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Background: Suicides are more common in forensic patients than in the general
population. Two reasons for this discrepancy are discussed: (1) Suicides are the
consequence of maladaptation to the restrictive living conditions in forensic psychiatry,
and (2) suicides are explained by the demographic, social, and psychosocial
characteristics of the inmates themselves, i.e., suicides happen because the inmates
belong to a particularly vulnerable group. Therefore, the present study aimed to analyze
the relationship between quality of life, as an indicator of the restrictive living conditions,
and hopelessness, depression, and suicide ideations in a sample of forensic patients.

Methods:We assessed quality of life with a German version of the Measuring the Quality
of Prison Life questionnaire that had been adapted to forensic hospitals (MQPL-forensic)
and depressive symptoms with the Beck Depression Inventory, hopelessness with the
Beck Hopelessness Scale, and suicide ideations with the Beck Scale for Suicide Ideation.
The study included a total of 159 patients in 12 German forensic psychiatric hospitals who
had been admitted in accordance with Section 64 of the German Criminal Code. We
analyzed the relationships between quality of life and depression, hopelessness, and
suicide ideations on the patient and hospital levels. Hospital characteristics were
generated by aggregating the MQPL-forensic variables measured at the patient level.

Results: In generalized estimating equation models, the MQPL-forensic total score and
almost all the subscale scores were significant negative predictors of depressive
symptoms, hopelessness, and suicide ideations at the patient and hospital levels. At
the patient level, patients who experienced a supportive welcome at the hospital, good
relationships with their therapists, respectful interactions, transparent decisions, and
supportive therapeutic approaches were significantly less depressed, less hopeless,
and less likely to consider suicide. At the hospital level, good relationships with
therapists and respectful interactions were significant negative predictors of
these variables.
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Discussion: The results indicate that the social framework within forensic psychiatric
hospitals influences the frequency of suicide ideation and the severity of depressive
symptoms and hopelessness among forensic patients. Forensic-psychiatric hospitals
should be aware of these significant relationships and try to improve patients’ quality of life.
Keywords: qual ity of l i fe, forensic psychiatry, suicide, suicide ideations, social condit ions,
depression, hopelessness
INTRODUCTION

According to Statista (1), 17.7 per 100,000 men die of suicide
each year in Germany. The numbers are even higher when we
consider people in secure facilities. Voulgaris et al. (2) report a
mean suicide rate of 103 per 100,000 male prisoners and 163 per
100,000 male forensic psychiatric inpatients. These dramatically
high rates require preventive action.

Three models to explain suicides in prisons are discussed in
the literature: the deprivation model, importation model, and
combined model (3, 4). According to the deprivation model,
suicides are the consequence of maladaptation to the restrictive
living conditions in prison (e.g., loss of autonomy, sense of
security, freedom, and contact with family and friends) (3, 5).
Maladaptation can take the form of violence, self-aggression,
anxiety, depression, psychological stress, and suicide (4).
According to the importation model, however, suicides in
prisons are explained by the demographic, social, and
psychosocial characteristics of the prisoners themselves, i.e., the
majority of prisoners belong to a particularly vulnerable group
and thus bring the risk of suicide from outside into prison (3, 6);
this assumption is supported by the fact that suicides inside and
outside prisons are subject to the same risk factors (e.g., male sex,
mental illness, and high propensity to violence) (4). Both models
have weaknesses. For example, the deprivation model cannot
explain why one inmate commits suicide but another does not,
and the importation model refers to general risk factors but does
not include special prison settings. The so-called combined
model tries to compensate for these weaknesses by combining
both theories (4). This model assumes that because of their
individual vulnerabilities prisoners adapt differently to the
different living conditions in prison and that both factors
(vulnerability and living conditions) interact (4).

Although many studies have investigated imported
vulnerability in connection with suicidal behavior (2, 7–10),
only a few have focused on quality of life in prisons (11–13).
Quality of life is a complex and multidimensional construct that
the WHO (14) describes as follows: “… an individual’s
perception of their position in life in the context of the culture
and value systems in which they live and in relation to their goals,
expectations, standards and concerns. It is a broad ranging
concept affected in a complex way by the person’s physical
health, psychological state, personal beliefs, social relationships
and their relationships to salient features of their environment.”
Various methods exist to capture quality of life in prisons (15,
16). One such method, the Measuring the Quality of Prison Life
[MQPL; (12, 17)] questionnaire, was developed by Liebling and
g 2
colleagues on the basis of interviews with a total of 100 prisoners
in seven different prisons. In close cooperation with the inmates,
the working group identified several parameters that are
particularly important for prisoners’ quality of life, i.e., respect,
humanity, staff-prisoner relationships, support, trust, fairness,
order, safety, well-being, personal development, family contact,
and decency (12). In a study entitled “Revisiting prison suicide:
the role of fairness and distress” (3), Liebling et al. showed how
important these parameters are for the health and well-being of
people in secure facilities. For this study, they interviewed 2,608
prisoners in 12 prisons in England. The results showed that
prisoners’ self-assessed quality of life, as measured by the MQPL,
was significantly correlated with psychological distress, as
measured by the General Health Questionnaire (GHQ-12)
(18). The higher the inmates rated the dimensions physical
safety, respect, relationship, fairness, dignity, frustration,
clarity, security, and family contact, the lower was their
psychological distress. Furthermore, the study found that
prisoners’ psychological distress was positively correlated with
the prison suicide rate (3).

The present study investigated quality of life in forensic
psychiatry. In Germany, forensic psychiatric hospitals
accommodate people who have committed a serious crime
because of a mental or substance use disorder. In some
respects, the living conditions in forensic psychiatric hospitals
are similar to those in prisons. Prisoners and forensic patients are
deprived of liberty, autonomy, heterosexual relationships, and
personal possessions; however, there are also differences. Because
forensic patients have a mental or substance use disorder, they
are cared for by doctors, psychologists, and nurses and receive
treatment. The treatment objectives are to reduce the risk that
the patients pose to society and facilitate their reintegration into
society (19). Initial studies have been performed on quality of life
in forensic psychiatry, but they mostly focused on mentally ill
patients (schizophrenia and personality disorders) (20, 21) or
community-based forensic psychiatric treatment (22–24).
Therefore, we used the MQPL adapted for forensic psychiatry
(25) (MQPL-forensic) to examine whether various aspects of
quality of life are associated with depressive symptoms,
hopelessness, or suicide ideations in forensic inpatients with
substance use disorders. To distinguish individual factors from
hospital-specific environmental factors, we considered both the
patient and the hospital levels. Hospital characteristics were
generated by aggregating the MQPL-forensic variables
measured at the patient level. This approach allowed us to
separate subjective (= patient level) from more objective
(= hospital level) measures of quality of life.
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METHODS

Procedure
The study was funded by the Bavarian State Ministry of Family,
Labour and Social Affairs, Germany, and approved by the ethics
committee of the University of Ulm, Germany (application
number: 176/17 and 174/17). It was performed in accordance
with the Declaration of Helsinki.

Forensic psychiatric inpatients were included if they were 18
years or older and if, in the opinion of the professionals
responsible for their treatment, they were able to give informed
consent (i.e., if they had no acute symptoms of a mental disorder
and no intellectual disability).

Patients were informed about the study objectives and about
the fact that neither participation nor non-participation would
have any advantages or disadvantages with respect to their
treatment. After receiving this information, they could decide
whether they were willing to participate in the study or not.
Patients who agreed to participate gave written informed consent
and received a sheet with contact details. Participants were able
to withdraw their consent at any time. The study protocol
included instructions on how to inform the patient and
therapist if the assessments indicated an acute risk of self-
harm. Patients received neither financial nor non-financial
compensation for their participation. They completed the
questionnaires in small groups in a separate room on the ward,
and a research assistant was available to provide help.

Sample
A total of 159 patients were recruited between February and
August 2018 in 12 of the 14 forensic psychiatric hospitals in
Bavaria, Germany. All the patients were detained according to
Section 64 (substance use disorder) of the German Criminal
Code. Seventeen patients could not be further evaluated because
of incomplete data sets. The remaining sample consisted of 125
(88.0%) men and 17 (12.0%) women. The patients had a mean
(SD) age of 33.15 (9.06) years (range 20–68 years) and had been
treated for a mean (SD) of 12.55 (9.93) months (range 0-56
months). All 142 (100%) of the patients were diagnosed with a
substance-related disorder (ICD-10: F10-F19), and some of them
had a secondary diagnosis (multiple diagnoses were possible): 23
(16.2%) had a personality disorder (ICD-10: F60-F69); 8 (5.6%),
depression (ICD-10: F30-F39); 3 (2.1%), schizophrenia (ICD-10:
F20-F29); 4 (2.8%), anxiety or obsessive-compulsive disorder
(ICD-10: F40-F48); and 1 (.7%), an eating disorder (ICD-10:
F50). The index offenses, i.e., the offenses that led to the current
admission, were as follows (multiple types of offense were
possible): 78 patients were convicted because of violations of
the Narcotics Act; 10, because of homicide; 13, because of
robbery; 36, because of aggravated assault; 8, because of rape
or sexual assault; 12, because of fraud; 25, because of theft; 5,
because of arson; and 15, because of traffic offences. Nine patients
did not provide precise information. A total of 17 (12.0%)
patients had no educational qualifications; 76 (53.5%) had
completed school to the end of grade 9 (“Hauptschulabschluss”),
Frontiers in Psychiatry | www.frontiersin.org 3
38 (26.8%) had completed school to the end of grade 10
(“Realschulabschluss”), and 11 (7.7%) had graduated high
school (“Abitur”).

Materials
Assessment of Socio-Demographic, Clinical, and
Legal Data
Patients were asked to provide the following information about
themselves: Gender, age, highest school leaving qualification,
duration of accommodation, diagnosis, legal basis for
accommodation, index offence, and number of prior
suicide attempts.

Measuring the Quality of Prison Life Adapted for
Forensic Psychiatry (MQPL-Forensic)
In a former study, we translated the MQPL (12) questionnaire
into German, adapted it to the living conditions of people in
forensic psychiatry and supplemented it with questions on
therapeutic support [see (25)]. The adapted version, the
MQPL-forensic, consists of 64 items assigned to the following
11 subscales: entry into forensic psychiatry (4 items, Cronbach’s
a = .599, example item “When I first came into this hospital I felt
looked after”), relationship with fellow inmates (4 items,
Cronbach’s a r = .678, example item “I have no difficulties
with other patients in here”), relationship with caregivers (4
items, Cronbach’s a r = .843, example item “Relationships
between staff and patients in this hospital are good”),
relationship with therapists (7 items, Cronbach’s a r = .860,
example item “I trust my therapist”), family contact (3 items,
Cronbach’s a r = .588 example item “I am able to receive visits
often enough in this hospital”), transparency of procedures and
decisions (7 items, Cronbach’s a r = .810, example item “When
important decisions are made about me, I am told how they came
about”), fairness (5 items, Cronbach’s a r = .817, example item
“Staff here treat patients fairly when applying the rules”), respect
(6 items, Cronbach’s a r = .827, example item “I feel cared about
most of the time in this hospital”), safety (6 items, Cronbach’s a
r= .800, example item “This hospital is good at delivering personal
safety”), quality of accommodation (11 items, Cronbach’s a r =
.788, example item “I am given adequate opportunities to keep
myself clean and decent”), and therapeutic options/personal
development (7 items, Cronbach’s a r = .853, example item “I
feel I have been encouraged to address my offending behavior”).
The items were answered on a 5-point Likert scale from 0 (= I
completely disagree) to 4 (= I completely agree). To evaluate the
results, we calculated themean scores of the subscales and the total
scale. The higher the mean score, the more positively patients
assessed individual aspects of their quality of life (= subscales) or
their overall quality of life (= total score). The reliability of the
adaptedMQPL questionnaire was very good (Cronbach’sa of the
total score: r = 0.951). The factor structure was checked by
confirmatory factor analysis and was given (Chi²(1897) =
3442.143; p < .001; Bollen-Stine bootstrap p value = .008; root
mean square error of approximation = .067; 90% confidence
interval:.064 –.071) (25).
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Beck Depression Inventory, Revised Version (BDI-II)
The revised version of the Beck Depression Inventory (BDI-II,
(26), German version by (27) is a self-assessment tool for
evaluating the severity of depressive symptoms. It consists of
21 categories, each consisting of four statements (example item:
“I do not feel sad/I often feel sad/I always feel sad/I am so sad or
unhappy that I can’t stand it.”). The statements are assigned
scores from 0 to 3, and the total score is calculated by summing
the scores. According to the manual, the German version of the
BDI-II has good reliability and validity in hospital and non-
hospital samples. The discrimination and internal consistency
are also good (Cronbach’s a ≥ 0.89) (27).

Beck Hopelessness Scale (BHS)
The Beck Hopelessness Scale (BHS, (28); German version, [see
(29)] assesses pessimism and negative expectations for the future.
It comprises 20 items, each of which can be answered with “true”
or “false” (example item: “My future seems dark to me”). Mean
values are calculated for each item and the total score. For the
internal consistency of the BHS, reliability coefficients between
r = 0.72 and r = 0.97 are reported according to the Kuder-
Richardson Formula 20 (29). The BHS adequately discriminates
between people with and without suicide ideations (effect size by
hedges = 0.62 – 3.43) and also adequately assesses the severity of
suicide ideations (effect size by hedges = 1.19 – 1.97) (29).

Beck Scale for Suicide Ideation (BSS)
The Beck Scale for Suicide Ideation [BSS, (30)]; German version,
[see (31)] comprises 21 items that assess active and passive
suicide ideations, suicidal tendencies, past suicide attempts, and
the severity of suicidality. The first five items serve as a screening
for active and passive suicide ideations; statements 4 (“I have no
desire to kill myself”) and 5 (“I would try to save my life if I find
myself in a life-threatening situation”) of this screening are used
as filter questions. If both statements are affirmed, the patient is
categorized as a patient with suicide ideations (= above BSS cut-
off). Reliability analysis of the BSS-screen revealed an excellent
Cronbach’s a of r = .89 for internal consistency. Validity was
demonstrated by correlating the BSS-screen score with other
questionnaires measuring similar constructs [BHS (28): r = .36;
Patient Health Questionnaire (32): r = .33] (31).

Statistical Analyses
We analyzed data with IBM SPSS Statistics for Windows Version
25 (Armonk, NY: IBM Corp.). First, we calculated descriptive
statistics (mean, standard deviations, absolute and relative
frequencies) of all variables (MQPL-forensic, BDI-II, BHS,
BSS). Next, we examined whether there were significant
differences between the 12 forensic hospitals with regard to the
assessed variables. Metric variables (MQPL-forensic, BDI-II,
BHS) were analyzed by analyses of variance (ANOVAs) and
frequencies (BSS), by Fisher’s exact test. Then, we used
generalized estimating equation (GEE) models to evaluate the
impact of quality of life on depression, hopelessness, and suicide
ideations. GEE models allow for analyses of correlated outcomes,
such as clustered data. In all analyses, hospital was added as a
subject variable and defined the cluster membership of the
Frontiers in Psychiatry | www.frontiersin.org 4
patients. To estimate the covariance matrix, we accepted the
default robust estimator (also called the Huber-White sandwich
estimator). When predicting the dependent variables “mean BDI
total score” and “mean BHS total score,” we specified the GEE
model type linear (i.e., normal distribution and identity as link
function). The following two regressor variables were calculated
from the scores on the MQPL-forensic total scale and subscales:
(1) the micro regressor, i.e., the deviation of an individual
patient’s score from the mean value of the score at the
patient’s hospital—in short the patient’s mean value was
centered within the group (= hospital); (2) the macro
regressor, i.e., the deviation of an individual hospital’s mean
score from the mean score across all hospitals. The micro and
macro regressors of each MQPL-forensic subscale and the total
scale were added as independent variables in the GEE models.
When predicting the dependent variables above or below the BSS
cut-off score, we specified the GEE model type as a binary logistic
model (i.e., binomial distribution and logit link function). The
probabilities of the categories above the BSS cut-off score were
modelled. As independent variables, we again included the micro
and macro regressors for the MQPL-forensic total and subscale
scores. The influence of possible covariates such as age, sex,
duration of accommodation, and second diagnosis on the target
variables was controlled.
RESULTS

Table 1 shows the descriptive statistics of all variables. The mean
MQPL-forensic total and subscale scores were between 2 and 3
and therefore tendentially in the positive range of the response
scale (2 = I neither agree nor disagree; 3 = I agree). On the BDI-
II, 20% of patients reported moderate to severe depression.
Slightly fewer patients (9%) were classified as having moderate
to severe hopelessness according to the guidelines of the BHS.
According to the BSS, 6 patients (4%) had active or passive
suicide ideations and 23 patients (17%) reported one or more
past suicide attempts.

In the analyses of differences between the 12 hospitals by
ANOVAs and Fisher’s exact tests, hospitals differed with regard
to their patients’ mean BDI-II and BHS scores (see Table 2). In
addition, they also differed significantly in the following MQPL-
forensic subscales: entry into forensic psychiatry, respect, quality of
accommodation, and therapeutic options/personal development.

The GEE models predicting depressive symptoms (mean
BDI-II total score) can be seen in Table 3. The MQPL-forensic
total score and the scores of almost all the subscales were
significant negative predictors on the patient level, i.e., a
supportive welcome to the hospital; positive relationships with
fellow inmates, caregivers and therapists; support in maintaining
family contacts; respectful interactions; transparency of
procedures and decisions; and a high feeling of safety were
associated with significantly fewer depressive symptoms. For
example, the BDI-II score was -.243 lower in patients who
valued their welcome to the hospital more positively (+1
higher than the mean score in the patients). On the hospital
level, a friendly welcome to the hospital, positive relationships
January 2020 | Volume 10 | Article 1014
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with therapists, support in maintaining family contacts, respectful
interactions, and transparency of procedure and decisions were
significant negative predictors. For example, the patients’ BDI-II
score was -.207 lower in the hospitals with a higher rating for entry
into forensic psychiatry (+1 higher than the mean score in the
hospitals). Regardingmicro andmacro regressors, only theMQPL-
forensic subscale “relationships with therapists” significantly
interacted with the BDI-II total score in that if a particular
patient’s score for the relationship with the therapist was more
positive (+1) than the mean score of all patients and if this patient
was in a hospital with a score above the mean score for all hospitals
(+1), thepatient’sBDI-II scoredidnot decrease by -.605 [= (-.142)+
(-.463)], but only by -.218 [= (-.605) +.387].

Table 4 displays the results of the GEE models predicting
hopelessness (mean BHS total score). On the patient level, the
MQPL-forensic total score and the scores on the subscales entry
into forensic psychiatry, relationshipwith caregivers and therapists,
family contact, respect, fairness, transparency of procedures and
decisions, and therapeutic options/personal development were
significant negative predictors of the BHS total score. On the
Frontiers in Psychiatry | www.frontiersin.org 5
hospital level, the subscales relationship with therapists, family
contact, and respect were significant negative predictors.
Furthermore, we observed a significant interaction: Patients who
rated their relationships with fellow inmates more positively (+1
comparedwith the patients’mean score) andwhowere in a hospital
TABLE 1 | Descriptive statistics for quality of life, depression, hopelessness, and
suicide ideation in patients (N = 159) in 12 forensic psychiatric hospitals.

Mean (SD) Frequency
n (%)

MQPL-forensic
Entry into forensic psychiatry 2.20 (.70)

Relationship with fellow inmates 2.22 (.73)
Relationship with caregivers 2.54 (.69)
Relationships with therapists 2.79 (.29)

Family contact 2.33 (.73)
Respect 2.55 (.64)
Fairness 2.01 (.82)

Transparency of procedures and decisions 2.19 (.71)
Safety 2.55 (.63)

Quality of accommodation 2.42 (.52)
Therapeutic options/Personal development 2.99 (.55)

Total score 2.48 (.44)
BDI-II1 12.21 (10.35)

No depression (0-8) 58 (44)
Minimal depression (9-13) 32 (24)
Mild depression (14-19) 15 (12)

Moderate depression (20-28) 17 (13)
Severe depression (29-63) 9 (7)

BHS2 3.90 (3.95)
Minimal (0-3) 83 (63)

Mild (4-8) 37 (28)
Moderate (9-14)) 8 (6)
Severe (15-20) 4 (3)

BSS
Screen score .35 (1.26)
Total score .78 (3.33)

Affirm active and passive suicide ideations3 6 (4)
Deny active and passive suicide ideations3 136 (96)

No prior suicide attempt4 116 (84)
One suicide attempt4 9 (7)

Two or more suicide attempts4 14 (10)
111 missing values, 210 missing values 3In accordance with the manual, neither statement
4 nor statement 5 was marked with “0” (29), 43 missing values.
MQPL-forensic, Measuring the Quality of Prison Life scale adapted for forensic psychiatry;
BDI-II, Beck Depression Inventory; BHS, Beck Hopelessness Scale; BSS, Beck Scale for
Suicide Ideation.
TABLE 2 | Results of tests analyzing differences between 12 forensic psychiatric
hospitals in the quality of life, depression, hopelessness, and suicide ideation of
their patients (N = 159).

Statistics Significance

BDI-II F(11,130) = 2.012* p = .032
BHS F(11,130) = 2.492* p = .007
BSS (Affirm/Deny suicide ideations) Fisher‘s exact test =

10.904
p = .197

BSS (Prior suicides: yes/no) Fisher‘s exact test =
15.393

p = .089

MQPL-forensic
Entry into forensic psychiatry F(11,130) = 4.274* p < .001

Relationship with fellow inmates F(11,130) = 1.841 p = .053
Relationship with caregivers F(11,130) = 1.371 p = .194
Relationships with therapists F(11,130) = .985 p = .464

Family contact F(11,130) = 1.110 p = .358
Respect F(11,130) = 2.043* p = .029
Fairness F(11,130) = .694 p = .742

Transparency of procedures and
decisions

F(11,130) = .880 p = .562

Safety F(11,130) = 1.634 p = .096
Quality of accommodation F(11,130) = 2.293* p = .013

Therapeutic options/personal
development

F(11,130) = 2.171* p = .020

Total score F(11,130) = 1.034 p = .420
J
anuary 2020 | Volume 10
*p < .05.
MQPL-forensic, Measuring the Quality of Prison Life scale adapted for forensic psychiatry;
BDI-II, Beck Depression Inventory; BHS, Beck Hopelessness Scale; BSS, Beck Scale for
Suicide Ideation.
TABLE 3 | Results of the generalized estimating equation models: Micro (= patient
level) and macro (= hospital level) regressors predicting the severity of depressive
symptoms (BDI-II) for each subscale of the Measuring the Quality of Prison Life scale
adapted for forensic psychiatry (MQPL-forensic) and the MQPL-forensic total score in
a sample of patients (N = 159) at 12 forensic psychiatric hospitals.

Patient
level

Hospital
level

Interaction

b b b

MQPL-forensic subscales
Entry into forensic psychiatry -.243* -.207* .049

Relationship with fellow inmates -.151* .071 -.417
Relationship with caregivers -.216* -.290 .161
Relationships with therapists -.142* -.463* .387*

Family contact -,134* -,321* .148
Respect -.207* -.514* .199
Fairness -.069 .103 -.147

Transparency of procedures and
decisions

-.220* -.467* .140

Safety -.147* -.099 .096
Quality of accommodation -.037 -.354 .117

Therapeutic options/personal
development

-.136 -.171 .643

MQPL-forensic total score -.349* -.643 .567
|

*p < .05; b = unstandardized regression coefficient; interaction = micro regressor x macro
regressor.
Article 1014
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where this item was rated more positively (+1 compared with the
hospitals’mean score) were less depressed (-.303).

The results of the analyses predicting suicide ideation (BSS)
can be seen in Table 5. The MQPL-forensic total score and the
scores on five subscales were significant predictors on the patient
level, i.e., a supportive welcome to the hospital, positive
relationships with therapists, respectful interactions,
transparency of procedures and decisions, and helpful
therapeutic options were associated with decreased suicide
ideations. On the hospital level, the macro regressors
relationship with caregivers and relationship with therapists
were significant predictors of lower BSS scores. Again, the
interaction concerning the relationship with fellow inmates
was significant: Patients who rated their relationships with
fellow inmates more positively (+1 compared with the patients’
mean score) and who were in a hospital where this item was
rated more positively (+1 compared with the hospitals’ mean
score) reported significantly fewer suicide ideations (.005).
DISCUSSION

The aim of the present study was to determine whether there are
relationships between various aspects of quality of life and
depressive symptoms, hopelessness, or suicide ideations in
forensic psychiatric patients with substance use disorders. The
descriptive statistics showed that the surveyed patients had a
high risk for depression and suicide ideations: About 20% of the
patients had moderate to severe depressive symptoms, and 4%
had active or passive thoughts of suicide. The high number of
patients who had already attempted suicide (17%) indicates that
these suicide ideations must be taken seriously.
Frontiers in Psychiatry | www.frontiersin.org 6
The results of the present study show that the mental health of
patients in forensic psychiatry is related to their quality of life:
Almost all aspects of quality of life proved to be protective factors
against depressionandhopelessness. Suicide ideationsoccurred less
frequently when patients experienced a friendly welcome to the
hospital, positive relationships with therapists, respectful
interactions, transparency of procedures and decisions, and
supportive therapeutic options. The relationships described at the
patient level are subjective because the study used a self-assessment
tool for quality of life. To objectify quality of life, we therefore
calculated mean values for each hospital. The results showed that
the quality characteristics at the hospital level also influenced the
patients’mental well-being. Patients were less depressed, hopeless,
or suicidal in hospitals in which the admission situation is positive,
therapists have good relationships with patients, patients are
supported in maintaining contact with their family members and
treat each other respectfully, and procedures and decisions are
transparent. In all three hospital-level analyses (BDI, BHD, and
BSS), a good relationship with the therapist was a significant
predictor of quality of life measured by the MQPL-forensic. Thus,
the relationship with the therapist seems to be a very important
variable. Patients who have a trusting relationship with their
therapist may experience less strongly the loss of control
associated with being in a forensic psychiatric hospital. Positive
social relationships are repeatedly highlighted as protective factors
for suicide (33, 34), and this appears to be the case also in forensic
psychiatry. Our results clearly support the deprivation model
because they show that inmates’ thoughts of suicide depend on
environmental, hospital-level factors. Furthermore, our results are
consistent with those reported by Liebling et al. (3) for prison
inmates, i.e., that the more positive the dimensions respect,
relationship, fairness, clarity, security, and family contact were
evaluated, the lower the inmates’ psychological distress and the
lower the prison suicide rate.
TABLE 4 | Results of the generalized estimating equation models: Micro
(= patient level) and macro (= hospital level) regressors predicting the severity of
hopelessness (Beck Hopelessness Scale) for each subscale on the Measuring
the Quality of Prison Life scale adapted for forensic psychiatry (MQPL-forensic)
and the MQPL-forensic total score in a sample of patients (N = 159) at 12
forensic psychiatric hospitals.

Patient
level

Hospital
level

Interaction

b b b

MQPL-forensic subscales
Entry into forensic psychiatry -.067* -.007 -.078

Relationship with fellow inmates -.050 .101 -.303*
Relationship with caregivers -.061* -.093 .094
Relationships with therapists -.067* -.221* .121

Family contact -.058* -.219* .208*
Respect -.086* -.196* .013
Fairness -.043* .048 .059

Transparency of procedures and
decisions

-.066* -.141 .088

Safety -.072 -.036 -.134
Quality of accommodation -.023 -.191 .136

Therapeutic options/personal
development

-.120* -.050 .018

MQPL-forensic total score -.152* -.205 .082
*p < .05; b = unstandardized regression coefficient; interaction = micro regressor x macro
regressor
TABLE 5 | Results of the generalized estimating equation models: Micro (= patient
level) and macro (= hospital level) regressors predicting suicide ideations (Beck Scale
for Suicide Ideation) for each subscale on the Measuring the Quality of Prison Life
scale adapted for forensic psychiatry (MQPL-forensic) and the MQPL-forensic total
score in a sample of patients (N = 159) at 12 forensic psychiatric hospitals.

Patient
level

Hospital
level

Interaction

Odds ratio Odds ratio Odds ratio

MQPL-forensic subscales
Entry into forensic psychiatry .261* .523 7.232

Relationship with fellow inmates .725 .064 .005*
Relationship with caregivers .419 .192* .242
Relationships with therapists .209* .006* .622

Family contact .552 1.457 2.490
Respect .275* .154 2.785
Fairness .814 .395 1.894

Transparency of procedures and
decisions

.193* .057 1.080

Safety .513 .813 1.692
Quality of accommodation .633 2.466 2.675

Therapeutic options/personal
development

.131* .139 .252

MQPL-forensic total score .110* .037 1.159
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Finally, the quality of life in the 12 hospitals was rated very
differently. We found differences with regard to the following
aspects: entry into forensic psychiatry, respectful interactions,
quality of accommodation, and therapeutic option. All these
aspects can be changed by the head and staff of the hospitals. For
example, the admission procedure can be precisely specified, e.g.,
the point when primary nurses and therapists are appointed and
when they have the first conversation with the patient, and
written ward rules can be created that state when patients are
informed about the important activities throughout the day
(meal times, etc.). Forensic-psychiatric hospitals should be
aware of the significant importance of these dimensions for
patients’ quality of life and adapt them if necessary to try to
improve patients’ mental well-being.

Limitations
The data were collected in an ex post facto design, so we can only
report statistical associations and not direct causes or effects. It
should be noted that we use the term predictor in the results
section to describe the statistical function of the independent
variable in a regression model and not a cause-effect relationship.
Further, the described relationship between depression,
hopelessness, suicide ideations, and quality of life in forensic
psychiatry could also be mediated by other variables that were
not investigated in the present study (e.g., neuroticism on the
patient level). And finally, all variables were collected by using
questionnaires, i.e., as self-disclosure. In surveys, respondents
mainly want to give positive descriptions of themselves, which
could influence the answers to stressful and sometimes shameful
topics in particular, such as depression or suicidal behavior. It
also should be noted that the present sample is very
heterogeneous with regard to the second diagnosis of the
participants, which can have an influence on the results.
Furthermore, we did not have any information on the patients’
medication intake.

Conclusion
The results show that interventions that create a positive
environment for their patients, characterized by aspects of care
rather than custodial, could reduce psychological stress among
inmates. A positive and appreciative climate can be achieved
through various measures: It is important that staff take care of
the patients’ right from the start of admission, assign them a
permanent contact person and familiarize them with the clinic’s
procedures and rules. In everyday life, it becomes apparent that
patients to whom decisions and measures are explained feel less
Frontiers in Psychiatry | www.frontiersin.org 7
hopeless and depressed. Psychologically disturbed offenders
should be seen as a particularly vulnerable group whose
institutional care requires increased elaborate organisational
culture. It is important that the head and staff of forensic-
psychiatric hospitals focus on all aspects of quality of life and
provide the impetus for change because patients have little
freedom of action to change their environment.
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