“Consumer Involvement and Guiding Frameworks in Mental Health-
care: An Integrative Literature Review.” International Journal of Mental
Health Nursing 33, no. 5: 1227–1241. https://doi.org/10.1111/inm.13343.

Almvik, R., P. Woods, and K. Rasmussen. 2000. “The Brøset Violence
Checklist: Sensitivity, Specificity, and Interrater Reliability.” Journal of
Interpersonal Violence 15, no. 12: 1284–1296. https://doi.org/10.1177/
088626000015012003.

Beyene, L. S., E. Severinsson, B. S. Hansen, and K. Rørtveit. 2019.
“Being in a Space of Sharing Decision‐Making for Dignified Mental
Care.” Journal of Psychiatric and Mental Health Nursing 26, no. 9–10:
368–376. https://doi.org/10.1111/jpm.12548.

Binnema, D. 2004. “Interrelations of Psychiatric Patient Experiences of
Boredom and Mental Health.” Issues in Mental Health Nursing 25, no. 8:
833–842. https://doi.org/10.1080/01612840490506400.

Birchwood, M. 1992. “Early Intervention in Schizophrenia: Theoretical
Background and Clinical Strategies.” British Journal of Clinical
Psychology 31, no. 3: 257–278.

Björkdahl, A., U. Johansson, L. Kjellin, and V. Pelto‐Piri. 2023. “Barriers
and Enablers to the Implementation of Safewards and the Alignment to
the i‐PARIHS Framework: A Qualitative Systematic Review.”
International Journal of Mental Health Nursing 33, no. 1: 18–36. https://
doi.org/10.1111/inm.13222.

Boman, Å., E. Dahlborg, H. Eriksson, and E. Tengelin. 2021. “The
Reasonable Patient: A Swedish Discursive Construction.” Nursing
Inquiry 28, no. 3: e12401. https://doi.org/10.1111/nin.12401.

9 of 11

https://doi.org/10.1111/inm.13343
https://doi.org/10.1177/088626000015012003
https://doi.org/10.1177/088626000015012003
https://doi.org/10.1111/jpm.12548
https://doi.org/10.1080/01612840490506400
https://doi.org/10.1111/inm.13222
https://doi.org/10.1111/inm.13222
https://doi.org/10.1111/nin.12401


Born, A. W., and P. H. Jensen. 2010. “Dialogued‐Based Activation – A
New ‘Dispositif’?” International Journal of Sociology and Social Policy
30, no. 5/6: 326–336. https://doi.org/10.1108/01443331011054271.

Council of the European Union. 2019. Council Conclusions on the Charter
of Fundamental Rights After 10 Years: State of Play and Future Work.
https://data.consilium.europa.eu/doc/document/ST-12357-2019-INIT/
en/pdf.

Cruikshank, B. 2019. The Will to Empower: Democratic Citizens and
Other Subjects. 1st ed. Cornell University Press. https://www.jstor.org/
stable/10.7591/j.ctvv4126k.

Dahlborg Lyckhage, E., S. Pennbrant, and Å. Boman. 2017. “‘The Em-
peror's New Clothes’: Discourse Analysis on How the Patient Is Con-
structed in the New Swedish Patient Act.” Nursing Inquiry 24, no. 2:
e12162. https://doi.org/10.1111/nin.12162.

Davidson, L. 2016. “The Recovery Movement: Implications for Mental
Health Care and Enabling People to Participate Fully in Life.” Health
Affairs 35, no. 6: 1091–1097.

Dean, M. 2010. Governmentality: Power and Rule in Modern Society.
2nd ed. Sage.

Deegan, P. E. 1988. “Recovery: The Lived Experience of Rehabilitation.”
Psychosocial Rehabilitation Journal 11, no. 4: 11–19.

Douglas, K. S., S. D. Hart, C. D. Webster, H. Belfrage, L. S. Guy, and
C. M. Wilson. 2014. “Historical‐Clinical‐Risk Management‐20, Version
3 (HCR‐20 V3): Development and Overview.” International Journal of
Forensic Mental Health 13, no. 2: 93–108. https://doi.org/10.1080/
14999013.2014.906519.

Dreyfus, H. L., and P. Rabinow. 1982. Michel Foucault: Beyond Struc-
turalism and Hermenutics. Harvester Press.

Duxbury, J., J. Baker, S. Downe, et al. 2019. “Minimising the Use of
Physical Restraint in Acute Mental Health Services: The Outcome of a
Restraint Reduction Programme (‘REsTRAIN YOURSELF’).”
International Journal of Nursing Studies 95: 40–48. https://doi.org/10.
1016/j.ijnurstu.2019.03.016.

Eidhammer, G., F. A. J. Fluttert, and S. Bjørkly. 2014. “User Involve-
ment in Structured Violence Risk Management Within Forensic Mental
Health Facilities: A Systematic Literature Review.” Journal of Clinical
Nursing 23, no. 19–20: 2716–2724. https://doi.org/10.1111/jocn.12571.

Elbogen, E. B., P. A. Dennis, and S. C. Johnson. 2016. “Beyond Mental
Illness: Targeting Stronger and More Direct Pathways to Violence.”
Clinical Psychological Science 4, no. 5: 747–759. https://doi.org/10.1177/
2167702615619363.

Eliassen, K. O. 2016. Foucaults Begreper [Foucault's Concepts]. Spartacus.

Flintoff, A., E. Speed, and S. McPherson. 2018. “Risk Assessment Practice
Within Primary Mental Health Care: A Logics Perspective.” Health: An
Interdisciplinary Journal for the Social Study of Health, Illness and
Medicine 23, no. 6: 656–674. https://doi.org/10.1177/1363459318769471.

Fluttert, F., G. Eidhammer, M. Knutzen, and S. Bjørkly. 2013. ERM: Early
Recognition Method NO Version [Manual]. Oslo Universitetssykehus &
Vestre Viken HF.

Fluttert, F., B. Van Meijel, S. Bjørkly, M. Van Leeuwen, and M. Grypdonck.
2013. “The Investigation of Early Warning Signs of Aggression in Forensic
Patients by Means of the ‘Forensic Early Signs of Aggression Inventory’.”
Journal of Clinical Nursing 22, no. 11–12: 1550–1558. https://doi.org/10.
1111/j.1365-2702.2012.04318.x.

Fluttert, F., B. Van Meijel, C. Webster, H. Nijman, A. Bartels, and
M. Grypdonck. 2008. “Risk Management by Early Recognition of
Warning Signs in Patients in Forensic Psychiatric Care.” Archives of
Psychiatric Nursing 22, no. 4: 208–216. https://doi.org/10.1016/j.apnu.
2007.06.012.

Fluttert, F. A., B. Van Meijel, H. Nijman, S. Bjørkly, and M. Grypdonck.
2010. “Preventing Aggressive Incidents and Seclusions in Forensic Care

by Means of the ‘Early Recognition Method’.” Journal of Clinical
Nursing 19, no. 11–12: 1529–1537. https://doi.org/10.1111/j.1365-2702.
2009.02986.x.

Fluttert, F. A. J., B. VanMeijel, M. Van Leeuwen, S. Bjørkly, H. Nijman, and
M. Grypdonck. 2011. “The Development of the Forensic Early Warning
Signs of Aggression lnventory: Preliminary Findings.” Archives of Psychiatric
Nursing 25, no. 2: 129–137. https://doi.org/10.1016/j.apnu.2010.07.001.

Foucault, M. 1967. Madness and Civilisation: A History of Insanity in the
Age of Reason. Tavistock/Routledge.

Foucault, M. 1971. “Orders of Discourse.” Social Science Information 10,
no. 2: 7–30. https://doi.org/10.1177/053901847101000201.

Foucault, M. 1980. Truth and Subjectivity: Recorded Lecture at UC
Berkeley 20th–21st of October 1980. http://www.openculture.com/2013/
12/michel-foucault-delivers-his-lecture-on-truth-and-subjectivity.html.

Foucault, M. 1990. The History of Sexuality: An Introduction. Vol. 1.
Vintage Books, Random House, Inc.

Foucault, M. 2006. History of Madness. 1st ed. Routledge. https://doi.
org/10.4324/9780203642603.

Foucault, M., J. D. Faubion, and P. Rabinow. 2002. Essential Works of
Foucault 1954–1984: 3: Power. Penguin.

Foucault, M., and C. Gordon. 1980. Power/Knowledge: Selected Inter-
views and Other Writings 1972–1977. Harvester Press.

Foucault, M., and P. Rabinow. 1997. “Technologies of the Self.” In
Essential Works of Foucault 1954–1984: 1. Ethics, Subjectivity and Truth,
223–251. The New Press.

Gildberg, F. A., J. P. Fallesen, D. Vogn, J. Baker, and F. Fluttert. 2021.
“Conflict Management: A Qualitative Study of Mental Health Staff's
Perceptions of Factors That May Influence Conflicts With Forensic
Mental Health Inpatients.” Archives of Psychiatric Nursing 35, no. 5:
407–417. https://doi.org/10.1016/j.apnu.2021.06.007.

Gooding, P., B. McSherry, and C. Roper. 2020. “Preventing and
Reducing ‘Coercion’ in Mental Health Services: An International
Scoping Review of English‐Language Studies.” Acta Psychiatrica
Scandinavica 142, no. 1: 27–39. https://doi.org/10.1111/acps.13152.

Gordon, C., P. Miller, and G. Burchell. 1991. The Foucault Effect: Studies
in Governmentality. University of Chicago Press.

Hall, S. 2001. “Foucault: Power, Knowledge and Discourse.” In Dis-
course Theory and Practice: A Reader, edited by M. Wetherell, S. Taylor,
and S. J. Yates, 72–81. Sage.

Helsedirektoratet [The Norwegian Directorate of Health]. 2013. Nasjo-
nal faglig retningslinje for utredning, behandling og oppfølging av
personer med psykoselidelser [Norwegian National Guidelines for
Assessment, treatment and follow‐up of persons with psychotic dis-
orders]. (IS‐1957). Oslo: Helsedirektoratet.

Howarth, D. R. 2000. Discourse. Open University Press.

Jørgensen, M. W., and L. Phillips. 2002. Discourse Analysis as Theory
and Method. https://doi.org/10.4135/9781849208871.

Karlsen, M. P., and K. Villadsen. 2008. “Who Should Do the Talking?
The Proliferation of Dialogue as Governmental Technology.” Culture
and Organization 14, no. 4: 345–363. https://doi.org/10.1080/
14759550802489680.

López‐Ros, P., R. López‐López, D. Pina, and E. Puente‐López. 2023. “User
Violence Prevention and Intervention Measures to Minimize and Prevent
Aggression Towards Health Care Workers: A Systematic Review.”
Heliyon 9, no. 9: e19495. https://doi.org/10.1016/j.heliyon.2023.e19495.

Lotringer, S., Hochroth, L., and Johnston, J., eds. 1996. Foucault Live:
Collected Interviews, 1961–1984. Semiotext (E).

Lupton, D. 2021. “Self‐Tracking.” In Information: Keywords, edited by
M. Kennerly, S. Frederick, and J. Abel, 187–198. Columbia University
Press.

10 of 11 Nursing Inquiry, 2025

https://doi.org/10.1108/01443331011054271
https://data.consilium.europa.eu/doc/document/ST-12357-2019-INIT/en/pdf
https://data.consilium.europa.eu/doc/document/ST-12357-2019-INIT/en/pdf
https://www.jstor.org/stable/10.7591/j.ctvv4126k
https://www.jstor.org/stable/10.7591/j.ctvv4126k
https://doi.org/10.1111/nin.12162
https://doi.org/10.1080/14999013.2014.906519
https://doi.org/10.1080/14999013.2014.906519
https://doi.org/10.1016/j.ijnurstu.2019.03.016
https://doi.org/10.1016/j.ijnurstu.2019.03.016
https://doi.org/10.1111/jocn.12571
https://doi.org/10.1177/2167702615619363
https://doi.org/10.1177/2167702615619363
https://doi.org/10.1177/1363459318769471
https://doi.org/10.1111/j.1365-2702.2012.04318.x
https://doi.org/10.1111/j.1365-2702.2012.04318.x
https://doi.org/10.1016/j.apnu.2007.06.012
https://doi.org/10.1016/j.apnu.2007.06.012
https://doi.org/10.1111/j.1365-2702.2009.02986.x
https://doi.org/10.1111/j.1365-2702.2009.02986.x
https://doi.org/10.1016/j.apnu.2010.07.001
https://doi.org/10.1177/053901847101000201
http://www.openculture.com/2013/12/michel-foucault-delivers-his-lecture-on-truth-and-subjectivity.html
http://www.openculture.com/2013/12/michel-foucault-delivers-his-lecture-on-truth-and-subjectivity.html
https://doi.org/10.4324/9780203642603
https://doi.org/10.4324/9780203642603
https://doi.org/10.1016/j.apnu.2021.06.007
https://doi.org/10.1111/acps.13152
https://doi.org/10.4135/9781849208871
https://doi.org/10.1080/14759550802489680
https://doi.org/10.1080/14759550802489680
https://doi.org/10.1016/j.heliyon.2023.e19495


Maguire, T., M. Daffern, S. J. Bowe, and B. McKenna. 2018. “Risk
Assessment and Subsequent Nursing Interventions in a Forensic Mental
Health Inpatient Setting: Associations and Impact on Aggressive Be-
haviour.” Journal of Clinical Nursing 27, no. 5–6: e971–e983. https://doi.
org/10.1111/jocn.14107.

Martin, G. P., and J. Waring. 2018. “Realising Governmentality: Pastoral
Power, Governmental Discourse and the (Re)constitution of Subjectiv-
ities.” Sociological Review 66, no. 6: 1292–1308. https://doi.org/10.1177/
0038026118755616.

McPhee, J., T. Warner, T. Cruwys, B. Happell, and B. Scholz. 2023.
“‘They Don't Really Know Why They're Here’: Mental Health Profes-
sionals' Perspectives of Consumer Representatives.” International
Journal of Mental Health Nursing 32, no. 3: 819–828. https://doi.org/
10.1111/inm.13124.

Van Meijel, B., M. Van Der Gaag, R. S. Kahn, and M. H. F. Grypdonck.
2003. “Relapse Prevention in Patients With Schizophrenia.” Archives of
Psychiatric Nursing 17, no. 3: 117–125.

Nielsen, J. M., N. Buus, and L. L. Berring. 2023. “Mental Health Recovery in
Social Psychiatric Policies: A Reflexive Thematic Analysis.” International
Journal of Environmental Research and Public Health 20, no. 12: 6094.

Ottesen, A. M., and J. Strunck. 2024. “The Discursive Construction of
Person‐Centredness in Online Information Leaflets Addressed to Patients
With Cancer.” Qualitative Health Communication 3, no. 1: 17–31. https://
vbn.aau.dk/en/publications/the-discursive-construction-of-person-
centredness-in-online-infor-2.

Oute, J., L. Huniche, C. T. Nielsen, and A. Petersen. 2015. “The Politics of
Mental Illness and Involvement—A Discourse Analysis of Danish Anti‐
Stigma and Social Inclusion Campaigns.” Advances in Applied Sociology
05, no. 11: 273–285. https://doi.org/10.4236/aasoci.2015.511026.

Oute, J., J. Tondora, and S. Glasdam. 2018. “‘Men Just Drink More Than
Women. Women Have Friends to Talk to’: Gendered Understandings of
Depression Among Healthcare Professionals and Their Implications.”
Nursing Inquiry 25, no. 3: e12241. https://doi.org/10.1111/nin.12241.

Pelto‐Piri, V., K. Engström, and I. Engström. 2013. “Paternalism,
Autonomy and Reciprocity: Ethical Perspectives in Encounters With
Patients in Psychiatric In‐Patient Care.” BMC Medical Ethics 14: 49.
https://doi.org/10.1186/1472-6939-14-49.

Perron, A., T. Rudge, and D. Holmes. 2010. “Citizen Minds, Citizen
Bodies: The Citizenship Experience and the Government of Mentally Ill
Persons.” Nursing Philosophy 11, no. 2: 100–111. https://doi.org/10.
1111/j.1466-769X.2010.00437.x.

Petrakaki, D., E. Hilberg, and J. Waring. 2018. “Between Empowerment
and Self‐Discipline: Governing Patients' Conduct Through Technolog-
ical Self‐Care.” Social Science & Medicine (1982) 213: 146–153. https://
doi.org/10.1016/j.socscimed.2018.07.043.

Powers, P. 2003. “Empowerment as Treatment and the Role of Health
Professionals.” Advances in Nursing Science 26, no. 3: 227–237. https://
doi.org/10.1097/00012272-200307000-00007.

Ray, I., and A. Simpson. 2019. “Shared Risk Formulation in Forensic
Psychiatry.” Journal of the American Academy of Psychiatry and the Law
47, no. 1: 22–28. https://doi.org/10.29158/JAAPL.003813-19.

Reid, K., and J. Alford. 2023. “Empowerment or Holding the Child
Responsible? An Australian Recovery‐Oriented Mental Health Policy
Analysis.” British Journal of Social Work 53, no. 5: 2860–2877. https://
doi.org/10.1093/bjsw/bcad009.

Renwick, L., D. Stewart, M. Richardson, et al. 2016. “Aggression on
Inpatient Units: Clinical Characteristics and Consequences.”
International Journal of Mental Health Nursing 25, no. 4: 308–318.
https://doi.org/10.1111/inm.12191.

Rose, N., P. O'Malley, and M. Valverde. 2006. “Governmentality.”
Annual Review of Law and Social Science 2: 83–104. https://doi.org/10.
1146/annurev.lawsocsci.2.081805.105900.

Slade, M. 2009. “What Is Recovery?” In Personal Recovery and Mental
Illness: A Guide for Mental Health Professionals, 35–44. Cambridge
University Press.

Slemon, A., E. Jenkins, and V. Bungay. 2017. “Safety in Psychiatric
Inpatient Care: The Impact of Risk Management Culture on Mental
Health Nursing Practice.” Nursing Inquiry 24, no. 4: e12199. https://doi.
org/10.1111/nin.12199.

Smith‐Merry, J. 2018. “Public Mental Health, Discourse and Safety: Artic-
ulating an Ethical Framework.” Public Health Ethics 11, no. 2: 165–178.
https://doi.org/10.1093/phe/phx023.

Sommer, M., S. Biong, M. Borg, et al. 2021. “Part II: Living Life: A Meta‐
Synthesis Exploring Recovery as Processual Experiences.” International
Journal of Environmental Research and Public Health 18, no. 11: 6115.

Stjernswärd, S., and S. Glasdam. 2022. “The European Standard EN
17398:2020 on Patient Involvement in Health Care – A Fairclough‐
Inspired Critical Discourse Analysis.” Policy, Politics & Nursing Practice
23, no. 2: 130–141. https://doi.org/10.1177/15271544221088250.

Szmukler, G. 2014. “Fifty Years of Mental Health Legislation: Pater-
nalism, Bound and Unbound.” In Psychiatry: Past, Present, and Prospect,
edited by S. Bloch, S. A. Green, and J. Holmes, 133–153. Oxford Uni-
versity Press. https://doi.org/10.1093/med/9780199638963.003.0008.

Tambuyzer, E., and C. Van Audenhove. 2015. “Is Perceived Patient
Involvement in Mental Health Care Associated With Satisfaction and
Empowerment?” Health Expectations 18, no. 4: 516–526. https://doi.org/
10.1111/hex.12052.

Whiting, D., P. Lichtenstein, and S. Fazel. 2021. “Violence and Mental
Disorders: A Structured Review of Associations by Individual Diag-
noses, Risk Factors, and Risk Assessment.” Lancet Psychiatry 8, no. 2:
150–161. https://doi.org/10.1016/S2215-0366(20)30262-5.

11 of 11

https://doi.org/10.1111/jocn.14107
https://doi.org/10.1111/jocn.14107
https://doi.org/10.1177/0038026118755616
https://doi.org/10.1177/0038026118755616
https://doi.org/10.1111/inm.13124
https://doi.org/10.1111/inm.13124
https://vbn.aau.dk/en/publications/the-discursive-construction-of-person-centredness-in-online-infor-2
https://vbn.aau.dk/en/publications/the-discursive-construction-of-person-centredness-in-online-infor-2
https://vbn.aau.dk/en/publications/the-discursive-construction-of-person-centredness-in-online-infor-2
https://doi.org/10.4236/aasoci.2015.511026
https://doi.org/10.1111/nin.12241
https://doi.org/10.1186/1472-6939-14-49
https://doi.org/10.1111/j.1466-769X.2010.00437.x
https://doi.org/10.1111/j.1466-769X.2010.00437.x
https://doi.org/10.1016/j.socscimed.2018.07.043
https://doi.org/10.1016/j.socscimed.2018.07.043
https://doi.org/10.1097/00012272-200307000-00007
https://doi.org/10.1097/00012272-200307000-00007
https://doi.org/10.29158/JAAPL.003813-19
https://doi.org/10.1093/bjsw/bcad009
https://doi.org/10.1093/bjsw/bcad009
https://doi.org/10.1111/inm.12191
https://doi.org/10.1146/annurev.lawsocsci.2.081805.105900
https://doi.org/10.1146/annurev.lawsocsci.2.081805.105900
https://doi.org/10.1111/nin.12199
https://doi.org/10.1111/nin.12199
https://doi.org/10.1093/phe/phx023
https://doi.org/10.1177/15271544221088250
https://doi.org/10.1093/med/9780199638963.003.0008
https://doi.org/10.1111/hex.12052
https://doi.org/10.1111/hex.12052
https://doi.org/10.1016/S2215-0366(20)30262-5

	Managing the Unpredictable - Discourses of Power and Knowledge in Mental Health Risk Management
	1 Introduction
	1.1 Background
	1.2 Aim

	2 Theoretical Background
	2.1 Foucauldian Discourse Analysis
	2.1.1 Discourse, Power, and Knowledge
	2.1.2 Governmentality
	2.1.3 Technologies of the Self


	3 Methodology
	3.1 Data Material
	3.2 Methodological Toolbox/Analysis

	4 Findings
	4.1 The Medical Science Discourse
	4.2 The Empowerment Discourse

	5 Discussion
	5.1 The Medical Scientific Discourse - Consolidating Expert Power and Knowledge
	5.2 The Empowerment Discourse - Consolidating Patient Power and Knowledge
	5.3 The Two Discourses - Conflicting or Complementing?
	5.4 Practical Implications
	5.5 Methodological Discussion

	6 Conclusion
	Ethics Statement
	Conflicts of Interest
	Data Availability Statement
	References




