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A week later Mrs Meier was sitting in her parlour talking to a friend. …..’I
never had much truck with Dick, but Perry and I got to know each other real
well. That afternoon, after he heard the verdict and they brought him back up
here….. I heard him crying. He’d never broke down before, shown any sign
of it. Well, I went to him. …… I held his hand, and all he said was, “I’m
embraced by shame.”’
Truman Capote: In Cold Blood.
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General introduction

Up until the 1990s, forensic psychiatric patients (the so-called terbeschikkinggestelden) in the Netherlands were mainly treated within the
framework of a psychodynamic or client-centered approach. This was one of
the reasons why the development and implementation of risk assessment
instruments and treatment programs were delayed in our country compared
to the developments in Canada, the United States or the United Kingdom (De
Ruiter, 2000). Aided by recent publications on the psychometric properties
and applications of various risk assessment instruments in Dutch populations
(De Vogel, 2005; Hildebrand, 2004; Philipse, 2005), the systematic
assessment of recidivism risk in forensic psychiatric patients has now
become the standard practice in the Netherlands. Yet, although in 2004 De
Ruiter and Van Veen published a review (in Dutch) of international treatment
programs for perpetrators of sexual, general and domestic violence, very few
publications have been dedicated to Dutch interventions. To fill this gap, the
present thesis considers the determinants of aggressive behavior in violent
forensic psychiatric patients in the Netherlands and the structure and content
of tailored treatment programs.
Forensic psychiatric patients
In the Netherlands, forensic psychiatric patients are defined as delinquents
for whom the courts have established a connection between a deficient
development or pathological dysfunction of the suspect’s mental faculties on
the one hand and the felony on the other. Rulings are based on the
examinations of a psychiatrist and/or psychologist. Without care or treatment
the risk of recidivism is deemed probable (Van Marle, 2000).
Those psychiatric disordered offenders that have committed an offence
punishable with a minimum of four years are detained under hospital order,
i.e. are sentenced to forensic psychiatric treatment1. The treatment takes
place within a closed facility and is aimed at rehabilitation and a safe return
to the community. The patients can, however, not be forced to undergo
treatment: they have been sentenced to care in a forensic psychiatric hospital
but treatment cannot be enforced (Nijman, 2005). They are entitled to refuse
1 Sometimes also referred to as placed at the disposal of the government.
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psychotherapeutic, psychosocial and pharmacological interventions.
Psychotic patients, for instance, tend to resist treatment with antipsychotics
(Nijman, Van Nieuwenhuizen, & De Kruyk, 2004) and patients with a personality disorder appear to have a tendency to reject additional education or
practical training (Hildebrand, 2004).
With 177 admissions in 2001 and 226 in 2004, there has been a surge in
the number of offenders being referred for forensic psychiatric detention and
treatment in the Netherlands. In 1998, forensic psychiatric hospitals could
provide placements for 944 patients and this number had risen to 1297 in
2003. In the period between 1995 and 2001, approximately 96% of all
forensic psychiatric patients had been sentenced for a (sexually) criminal act
and the remaining 4% for non-violent offences like arson or vandalism (Van
Emmerik, 2001). For 60% of the patients admitted between 2001 and 2006 a
personality disorder was the principle diagnosis and an estimated 25% were
diagnosed with (chronic) psychotic disorder. Of the remaining 15% the diagnoses were unknown (Temporary Commission Study TBS, 2006).
In the case that forensic psychiatric outpatients commit a criminal offence, the court can impose mandatory community-based treatment to be
delivered at a forensic psychiatric outpatient clinic. The ruling may be handed
down as (a) a supplementary, suspended or conditional sentence for
offences punishable with a maximum prison term of three years, (b) an
alternative sentence for offences punishable with a maximum of six months,
(c) part of a penitentiary program and (d) as part of probation for juvenile
offenders. To date, national figures for the number of forensic psychiatric
patients undergoing community-based treatment and the type of offences
and psychiatric classifications involved are lacking.
Terms and phrasing
In the literature terms such as violence, aggressive behavior and hostility are
used interchangeably without additional delineation (Norlander & Eckhardt,
2005). To keep ambiguity to a minimum, we will first define various terms and
constructs as they are used in this thesis. Aggressive behavior is taken to
imply conduct causing (mental or physical) harm to others (Berkowitz, 1993).
Violence is seen as a specific form of aggressive behavior that mainly
involves the infliction of physical harm (Browne & Howells, 1996). We dis-
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tinguish two types of aggression, i.e. reactive and proactive or instrumental
(Dodge, 1991). Dodge, Lochman, Harnish, Bates, and Petit (1997) describe
reactively aggressive persons as emotional, defensive and hot-tempered,
and proactively aggressive ones as calculating, offensive and cold-blooded.
Anger and rage are taken to reflect emotions elicited by an (alleged)
provocation that are expressed in behaviors featuring persistent, intent
looking, loud talking, and standing in close proximity. We take hostility to
signify a propensity to interpret negatively the behaviors of others also when
their intentions are non-threatening (Blackburn, 1993).
If we use the term limit-setting behavior or boundary-setting behavior we
refer to social situations in which a person gives criticism, stands up for his
own rights or refuses a request. The term approaching behavior concerns in
this thesis social situations in which a person makes another person a
compliment, starts a conversation or offers assistance.
Where we talk of a personality trait, we usually refer to one of the Big Five
personality domains (Costa & McCrae, 1992). With psychopathy we denote
callous and remorseless use of others in combination with a chronically
unstable and antisocial life style (Hare, 1991). The terms oppositional-defiant
conduct disorder or conduct disorder refer to Axis-I medical-psychiatric
classifications and the term antisocial personality disorder to an Axis-II
classification of the DSM-IV (American Psychiatric Association, 1994), where
the criterion of regular verbal and/or physical aggressive behavior holds for
all three classifications.
Criminogenic needs are internal and external features that determine the
extent of a person’s criminal behavior (Andrews & Bonta, 2003). Internal or
personal needs are an individual’s characteristics and may comprise criminal
history, drug and alcohol use, emotional well-being, social conduct and
attitudes regarding criminality. External or environmental needs relate to the
criminal’s social context in terms of housing, education and employment, income and financial and social interactions. Another important distinction is
the differentiation between static and dynamic risk factors. As they are
personal, a person’s static factors - for instance the implications of having
been raised in a single-parent family - are difficult or even insusceptible to
modification. Dynamic factors such as inadequate social skills and an
antisocial attitude on the other hand are, in principle, susceptible to change
(De Ruiter, 2002).
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Theoretical framework
McGuire (2006) reviewed a large body of meta-analytic studies that examined the effect of general offending programs on the risk of recidivism.
Relative to the other approaches that were evaluated, most studies reported
larger effect sizes for the cognitive-behavioral treatment (CBT) programs.
McGuire (2006) characterized Bandura’s social learning theory (1973) as “a
clear and coherent rationale for the usage of intervention methods that can
address some of the processes that lead to an ingrained pattern of criminal
offending.”
Lykken (1995) proposes that especially static criminogenic needs like the
absence of fear or growing up in a family with an absent father prompt the
development of criminal behavior. In conformity with his low-fear hypothesis
lack of fear is a personality trait that is genetically determined in 50 to 70% of
all cases. Research has also suggested that boys growing up with an absent
father and a poorly socialized mother have an elevated risk of developing
criminal behavior later in life. These factors also cause male felons to be
relatively insensitive to punishment. Lykken’s findings imply that CBT will
have only a moderate effect in these delinquents, as it is plausible that right
from the start of the intervention they will not be as susceptible to the likely
negative consequences of their conduct as the average Dutch person would.
In their behavioral model Nietzel, Hasemann, and Lynam (1999) confine
themselves to violent delinquents. They integrated various multifactor behavioral models with other criminological perspectives which resulted in a fourfactor model comprising (1) distal antecedents, i.e., biological, psychological,
and social dispositions that facilitate the development of violent behavior, (2)
indicators of aggressive behavior at a (very) young age, (3) social and individual factors that cause early behavioral problems to evolve into chronic
antisocial behavior, and (4) perpetuating factors that prompt the maintenance and escalation of the violent behavior. According to Nietzel and coworkers, their model underscores the necessity of preventive measures to
curb the development and escalation of violent behavior.
Goldstein, Glick, and Gibbs (1998) presumed violent behavior to be predominantly associated with behavioral deficits in the domains of emotional,
cognitive, and social skills, and they paid less attention to dispositional
factors like biological characteristics, personality traits or familial pathology.
The authors not only deemed their model applicable to violent delinquents
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but also to individuals exhibiting verbally and physically aggressive behavior
that had not (yet) come into contact with the law. Goldstein et al. based their
multi-module Aggression Replacement Training (ART) on various theories.
The Skill Streaming module, for instance, which mainly aims to train the
participant’s social skills, is founded on Bandura’s social learning theory
(1973). The Anger management module relies on the work by Novaco (1975)
who stated anger to be “…..a combination of physiological arousal and
cognitive labeling of that arousal as anger. Anger arousal results from
particular appraisals of aversive events.” Participants learn to make a more
realistic judgment of the behavior of others, to lower their arousal levels and
to recognize the positive and negative consequences of their own behavior.
The module Moral Reasoning has been derived from Kohlberg’s stages of
moral maturity (1969) and serves to help the participants acquire prosocial
values by way of discussing moral dilemmas. Although the model of
Goldstein and colleagues is not restricted to children or adolescents, they
mainly tested their ART program in these age groups. Because biological
factors like the absence of fear (Lykken, 1995) play no part in their model,
they seem to overestimate the relevance of the Skill Streaming and Moral
Reasoning modules in the reduction of verbal and physical aggression.
Although in this thesis acts of verbal and physical aggression are also seen
as expressions of learned behavior, this by no means implies that we
disregard the role of, among other aspects, biological features, personality
traits and social environment in the development and maintenance of the
behavior. In Figure 1 the main internal factors underlying aggressive behavior are presented.

Inadequate social
skills

Aggressive
behavior:
- verbal
- physical
(violence)

Negative long-term
consequences:
- escalation of conflict
- conflict with the law
- being shunned by
others

12:34

Conflict situations

Emotions:
- irritation, anger,
fury, rage
- feelings of having
been wronged,
resentment, spite

Positive short-term
consequences:
- objective achieved
- satisfaction
- improved peer status

15-8-2007

Cognitions:
- high aspirations
- antisocial norms

Personality traits:
- neuroticism
- agreeableness
- psychopathy
- anger
- hostility
Intelligence
Level of arousal

Figure 1. Model of aggressive behavior.
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Study samples
Forensic psychiatric patients
All the studies and clinical trials we report on in this thesis were conducted in
the period covering the years 2002 through to 2006 and involved male
patients and prison inmates only. The inpatients we examined were offenders
detained in six forensic psychiatric facilities in the Netherlands. Forensic
psychiatric patients who were intellectually challenged were excluded as
were patients whose command of the Dutch language was insufficient or who
were unable to function within a group. The patients had all been referred to
group CBT to be delivered within their respective institutes on the grounds of
a criminal act of violence and an antisocial personality disorder. In De
Kijvelanden, one of the participating centers, the patients referred for CBT
proved significantly younger and had significantly higher scores on the
Psychopathy Checklist-Revised (PCL-R) than the other patients detained in
the hospital during the study period. Referral to the group CBT programs thus
implied that the patients we assessed were not representative of the general
population of violent forensic psychiatric inpatients diagnosed with an
antisocial personality disorder.
The larger majority of the forensic psychiatric outpatients (aged 16 years
and older) participating in our investigations originated from Rijnmond, a
district in the western part of the Netherlands, for whom group CBT was
mandatory by reason of a ruling in connection with acts of general violence
and a diagnosis of (oppositional-defiant) conduct disorder or an antisocial
personality disorder. A very small number needed to be excluded from
treatment due to an acute psychotic episode, substance dependence, a
limited command of the Dutch language or incapacity to function in a group.
Approximately half of the participants were of foreign descent with at least
one parent originating from Surinam, the Netherlands Antilles, Turkey,
Morocco or the Cape Verdian Islands. Since at the time only one forensic
psychiatric outpatient clinic was operational in the Rijnmond area, the sample
hence was fairly representative of all violent patients undergoing mandatory
outpatient treatment in that region.
We carried out additional research among forensic psychiatric patients
that had been referred for mandatory group CBT because of domestic
violence or sexual assault. Both cohorts comprised adult patients that had
recently started their treatment. While on the waiting list, it were especially
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patients that had been referred in connection with domestic violence that
tended to abstain from treatment. Therefore, the studied groups were not
representative for the patients who were oblidged to follow treatment on the
outpatient clinic because of a domestically or sexually violent crime.
Criminal detainees and normal adolescents
To gain insight into the typical characteristics of forensic psychiatric patients
we compared our psychiatric group to a sample of delinquents serving
longer-term prison sentences because of a violent crime. As the selection
criterion of a minimum incarceration of four years applied to both groups, the
detainees were comparable with regard to the severity of their criminal
conduct.
We also compared the adolescent forensic psychiatric patients receiving
outpatient treatment at the Rijnmond clinic with a sample of normally functioning, noncriminal peers attending a vocational school (Albeda College at
Rotterdam) where they took low to intermediate training courses. The
distribution of boys of Dutch and foreign origin was similar to the studied
adolescent outpatients.
Studies
Because a Dutch treatment program specifically targeted at violent offenders
detained in forensic psychiatric hospitals was lacking, taking Goldstein, Glick,
and Gibbs’ ART program (1998) as our lead, we developed the Aggression
Control Therapy (ACT). First introduced in 2001, the intervention was
subsequently also tested in adolescents and adult forensic psychiatric
patients that had been referred for treatment to an outpatient clinic in
connection with a general violent misdemeanor. To identify the determinants
of verbal and physical aggressive conduct in forensic psychiatric patients we
initially ran a comparative trial of two samples, one comprising violent
forensic psychiatric inpatients and the other violent prison inmates. To
facilitate the evaluation of our newly developed ACT program, several new
measuring instruments were developed to supplement existing scales. With
this novel assessment battery we made an inventory of the determinants of
aggressive behavior in various subgroups with the aim to establish whether
the ACT program merited modification for use in these subgroups. We finally
studied the aggressive behaviors in two associated outpatient populations in
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more detail, i.e. forensic psychiatric patients convicted for acts of domestic
and of sexual violence.
Population
In forensic psychiatric patients a relationship is assumed between a psychiatric disorder and the risk of recidivism whereas in violent delinquents no
formal psychiatric illness has been diagnosed or no such association is assumed. Because the first group is offered treatment and the other is not, we
wondered whether and to what extent the dynamic criminogenic needs of
long-stay forensic psychiatric patients differ from those of long-term prison
inmates.
Chapter 2.1: Violent forensic psychiatric inpatients and violent detainees
in the Netherlands: Personality traits and problem behaviors. When developing a treatment program for violent forensic psychiatric inpatients it is of
great relevance to analyze the differences in personality traits and problem
behaviors between this specific population and the traits and behavior of
nonpsychiatric delinquents sentenced to long prison terms. We accordingly
compared mentioned aspects of two such cohorts to each other and to norm
groups. On the strength of the research results recommendations are given
to help advance forensic psychological research and to promote the development of tailored interventions for violent forensic psychiatric (in)patients.
New assessment tools
Within the framework of the evaluation of our ACT program, we developed
two new assessment instruments: a test to gauge hostility and an
observation scale to assess ward behavior. The hostility test requires
respondents to respond in writing to images depicting provocative situations.
Subsequently, the responses are scored for the extent of hostility in the
absence of the respondent. This approach was assumed to provide sufficient
leeway for the respondents to vent freely any hostile thoughts. The ward
observation scale is completed by the ward staff. Both assessment tools
serve to supplement the data obtained by means of other, self-report
questionnaires.
Chapter 3.1: An adapted version of the Rosenzweig Picture-Frustration
Study (PFS-AV) for the measurement of hostility in violent forensic psychiatric patients. The hostility test (PFS-AV) makes use of the 24 images of the
Rosenzweig Picture-Frustration Study (PFS) for adults. Each picture shows
two people with the person on the left-hand side making a remark (depicted
in a balloon) that the person on the right might interpret as frustrating.
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Respondents are instructed to observe each interaction and subsequently to
write down their first reaction in the empty balloon; the answers are rated on
a 7-point Likert-scale.
To examine its psychometric properties, we first tested the PFS-AV’s interrater and test-retest reliability as well as its internal consistency. Correlations
between the PFS-AV scores and the outcomes of other self-report
inventories of personality traits, aggressive behavior, and social competence
were computed to allow conclusions about its validity to be drawn.
Chapter 3.2: The Observation Scale for Aggressive Behavior (OSAB) for
Dutch forensic psychiatric inpatients with an antisocial personality disorder.
The pilot version of the Observation Scale for Aggressive Behavior (OSAB)
assessing the patient’s ward behavior during the past week comprised 82
items to be scored on a 4-point-scale. To analyze their psychometric
properties, we tested the OSAB items for interrater and test-retest reliability,
internal consistency and factor structure. Validity was established by
correlating the scale’s scores with the ratings on questionnaires assessing
the subject’s personality traits, aggressive behavior, and social competence.
Development of the Aggression Control Therapy and first results
The Aggression Control Therapy (ACT) is founded on Goldstein, Gibbs, and
Glick’s Aggression Replacement Training (ART), which we modified to
accommodate for our specific target group of violent forensic psychiatric
patients and the relatively limited treatment facilities in Dutch forensic
psychiatric hospitals. We investigated whether the intervention was
applicable in both forensic psychiatric outpatient and inpatient populations
and whether it indeed produces a significant reduction of aggressive
behavior.
Chapter 4.1: Aggression Control Therapy for violent forensic psychiatric
patients: Method and clinical practice. In the study described in this chapter
the development, evaluation, and implementation of our ACT program are
weighed against the criteria of treatment integrity. First, the concept of
treatment integrity is explained, after which the program’s target group is
delineated, and its structure and procedure described. Relevant clinical
findings obtained during the study period (2002-2006) are discussed. Finally,
two additional treatment programs that take ACT as their starting point,
which, at the time of writing are still in their developmental stages, are
considered. It concerns a day program for adolescent forensic psychiatric
outpatients with relatively elevated psychopathy scores and a treatment
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program for violent forensic psychiatric inpatients with an antisocial
personality disorder. The latter program not only addresses aggressive
behavior but also other dynamic criminogenic factors such as substance
dependence or abuse and problems associated with intimate relationships.
Chapter 4.2: Aggression Control Therapy for violent forensic psychiatric
patients: First results. In this chapter the personality traits and problem
behaviors of an in- and an outpatient group of violent forensic psychiatric
patients are compared to each other and to norm groups. The patients in both
groups were referred for mandatory CBT. We also compared the program
completers with the dropouts for differences in traits and behaviors. To test
the efficacy of the ACT program, the pre- and post treatment as well as the
follow-up outcomes of all completers were compared and contrasted to two
control conditions, viz. an outpatient waiting-list condition during which no
treatment was delivered and a condition in which an matched inpatient
sample received usual care.
Subgroups
Based on the literature and clinical observations we distinguished several
subgroups. After categorizing the total group of violent forensic psychiatric
patients referred for mandatory CBT according to their PCL-R factor scores,
we investigated whether the resultant subgroups differed as to their personality traits and problem behaviors. Indication criteria as well as content and
procedural aspects of CBT interventions are discussed in the light of the
results.
Chapter 5.1: Violent forensic psychiatric patients: Individual differences
and consequences for treatment. The current chapter describes our study of
the personality traits and problem behaviors of four subgroups of violent
forensic inpatients that were created based on their scores on the two
PCL-R factors. There are indications that low-scoring respondents more
frequently show reactive aggressive behavior and that those with high
psychopathy scores exhibit more proactive aggressive behavior. With this
study we sought to determine whether the association between psychopathy
and type of aggressive conduct also applied to our various subgroups of
violent forensic psychiatric patients. If so, this would imply that the offenders
with elevated psychopathy ratings should be offered a different treatment
program than those with moderate to low scores.
Chapter 5.2: Violent adolescents referred to a forensic psychiatric outpatient clinic: Personality traits and behavior. In the four major cities of the
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Netherlands a relatively large number of adolescents of non-Dutch descent
are referred for mandatory treatment to be delivered by one of our national
forensic psychiatric outpatient clinics. Based on experiences from the clinical
practice the question has been raised whether youths of Dutch and those of
immigrant descent differ as to their personality traits and problem behaviors
and, if so, whether treatment should be adapted to allow for these disparities.
To shed more light on this issue we have compared violent youths undergoing outpatient treatment at a forensic psychiatric clinic and students
attending a mainstream school for lower and intermediate vocational training.
Both groups were divided into two subgroups based on the boys’ descent.
Related populations
There is an ongoing debate in the literature about the ability of specific
subpopulations like forensic psychiatric patients convicted for acts of
domestic or sexual violence to control their anger. The extent of their
repertoires of social skills is also subject of debate. We hence decided to
investigate if and to what extent behavioral problems in these domains occur
in these two groups of forensic psychiatric outpatients and it is explored
whether they are likely to benefit from our existing or a modified version of
our ACT program or whether they are best served with a different
intervention.
Chapter 6.1: Domestically and generally violent forensic psychiatric
outpatients: Personality traits and behavior. Two groups of violent forensic
psychiatric outpatients, one comprising patients having committed acts of
general and the other acts of domestic violence, are compared to each other
and to norm groups with the objective to gain a better understanding of the
personality traits and problem behaviors of perpetrators of domestic violence
referred for mandatory treatment at a forensic psychiatric outpatient clinic.
The results will be applied to determine whether this population is likely to
benefit from the same intervention administered in generally violent forensic
psychiatric patients or whether there are indications for tailored treatment and
if so, what modifications are required.
Chapter 6.2: Forensic psychiatric outpatients with sexual offences:
Personality characteristics, aggression and social competence. In this study
the personality traits and problem behaviors of two subgroups of violent
forensic psychiatric patients, i.e. perpetrators of sexual and of general
violence, were compared to each other and to norm groups. Treatment
programs for these two types of delinquents are generally quite diverse. With
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the present study we wished to clarify whether a tailored intervention for
perpetrators of sexual violence should be aimed at anger management or
redressing deficiencies in social skills or at both.
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2.1 Violent forensic psychiatric inpatients and violent
detainees in the Netherlands: Personality traits
behavior1

1 Hornsveld, R.H.J., Bulten, B.H., Vries, E.T. de, & Kraaimaat, F.W. (submitted for
publication). Violent forensic psychiatric inpatients and violent detainees in the
Netherlands: Personality traits and behavior.
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Violent forensic psychiatric inpatients and violent detainees

Summary
A group of 136 violent inpatients who were detained under hospital order and
a group of 100 violent detainees with a prison sentence of at least four years
were compared with each other with regard to personality traits and problem
behaviors. The inpatients appeared to score higher than detainees for
antisocial lifestyle, neuroticism, and disposition to anger. No significant differences were found on other measures.
A treatment program for inpatients should focus on anger management,
correction of inadequate social skills, and changing antisocial attitudes. The
main purpose of a program for detainees must be a change in antisocial
attitude. Since inpatients and most detainees had an antisocial personality
disorder, this cannot be a criterion for Dutch courts whether or not a
delinquent should be detained under hospital order.
Introduction
In the Netherlands, forensic psychiatric patients are offenders with regard to
whom, on the basis of an examination by a psychiatrist and/or a psychologist,
a judge has established a connection between a psychiatric disorder and a
committed offence. Forensic psychiatric patients who have committed an
offence for which a minimum prison sentence of four years applies are called
patients detained under hospital order. These persons are judged by the
court as not being accountable for their crime. However, accountability is not
a question of all or nothing in practice at the Bar. Five gradations are applied:
accountable, slightly less accountable, less accountable, hardly accountable
and completely not accountable. “Slightly less accountable” is related to a
“neurotic” disorder in most cases, “less accountable” refers to a personality
disorder, “hardly accountable” refers to a borderline personality disorder,
while “completely not accountable” refers to a psychotic disorder (De Ruiter,
& Hildebrand, 2002). The imposed gradation of accountability determines
whether an imprisonment precedes the stay in a forensic psychiatric
institution and if this is the case, how long that imprisonment will last.
Detainees with a similar prison sentence but who are not detained under
hospital order are offenders with regard to whom either no psychiatric
disorder was formally assessed or the court did not establish a link between
a psychiatric disorder and the committed offence.
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In contrast with countries such as the United States (Silver, 1995) or
Canada (Quinsey, Harris, Rice, & Cormier, 1998), most persons who are
detained under hospital order in the Netherlands have a (antisocial) personality disorder. Van Emmerik (2001) found that 72% of these persons had a
personality disorder and 25% a psychotic disorder, sometimes in combination
with substance dependency (30%). More recent research among these
forensic psychiatric patients produced more or less similar results: personality disorder in 61%, psychotic disorder in 23%, and unknown disorder in
16% of the cases (Temporary Commission Study TBS, 2006). In 98% of the
cases, those detained under hospital order were sentenced for a violent
offence (Van Emmerik, 2001).
Although exact Dutch figures are lacking, there are indications that a
substantial percentage of violent detainees in the Netherlands, who are not
detained under hospital order, also have an antisocial personality disorder.
Fazel and Danesh (2002) analyzed 62 overview studies of male and female
detainees in Western Europe, the United States, and Australia. They
concluded that among the male detainees (81% of the studied group) 65%
had a personality disorder, in 47% of the cases an antisocial personality
disorder. However, the analyzed studies only included a limited section of
violent detainees (26%). In 1997, Schoenmaker and Van Zessen reported on
a group of Dutch adult male detainees at departments with a standard regime
and departments with “special care.” They established an anxiety or mood
disorder in 49%, substance abuse or substance dependency in 44%, an
antisocial personality disorder in 28%, and a psychotic disorder in 1% of the
cases. There was a combination of disorders in 13% of the cases.
Unfortunately, the percentage of those who committed a violent offence was
not reported. Bulten (1998) found that 42% of a group of Dutch juvenile
detainees had a personality disorder and 8% had a psychotic disorder as
primary diagnosis. Approximately one third of the studied group consisted of
male violent offenders.
Nowadays there is little known about the psychological characteristics of
Dutch forensic psychiatric patients who are detained under hospital order
(hereafter referred to as inpatients). In a preliminary study, Hornsveld, Van
Dam-Baggen, Lammers, Nijman, and Kraaimaat (2004) found that inpatients
who had an antisocial personality disorder scored significantly higher for
neuroticism, lower for agreeableness, and higher for disposition to anger
than norm groups on self-report questionnaires. Hornsveld (2005) also found
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that they reported less social anxiety and more social skills in situations in
which criticism can be given, but more social anxiety and less social skills in
situations in which someone can be given a compliment. In both studies it
concerned patients who were referred for a cognitive-behavioral group
therapy. Until now, personality traits and problem behaviors of Dutch detainees with a long imprisonment have not been studied.
The purpose of this study was to gain further insight into the personality
traits and problem behaviors of inpatients with an antisocial personality
disorder and those of detainees with an imprisonment of four years or more
(hereafter referred to as detainees). We wanted to know if detainees could
also benefit from a treatment program for violent inpatients and, if this is the
case, what the adaptations of such a program should be. In addition, we
wondered how many of the studied detainees had an antisocial personality
disorder. If this percentage is considerable, we shall discuss the criteria for
the decision whether or not a person, who has committed a serious violent
offence, should be detained under hospital order.
Method
Participants
The study was conducted among 136 forensic psychiatric inpatients detained
under hospital order and 100 detainees, all males. The inpatients stayed in
six forensic psychiatric institutions and were sentenced for serious violent
offences. Their mean age was 33.24 years (SD = 7.76; range: 21-56 years)
and their primary diagnosis an antisocial personality disorder on axis II
(DSM-IV: American Psychiatric Association, 1994). The study pertained to
patients that were indicated by a multidisciplinary composed team for a
cognitive-behavioral group therapy.
The detainees resided in three penitentiary institutions and had been
sentenced for four years or more because of a violent offence. Their mean
age was 32.28 years (SD = 9.42; range: 19-59 years). The detainees were
not formally diagnosed as psychiatric patients with an antisocial personality
disorder.
Measures
The following measurement instruments were used in the study: The
Psychopathy Checklist-Revised (PCL-R: Hare, 1991; Dutch version:
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Vertommen, Verheul, De Ruiter, & Hildebrand, 2002) is a checklist with 20
items for measuring psychopathy with two factors: callous and remorseless
use of others (factor 1) and chronically unstable and antisocial lifestyle (factor
2). Items are rated as follows: 0 = “does not apply,” 1 = “applies to some
extent,” and 2 = “applies.”
The NEO Five Factor Inventory (NEO-FFI: Costa & McCrae, 1992; Dutch
version: Hoekstra, Ormel, & De Fruyt, 1996) has 60 items and measures the
Big Five personality domains of neuroticism, extraversion, openness, agreeableness, and conscientiousness. Subjects score the NEO-FFI on a fivepoint Likert scale from “entirely disagree” to “entirely agree.” In a Dutch
sample of 135 “normal” adults, test-retest reliabilities for the subscales turned
out to be after six months .82, .87, .81, .75, and .80 successively.
The Zelf-Analyse Vragenlijst (ZAV: Van der Ploeg, Defares, &
Spielberger, 1982) is a Dutch version of the Spielberger State-Trait Anger
Scale (Spielberger, 1980). Ten trait items were used from this questionnaire
to determine disposition to anger. Items have to be scored according to how
one “feels on the whole” using a four-point Likert scale: 1 = “entirely not,” 2 =
“a bit,” 3 = “rather much,” and 4 = “very much.” Test-retest reliability for the
ten trait items was .78 in a sample of 70 normal Dutch adults.
The Aangepaste Versie van de Picture-Frustration Study (PFS-AV:
Hornsveld, Nijman, Hollin, & Kraaimaat, 2007) is an instrument for measuring
hostility. For this, patients have to write down their reactions to 12 pictures of
ambiguous and provocative interpersonal situations. Answers are scored by
a research assistant on a seven-point Likert scale, ranging from 1 = “not at
all hostile” to 7 = “extremely hostile.” Cronbach’s α in this study was .76, testretest reliability .66, and interrater reliability .77.
The Agressie Vragenlijst (AVL: Meesters, Muris, Bosma, Schouten, &
Beuving, 1996) is a Dutch version of Buss and Perry’s (1992) Aggression
Questionnaire with four subscales, i.e. physical aggression, verbal
aggression, anger, and hostility. Subjects have to score the 29 items using a
five-point Likert scale running from 1 = “entirely disagree” to 5 = “entirely
agree.” Meesters et al. (1996) found a test-retest reliability of .76 in a sample
of 71 Dutch university students. In this study we used only the total score of
the AVL.
The Novaco Anger Scale (NAS: Novaco, 1994) used in this study was a
translation of a provisional version with 48 items in part A and 25 items in part
B. Patients only have to complete part A, where they indicate the extent to
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which an anger-inciting situation applies to them. Items must be scored on a
three-point Likert scale: 1 = “never true,” 2 = “sometimes true,” 3 = “always
true.” Cronbach’s α of part A was found to be .95 and test-retest reliability .85.
Patients evaluated 35 interpersonal situations in the Inventarisatielijst
Omgaan met Anderen (IOA: Van Dam-Baggen & Kraaimaat, 2000; Inventory
of Interpersonal Situations, IIS: Van Dam-Baggen & Kraaimaat, 1999), where
they first have to indicate how much anxiety they would experience (social
anxiety) in these situations and then how often they will actually perform the
behavior described (social skills) if the situation arises. The five subscales in
this questionnaire, both for social anxiety and social skills are: Giving
criticism, Giving your opinion, Giving someone a compliment, Making
contact, and Appreciating yourself. In this study only the subscales Giving
criticism and Giving someone a compliment were used, since it appeared
from a previous study (Hornsveld, 2005) that only these subscales
differentiate between violent patients and normals. Test-retest reliability of
these subscales was studied in a group of 55 normal Dutch adults and
appeared to be for .84 and .55 successively the social anxiety subscales, and
.86 and .72 successively for the social skills subscales.
Norm groups
For a comparison with the average Dutch male person, norm groups were
chosen which were as much comparable as possible with the studied
inpatients and detainees. Regarding personality traits, the scores on the
NEO-FFI were compared with those of men over age 17 from the norm
group, derived from a broadly based Dutch population sample (Hoekstra,
Ormel, & De Fruyt, 1996). The scores of both groups on the ZAV were
compared with a norm group of randomly selected male residents of Leiden
between the ages of 16 and 71 (Van der Ploeg, Defares, & Spielberger, 1982)
on disposition to become angry. The patients could be compared to a norm
group ranging in age from 16 to 80 years old, because of reported problem
behaviors in the area of social competence (IOA: Van Dam-Baggen &
Kraaimaat, 2000). For the other measurement instruments, no Dutch norm
groups were available.
Procedure
Inpatients completed the questionnaires voluntarily, just before the start of the
cognitive-behavioral treatment program. Their PCL-R score was calculated
on the basis of an interview and a file study. Detainees completed
questionnaires in a classroom setting while the interviews were conducted
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individually. They were asked to participate in the study, because they were
sentenced for four years or more. The questionnaires could be presented in
all three penitentiary institutions, but the PCL-R interview could only be
conducted in one institution. During the PCL-R interview, detainees were also
questioned to see if they met the criteria for an antisocial personality disorder
according to the DSM-IV (American Psychiatric Association, 1994).
Detainees who were only asked to complete the questionnaires received
€ 10, those who participated also in the PCL-R interview € 20. Detainees who
were interviewed were significantly younger than the ones who were not
interviewed [t(99) = 4.80; p < .01]. However, controlled for age, both
subgroups of detainees did not differ in terms of scores on the other
measurement instruments, except the PFS-AV [(F(2,98) = 5.67; p < .01].
Results
Firstly, the average scores of both groups were compared with the average
scores of norm groups with the help of one sample t-tests. Given the number
of comparisons a Bonferroni correction was made and .007 was used for the
α (α= 0.05 : 7 subscales). Compared with norm groups, inpatients had
significantly higher scores for neuroticism (NEO-FFI), significantly lower
scores for agreeableness (NEO-FFI) and significantly higher scores for
disposition to anger (ZAV). Detainees had only significantly lower scores than
the norm group for agreeableness (Table 1). It was striking that both the
inpatients and detainees reported significantly less social anxiety and more
social skills than a norm group in situations where criticism can be given (IOA
Limit-setting behavior) and more social anxiety and fewer skills in situations
where someone is complimented (IOA Approaching behavior).
When comparing the group of inpatients with the group of detainees, it
appeared that inpatients had significantly higher scores for antisocial lifestyle (PCL-R Factor 2), neuroticism (NEO-FFI), and disposition to anger
(ZAV). As for agreeableness (NEO-FFI), a trend could be observed: inpatients had higher scores than detainees (p = .005), but the difference was
not significant. Both groups did not differ significantly from each other regarding social anxiety and social skills in situations where criticism can be given
as well as in situations where someone can be given a compliment (Table 2).
The inpatients in this study were indicated for a cognitive-behavioral
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group therapy. However, the PCL-R scores of the patients in one institution
(De Kijvelanden) did not differ significantly from the scores of all patients with
an antisocial personality disorder staying in that institution during the same
period. Therefore, we assume that the studied group inpatients was representative of all inpatients with an antisocial personality disorder. Nine of
the 50 detainees who were interviewed did not meet the criteria for an
antisocial personality disorder. Therefore, the percentage detainees with
such a disorder was 82% in this subgroup.

Neuroticism

Disposition

NEO-FFI

ZAV

16.2 (2.7)

15.34 (2.90)

22.48 (5.17)

6.43 (3.02)

t(135) = -3.41*

t(135) = 9.94*

t(135) = 4.28*

t(135) = -8.76*

14.35 (3.64)

21.95 (5.83)

6.59 (3.53)

14.15 (5.96)

16.74 (6.27)

38.85 (5.47)

29.93 (8.52)

M (SD)

t(99) = -5.05*

t(99) = 6.75*

t(99) = 3.68*

t(99) = -8.14*

t(99) = -0.89

t(99) = -6.67*

t(99) = 0.39

Statistics

* p < .007 (two-tailed). Note. NEO-FFI = NEO Five Factor Inventory; ZAV = Zelf-Analyse Vragenlijst; IOA = Inventarisatielijst
Omgaan met Anderen

18.0 (4.6)

Giving a compliment

Giving criticism

5.3 (2.2)

Giving a compliment

14.85 (5.43)

t(135) = -3.26*

t(135) = -4.26*

t(135) = 5.39*

Statistics

Detainees

12:34

IOA Social skills

19.0 (5.2)

IOA Social anxiety Giving criticism

19.91 (8.68)

40.74 (4.81)

33.21 (7.80)

M (SD)

Inpatients

15-8-2007

17.3 (5.4)

42.5 (5.1)

29.6 (7.8)

M (SD)

Norm groups

Agreeableness

instruments

Subscales

Measurement

Table 1. Comparison of inpatients and detainees with norm groups.
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Table 2. Inpatients compared with detainees.
Measurement Factors or subscales
instruments

Age

PCL-R

NEO-FFI
ZAV

PFS-AV

AVL

NAS

IOA Social
anxiety
IOA Social
skills

Inpatients

Detainees

33.24 (7.76)

32.28 (9.42)

M (SD)

M (SD

Statistics

t(234) = 0.82

Total

21.78 (7.27)

20.88 (6.60)

t(184) = 0.57

Factor 2

10.83 (3.42)

9.02 (3.71)

t(184) = 2.55*

Agreeableness

40.74 (4.81)

38.85 (5.47)

t(234) = 2.82

Total

43.74 (13.99) 43.70 (13.77)

Factor 1

Neuroticism

Disposition to anger

Total

Part A

9.02 (3.65)

10.14 (3.09)

33.21 (7.80)

29.93 (8.52)

19.91 (8.68)

16.74 (6.27)

77.15 (15.59) 80.60 (17.64)

83.05 (13.26) 87.90 (16.79)

t(184) = -1.88

t(234) = 3.07*

t(234) = 3.04*

t(234) = 0.02

t(234) = -1.55

t(234) = -2.38

Giving criticism

14.85 (5.43)

14.15 (5.96)

t(234) = 0.93

Giving criticism

22.48 (5.17)

21.95 (5.83)

t(234) = 0.73

Giving a compliment
Giving a compliment

6.43 (3.02)

15.34 (2.90)

6.59 (3.53)

14.35 (3.64)

t(234) = -0.38
t(234) = 2.30

* p < .004 (two-tailed). Note. PCL-R = Psychopathy Checklist-Revised; NEO-FFI =
Five Factor Inventory; ZAV = Zelf-Analyse Vragenlijst; PFS-AV = Aangepaste Versie
van de Picture-Frustration Study; AVL = Agressie Vragenlijst; NAS = Novaco Anger
Scale; IOA = Inventarisatielijst Omgaan met Anderen.

Discussion
Compared with the average male Dutch person, inpatients had higher scores
for neuroticism and disposition to anger, and lower scores for agreeableness.
Detainees turned out only to be less agreeable. In comparison to detainees,
inpatients appeared to have higher scores for antisocial lifestyle, neuroticism,
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and disposition to anger, but there was a trend towards a higher score for
agreeableness. Detainees seem to be in particular characterized by an
antisocial attitude, while inpatients distinguish themselves more from the
average Dutch male by mental instability and a tendency to experience
anger.
Since a score on the PCL-R is a strong predictor of future violent behavior (Hildebrand et al., 2005), the lack of a significant difference in the
score for psychopathy may indicate that the risk of recidivism among both
groups during the study was approximately equivalent. However, inpatients
have a number of years of treatment ahead of them. Wartna, El Harbachi,
and Essers (2006) found that within two years after the termination of the
measure, 19% of all patients who were detained under hospital order
committed an offence for which a sentence of four years or more applies. On
the other hand, 43% of all detainees who were sentenced four years or more
recidivated within two years after release (Wartna, Kalidien, Tollenaar, &
Essers, 2006). Although the recidivism figure for the patients detained under
hospital order seem to be lower than the one for “normal” offenders with long
imprisonment, public opinion in the Netherlands judges the first group to be
far more dangerous after release than the second group.
This study has several limitations. One of them is the primary use of selfreport questionnaires, which have the disadvantage that scores can be
influenced by the tendency to give socially desirable answers (Bech & Mak,
1995) and/or by the limited insight of the respondents into their own social
functioning (Hollin & Palmer, 2001). Secondly, the PCL-R interview could be
conducted for only 50 of the 100 detainees, because of the limited number of
hours that were available for the researcher and assistant to interview the
detainees. The interviewed detainees proved to be significantly younger and
more hostile than the subgroup of detainees who did not take the PCL-R
interview. In addition, detainees participated on a voluntary basis in the study.
No information was available if these detainees were representative for all
detainees with an imprisonment of four years or more in the three penitentiary institutions. A third limitation is that the studied inpatients in one institution appeared to be representative of all patients with an antisocial personality disorder in that institution, but that it could not be determined if this
also was the case for the examined inpatients in the other five participating
institutions.
Although this study has its limitations, some preliminary conclusions
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about inpatients and detainees in the Netherlands can be drawn. First, it
appeared that inpatients with an antisocial personality disorder might possibly benefit from a treatment program in which they are taught to manage
anger, inadequate social skills are replaced by adequate ones, and prosocial attitudes are encouraged. A program for detainees with a long
imprisonment in the first place has to focus on their antisocial attitudes.
Secondly, the study demonstrated that a considerable percentage of the
detainees had an antisocial personality disorder. Although the inpatients
scored higher on neuroticism and disposition to anger than the detainees,
both groups did not differ from each other with regard to psychopathy,
agreeableness, hostility, aggressive behavior, social anxiety, and social skills.
In particular the large percentage of detainees with an antisocial personality
disorder and the lack of difference in PCL-R score between both groups
raises the question of how the difference in legal status can be explained.
Therefore, we think it is advisable that psychiatric and psychological criteria
are further specified for the decision to detain a person under hospital order
or not. There are additional indications that tests to measure personality traits
discriminate better between both groups than psychiatric classifications on
axis II of the DSM-IV do (Ullrich et al., 2001). However, the development of
new, more sensitive measurement instruments should also be considered.
To begin with, we recommend that all offenders who qualify for a prison
sentence of at least four years because of a violent offence be studied with
a standardized set of psychiatric and psychological measurement instruments. This may already shed more light on the criteria that currently
serve as the basis for the decision of whether or not to detain subjects under
hospital order.
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3

New assessment tools

3.1

An Adapted Version of the Rosenzweig PictureFrustration Study (PFS-AV) for the measurment
of hostility in violent forensic psychiatric patients1

1 Hornsveld, R.H.J., Nijman, H.L.I., Hollin, C.R., & Kraaimaat, F.W. (2007). An
Adapted Version of the Rosenzweig Picture-Frustration Study (PFS-AV) for the
measurement of hostility in violent forensic psychiatric patients. Criminal Behaviour
and Mental Health, 17, 45-56.
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Summary
The original Rosenzweig Picture-Frustration Study (PFS), designed to
measure reactive aggressive behavior in adults, contains 24 pictures of
ambiguous situations in which someone is making a remark that can be
interpreted as provocative. An adapted version of Rosenzweig’s PFS (PFSAV) was developed to assess the hostile thoughts elicited by interpersonal
frustrating situations in forensic psychiatric patients with a conduct disorder
or an antisocial personality disorder. Patients were asked to give their
responses in a few words on paper, which were then evaluated for hostility
using a 7-point Likert scale. The patients also completed questionnaires on
personality traits and on aggressive and socially competent behavior.
Twelve of the 24 pictures that had a good internal consistency, inter-rater
reliability, and test-retest reliability were selected. In support of the
instrument’s concurrent validity, scores on the PFS-AV were positively
correlated with those on the aggressive behavior questionnaires but less
strongly than the correlations between the aggressive behavior
questionnaires mutually. The validity of the PFS-AV was demonstrated by the
positive correlation between PFS-AV hostility and neuroticism, and by the
negative correlation with extraversion, openness, agreeableness and
conscientiousness. A relatively low but positive correlation was found with
social anxiety and a negative correlation was found with social skills in
situations where approaching behavior may be exhibited.
The adapted version of the PFS-AV appears reliably and validly to measure
hostility in violent forensic psychiatric patients.
Introduction
In recent years, forensic psychiatric institutions in the Netherlands have
increasingly developed and implemented cognitive-behavioral therapy
methods, including aggression control therapy for violent forensic psychiatric
patients (Hornsveld, 2004a). This has necessitated the development of
instruments to measure aggressive behavior in order to evaluate these
treatments. Examples of such instruments, which have been validated in a
Dutch forensic psychiatric population, are the Observation Scale for
Aggressive Behavior (OSAB; Hornsveld, Nijman, Hollin, & Kraaimaat, in
press) and the Agressie Vragenlijst (AVL; Meesters, Muris, Bosma,
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Schouten, & Beuving, 1996), a Dutch version of the Aggression
Questionnaire (AQ; Buss & Perry, 1992).
Before the Aggression Questionnaire was developed, the Hostility
Inventory (Buss & Durkee, 1957) was one of the most frequently used selfreport questionnaires for measuring hostility. The Hostility Inventory had
seven subscales, i.e. Violence, Indirect hostility, Irritability, Negativism,
Resentment, Suspicion and Verbal hostility. Factor analysis of the Hostility
Inventory yielded two factors: hostility as an attitude (Resentment and
Suspicion) and hostility as overt behavior (Violence, Indirect hostility,
Irritability, Negativism, and Verbal hostility). These two factors were
consistent with the distinction Blackburn (1993) made between the tendency
to attribute negative intentions to others (hostility) and the tendency to
assault others (aggression).
When developing the Aggression Questionnaire, Buss and Perry (1992)
formulated new items based on the six components of the Hostility Inventory.
Factor analysis of these new items yielded four factors: Physical aggression,
Verbal aggression, Anger and Hostility. According to Buss and Perry, these
factors represent three aspects of aggression: overt behavior (physical and
verbal aggression), emotion (anger) and cognition (hostility), with hostility
described as feelings of hostile intent and injustice.
Dodge (1986) and later Crick and Dodge (1996) discussed the relationship between hostile intention and aggressive behavior using the social
information processing model. In this model, social behavior is a function of
successive steps of information processing: (1) encoding of the social
situation, (2) interpretation of the social situation, (3) specification of goals,
(4) generation of response alternatives, (5) evaluation of response
alternatives and then selection of the optimum response, and (6) carrying out
the selected response. According to Akhtar and Bradley (1991), these steps
proceed differently in aggressive children than in non-aggressive children, in
that aggressive children more frequently fail to encode all the information
available in social situations, more readily attribute hostile intentions to
others, set inadequate goals for themselves, are unable to generate effective responses, display deficiencies in carrying out responses, and mainly
consider their own short-term benefits. Coie and Dodge (1997) concluded
therefore that aspects of social information processing mediate between
social influences and individual disposition and the risk of antisocial behavior.
Graybill and Heuvelman (1993) postulated that they would find
differences between aggressive and non-aggressive children in ratings of
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hostility for those items of the Children’s Form of the Picture-Frustration
Study in which the frustrator’s intention is ambiguous. Their study confirmed
the social information-processing model of aggression, namely, that without
cues as to the intent of the frustrator, aggressive children’s bias towards
assuming hostile intent is activated and the children respond more
aggressively than non-aggressive children.
When aggression control therapy was introduced in 2000 (Hornsveld,
2004), there was no Dutch questionnaire for measuring hostility in adolescent
and adult forensic psychiatric patients. We therefore developed a
questionnaire that would be sufficiently sensitive to measure changes in the
hostile intent of a frustrator in interpersonal situations, based on the pictures
of the Picture-Frustration Study (PFS) of Rosenzweig (1978). We chose the
PFS because the reactions to the pictures have to be written down, which
reveals the hostile thought content of respondents more directly than if
respondents have to rate their response on a Likert scale. The PFS is based
on the psychodynamic theory that frustration of basic needs can lead to
aggression. The child as well as the adult version of the test consists of 24
cartoon-like pictures. The figure on the left in each picture makes statements
that either help to describe the frustration of the other individual or frustrate
him/her. The person on the right is shown with a blank caption box above.
Subjects are instructed to examine the situations one at a time and write in
the blank box the first appropriate reply that enters their mind. Each response
is scored according to its similarity to 11 types of response defined in the
manual. According to Rosenzweig’s frustration-aggression theory, scores on
these 11 response types are then combined to form six categories of
aggression: three directions of aggression and three types of aggression.
Aggression may be directed towards the environment (extrapunitiveness),
oneself (intropunitiveness), or evaded (impunitiveness). The types of
aggression are attending to the frustrating barrier (obstacle-dominance),
defending the organization of personality (ego-defence), or finding solutions
(need-persistence).
We here describe the development of an adapted version of the PFS
(PFS-AV) for the measurement of hostility in violent forensic psychiatric
patients. For this purpose, we define hostility as the tendency to ascribe
hostile intentions to others in interpersonal situations, aggressive behavior as
all behavior that results in injury to others, and violence as aggressive behavior that involves the use of physical force (Browne & Howells, 1996). We
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consider irritation, anger, and rage as emotions exhibited in response to
(supposed) provocations, as manifested by actions such as staring too long,
speaking too loudly, and standing too close, and define anxiety and
gloominess as moods that last for a longer period and which are expressed
by behaviors such as restlessness, complaining, and lack of initiative. A personality trait concerns one of the Big Five psychological personality domains
(Hoekstra, Ormel, & De Fruyt, 1996), while the terms oppositional defiant
conduct disorder and conduct disorder refer to a medical/psychiatric
classification on axis I and the term antisocial personality disorder to a
classification on axis II of the DSM-IV (American Psychiatric Association,
1994). One of the criteria of all three classifications is that verbally and/or
physically aggressive behavior is exhibited on a regular basis.
An adapted version of the Picture-Frustration Study (PFS-AV)
The pilot version of the questionnaire contained the 24 pictures of the adult
version of the PFS (Hörmann & Moog, 1957) and was completed by 24 violent
forensic psychiatric patients with an antisocial personality disorder as a main
diagnosis on axis II (DSM-IV: American Psychiatric Association, 1994). In
order to calculate inter-rater reliability, subjects were asked to write down
“what they would say in return” and two researchers independently evaluated
the patients’ answers in terms of hostility attributed to the frustrator, using a 7point Likert scale with the following scoring possibilities: 1 = “absent,” 2 =
“minimal,” 3 = “some,” 4 = “moderate,” 5 = “strong,” 6 = “very strong,” and 7=
“extreme.” The total correlation of the 24-item pilot version was .72 (p < .01),
but this increased to .77 (p < .01) after removal of the seven items with the
lowest correlation coefficients. The internal consistency (Cronbach’s α) of the
17-item version for these 24 patients was .83.
We administered the 17-item pilot version to 93 inpatients and 138
outpatients due to receive aggression control therapy (Hornsveld, 2004). The
inpatients had been admitted to six forensic psychiatric hospitals following
their conviction for serious violent crimes. The average age of the inpatients
was 32.7 years (SD = 7.6; range = 21-56 years). Their main diagnosis was
an antisocial personality disorder on axis II or a psychotic disorder on axis I,
combined with an antisocial personality disorder on axis II (DSM-IV:
American Psychiatric Association, 1994). The chronic psychiatric condition of
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the psychotic patients had stabilized to the extent that their personality
disorder became prominent. The outpatients were treated at the forensic
psychiatry outpatient clinic as stipulated by the sentence for their violent
crimes. The average age was 21.9 years (SD = 8.0; range = 16-48 years).
The outpatients had an (oppositional defiant) conduct disorder on axis I or, if
they were 18 years or older, an antisocial personality disorder on axis II as
main diagnosis (DSM-IV: American Psychiatric Association, 1994).
Of the patients administered the pilot version of the PFS-AV before the
start of treatment, 92 had also completed it just after the intake interview, on
average 4 weeks earlier. Test-retest calculations showed that the two scores
for 5 of the 17 items were not correlated. These items were removed from the
questionnaire. We then evaluated the construct validity of the 12-item
version, using factor analysis (using oblimin rotation of main axes) of the data
from all 231 forensic psychiatric patients. There were two highly overlapping
factors: factor 1, in which those involved were blamed (8 items) and factor 2,
in which an absent third person was blamed (4 items). Since seven of the 12
items had weightings higher than .40 on these two factors, we decided to use
a structure with one factor (see Table 1).
Table 1. Means, standard deviations and factor loadings of the items (N = 231).
Item
12

Picture
23

M

2.89

SD

1.54

Factor loading
1

.67

2

.06

4

10

3.86

1.78

.63

.42

11

17

2.74

1.70

.56

.13

1

4

2.82

1.67

10

5
7

2
9

16
11

13

5

15

2.85

2.71
3.39
2.18

2.37

8

14

2.49

6

12

2.89

3

8

3.15

1.87

2.06
1.67
1.51

1.73

.60

.55
.53

.51

.51

.01

.49
.07
.53

.47
.35

.61

1.51

.42

.61

1.54

.17

.53

1.94

.23

.60

Note. Factor 1: Reproaches to the person involved, factor 2: Reproaches to an absent
person.
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The internal consistency (Cronbach’s α) of the 12-item PFS-AV was .76
(N = 231) and its test-retest reliability was .66 (p < .01) for the 92 outpatients
who completed the pilot version of the PFS-AV directly after the intake and
again at the beginning of the therapy. The inter-rater reliability of the 12-item
PFS-AV was .77 (p < .01) for the 24 patients who completed in the 24-item
pilot version of the PFS-AV.
Validity of the Picture-Frustration Study - Adapted Version (PFS-AV)
Patients and procedure
To establish the concurrent validity of the questionnaire, we determined
whether scores on the 12-item PFS-AV were correlated with scores on the
PCL-R (Hare, 1991; Dutch version by Vertommen et al., 2002) and with selfreport questionnaires for personality traits, aggressive behavior and socially
competent behavior. This study involved 147 forensic psychiatric inpatients
(the 93 inpatients of the former study included) and 138 forensic psychiatric
outpatients (the same as in the former study), all with a history of violent
crimes. The average age of the inpatients was 35.5 years (SD = 8.8; range =
21-63 years). These patients received aggression control therapy or usual
hospital care. The average age of the outpatients was 21.9 years (SD = 8.0;
range = 16-48 years). Although we asked all patients to complete the
standard set of questionnaires, a number of patients did not. In addition, PCLR scores were not available for inpatients admitted to a hospital in which this
instrument was not routinely used.
Measures
The Psychopathy Checklist-Revised (PCL-R: Hare, 1991; Dutch version:
Vertommen, Verheul, De Ruiter, & Hildebrand, 2002) is a checklist for
measuring psychopathy and is completed on the basis of a structured
interview and a file study (Cronbach’s α: .79). The checklist has two factors:
callous and remorseless use of others (Factor 1) and chronically unstable
and antisocial lifestyle (Factor 2).
The NEO-Five Factor Inventory (NEO-FFI: Costa & McCrae, 1992; Dutch
version: Hoekstra, Ormel, & De Fruyt, 1996) is a 60-items, self-report
measure of the Big Five personality domains of neuroticism, extraversion,
openness, agreeableness, and conscientiousness (Cronbach’s α: .84, .73,
.66, .68 and .69 successively).
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The Zelf-Analyse Vragenlijst (ZAV: Van der Ploeg, Defares, &
Spielberger, 1982) is a Dutch version of the Spielberger State-Trait Anger
Scale (Spielberger, 1980). Ten trait items were used from this questionnaire
to determine disposition to anger (Cronbach’s α: .83).
The Agressie Vragenlijst (AVL: Meesters, Muris, Bosma, Schouten, &
Beuving, 1996) is a Dutch version of Buss & Perry’s (1992) Aggression
Questionnaire with 29 items (Cronbach’s α: .86) that measure various types
of aggressive behavior, i.e. physical aggression, verbal aggression, anger,
and hostility (Cronbach’s α: .79, .51, .60 and .70 successively).
The Novaco Anger Scale (NAS: Novaco, 1994) used in this study was a
translation of a provisional version with 48 items in part A and 25 items in part
B. Patients only had to complete part A, where they indicated the extent to
which an anger-inciting situation had a bearing on them (Cronbach’s α: .95).
The Inventarisatielijst Omgaan met Anderen (IOA: Van Dam-Baggen &
Kraaimaat, 2000; IIS: Van Dam-Baggen & Kraaimaat, 1999). Patients
evaluated 35 interpersonal situations, indicating how much anxiety they
would experience (Social anxiety; Cronbach’s α: .96) in these situations and
then how often they would actually perform the behavior described (Social
skills; Cronbach’s α: .92) if the situation occurred. The five subscales in this
questionnaire, for both social anxiety and social skills, are: Giving criticism,
Giving your opinion, Giving someone a compliment, Making contact, and
Appreciating yourself. Two a priori subscales were designed for this study:
The “Boundary-setting behavior” subscale consists of the Giving criticism and
Giving your opinion subscales, and the “Approaching behavior” subscale
consists of the Giving someone a compliment and Making contact subscales.
The Observation Scale for Aggressive Behavior (OSAB: Hornsveld,
Nijman, Hollin, & Kraaimaat, 2007) was used to record behavior in the
participating psychiatric hospitals. The scale was developed for forensic
psychiatric patients, has 40 items, and contains the subscales
Irritation/anger, Anxiety/gloominess, Aggressive behavior, Antecedent,
Sanction and Social behavior (Cronbach’s α: .82, .79, .79, .82, .63 and .93
successively). The ward staff completed the scale based on the behavior
displayed during the previous week.
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Results
To investigate the questionnaire’s concurrent validity, the total PFS-AV score
was correlated with scores on the PCL-R, NEO-FFI, ZAV, AVL, NAS, IOA,
and OSAB. As shown in Table 2, the PFS-AV Total was not significantly
correlated with the total score or the scores for the two factors of the PCL-R.

Table 2. Correlations between PFS-AV and PCL-R, and between PFS-AV and
questionnaires (N = 285).
Measurement instrument

Factor or subscale

PCL-R

Total

Age

NEO-FFI

Factor 1

Factor 2

Neuroticism

ZAV

IOA Social skills

.08

(236)

.13*

-.39**

Disposition to anger
Total

Physical aggression
Anger

NAS

(251)

-.06

Agreeableness

Conscientiousness

Hostility
Part A

(273)

-.01

-.16**

Verbal aggression

IOA Social anxiety

-.20**

Extraversion
Openness

AVL

PFS-AV

-.19**
-.20**
.32**

.46**

.43**

.40**
.40**
.33**
.49**

(236)
(274)

(274)
(274)
(274)
(274)
(270)

(277)

(277)

(277)
(277)
(277)
(278)

Total

.13*

(260)

Approaching behavior

.16**

(260)

Boundary-setting behavior

.05

Total

-.15*

Approaching behavior

-.21**

Boundary-setting behavior

-.06

(260)
(267)

(267)
(267)

* p < .05; ** p < .01 (two-tailed; number of participants in parentheses). Note. PCL-R
= Psychopathy Checklist-Revised, NEO-FFI = NEO Five Factor Inventory, ZAV = ZelfAnalyse Vragenlijst, AVL = Agressie Vragenlijst, NAS = Novaco Anger Scale, IOA =
Inventarisatielijst Omgaan met Anderen.
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The PFS-AV Total score was positively correlated with scores on the
neuroticism subscale of the NEO-FFI, and negatively correlated with scores
on the four other subscales of extraversion, openness, agreeableness, and
conscientiousness. The score on PFS-AV Total was positively correlated
with scores on the aggressive behavior instruments (ZAV-D, AVL Total, and
NAS). Consequently, there was support for the expectation that hostility
measured with the PFS-AV was associated with aggressive behavior;
however, the correlations between the PFS-AV and the aggressive behavior
instruments were relatively lower than those between the three other
instruments (ZAV-D - AVL Total: .58; ZAV-D - NAS-A: .56; AVL Total - NAS-A:
.75).
In line with expectations, the total score on the PFS-AV was weakly but
positively correlated with scores for social anxiety (IOA-S Total), primarily in
situations involving approaching behavior. Similarly, the correlations between
Table 3. Factor loadings of the scores on PCL-R factors and questionnaires (N = 285).
Measurement instrument

1

2

Factors

3

.82

-.06

NEO-FFI, Agreeableness

-.74

-.08

NEO-FFI, Conscientiousness

-.54

-.21

PCL-R Factor 1

-.23

.77

-.02

-.12

-.70

AVL Total

ZAV-D

PFS-AV

PCL-R Factor 2

IOA Social skills

IOA Social anxiety

NEO-FFI, Neuroticism

NEO-FFI, Extraversion

NEO-FFI, Openness

.75

.66

.21

-.07
.26
.59

-.39

-.19

-.25

.04

-.15

-.03

-.09

.80

.04

.38

.37

.18

.76

-.05

-.64

.08

.15

-.23

.56

4

.10

.06

-.02

-.22
.20

.10

.03

.23

.02

.41

-.25
.85

Note. Factor 1 = Antisocial attitude, factor 2 = Psychopathy, factor 3 = Social
competence, factor 4 = Openness. PCL-R = Psychopathy Checklist-Revised, NEOFFI = NEO Five Factor Inventory, ZAV = Zelf-Analyse Vragenlijst, AVL = Agressie
Vragenlijst, NAS = Novaco Anger Scale, IOA = Inventarisatielijst Omgaan met
Anderen.
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the PFS-AV total score and the social skills (IOA-F Total) score was as expected, with there being a weak negative correlation with the total score and
a weak, more strongly negative correlation with the approaching behavior
subscale score.
Correlations between the PFS-AV total score and the OSAB subscale
scores were not significant in all cases (Irritation/anger = .02; Anxiety/
gloominess = -.12; Aggressive behavior = .11; Social behavior = -.08;
N = 147). Hence, our expectation that a hostile attitude in inpatients would be
correlated positively with aggressive behavior and negatively with social skills
was not supported.
In a final analysis, the relation between personality characteristics (NEOFFI, PCL-R and ZAV-D) and problem behaviors (PFS-AV, AVL, NAS-A and
IOA) was further investigated with an exploratory factor analysis (using
oblimin rotation of main axes and eigenvalue 1) of the data from all 285
patients. Four factors were identified (see Table 3): (1) antisocial attitude
(Agreeableness, Conscientiousness, ZAV-D, AVL and PFS-AV), (2)
psychopathy (PCL-R Factor 1 and Factor 2), (3) social competence
(Neuroticism, Extraversion, IOA social anxiety, and IOA social skills), and (4)
Openness. Most instruments loaded mainly on one factor and the PFS-AV
was part of the same factor as the instruments for aggressive behavior.
Discussion
A pool of 24 pictures from Rosenzweig’s Picture-Frustration Study, in which
someone is depicted making a remark that can be interpreted as provocative, was reduced to 12 based on interrater and test-retest reliability. As
expected, the scores on the PFS-AV and those on the aggressive behavior
questionnaires were significantly and positively correlated, supporting the
concurrent validity of the PFS-AV. Correlations were found to be lower than
normal between the aggressive behavior questionnaires mutually. The validity of the PFS-AV was further supported by a significant positive correlation
to neuroticism and by significant negative correlations to hostility and
extraversion, openness, agreeableness, and conscientiousness. There was
also a relatively low but positive correlation with social anxiety and a negative
correlation with social skills in situations in which approaching behavior may
be exhibited. Hostility as measured by the PFS-AV appeared to be part of a

43

boek2:boek hornsveld.qxd

44

15-8-2007

12:34

Page 44

An Adapted version of the Picture-Frutration Study (PFS-AV)

general antisocial factor, on which aggressive behavior loaded positively, and
agreeableness and conscientiousness negatively. Contrary to expectations,
we did not find hostility and aggressive or prosocial behavior on the ward to
be correlated in the inpatients. This might be because inpatients may have
wanted to make a more favourable impression on the ward staff.
Patients easily understood the simple statement made by the person on
the left of the picture and had no difficulty writing an appropriate response.
Because a research assistant scored their written answers, patients did not
need to deliberate on which score on a Likert scale was the most appropriate response. We felt that writing down a reaction provided a more direct
reflection of a patient’s hostile thoughts than if he/she was distracted by
having to award feelings a score on a Likert scale.
The relatively low correlation between PFS-AV hostility and the
Aggression Questionnaire Hostility subscale, in comparison with the other
three subscales of the questionnaire, was striking. We consider that the items
of the Hostility subscale of the Aggression Questionnaire refer more to felings
of being wronged or to resentment than to a more or less hostile attitude in
interactions with others. It would be interesting in a future study to investigate the relation between the PFS-AV and other instruments for hostility, for
instance the 10 items of the PICTS, which load on the factor interpersonal
hostility (Walters, 2005).
Coie and Dodge (1997) concluded, from studies of aggressive and
“normal” children, that hostility and aggressive behavior are associated. Our
findings support this conclusion but now for adolescent and adult violent
forensic psychiatric patients. In this population, hostility appeared to
contribute to aggressive behavior, probably because patients seem to avoid
alternative prosocial behaviors. Hornsveld (2006) found in a preliminary
study that a group of violent forensic psychiatric patients differed from the
general Dutch population by exhibiting boundary-setting behavior more often
and approaching behavior in social situations less often. In addition, the PFSAV scores of a group of adolescent patients were different from those of a
group of normal low-educated boys, while no differences were found on selfreport measures for aggressive behavior. The tendency to ascribe hostile
intentions to others and the limited repertoire of prosocial skills would appear
to be characteristic of violent forensic psychiatric patients.
In summary, the PFS-AV appears to be a promising instrument for
measuring hostility in forensic psychiatric patients. The first evaluation of its
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psychometric properties shows that the instrument has an adequate to good
reliability and validity. This instrument is therefore a useful addition to current
instruments for evaluating treatment programs designed to reduce aggressive behavior in violent forensic psychiatric patients.
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3.2 Development of the Observation Scale for
Aggressive Behavior (OSAB) for Dutch forensic
psychiatric inpatients with an antisocial
personality disorder1

1 Hornsveld, R.H.J., Nijman, H.L.I., Hollin, C.R., & Kraaimaat, F.W. (in press).
Development of the Observation Scale for Aggressive Behavior (OSAB) for Dutch
forensic psychiatric inpatients with an antisocial personality disorder. International
Journal of Law and Psychiatry.
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Summary
The Observation Scale for Aggressive Behavior (OSAB) has been developed to evaluate inpatient treatment programs designed to reduce aggressive behavior in Dutch forensic psychiatric patients with an antisocial
personality disorder. In developing the OSAB 40 items were selected from a
pool of 82 and distributed among the following a priori scales: Irritation/anger,
Anxiety/gloominess, Aggressive behavior, Antecedent (to aggressive behavior), Sanction (for aggressive behavior) and Social behavior. The internal
consistency of these subscales was good, the inter-rater reliability was
moderate to good, and the test-retest reliability over a two to three week
period was moderate to good. Relationships between the corresponding
subscales of the OSAB and the FIOS, used to calculate concurrent validity,
yielded relatively high correlations. The validity of the various OSAB subscales could be further supported by significant correlations with the PCL-R
and by significant but weak correlations with corresponding subscales of selfreport questionnaires.
Introduction
Forensic psychiatric inpatients in the Netherlands who are detained under
hospital order have committed a crime carrying a prison sentence of at least
four years. These are offenders for whom a relationship has been established between “deficient mental development or mental disorders” and the
crime committed on the basis of examination by a psychiatrist and/or
psychologist. In about 75 percent of the cases the main diagnosis of those
inpatients is an antisocial personality disorder on axis II of the DSM-IV and in
about 25 percent of the cases a psychotic disorder on axis I, combined with
an anti-social personality disorder on axis II (Van Emmerik, 2001).
Cognitive-behavioral therapeutic methods have been increasingly
developed and implemented in forensic psychiatric hospitals in the
Netherlands in recent years, including Aggression Control Therapy (ACT) for
patients with an antisocial personality disorder (Hornsveld, 2004). To
evaluate these therapies, there was a need for specifically designed
measurement instruments, the psychometric properties of which were
understood with the Dutch forensic psychiatric population. Thus, researchers
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such as Timmerman, Vastenburg, and Emmelkamp (2001) and Brand and
Van Emmerik (2001) have published observation scales for inpatients, the
Forensic Inpatient Observation Scale (FIOS) and the FP40 respectively.
It is advisable to use both self-report questionnaires and observation
scales to measure aggressive and social behavior in forensic psychiatric
populations (Bech, 1994; Polaschek & Reynolds, 2001). Forensic psychiatric
patients frequently have insufficient insight into their behavior to give accurate reports, although this is tempered by a tendency to provide socially
acceptable answers to questions. Observation scales are not affected by
these limitations; however they do require expertise and independence on
the part of evaluators in the wards (Bech & Mak, 1995). Since the FIOS and
FP40 were not available when development of the Aggression Control
Therapy began in 2000 (Hornsveld, 2004), a decision was made to construct
an observation scale for aggressive behavior in inpatients with an antisocial
personality disorder. This scale would have to have the sensitivity to
measure changes in criminogenic problem behaviors (Andrews & Bonta,
2003), such as limited control of displayed negative emotions (irritation,
anger or rage) and a general deficiency of social skills, as they arise in
Aggression Control Therapy. A literature search showed that most observation scales for aggressive behavior have been developed for (chronic)
psychotic patients in closed wards of general psychiatric hospitals. One type
of scale, such as the Overt Aggression Scale (OAS: Yudofsky, Silver,
Jackson, Endicott, & Williams, 1986; MOAS: Kay, Wolkenfeld, & Murrill,
1988), categorizes acts of aggression according to type, i.e. verbal
aggression, physical aggression towards objects, physical aggression
towards oneself, and physical aggression towards others. Another approach
is to view aggressive behavior as part of a behavioral chain, as seen with the
Calgary General Hospital Aggression Scale (CGH Aggression Scale:
Arboleda-Florez, Crisanti, Rose, & Holley, 1994; SOAS-R: Nijman, 1999),
which includes five aspects of aggressive behavior, i.e. provocation, means
used by patients, target of aggression, consequences for victims, and
measures to stop aggression. Other scales measure both aggressive
behavior and social competence (NOSIE: Hafkenscheid, 1991) or mood
(MIBS: Evenson & Dong, 1987; SDAS: Wistedt, Rasmussen, Pedersen,
Malm, Träskman-Bendz, Wakelin & Bech, 1990).
To evaluate the effect of ACT (Hornsveld, 2004), an observation scale
was required that could record the following behaviors: (1) emotions or
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moods displayed that play a possible mediating role in aggressive behavior
(e.g. irritation, anger, anxiety or gloominess); (2) aggressive behavior
towards fellow patients (e.g. threats), staff (e.g. abusive language) or oneself
(e.g. self-inflicted lacerations); (3) antecedents of aggressive behavior (e.g.
restrictive measures); (4) sanctions for the patient as consequences of
aggressive behavior (e.g. sent to his room); and (5) prosocial behavior
towards fellow patients or staff (e.g. giving constructive criticism or adequately making contact). Further, it had to be possible for group supervisors
on the ward to fill out such a scale in a short time without the need for
extensive instructions.
This article describes the development of the OSAB. In this context, the
terms irritation, anger, and rage are understood to mean emotions exhibited
in response to (perceived) provocation, as manifested in behaviors such as
staring, talking too loudly, and standing too close to another person. Anxiety
and gloominess are used to refer to moods that last a longer period of time,
as can be inferred from behaviors such as restlessness, complaining, and
lack of initiative. The term aggressive behavior is seen as any form of behavior that is intended to injure someone, physically or psychologically
(Berkowitz, 1993); the term violence is used to refer to aggressive behavior
where above all physical means are used (Browne & Howells, 1996). Where
personality traits are referred to, this is in the context of the Big Five
(Hoekstra, Ormel, & De Fruyt, 1996); specifically, antisocial personality
disorder refers to the medical-psychiatric classification on axis II of DSM-IV
(American Psychiatric Association, 1994).
Design of the Scale: Pilot Stage
The following criteria were used to select items for the OSAB: (a) the
observation scales for recording aggressive incidents in the extant literature;
(b) items drawn from a structured interview on the determinants of
aggressive ward behavior with six group supervisors and six patients at De
Kijvelanden Forensic Psychiatric Hospital; (c) the list of social skills to be
practiced within the scope of Aggression Control Therapy (Appendix 1). From
these sources, the pilot version of the OSAB initially consisted of 82 items,
which were
sorted into eight categories: Emotion (11 items), Aggressive
behavior towards the institution (14 items), Aggressive behavior towards
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fellow patients (11 items), Aggressive behavior towards oneself (7 items),
Antecedent (5 items), Sanction by the staff (6 items), Social behavior towards
the staff (14 items) and Social behavior towards fellow patients (14 items).
Scoring was introduced using a 4-point scale: “no” (score = 1), “seldom”
(score = 2), “occasionally” (score = 3), and “frequently” (score = 4), with raters
instructed to refer to behavior that has taken place in the previous week.
To calculate inter-rater reliability of the pilot version, the OSAB with 82
items was simultaneously and independently filled out on the ward by two
group supervisors who had experience in the use of observation scales for
56 male patients (mean age 35.50 years, SD = 7.78; range = 23-55 years) in
a medium security unit of De Kijvelanden forensic psychiatric hospital. In the
Netherlands, forensic psychiatric hospitals have at their disposal intensive
care units for acute psychotic patients and medium security units for patients
with an antisocial personality disorder, or both a stabilized psychotic disorder
and an antisocial personality disorder. In the medium security units the 11
patients have their own room; patient-staff ratio is about 1 : 2.
According to at least one of the observers, 11 of the 56 patients had not
been involved in any conflicts in the period studied. Therefore items related
to aggressive behavior were not considered for these eleven patients.
Aggressive behavior towards oneself occurred in just six patients and
consequently analysis could not be performed for this factor. Aggressive
behavior towards fellow patients was rarely exhibited in the presence of the
staff and consisted only of abusive language or threats. Thus, after removing
items related to aggressive behavior towards one-self and items with insignificant inter-rater reliability (Kendall’s τ; p > .05), the OSAB contained 42
items, distributed over the following categories: Emotion (10 items),
Aggressive behavior towards the institution (8 items), Aggressive behavior
towards fellow patients (2 items), Antecedent (6 items), Sanction (4 items),
Social behavior towards the staff (7 items) and Social behavior towards
fellow patients (5 items).
Factor Structure
Data from 169 patients (mean age 36.43 years, SD = 9.80; range = 21-76
years) at six forensic psychiatric hospitals was compiled to determine the
factor structure of the remaining 42 items. The patients had the same mixture
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of diagnoses as in the previous phase of the study. Principal-axis factor
analysis with oblimin rotation yielded five factors that provided an easily
interpretable solution that for the most part corresponded with the a priori
categories: (a) verbally aggressive behavior towards people, including
antecedents and sanctions, (b) social behavior, (c) physically aggressive
behavior towards objects, (d) anxiety/gloominess, and (e) anger/hostility.
Although the items in the anger/hostility category also ranked high in the
verbally aggressive behavior category, this classification was still used as it
matched the design of Aggression Control Therapy. Two items
(Emotion/mood: Indifferent, and Sanction: Patient is put into isolation) were
rated less than .50 on any factor and so were removed from the scale.
As shown in Table 1, the principal-axis factor analysis, with oblimin
rotation and a forced five-factor solution, was repeated yielding a factor
structure that explained 61.1% of the variance. Thus, five subscales were
constructed (see Appendix 2): Irritation/anger (5 items), Anxiety/gloominess
(4 items), Aggressive behavior (10 items), Antecedent (6 items), Sanction (3
items), and Social behavior (12 items).
Reliability
To calculate inter-rater reliability of the OSAB with 40 items, the scale was
simultaneously and independently filled out on the ward by two group
supervisors for 74 male patients (mean age 36.87 years, SD = 8.02; range =
23-57 years) in a medium security unit of the De Kijvelanden Forensic
Psychiatric Hospital. As shown in Table 2, the inter-rater reliability was moderate to good, ranging from .49 (p < .01) for the Antecedent subscale to .81
(p < .01) for the Aggressive behavior subscale. When the results on the
subscales were compared between the group supervisors with a t-test, no
significant differences were found. The internal consistency of the subscales
(Cronbach’s α) were calculated on the basis of measures for the 74 patients
(who were assessed by two different group supervisors) and was more than
satisfactory for all subscales, varying from .63 for the Sanction subscale to
.93 for the Social Behavior subscale. To calculate test-retest reliability, the
OSAB was simultaneously and independently filled out again two to three
weeks after the assessment for the inter-rater reliability. However, because of
personnel changes and removals of patients, only 108 comparisons could be
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Table 1. Mean, standard deviation, and factor loading of the items (N = 169).
Item

14
21
13
28
27
20
12
9
24
23
11
10
18
25
26
19
22
40
38
35
36
33
32
30
37
29
39
34
31
15
17
16
6
7
1
4
2
3
8
5

M

SD

1.56
2.31
1.74
1.46
1.74
2.22
1.73
1.83
2.27
1.76
2.63
1.87
1.62
2.03
2.63
1.34
2.41
2.71
2.55
2.75
2.66
2.51
2.64
2.92
3.24
3.32
2.54
2.55
2.92
1.09
1.06
1.12
2.28
2.79
1.93
2.78
2.68
3.04
2.08
1.74

0.84
1.12
0.97
0.79
0.90
1.06
0.94
1.01
1.09
0.98
1.05
1.00
0.89
1.02
1.07
0.72
1.17
0.85
0.96
0.77
0.93
0.89
0.84
0.78
0.91
0.77
0.98
0.95
0.82
0.38
0.30
0.42
0.97
0.89
0.93
0.91
0.99
0.82
1.07
0.93

1

.80
.80
.80
.78
.77
.77
.74
.73
.70
.68
.66
.66
.65
.65
.64
.58
.50
-.12
.01
.10
-.01
-.03
-.18
-.37
.22
-.25
.16
.12
-.21
.22
.12
.19
.32
.32
.24
.45
.61
.57
.59
.35

Factor loading

2

-.12
-.12
-.17
-.05
.14
-.15
-.14
-.17
-.01
-.09
-.21
-.18
.12
-.08
-.18
.11
-.18
.87
.81
.81
.79
.76
.75
.67
.65
.59
.57
.52
.51
.02
-.05
.03
-.10
.01
-.28
-.32
-.16
-.13
-.25
-.10

3

.37
.19
.32
.53
.20
.20
.27
.40
.13
.01
.21
.22
.31
.09
.20
.13
.04
.06
-.02
.18
-.10
.03
-.09
-.02
.16
-.22
.36
.33
-.08
.85
.85
.83
.18
.17
.19
.24
.25
.21
.30
.07

4

.26
.24
.25
.19
.15
.08
.29
.36
.38
.22
.27
.35
.02
.27
.16
-.03
.37
-.22
-.15
-.22
-.22
-.09
-.22
-.20
-.24
-.22
-.41
-.46
-.04
.06
.14
.14
.81
.71
.69
.58
.41
.32
.36
.03

5

.44
.32
.53
.38
.51
.19
.55
.58
.26
.21
.58
.47
.41
.24
.57
.42
.40
-.07
-.10
-.11
.10
-.20
.03
-.43
.31
-.48
.36
.33
-.16
.10
.03
.11
.21
.37
-.08
.55
.78
.74
.72
.67

Note. Boldface indicates factor loading larger than or equal to .50. Factor 1 = verbally aggressive behavior towards persons, factor 2 = social behavior, factor 3 =
physically aggressive behavior towards objects, factor 4 = anxiety/gloominess,
and factor 5 = anger.
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Total

Aggressive behavior

** p < .01 (two-tailed).

Social behavior

Sanction

2

patients

patients

Towards fellow

Towards staff

Total

5

7

12

3

6

148

148

148

148

148

148

148

148

148

.89

.86

.93

.63

.79

.86

.72

.79

.79

.82

Cronbach’s a

74

74

74

74

74

74

74

74

74

74

N

.70**

.66**

.71**

.70**

.49**

.65**

.80**

.81**

.53**

.79**

Pearson’s r

Inter-rater reliability

108

108

108

108

108

108

108

108

108

108

N

.76**

.74**

.79**

.48**

.58**

.51**

.50**

.57**

.57**

.59**

Pearson’s r

Test-retest reliability

12:34

Towards fellow

8

Towards institution

10

4

Anxiety/gloominess

148

N

Internal consistency

15-8-2007

Antecedent

5

Irritation/anger

Emotion

of items

Number

Subscale

54

Table 2. Internal consistency, inter-rater reliability, and test-retest reliability of the OSAB subscales.
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made. The test-retest reliability of the subscales turned out to be moderate to
good, ranging from .48 (p < .01) for Sanction, to .79 (p < .01) for Social
behavior. When a comparison with a t-test was made between the successive results on the subscales, the differences in results turned out to be
significantly lower for all the subscales except the Social behavior subscale.
Summary
The OSAB shows good internal consistency and moderate to good inter-rater
reliability. The moderate test-retest coefficients could be due to the
fluctuations in aggressive behavior during the period between the two
assessments (two to three weeks), as can be expected in forensic psychiatric
patients.
Validity
Patients and procedure
The relationships between the various subscales were calculated using the
data from 90 patients at De Kijvelanden Forensic Psychiatric Hospital in
February 2004. A positive correlation was expected between the subscales
Irritation/Anger, Anxiety/gloominess, Aggressive behavior, Antecedent, and
Sanction; the Irritation/anger and Aggressive behavior subscales were
expected to show a negative correlation with the Social behavior subscale.
First, possible relationships between the OSAB subscales and the forensic
psychiatric observation scale, the FIOS (Timmerman, Vastenburg &
Emmelkamp, 2001), were examined to determine concurrent validity. In addition, relationships were studied between the OSAB and PCL-R (Hare,
1991; Dutch version by Vertommen, Verheul, De Ruiter, & Hildebrand, 2002),
and between the OSAB and self-report questionnaires for personality traits,
aggressive behavior, and social behavior. The study was carried out with 220
patients (mean age 36.35 years, SD = 9.70; range = 21-76 years) at six
forensic psychiatric hospitals. All measures were not available for all the 220
patients: some inpatients refused to complete the questionnaires.
Significant positive correlations were expected for Aggressive behavior
(OSAB) and Oppositional behavior (FIOS), and also for OSAB and FIOS

55
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Social behavior. In addition, significant negative correlations were anticipated
between aggressive or oppositional behavior and social behavior. The
relationship between the Aggressive behavior subscale and the PCL-R was
expected to be significantly positive, but weaker than between the
Aggressive behavior subscale of the OSAB and the Oppositional behavior
subscale of the FIOS. With regard to the self-report questionnaires, a weak
but significant relation was supposed for the Aggressive behavior subscale
and the NEO-FFI subscales of neuroticism (positive) and agreeableness
(negative) (Hornsveld, Van Dam-Baggen, Lammers, Nijman, & Kraaimaat,
2003). Weak but positive correlations were also expected for the Aggressive
behavior subscale and aggressive behavior questionnaires like the ZAV, AVL
and NAS, and for the Social behavior subscale and the IOA.
Measurement instruments
Observation scale. The Forensic Inpatient Observation Scale (FIOS:
Timmerman, Vastenburg, & Emmelkamp, 2001) is an observation scale
designed for measuring ward behavior and includes the subscales Self-care,
Social behavior, Oppositional behavior, Insight, Verbal skills, and Distress. In
a later phase of the study, the FIOS was introduced in De Kijvelanden
Forensic Psychiatric Hospital for validating the OSAB. As a rule, the FIOS
requires that behavior be recorded in the preceding three weeks but since the
OSAB refers to “past week,” the FIOS was also used for this period.
Structured interview in combination with file research. The Psychopathy
Checklist-Revised (PCL-R: Hare, 1991; Dutch version: Vertommen, Verheul,
De Ruiter, & Hildebrand, 2002) is a psychopathy checklist completed on the
basis of a structured interview and patient file review. The checklist has two
factors: callous and remorseless use of others (Factor 1) and chronically
unstable and antisocial lifestyle (Factor 2).
Self-report questionnaires. Two questionnaires were used to measure
personality traits. The NEO Five Factor Inventory (NEO-FFI: Costa &
McCrae, 1992; Dutch version: Hoekstra, Ormel, & De Fruyt, 1996) has 60
items and measures the Big Five personality domains of neuroticism,
extraversion, openness, agreeableness and conscientiousness.
The Zelf-Analyse Vragenlijst (Self-Analysis Questionnaire, ZAV; Van der
Ploeg, Defares, & Spielberger, 1982) is a Dutch translation of the Spielberger
State-Trait Anger Scale (Spielberger, 1980). Ten trait items were used from
this questionnaire for assessing anger as a disposition.
Patients had to complete three questionnaires to assess aggressive and
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socially competent behavior. The Agressie Vragenlijst (AVL: Meesters et al.,
1996) is a Dutch adaptation of the Buss and Perry (1992) Aggression
Questionnaire. This 29-item questionnaire measures different types of
aggressive behavior, i.e. physical aggression, verbal aggression, anger and
hostility.
The Novaco Anger Scale (NAS: Novaco, 1994) used in this study was a
translation of a provisional version (Cronbach’s α = .95), containing 48 items
in part A and 25 items in part B. Patients only completed part A, which
focuses on how individuals experience anger.
In the Inventarisatielijst Omgaan met Anderen (IOA: Van Dam-Baggen &
Kraaimaat, 2000; IIS: Van Dam-Baggen & Kraaimaat, 1999), patients were
presented with two questions related to 35 interpersonal situations, i.e. how
nervous they would feel (social anxiety) and how often they would perform
the behavior described in that situation (social skills). The five subscales of
the questionnaire, both for social anxiety and social skills, are criticizing,
giving your opinion, giving a compliment to somebody, making contact and
appreciating yourself.
Results
As expected, mutual correlations between the OSAB subscales
Irritation/anger, Anxiety/gloominess, Aggressive behavior, Antecedent, and
Sanction were high and significant (p < .01). Contrary to expectations, however, negative relationships were not found between aspects of aggressive
and social behavior (see Table 3). To examine concurrent validity, the
subscales of OSAB and the FIOS were correlated. The OSAB Irritation/Anger
and Aggressive behavior subscales were significantly correlated (p < .01)
with the FIOS Oppositional behavior subscale. There was also a significant
correlation between the OSAB Anxiety/gloominess subscale and the FIOS
Distress subscale. Moreover, the OSAB Social behavior subscale showed a
relatively high positive correlation with the FIOS Social behavior subscale.
No significant correlations were found for either the OSAB or FIOS between
the Aggressive and Oppositional behavior subscales and Social behavior
respectively. As shown in Table 4, there was also a significantly negative
relationship between the OSAB Aggressive behavior subscale and the FIOS
Social behavior subscale.

57

Towards fellow
patients

Towards staff

Total

** p < .01 (two-tailed).

Social
behavior

Sanction

Antecedent

Towards fellow
patients

Towards institution

.01

-.18

-.10

.68**

.67**

.48**

.70**

.70**

.10

.07

.08

.49**

.56**

.31**

.52**

.51**

---

-.04

-.14

-.06

.69**

.72**

.78**

.98**

---

Towards
institution

Towards
fellow
patients

-.00

-.15

-.09

.66**

.70**

.62**

---

.13

-.04

.04

.57**

.56**

---

-.03

-.20

-.09

.62**

---

Antecedent

.02

-.09

-.04

---

Sanction

.94**

.95**

---

Total

.77**

---

Towards
staff

Social behavior

12:34

behavior

Total

.59**

Total

Aggressive behavior

15-8-2007

Aggressive

Anxiety/
gloominess

Irritation/ Anxiety/
anger gloominess

Emotion

58

Emotion

Subscale

Table 3. Correlations between the OSAB subscales (N = 90).
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As shown in Table 5, there was a low but positive correlation between the
OSAB Irritation/Anger subscale and total score on the PCL-R, PCL-R Factor
1, the NEO-FFI Neuroticism subscale, the ZAV Disposition to anger subscale, and the AVL Anger subscale. Significant but relatively low correlations
were found for the OSAB Anxiety/gloominess subscale with the NEO-FFI
Neuroticism subscale and the ZAV Disposition to anger subscale. The OSAB
Aggressive behavior subscale was significantly correlated with PCL-R Total,
PCL-R Factor 1, PCL-R Factor 2, the ZAV Disposition to anger subscale, the
AVL Total, the AVL Verbal aggression subscale, and the AVL Anger subscale. Finally, there was a positive but low correlation between the OSAB
Social behavior subscale and the IOA Frequency scale (social skills). In
general, the OSAB subscales were positively but slightly associated with
comparable measures in the self-report questionnaires. When items of the
OSAB subscale Social behavior were compared with IOA subscales,
significant positive correlations were found between correspond-ing
formulated items of the OSAB and of the IOA subscales of Giving your
opinion (p < .05) and Making contact (p < .01). Probably, correlations
between observation scale, and self-report questionnaires are only
significantly positive if there is close concurrence between the description of
the items of the scale and of the questionnaire.
Discussion
Based on the literature and interviews, the original pool of 82 items was reduced to 40 through selection on the basis of inter-rater reliability at the item
level and through factor analysis. The factor analysis showed that the 40
items could be categorized into five subscales, which are of importance for
the evaluation of a cognitive-behavioral treatment program, focusing on the
reduction of aggressive behavior: Irritation/anger, Anxiety/gloominess,
Aggressive behavior, Antecedent, Sanction, and Social behavior. The internal
consistency of the subscales was good, inter-rater reliability was moderate to
good, and test-retest reliability was moderate to good. The correlations for
test-retest reliability differed little from those reported by Nijman, Van
Nieuwenhuizen, and De Kruyk (2004), based on two successive measures in
a population of forensic psychiatric patients, for the REHAB observation
scale (Baker & Hall, 1988; Dutch version: Van der Gaag & Wilken, 1994).
Probably, the significant lower scores on all OSAB subscales except Social

59

-.31** (102)

.77** (102)
-.40** (102)

.36** (102)

.73** (102)

-.24** (168)

.46** (168)

* p < .05; ** p < .01 (two-tailed); the number of subjects is in parentheses.

Social behavior

Oppositional behavior

.53** (102)

-.20** (168)

--(202)

-.27** (121)

.75** (121)

.56** (121)

-.11

---

.62** (121)

-.06 (121)

-.29** (121)

---

Social behavior

12:34

Distress

Social behavior

.81** (168)

.56** (168)

Anxiety/gloominess

Aggressive behavior

15-8-2007

FIOS

Anxiety/gloominess

OSAB

Irritation/anger

Emotion

OSAB

60

Aggressive behavior

Subscale

Scale

Table 4. Correlations between OSAB subscales and FIOS subscales (correlations between two observation scales).
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.04 (101)

.29** (101)

Anger

Social skills

Social anxiety

Part A

Hostility

Verbal aggression

-.08 (99)

-.03 (90)

.15 (98)

.09 (101)

.19 (101)

.17 (101)

Physical aggression

Total

-.10 (99)

.07 (90)

.09 (98)

.03 (101)

.12 (101)

.05 (101)

-.12 (101)

-.00 (101)

.21* (93)

-.12 (98)

-.00 (118)

-.05 (108)

.18 (113)

.08 (120)

.26** (120)

.22** (120)

.14 (120)

.20* (120)

.27** (108)

-.03 (118)

-.17 (118)

-.03 (117)

-.01 (118)

.14 (118)

.18* (137)

.17* (137)

.25** (154)

.22* (118)

-.12 (108)

-.19 (113)

-.23* (120)

-.11 (120)

-.19* (120)

.05 (120)

-.13 (120)

-.10 (108)

.18* (118)

.12 (118)

.29** (117)

.26** (118)

-.15 (118)

.15 (137)

.11 (137)

.12 (154)

Social behavior

* p < .05; ** p < .01 (two-tailed). Note. The number of subjects is in parentheses. PCL-R = Psychopathy Checklist-Revised; NEOFFI = Five Factor Inventory; ZAV = Zelf-Analyse Vragenlijst; AVL = Agressie Vragenlijst; NAS = Novaco Anger Scale; IOA =
Inventarisatielijst Omgaan met Anderen.

IOA

NAS

AVL

.25* (93)

-.04 (98)

Disposition to anger

.02 (98)

.08 (97)

-.16 (98)

.21* (98)

.01 (115)

-.06 (115)

-.06 (131)

Anxiety/gloominess

Aggressive behavior

12:34

Conscientiousness

-.00 (97)

-.09 (98)

Openness

Agreeableness

.21* (98)

-.10 (98)

Extraversion

Neuroticism

.17 (115)

.23* (115)

.21* (131)

Irritation/anger

Emotion

15-8-2007

ZAV

NEO-FFI

Factor 2

Factor 1

Total

PCL-R

instrument

Factor or subscale

Measurement

Table 5. Correlations between the OSAB (observation scale), the PCL-R (structured interview), and self-report questionnaires.
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behavior during the second assessment has to do with the change able
behavior of the patients.
It should also be noted that the OSAB and FIOS were completed by
group supervisors who had experience in the use of observation scales but
who did not have continued training with feedback in behavioral observation.
Therefore, the supervisors received short additional instructions before filling
out both scales. Supplemental training in this area, say at the start of employment at the forensic psychiatric hospital and regularly repeated thereafter,
would probably make for more reliable observational data. To increase motivation for participating in this type of supplemental training, it is important to
keep group supervisors informed of the results of the information they record
and conclusions that can be drawn to inform treatment planning.
As expected, the correlations between the subscales of Irritation/anger,
Anxiety/gloominess, Aggressive behavior, Antecedent, and Sanction were all
substantial and significant; however, the expected negative correlation between these subscales and the Social behavior subscale was not evident.
Three OSAB subscales mainly showed satisfactory concurrent validity in
terms of high correlations with the FIOS, although a significant (negative)
correlation was not found between Oppositional behavior and Social
behavior for the FIOS (see Timmerman, Vastenburg, & Emmelkamp, 2001).
However, there was a small negative, significant, correlation between the
OSAB Aggressive behavior subscale and the FIOS Social behavior subscale.
This finding might be accounted for in that the OSAB Aggressive behavior
subscale concerns specific behaviors while the OSAB Social behavior
subscale refers to more general behaviors. Alternatively, in the FIOS, the
Oppositional behavior subscale seems to measure more general behaviors
and the Social behavior subscale specific situations.
The validity of the OSAB Irritation/anger subscale is further supported by
the significant correlations with other scales, including PCL-R Total, PCL-R
Factor 1, Neuroticism (NEO-FFI), Disposition to anger (ZAV), and Anger
(AVL). Thus, the Irritation/anger subscale is associated with traits such as
egotism, remorselessness, emotional instability, and a tendency readily to
experience anger or rage. The validity of the OSAB Aggressive behavior
subscale is also manifested by significant correlations with PCL-R Total,
PCL-R Factor 1, PCL-R Factor 2, Disposition to anger (ZAV), Verbal
aggression (AVL) and Anger (AVL). As expected, the relation between the
Aggressive behavior subscale and the PCL-R was positive and significant,
but not very strong. This is in accordance with the findings of Hildebrand, De
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Ruiter, and Nijman (2004). Very probably, the PCL-R predicts aggressive
behavior better in real-life situations than in a heavily structured environment
like a hospital. The Aggressive behavior subscale indicates antisocial and
verbally aggressive behavior, in addition to the tendency to experience anger
and rage at (perceived) provocation. Finally, the OSAB Social behavior
subscale correlates positively with Extraversion (NEO-FFI), Openness (NEOFFI), Conscientiousness (NEO-FFI), and Social skills (IOA Frequency). Thus,
the Social behavior subscale indicates sociability, curiosity, and being goalorientated. The low but significant negative correlations with Verbal
aggression (AVL) and Hostility (AVL) support the anticipated relationship
between aggressive and social behavior, although the magnitude of the
inverse relationship was slight.
The Observation Scale for Aggressive Behavior (OSAB) was developed
for measuring possible behavioral changes produced by a cognitivebehavioral treatment program that focuses on anger management, social
skills, and moral awareness (Hornsveld, 2004). The scale appears to
measure behaviors reliably and validly -- mediating emotions or moods,
aggressive behavior, antecedents to this behavior, and the consequences of
aggressive behavior for patients -- in a forensic psychiatric hospital that play
a major role in conflict situations. The OSAB also measures patients’ general
social skills.
The correlations between OSAB subscales and corresponding measures
in self-report questionnaires are low, which can primarily be explained by the
limited capacity of forensic psychiatric patients to observe their own behavior. It is also possible patients were trying to give the best possible impression
of their behavior in completing the self-report questionnaires that social
acceptability, hoping to affect their compulsory stay in the forensic psychiatric
hospital.
The preliminary data with respect to the slight negative relationship
between aggressive and social behavior indicates that a treatment program
for violent forensic psychiatric patients geared to their learning new social
skills does not automatically result in a reduction of aggressive behavior.
Moreover, there are suggestions that acquiring social skills is contraindicated
for those with high psychopathy, as they can use these skills better to manipulate others (Quinsey, Harris, Rice, & Cormier, 1998). Aggressive behavior can appear in combination with competent social skills, and non-aggressive behavior can be related to limited social skills. For these reasons,
treating forensic psychiatric patients requires a different approach to
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aggressive behavior and prosocial behavior. This approach should be based
on assessment prior to treatment, which includes assessment of social skills
deficits and whether enhancing social skills could contribute to a decrease in
aggressive behavior. For instance, there are indications that forensic
psychiatric patients too frequently display inadequate limit-setting behavior,
such as giving criticism; and too infrequently exhibit approaching behavior,
such as giving a compliment (Hornsveld, 2005). Clearly, patients’ reports
should be seen in the context of staff observations and recording in patients’
files rather than taken a face value.
In summary, the OSAB is a promising instrument for use in observing
aggressive and social behavior in Dutch forensic psychiatric patients who are
detained under hospital order. Contrary to the two other Dutch observation
scales for forensic psychiatric inpatients, the OSAB is specifically designed
for the evaluation of cognitive-behavioral therapies for the reduction of
aggressive behavior. The OSAB registers the antecedents and
consequences of this behavior and discriminates between different forms of
aggressive and social behavior. An OSAB computer program has been
developed that can be installed on a central server and retrieved and
completed on ward computers for the purpose of taking measurements. The
data can then be made available to authorized clinicians and researchers.
The initial evaluation presented here indicates that the psychometric
properties are moderate to good, so that the scale is a significant addition to
existing instruments for evaluating treatment programs for reducing
aggressive behavior in Dutch forensic psychiatric inpatients.
Appendix 1. By patients to be chosen social skills.
Nr.
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.

Social skill
Making contact
Ending a situation
Doing a request
Refusing a request
Reacting on a refusal
Criticizing
Reacting on criticism
Giving one’s opinion
Standing up for oneself
Complimenting somebody else
Appreciating yourself
Reacting on a compliment

Towards fellow patients
- person: - verbal:
18. abusive language:
19. threats:

Seldom
O
O
O
O
O
O
O
O
O
O

O
O
O
O
O
O
O
O
O
O

O
O
O
O
O
O
O
O
O

No

O
O
O
O
O
O
O
O
O

Seldom

O
O

O
O
O
O
O
O
O
O

Occasionally

O
O
O
O
O
O
O
O
O

Occasionally

O
O

O
O
O
O
O
O
O
O

Frequently

O
O
O
O
O
O
O
O
O

Frequently

12:34

2. Aggressive behavior

anxious:
angry:
agitated:
tense:
calm:
gloomy:
disappointed:
hostile:
enraged:

No

15-8-2007

Towards the institution
- staff: - verbal:
10. ignoring:
11. complaining:
12. swearing:
13. abusive language:
14. threats:
- object: - physical: 15. kicking:
16. throwing:
17. destructive:

01.
02.
03.
04.
05.
06.
07.
08.
09.

1. Emotion/mood

Appendix 2. OSAB items.
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O
O
O
O
O
O
O

Towards staff
adequately makes contact:
tactfully ends situations:
refuses in friendly but definite manner:
gives constructive criticism:
gives sincere compliments:
speaks about oneself with esteem:
makes good proposals:

29.
30.
31.
32.
33.
34.
35.

Towards fellow patients
gives constructive criticism:
clearly gives opinion:
gives sincere compliments:
speaks about oneself with esteem:
makes good proposals:
O
O
O
O
O

No

O
O
O
O
O

O
O
O
O
O
O
O

Seldom

O
O
O
O
O

O
O
O
O
O
O
O

Occasionally

O
O
O

Occasionally

O
O
O
O
O
O

Occasionally

O
O
O
O
O

O
O
O
O
O
O
O

Frequently

O
O
O

Frequently

O
O
O
O
O
O

Frequently

12:34

5. Social behavior

O
O
O

Seldom

O
O
O
O
O
O

Seldom

15-8-2007

36.
37.
38.
39.
40.

O
O
O

patient receives criticism for behavior:
patient has to apologize:
patient is sent to his room:

No

26.
27.
28.

4. Sanction for patient

O
O
O
O
O
O

Conflicts were about
regulations:
appointment:
progress of TBS/treatment:
restrictive measure:
personal issue:
other reasons, i.e.: …………………………

20.
21.
22.
23.
24.
25.

No
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Development of the Aggression Control Therapy
and first results

4.1 Aggression Control Therapy for violent forensic
psychiatric patients: Method and clinical practice1

1 Hornsveld, R.H.J., Nijman, H.L.I., Hollin, C.R., Kraaimaat, F.W. (in press).
Aggression Control Therapy for violent forensic psychiatric patients: Method and
clinical practice. International Journal of Offender Therapy and Comparative
Criminology.
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Summary
Aggression Control Therapy is based on Goldstein, Gibbs, and Glick’s
Aggression Replacement Training and developed for violent forensic
psychiatric in- and outpatients (adolescents and adults) with an (oppositionaldefiant) conduct disorder or an antisocial personality disorder. First, the
conditions for promoting treatment integrity are examined. Then target
groups, framework and procedure are described in detail, followed by the
most important clinical findings during the period 2002-2006. Finally, new
program developments are mentioned with the Aggression Control Therapy
as a starting point.
Introduction
Because there was no treatment program for Dutch violent forensic psychiatric patients, a start was made with the development of the Aggression
Control Therapy in 2000 (Hornsveld, 2004a). The therapy was founded on
the Aggression Replacement Training of Goldstein, Glick, and Gibbs (1998).
In the Netherlands, forensic psychiatric patients are offenders for whom,
based on examination by a psychiatrist and/or a psychologist, a judge has
established a connection between a “deficient mental development or mental
disorder” and a committed offence. The Aggression Control Therapy was
initially meant for adult inpatients detained under hospital order, but after
some time it was also applied to violent adolescent and adult outpatients.
Until now, there have been no studies of the effect of treatment programs
for Dutch violent forensic psychiatric patients, but more is known about the
treatment of similar populations. For instance, Nas, Brugman, and Koops
(2005) evaluated an EQUIP program for Dutch juvenile delinquents in highsecurity correctional facilities. After completing the treatment program, the
members of the treatment group reported fewer cognitive distortions but no
more social skills than the members of the control group who received care
as usual. However, the study was small and not all delinquent juveniles had
committed a violent crime. In a review of meta-analyses, Lipton, Pearson,
Cleland, and Yee (2003) concluded that, in general, cognitive-behavioral
treatment programs have a beneficial effect on dynamic criminogenic needs
(Andrews & Bonta, 2003) and therefore indirectly on recidivism risk.
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However, the studies included in that review differed in terms of offender age
(most were adolescents), type of offence (violent or non-violent), and
treatment focus (most treatments were not primarily focused on reducing
aggressive behavior). Moreover, the quality of the various studies was far
from uniform. Polaschek (2006) pointed out that while there are studies
showing that treatment programs for violent offenders lead to a decrease in
reconviction for violent crimes, these programs often lack a model in which
associations are drawn between (a change in) dynamic criminogenic needs
and recidivism outcome.
One of the detailed programs for violent behavior is the Aggression
Replacement Training (ART), which is solidly based on cognitive-behavioral
theory (Polaschek, 2006). The training contains three parts: Anger Control,
Social Skills, and Moral Reasoning. Goldstein, Glick, and Gibbs (1998)
developed the training for children and adolescents who display violent and
aggressive behavior and found ART to improve behavior significantly in a
controlled study of aggressive and/or delinquent adolescents in residential
settings, in outpatient projects, and in gangs. An adapted version of ART
administered to boys and girls in a daycare center led to a decrease in
antisocial behavior, manifested as violation of house rules, violation of social
norms, violation of someone’s personal property, and aggression towards
the physical or mental well-being of others (Nugent, Bruley, & Allen, 1999). A
large study in the state of Washington revealed that ART significantly
decreased the risk of recidivism among aggressive and/or violent young
people in the long term, provided the training was administered in a
“competent manner” (Washington State Institute for Public Policy, 2004). Until
recently, the effect of ART on the dynamic criminogenic needs of violent
adults has not been studied.
In the last decade, it has become increasingly apparent that the
effectiveness of treatment programs for offenders depends not only on their
content, but also on the conditions under which they are conducted (Lipsey,
1995). In this connection, Hollin (1995) discussed the term treatment integrity, i.e. that “a program is implemented as intended in theory and practice”
(p. 196). For an optimum treatment integrity, Cooke and Philip (2001) believed that the following conditions must be met: (1) the program has been
derived from an empirically tested theoretical framework; (2) the program has
a comprehensive treatment manual; (3) the program is evaluated with
objective measurement instruments; (4) trainers have the right knowledge,
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experience and attitudes; and (5) trainers are supervised in order to ensure
that the program is implemented as intended.
This article first tests if the Aggression Control Therapy meets the criteria
for treatment integrity. Then, target groups and method are described in
detail, after which important clinical findings are reported. Finally, a few new
developments with respect to the Aggression Control Therapy are mentioned. In this article, aggressive behavior is taken to imply conduct causing
(mental or physical) harm to others (Berkowitz, 1993). Violence is seen as a
specific form of aggressive behavior that mainly involves the infliction of
physical harm (Browne & Howells, 1996). With aggressive behavior we make
a distinction between reactive and proactive or instrumental aggressive
behavior (Dodge, 1991). Reactive aggressive persons are described by
Dodge, Lochman, Harnish, Bates, and Petit (1997) as emotional, defensive
and hot-tempered and proactive aggressive persons as calculating, offensive
and cold-blooded. Anger and rage refer to emotions that are displayed as a
reaction to an (alleged) provocation and which manifest themselves in
behavior such as staring, talking loud and standing too close. With hostility,
we refer to the inclination to attribute negative intentions to others (Blackburn,
1993). A personality characteristic concerns one of the Big Five personality
domains (Costa & McCrae, 1992), while the term psychopathy refers to a
combination of using others in an insensitive and unscrupulous way in
combination with a chronic unstable and antisocial life style (Hare, 1991).
Conduct disorder refers to a medical-psychiatric classification on axis I and
antisocial personality disorder to a classification on axis II of the DSM-IV
(American Psychiatric Association, 1994). One of the criteria for these two
classifications is that verbal and/or physical aggressive behavior is displayed
on a regular basis.
Treatment integrity
Testing the Aggression Control Therapy with regard to the criteria of Cooke
and Philip (2001) leads to the following findings.
Theoretical framework. Aggression Control Therapy is derived from
Aggression Replacement Training (Goldstein, Glick, & Gibbs, 1998).
Andrews and Bonta (2003) pointed out that a treatment program is only
effective if it sets out to change dynamic criminogenic needs such as limited
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emotional control, inadequate social skills and antisocial attitudes. There is
evidence that the three components of the Aggression Replacement Training
directly or indirectly focus on problems in the areas of perception (Akhtar &
Bradley, 1991), attention (Lochman, White, & Wayland, 1991), attribution
(Dodge, Price, Bachorowski, & Newman, 1990), social cognition (Lochman &
Dodge, 1994), emotion (Zamble & Quinsey, 1997), social competence
(Hollin, 1990), and moral reasoning (Nelson, Smith, & Dodd, 1990; Palmer &
Hollin, 1999).
Treatment manual. The treatment manual (“Hero without violence”) for
trainers contains specific information about the method and detailed
descriptions of each session (Hornsveld, 2004b). Trainers report that the
manual answers their expectations.
Measurement instruments. In order to measure the different components
of aggressive behavior, two new instruments had to be developed, namely an
instrument for the measurement of hostility (Hornsveld, Nijman, Hollin, &
Kraaimaat, 2007) and an observation scale for the measurement of
aggressive and social behavior on the ward (Hornsveld, Nijman, Hollin, &
Kraaimaat, in press). A study of native and non-native outpatients, and of
native and non-native students, showed that different norms had to be
determined for the most important ethnic minority groups with regard to
questionnaires for aggression and social competence (Hornsveld, Cuperus,
De Vries & Kraaimaat, manuscript submitted for publication).
Evaluation. A controlled study during the period 2002-2005 of 136 in- and
200 outpatients revealed that Aggression Control Therapy can result in a
significant decrease of aggressive behavior, but not in an increase of social
skills (Hornsveld, Nijman, & Kraaimaat, in press). The already relatively high
scores for social skills at the start of the therapy explained the lack of
change in social skills in general. Patients appeared to have specific problems exhibiting approaching behavior and they displayed limit-setting
behavior too often. However, teaching approaching skills is less appropriate
in patients with high scores for psychopathy.
Individual differences. Hornsveld, Hollin, Nijman, and Kraaimaat (2007)
studied the individual differences in personality traits and problem behaviors
of 133 in- and of 176 violent forensic psychiatric outpatients. They found that
for patients with a relative low score on psychopathy, aggressive behavior
seemed to be related to social anxiety and limited social skills, but for patients
with a relatively high score on psychopathy this relation was not found.

71

boek2:boek hornsveld.qxd

72

15-8-2007

12:34

Page 72

Aggression Control Therapy: Method and clinical practice

Knowledge, experience and attitudes of trainers. Trainers are required to
be registered as a “health” psychologist or as a psychiatrist, to be familiar
with the cognitive-behavioral therapy frame of reference, and to have
experience with group therapy for poorly motivated psychiatric patients.
Cotrainers are expected to have higher professional training in social work or
social psychiatric care and experience in giving training to severely disordered psychiatric patients.
Supervision of trainers. Six forensic psychiatric institutions located
throughout the Netherlands participated in the evaluation study. During the
evaluation period, the first author of this article organized every two weeks
harmonization meetings at a central location for the trainers from those
institutions.
Method
Target groups
Aggression Control Therapy is intended for violent forensic psychiatric
patients (adolescents and adults). Inpatients have an antisocial personality
disorder on axis II or a psychotic disorder on axis I, combined with an
antisocial personality disorder on axis II (DSM-IV: American Psychiatric
Association, 1994). The chronic psychiatric condition of the psychotic
patients has to be stabilized. Outpatients must be 16 years or older and courtordered to follow Aggression Control Therapy. They have an (oppositionaldefiant) conduct disorder on axis I or, if they are 18 years or older, a main
diagnosis of antisocial personality disorder on axis II (DSM-IV: American
Psychiatric Association, 1994). Contra-indications are: acute psychosis,
acute substance abuse (outpatients), insufficient knowledge of the Dutch
language, and lack of ability to participate in a group of eight patients.
In the period from 1 January 2002 to 1 January 2007, 170 forensic
psychiatric inpatients and 248 forensic psychiatric outpatients (all males)
were referred for Aggression Control Therapy. The inpatients were treated at
six forensic psychiatric institutions and detained under hospital order1, the
1 In 2003 there were in the Netherlands 1297 inpatients detained under hospital order.

Their average stay in the institutions was at that time more than six years. About 25%
had a (chronic) psychotic disorder and about 75% had a personality disorder as main
diagnosis. Almost all patients were convicted for (sexually) violent crimes.
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outpatients on two outpatient treatment centers with an easily accessible
admittance policy. The average age of the 170 inpatients was 33.6 years
(SD = 7.6; range = 21-56 years); 29.2% belonged to an ethnic minority. The
106 adult outpatients were on the average 31.6 years old (SD = 8.6; range =
21-56 years); 44.2% belonged to an ethnic minority. The average age of the
142 adolescent outpatients was 17.0 years (SD = 1.5; range = 13-20 years);
54.5% of the outpatients belonged to an ethnic minority. Patients belonging
to a minority had at least one parent who was born in Surinam, the
Netherlands Antilles, Turkey, Morocco or Cape Verde.
Framework
In contravention of Aggression Replacement Training, the frequency of
sessions was reduced from three times to once a week since the therapy had
to be used in both inpatient and outpatient settings, and the availability of
clinicians trained in cognitive-behavior therapy was limited. Aggression
Control Therapy comprises fifteen 90-minute weekly sessions, for the Anger
management, Social skills and Moral reasoning modules, and three follow-up
sessions at five-week intervals. The therapy is given to groups of eight
patients, with a Self-regulation skills module added (Van Dam-Baggen &
Kraaimaat, 2000), so that patients have a method for dealing with problems
in interactions with others at the end of the program. This procedure enables
patients to apply appropriate skills to entirely new situations (Goldstein &
Martens, 2000). The framework of Aggression Control Therapy is shown in
Table 1.
Table 1. Modules of the Aggression Control Therapy.
Module

Anger management
Social skills

Moral reasoning

Self-regulation skills
Follow-up

Sessions

Week 1-5
Week 6-10

Aims

Recognizing and management of feelings
such as irritation, anger and rage

Improving or extending relevant social skills

Week 11-15

Taking knowledge of current values and

Week 6-15

Changing inadequate aspiration level,

Week 20,

25 and 30

norms, and solving moral problems

reinforcing oneself for attained results and
making programs for new behavior
Evaluation and report
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A multidisciplinary composed indication team determines indication for
Aggression Control Therapy. For inpatients, this takes place on the basis of
file studies, psychiatric and psychological evaluation, and clinical judgment.
At the start of the program, inpatients are already in the institution for some
time. The person responsible for treatment then discusses the participation
with the inpatients. For outpatients, an indication for the therapy is determined on the basis of a report from an intake interview, to which the person
making the referral and parents, in the case of adolescents, are invited.
Usually, the interviewer has the psychiatric and psychological report at his
disposal on the basis of which the judge has concluded that an outpatient
treatment must be followed. Before therapy, an individual introductory
interview is given to inpatients as well as to outpatients, during which a
treatment contract is signed.
Procedure
For the Anger management module, the Antecedent-Behavior-Consequence
scheme of ART has been extended with thought and emotion (event, thought,
emotion, overt behavior and consequence). Event and thought are practiced
in the first two sessions. In the third session, ways to reduce physical
arousal are listed, and emotion and consequences are dealt with in the fourth
and fifth sessions.
For the Social skills module twelve social skills are used which can be
applied individually or in combinations to most social situations (Van DamBaggen & Kraaimaat, 2000), since Goldstein’s (1999) fifty situations with
social skills overlap a great deal. The 12 skills provide the most relevant
alternatives to aggressive behavior. As part of the homework for the fifth
session, patients chose from these 12 social skills. A group ranking of skills
is drawn up based on the patients’ choices (see Table 2).
The five skills most frequently chosen from the group ranking are practiced in the sixth to the tenth sessions. Patients are asked to indicate on a
five-point scale how much anxiety they experience in the five generally
formulated situations to the first skill discussed. In the session, patients practice the situation that poses the least anxiety for them. In the following
sessions, they continue to practice using situations that they referred to
before the session and which are related to the skills for that session. For
each behavior to be practiced, patients conceive of five practice situations,
ranging from easy to difficult. Preceding these exercises, the goals of (What
do you want to achieve?) and criteria for (To what do you pay attention?) the
skills

boek2:boek hornsveld.qxd

15-8-2007

12:34

Page 75

Assessment and treatment of violent forensic psychiatric patients
Table 2. Social skills to be chosen by patients.
Nr.

Social skill

2.

Ending a situation

1.

3.

4.
5.
6.

Making contact

Doing a request

Refusing a request

Reacting on a refusal
Criticizing

7.

Reacting on criticism

9.

Standing up for oneself

8.
10.
11.

12.

Giving one’s opinion

Complimenting somebody else

Appreciating yourself

Reacting on a compliment

are listed, after which the patients are given a handout of possible goals
andcriteria. Both during the sessions and in homework assignments, patients
begin by practicing easy situations, in that the situations involves little anxiety, and then continue to work through the hierarchy in each session.
The Moral reasoning module comprises five sessions in which moral
problem situations were discussed. An example of this type of situation is a
co-worker who offers to sell the patient a DVD recorder for an improbably low
price because “it fell off the truck” (i.e. was stolen). One situation is extensively discussed during a session, while other situations are prepared as part
of the homework assignment. Patients are also assigned the task of solving
a moral problem and writing a report on it in their homework notebook.
With the help of the Self-regulation skills module (Van Dam-Baggen &
Kraaimaat, 2000), patients first learn to identify their set requirements and
provide themselves with self-reinforcement for the activity in question. Next,
they learn to identify and modify obstructive requirements (i.e. mainly too
high or too vague). Finally, they practice developing a program for increasing
or decreasing activities. After practicing a step in a program (practice
situation), patients write a report in their homework notebook. They are also
encouraged to use self-reinforcement when the intended goal is achieved or
otherwise to lower their requirements and practice the situation again.
During the first follow-up session (week 20), the patients give an account
of their further progress with their programs, and report how they have
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progressed in applying social skills. At the second follow-up session (week
25), the contribution of successful and less successful situations is left almost
entirely to the patients themselves. After this exercise, the therapy is evaluated based on eighteen statements referring to elements of the program, the
own efforts of patients and achieved results. On a five-point scale, patients
can indicate the extent to which the statements apply to them. The therapy
ends in the third follow-up session (week 30). Patients first indicate the extent
to which they still use what they have learned in the therapy. They do so
using a list of twelve statements and can again indicate the degree to which
the statements apply to them. Then the draft report to the referral agency is
discussed, which contains information on the progress each participant has
made, their actual attendance, the quality of their homework, and any
problem behaviors requiring further attention. Finally, participants receive a
certificate as proof of participation.
Clinical practice
The inpatients sometimes failed to attend, probably because the program is
not mandatory. Forensic psychiatric patients in the Netherlands are sentenced to compulsory care, but not to compulsory treatment. If a patient is
late for a session, the ward staff can be asked to persuade the patient to
come. Only in a few cases patients have to be excluded from participation for
seriously provocative behavior directed at the trainers. Ultimately, 29 of the
170 inpatients did not complete the therapy (17.1%).
Inpatients usually do their homework assignments alone or in small
groups in an education section of the institution. The instructors discuss the
information pamphlets with the patients and assist them in completing
assignments. Most patients appreciated this method and even patients who
have difficulty reading and writing are able to make an active contribution to
the groups.
Although the court directly or indirectly imposes participation in
Aggression Control Therapy for outpatients, patients sometimes have to be
excluded from further participation for impermissible absence. The probation
officers often fail to persuade unmotivated outpatients to continue their
participation in therapy, although this can sometimes result in (renewed)
detention. The result was that 39 of the 106 adult outpatients (36.8%) and 58
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of the 142 adolescent outpatients (40.8%) failed to complete the therapy.
Especially adolescent outpatients are usually not able to complete homework
assignments independently. Unfortunately, two sessions a week (one for the
therapy and one for the homework assignments) is not feasible, partly because patients also frequently have appointments with their probation
officers. A viable solution is to give patients an opportunity to do homework
before the sessions under the supervision of the trainers.
In the opinion of the trainers, both inpatients and outpatients generally
actively participate in the Anger management module. Analysis of their
aggressive behavior is informative and non-threatening for most patients,
because no change in their behavior is required at that time. As the Anger
Management module proceeds, patients can increasingly mention relevant
situations. In practice the Social skills module poses the greatest problems.
Many patients believe they already have adequate social skills and think they
use them in the right way. However, nearly all groups choose boundarysetting skills for situations with authority figures, such as giving criticism,
refusing a request, reacting to a refusal, and so on. Approaching social skills,
such as making contact and giving someone a compliment are less frequently chosen. Consequently, the trainers sometimes partly pass over the
patients’ choice and have them practice approaching as well as boundarysetting skills. In the Self-regulation skills module it becomes clear how much
difficulty patients have with continuing to use learned skills and with learning
new skills. The formulation of a concrete goal and dividing this goal into
feasible intermediate steps is usually hindered by the high requirements
patients set for themselves.
During the Moral Reasoning module, it becomes apparent in the moral
dilemmas discussed that many patients have a hostile and distrustful attitude
towards people in general. Although some patients say they made an
exception for close family members, their files usually show that there have
been serious conflicts in the past in the family sphere. It appears that it is
extremely difficult for most patients to make any changes in their distrustful,
downplaying attitude.
The therapy evaluation mostly yields a high amount of socially
acceptable answers. Some patients persist in their assertion that they have
been unjustly placed in the group and therefore did not get anything out of it.
However, patients give relevant information about the therapy framework: for
example, the information pamphlets are apparently difficult for some patients
to understand.
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Conclusion and new developments
During the period 2002-2007, we evaluated Aggression Control Therapy
quantitatively and qualitatively for 170 forensic psychiatric inpatients and 248
forensic psychiatric outpatients (all males) with a history of violent crimes.
Based on our research and clinical findings we suppose that the therapy, if it
is carried out as planned, meets most conditions for treatment integrity
(Cooke & Philip, 2001). Although originally intended for adult inpatients with
an antisocial personality disorder, the therapy seems to be applicable to
adolescents with an (oppositional-defiant) conduct disorder and adult
outpatients with an antisocial personality disorder. Patients are excluded from
participation in case of acute psychosis, acute substance abuse, insufficient
knowledge of the Dutch language, and the inability to participate in a group.
Our research and our clinical experiences seem to indicate that
Aggression Control Therapy can reduce the aggressive behavior of violent
forensic psychiatric patients to some extent. However there are indications
that in its current form Aggression Control Therapy is especially beneficial for
patients with a relatively low score on psychopathy. These patients often
exhibit reactive aggressive behavior, since they have limited emotional
control and social skill deficits (Hornsveld, Hollin, Nijman, & Kraaimaat,
2007). According to several authors (e.g. Cornell, Warren, Hawk, Stafford,
Oram, & Pine; 1996), patients with a relatively high score on psychopathy
exhibit not only reactive but mostly proactive aggressive behavior. Therefore,
the the-rapy will be extended with two new modules, i.e. Character formation,
(Salmon, 2004) and Prosocial Thinking Styles (Gibbs, Potter, & Goldstein,
1995). During the Character Formation module patients are not only to be
confronted with the negative consequences of proactive aggression, but also
with the positive consequences of prosocial behavior. The purpose of the
Prosocial Thinking Styles module is to change criminogenic antisocial
attitudes into prosocial attitudes.
For patients with a long-lasting antisocial personality disorder, the therapy
has to be part of a treatment program for dynamic criminogenic needs, such
as drug dependency, inability to function adequately in intimate relationships,
lack of adequate parental education (adolescents), and ambient factors such
as limited education, unemployment and antisocial friends. For inpatients,
booster sessions during the extramural resocialization need to be part of
such a program in order to check whether the patient can adequately apply
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what he has learned outside of the hospital as well. At this moment, a day
treatment program for violent adolescent outpatients with a relatively high
score on psychopathy is evaluated extensively at The Dok Outpatient and
Day Treatment Center at Rotterdam. An evaluation of an inpatient treatment
program, not only for aggressive behavior but also for substance abuse and
for problems in intimate relationships, will start in the Kijvelanden Forensic
Psychiatric Center at Poortugaal, the Netherlands, this year.
Unfortunately, the dropout rate for outpatients is high, despite the many
measures to stimulate their participation in the therapy. The environment of
most outpatients is often characterized by a lack of structure and by encouragement of aggressive or violent behavior. In addition, outpatient dropouts
hardly seem to experience any negative consequences from this. Although
the referring agencies can decide to report those dropouts to the public
prosecutor, this is sometimes not done because the patient is “doing
relatively well at present”. When an outpatient is reported to the public
prosecutor, this does not mean that his case will go to court because, among
other reasons, the public prosecutor may give other cases higher priority.
Therefore, we strongly favor information and special training for referring
agencies, public prosecutors and judges.
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4.2 Aggression Control Therapy for violent forensic
psychiatric patients: First results1

1 Hornsveld, R.H.J., Nijman, H.L.I., & Kraaimaat, F.W. (in press). Aggression Control
Therapy for violent forensic psychiatric patients: First results. Psychology, Crime and
Law.
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Summary
Aggression Control Therapy (ACT), a treatment program developed in the
Netherlands for violent forensic psychiatric patients with a conduct disorder
or antisocial personality disorder, was investigated in two studies. In the first
study, the personality traits and problem behaviors of these patients and a
normative Dutch population were compared, and then the traits and behaviors of patients who completed the ACT were compared with those who
dropped out. In the second study, the ACT was evaluated by comparing pretreatment, post-treatment, and follow-up data. Two control conditions were
added: a waiting-list period for outpatients and a control group for inpatients.
The patients who received ACT were psychologically unstable, egoistic, and
prone to anger. They reported little social anxiety when exhibiting limit-setting
behavior (e.g. giving criticism) but tended to avoid approaching behavior (e.g.
giving a compliment). Results suggested that ACT diminished aggressive
behavior but did not change socially competent behavior. The limitations of
the two studies are mentioned and suggestions for further research into the
effects of ACT are presented.
Introduction
Although various institutions in the Netherlands have started implementing
treatment programs for violent forensic psychiatric patients, little is known
about the characteristics of these patients and the results of these programs.
The term violence is used here to refer to aggressive behavior that is
intended to injure someone psychologically and physically (Berkowitz, 1993),
but especially physically (Browne & Howells, 1996). In the Netherlands,
forensic psychiatric patients are offenders for whom a judge has established,
on the basis of information provided by a psychiatrist and/or psychologist, a
connection between a “deficient mental development or mental disorder” and
the crime committed. Without treatment, the risk of recidivism is high.
The personality traits and problem behaviors of more or less comparable
non-Dutch populations have been described in several publications. Nietzel,
Hasemann, and Lynam (1999) determined that severe antisocial behavior is
associated with low scores on the Big Five personality domains (Costa &
McCrae, 1992), a relationship previously proposed by others (Digman, 1994;
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Widiger, Trull, Clarkin, Sanderson, & Costa Jr, 1994). Eysenck and
Gudjonsson (1989) concluded that the personality dimensions of
extraversion and neuroticism are associated with criminality, with the
association with extraversion being thought to be stronger, and that with
neuroticism to be weaker, in younger, more active criminals than in older,
incarcerated criminals. According to Digman (1994), Eysenck and
Gudjonsson’s neuroticism and extraversion dimensions correspond to the
Big Five personality domains with the same names.
Goldstein, Glick, and Gibbs (1998) considered aggressive behavior to be
associated with problem behaviors, such as inadequate emotional control, a
limited range of social skills, and a combination of antisocial norms and
values, and empirical evidence has been found to support this supposition.
Compared with non-aggressive people, aggressive people have dysfunctions
in perception (Akhtar & Bradley, 1991), attention (Lochman, White, &
Wayland, 1991), attribution (Dodge, Price, Bachorowski, & Newman, 1990),
cognition (Lochman & Dodge, 1994), emotion (Zamble & Quinsey, 1997),
social competence (Hollin, 1990), and awareness of current norms and
values (Nelson, Smith, & Dodd, 1990; Palmer & Hollin, 1999).
There have been no studies of the effect of treatment programs for Dutch
violent forensic psychiatric patients but more is known about the treatment of
similar populations. For instance, Nas, Brugman, and Koops (2005)
evaluated an EQUIP program for Dutch juvenile delinquents in high-security
correctional facilities. After treatment completion, the members of the
treatment group reported fewer cognitive distortions but no more social skills
than the members of the control group who received care as usual. However,
the study was small and not all the delinquent juveniles had committed a
violent crime. In a review of meta-analyses, Lipton, Pearson, Cleland, and
Yee (2003) concluded that, in general, cognitive behavior therapy programs
for offenders have a beneficial effect on the risk of recidivism, but the studies
included in this review differed in terms of offender age (most were
adolescents), type of offence (violent or non-violent), and treatment focus
(most treatments were not primarily focused on reducing aggressive
behavior). Moreover, the quality of the various studies was far from uniform.
Polaschek (2006) pointed out that while there are studies showing that
treatment programs for violent offenders lead to a decrease in reconviction
for violent crimes, in most cases these programs lack a treatment model in
which associations are drawn between criminogenic needs and recidivism
outcome.
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Goldstein, Glick, and Gibbs (1998) developed Aggression Replacement
Training (ART) for children and adolescents who show violent and aggressive behavior and found ART to significantly improve behavior in a controlled
study of aggressive and/or delinquent adolescents in residential institutions,
in outpatient projects, and in gangs (Goldstein, Glick, & Gibbs, 1998). An
adapted version of ART administered to boys and girls in a day care center
led to a decrease in antisocial behavior, manifest as violation of house rules,
violation of social norms, violations of someone’s personal property, and
aggression towards the physical or mental well-being of others (Nugent,
Bruley, & Allen, 1999). A large study in the state of Washington revealed that
ART significantly decreased the risk of recidivism among aggressive and/or
violent young people in the long term, provided the training was administered
in a “competent manner” (Washington State Institute for Public Policy, 2004).
However, the effect of ART applied to violent adults has not been studied.
Although there is evidence that violent offenders who drop out of a
treatment program are at increased risk of recidivism, little is known about the
characteristics of completers and dropouts (Hollin, 2006). Recidivism risk,
attitude, education, and employment are predictors of dropout, but Hollin
suggested that this might be a simplification because findings may vary by
type of sentence imposed and offender population. Nas, Brugman, and
Koops (2005) found that Dutch juvenile delinquents who dropped out of an
EQUIP program did not differ from completers in intelligence, age, moral
judgment, cognitive distortions, social skills, and social information processing. However, in this study a number of dropouts had to stop participation in the program because they were transferred to another facility or
because they were released before they completed the post-treatment
evaluation. Little is known about the characteristics of completers and
dropouts of Dutch programs for adult violent forensic psychiatric patients.
The lack of a Dutch treatment program for violent patients with a conduct
disorder or an antisocial personality disorder prompted us to develop
Aggression Control Therapy (ACT: Hornsveld, 2004a). An initial evaluation of
the applicability of ACT revealed that it could be used in various institutions,
but that the dropout rate was very high, especially among adolescent patients
attending outpatient clinics (Hornsveld, Nijman, Hollin, & Kraaimaat, in
press). We therefore investigated the personality traits and problem behaviors of Dutch violent forensic psychiatric patients who did or did not
complete ACT, compared with those of Dutch norm groups. In a second
study, we evaluated the effect of ACT.
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Study 1: Characteristics of patients
In this study, we compared the personality traits and problem behaviors of
violent forensic psychiatric patients who were indicated for ACT with those of
Dutch norm groups. We also compared the therapy completers with the
dropouts for differences in traits and behaviors. Dropouts were participants
who were absent from more than two sessions without legitimate reason or
who were no longer allowed to participate in therapy because of their continuously disruptive behavior. On the basis of an earlier pilot study (Hornsveld,
Van Dam-Baggen, Lammers, Nijman, & Kraaimaat, 2004), we expected that
Dutch outpatients and inpatients would score higher on neuroticism, lower on
agreeableness, and higher on disposition to anger than norm groups, and
that inpatients would report less social anxiety and more social skills than
norm groups. Likewise, based on the findings of another pilot study
(Hornsveld, 2005), we expected that dropouts would score lower on agreeableness, higher on hostility, higher on aggressive behavior, and lower on
social anxiety than completers. We also expected that outpatient dropouts
would score higher for psychopathy than outpatient completers would, but did
not expect to find this difference among inpatients.
Method
Patients
The 136 inpatients had been admitted to six forensic psychiatric institutions
and were “placed at the disposal of the government” for serious violent offences. Their average age was 33.4 year (SD = 7.6; range = 21-56 years);
37.5% of the patients were from an ethnic minority. The primary diagnosis
was an antisocial personality disorder on axis II or a (chronic) psychotic
disorder on axis I in combination with an antisocial personality disorder on
axis II (DSM-IV: American Psychiatric Association, 1994). The chronic
psychiatric condition of the psychotic patients had stabilized to the extent that
their personality disorder became prominent. This group of patients was not
representative of the population of inpatients because they were eligible for
ACT, based on file study, psychiatric/psychological assessment (including
risk assessment), and clinical evaluation. Patients with a psychotic disorder
that had not stabilized, patients with a poor command of written and spoken
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Dutch, and patients who could not function in a group were not considered
eligible for ACT. In the Netherlands, while forensic psychiatric patients are
sentenced to receive care, treatment is not compulsory and some patients
chose not to receive ACT.
The 200 outpatients were treated at a forensic psychiatric outpatient
clinic as part of their court-ordered sentence for violent offences. Their
averge age was 23.4 years (SD = 9.4; range = 16-51 years); 53.8% of the
patients were from an ethnic minority. All patients were from Rotterdam and
the surrounding area. The outpatients had a (oppositional defiant) conduct
disorder as a primary diagnosis on axis I or, if they were 18 years or older, a
main diagnosis of antisocial personality disorder on axis II (DSM-IV:
American Psychiatric Association, 1994). This group of patients was
representative of the population of violent outpatients in Rotterdam and the
surrounding area sentenced by court to receive treatment and who were
about to participate in ACT. Exclusion criteria were acute psychosis,
substance dependence, poor command of the Dutch language, or inability to
function in a group. The indication for ACT was established on the basis of
an intake interview, to which not only the patient, but also the referring
person and, in the case of adolescents, the parents were invited. The person
conducting the intake interview usually had access to information from a
preliminary psychiatric or psychological examination.
Patients belonging to ethnic minority groups had parents born in Surinam,
the Netherlands Antilles, Turkey, Morocco and Cape Verdian Islands.
Measures
The following instruments were used: File study (combined with structured
interview). The Psychopathy Checklist-Revised (PCL-R: Hare, 1991; Dutch
version: Vertommen, Verheul, De Ruiter, & Hildebrand, 2002) is a checklist
for measuring psychopathy and is completed on the basis of a structured
interview and a file study. The checklist has two factors: callous and remorseless use of others (factor 1) and chronically unstable and antisocial lifestyle (factor 2).
Self-report questionnaires. The following two questionnaires were used
to measure personality traits: The NEO Five Factor Inventory (NEO-FFI:
Costa & McCrae, 1992; Dutch version: Hoekstra, Ormel, & De Fruyt, 1996)
has 60 items and measures the Big Five personality domains of neuroticism,
extraversion, openness, agreeableness, and conscientiousness.
The Zelf-Analyse Vragenlijst (ZAV: Van der Ploeg, Defares, &
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Spielberger, 1982) is a Dutch version of the Spielberger State-Trait Anger
Scale (Spielberger, 1980). Ten trait items were used from this questionnaire
to determine disposition to anger.
Four self-report questionnaires were used to identify aggressive and
socially competent behavior. The Attributie Vragenlijst (ATV: Hornsveld,
Nijman & Kraaimaat, 2002; PFS-AV: Hornsveld, Nijman, Hollin, & Kraaimaat,
2007) is an experimental questionnaire for measuring hostility. For this,
patients had to write down their reactions to 17 pictures of ambiguous and
provocative interpersonal situations. Answers were scored on a 7-point Likert
scale, ranging from 1 = “not at all hostile” to 7 = “extremely hostile.”
Cronbach’s α in this study was 0.83.
The Agressie Vragenlijst (AVL: Meesters, Muris, Bosma, Schouten, &
Beuving, 1996) is a Dutch version of Buss and Perry’s (1992) Aggression
Questionnaire with 29 items that measure various types of aggressive behavior, i.e. physical aggression, verbal aggression, anger, and hostility.
The Novaco Anger Scale (NAS: Novaco, 1994) used in this study was a
translation of a provisional version with 48 items in part A and 25 items in part
B. Patients only had to complete part A, where they indicated the extent to
which an anger-inciting situation had a bearing on them. Cronbach’s α of
part A was 0.95 in this study.
The Inventarisatielijst Omgaan met Anderen (IOA: Van Dam-Baggen &
Kraaimaat, 2000; IIS: Van Dam-Baggen & Kraaimaat, 1999) was used to
determine how patients evaluated 35 interpersonal situations. Patients first
had to indicate how much anxiety they would experience (social anxiety) in
these situations and then how often they would actually perform the behavior described (social skills) if the situation occurred. The five subscales in
this questionnaire, for both social anxiety and social skills, are giving
criticism, giving your opinion, giving someone a compliment, making contact,
and appreciating yourself.
Observation scale. The Observation Scale for Aggressive Behavior
(OSAB: Hornsveld, Nijman, Hollin, & Kraaimaat, in press) was used, which
has 40 items and includes the subscales of irritation/anger, anxiety/
gloominess, aggressive behavior, social behavior, antecedent and sanction.
Staff scored the behavior of the inpatients in the preceding week.
Regarding personality traits, the scores on the NEO-FFI were compared
with those of men over age 17 from the norm group, derived from a broadly
based Dutch population sample (Hoekstra, Ormel, & De Fruyt, 1996). Both
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groups were also compared with a norm group of randomly selected male
residents of Leiden between the ages of 16 and 71 (Van der Ploeg, Defares,
& Spielberger, 1982) regarding disposition to become angry (ZAV). The
patients were also compared to a norm group (aged 16 to 80 years) regarding social competence (IOA: Van Dam-Baggen & Kraaimaat, 2000). Dutch
norm groups were not available for the other instruments.
Procedure
The questionnaires were individually administered before ACT. In some
institutions, this was done by a therapist and in others by an examiner. The
PCL-R was scored in most cases by the first author based on information
contained in the patient’s file, combined with information from the intake
interview or with therapists’ impressions during treatment. This method was
chosen because some institutions had limited expertise with the PCL-R at the
time of the study. The scores were considered sufficiently reliable for
exploratory research; comparison of the scores of two raters revealed only
minor differences. Patients received € 5 for completing the questionnaires.
The study design was approved by the Review Committee for Patient-linked
Research in Arnhem and by the Scientific Research and Documentation
Center of the Ministry of Justice.
Results
Description of the population
The average scores of the patients on the NEO-FFI, ZAV, and IOA were
compared (two-tailed) with the average scores of norm groups by means of
one-sample t-tests (Table Ia and Ib), during which Bonferroni correction was
applied (α = 0.05 : 36 comparisons = 0.001). Outpatients had significantly
higher scores for neuroticism (p < 0.001) and significantly lower scores for
agreeableness (p < 0.001) than the norm group (NEO-FFI). However, they
had also significantly lower scores for openness (p < 0.001) and
conscientiousness (p < 0.001). The outpatients were more disposed to anger
(p < 0.001) than the norm group (ZAV) but did not differ regarding social
anxiety and social skills (IOA) (Table Ia and Ib).
Inpatients had significantly higher scores for neuroticism (p < 0.001) and
significantly lower scores for agreeableness (p < 0.001), but not significantly
different scores for extraversion, openness, conscientiousness, and
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Table Ia. Comparison of outpatients with norm groups.
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Table Ib. Comparison of inpatients with norm groups.
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disposition to anger, compared with those of the norm group. In contrast to
the outpatients, the inpatients reported significantly lower social anxiety (p <
0.001) and greater social skills (p < 0.001) than the norm group. It was
striking that both the outpatients and inpatients reported significantly lower
social anxiety (p < 0.001) and greater social skills (p < 0.001) in situations
where, for example, criticism is given (limit-setting behavior) and greater
anxiety (p < 0.001) and fewer skills (p < 0.001) in situations where, for
example, another person is complimented (approaching behavior).
We used 2 x 2 ANCOVAs to compare outpatients and inpatients, and
completers and dropouts, with correction for age because the outpatients
were significantly younger than the inpatients [t(334) = -11.0; p < 0.01].
Compared with the inpatients, the outpatients had significantly lower scores
for an aspect of psychopathy (PCL-R Factor 2, p < 0.001) (Table II) and had
significantly higher scores for aggressive behavior (AVL Total, p < 0.001;
NAS, p < 0.001).
Differences between completers and dropouts
The dropout rate was 41% among the outpatients and 13% among the
inpatients. To investigate possible pre-treatment differences between those
who completed the ACT and those who dropped out, we further analyzed the
results obtained with the ANCOVAs (Table II). Both the outpatient and the
inpatient dropouts had significantly higher scores [F(4,331) = 4.6; p < 0.05]
on PCL-R Factor 2 than the completers did after correcting for age. The
outpatient dropouts had higher scores for neuroticism [F(2,197) = 13.7;
p < 0.001), lower scores for extraversion [F(2,197) = 4.6; p < 0.05], higher
scores for disposition to anger [F(2,197) = 5.4; p < 0.01], higher scores for
aggressive behavior [AVL Total: F(2,197) = 7.7; p < 0.01] than outpatient
completers after correction for age, but there were no differences between
the inpatients groups. After correction for age, the inpatient dropouts had
significantly lower scores for openness than the inpatient completers
[F(2,133) = 5.1; p < 0.01], whereas there were no differences for the outpatients groups. Other than we expected, we did not find that the outpatient
and inpatient dropouts had lower scores for agreeableness than the therapy
completers.
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Total
Outpatients
Inpatients
Factor 1
Outpatients
Inpatients
Factor 2
Outpatients
Inpatients
Neuroticism
Outpatients
Inpatients
Extraversion
Outpatients
Inpatients
Openness
Outpatients
Inpatients
Agreeableness
Outpatients
Inpatients

PCL-R

40.4 (6.0)
42.8 (4.8)

39.8 (5.1)
40.8 (4.8)

33.0 (4.9)
37.0 (5.4)

38.1 (5.3)
40.7 (5.0)

34.4 (5.2)
33.7 (4.6)

32.5 (8.5)
34.1 (7.0)

41.1 (5.1)
39.9 (5.5)

32.0 (7.9)
33.1 (7.9)

9.5 (3.2)
11.4 (3.0)

10.7 (3.2)
7.9 (2.9)

20.6 (5.7)
22.4 (7.0)

M (SD)
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0.8
1.8
1.4
1.4

3.8
1.2
3.5

4.6*

21.2***
1.1

0.1

3.1

vs. dropouts

Completers

10.3**

6.4*

inpatients

Out- v.s.

1.2

9.8**

5.3*

0.0

0.8

5.1*

0.9

Interaction

ANCOVA (F)

0.5

4.3*

8.4**

25.3***

1.4

0.9

0.0
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12:34

8.0 (3.1)
10.7 (3.5)
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21.7 (7.4)
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Table II. Comparison between inpatients and outpatients and between completers and dropouts.
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113.0 (21.1)
119.3 (20.7)

66.6 (24.1)
64.1 (21.6)
112.8 (25.9)
118.1 (21.2)

65.8 (23.0)
59.9 (22.4)

92.0 (20.3)
82.1 (14.5)
0.5
0.0

1.5

0.0

0.6

1.7

0.1

2.0

2.1

14.7***

28.1***

0.0

3.3

1.3

0.0

0.3

0.2

0.4

0.4

0.0

0.0

0.4

0.7

4.1*

8.3**

2.6

4.8*

0.0

* p < 0.05; ** p < 0.01; *** p < 0.001. Note. PCL-R = Psychopathy Checklist-Revised; NEO-FFI = NEO Five Factor Inventory; ZAV
= Zelf-Analyse Vragenlijst; ATV = Attributie Vragenlijst; AVL = Agressie Vragenlijst; NAS = Novaco Anger Scale; IOA =
Inventarisatielijst Omgaan met Anderen.
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Summary and discussion
Both the outpatients and the inpatients had higher scores for neuroticism and
lower scores for agreeableness than the norms. The outpatients had lower
scores for openness and conscientiousness and higher scores for disposition
to anger than the norms, and the inpatients had lower scores for social anxiety and higher scores for social skills. Both the inpatients and the outpatients
reported less anxiety and more social skills in social situations where limitsetting behavior (e.g. giving criticism) could be exhibited. However, they
avoided exhibiting approaching behavior (e.g. giving a compliment) because
of social anxiety. The outpatients had lower scores for psychopathy but
higher scores for aggressive behavior than the inpatients. Outpatients may
find themselves in an environment where aggressive behavior is more often
permitted and/or reinforced, and there is evidence that they exhibit aggressive behavior to the same extent as their peers. Inpatients however live in a
highly structured institution in which aggressive behavior is not tolerated
(Nijman, De Kruyk, & Van Nieuwenhuizen, 2004).
The outpatients and the inpatients who dropped out from ACT had higher
scores on chronically unstable and antisocial behavior than the patients who
completed ACT. Since factor 2 of the PCL-R is a good predictor of future
violent behavior, the patients who dropped out may be more likely to become
recidivists than the patients who completed ACT. Hildebrand, Hesper,
Spreen, and Nijman (2005) found in a group of 156 violent patients who were
“placed at the disposal of the government” that factor 2 was as accurate a
predictor of violent recidivism as the HCR-20 score (Webster, Douglas,
Eaves, & Hart, 1997) or the Dutch HKT-30 score (Ministry of Justice, 2002).
Dropouts may consider ACT as less relevant to their current concerns
(McMurran & McCulloch, in press).
Study 2: Evaluation of Aggression Control Therapy
ACT includes the modules Anger management, Social skills, Moral reasoning, and Self-regulation and consists of fifteen weekly meetings and three
five-weekly follow-up meetings of 90 minutes (Table III). It is given to groups
of five to eight patients. The therapy has to be administered according to a
detailed treatment manual for trainers, which provides specific instructions for
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each session about how to provide information brochures, organize role-play,
and give homework assignments. Patients receive a portfolio containing
information brochures and homework assignments (Hornsveld, 2004b). In
this study, most trainers were psychologists with several years of experience
with the assessment and treatment of forensic psychiatric patients. The other
trainers had less experience but were following a post-masters course for
Health psychologist and were supervised by the first author when giving ACT.
Table III. Modules of the Aggression Control Therapy.

Module

Sessions

Social skills
Moral reasoning

Week 6-10
Week 11-15

Follow-up

Week 20,
25 and 30

Anger management

Week 1-5

Self-regulation skills Week 6-15

Aims

Recognizing and managing feelings such as

irritation, anger and rage
Improving or extending relevant social skills
Becoming aware of current values and norms,
and solving moral problems
Changing inadequate aspiration level, reinforcing oneself for attained results and making
programs for new behavior
Evaluation and report

ACT was evaluated by comparing pre-treatment, post-treatment, and
follow-up scores on the various instruments. We expected that results would
be similar to those reported in a pilot study (Hornsveld, 2005), namely that
ACT would reduce hostility and aggressive behavior but would not
significantly change social anxiety and social skills. We included two control
conditions, one for the outpatients (waiting-list condition) and one for the
inpatients (“care as usual” control group). The waiting-list condition was
appropriate for the outpatients because outpatients usually had to wait two to
five weeks before receiving ACT. The waiting-list outpatients were asked to
fill in questionnaires after the intake interview, so that we could compare
these scores with those for the pre-treatment evaluation. Because this was
not appropriate for the inpatients, we compared the inpatients who followed
ACT with the same number of matched inpatients who received care as
usual. We expected to find no significant changes in outpatient hostility,
aggressive behavior, social anxiety, and social skills during the waiting-list
period. We also expected that ACT would reduce hostility and aggressive
behavior, but would not change social anxiety and social skills, in the patients
relative to the controls.
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Method
Patients
Of the 200 outpatients and 136 inpatients in study 1, pre-treatment and posttreatment data were available for 92 outpatients and 89 inpatients, and pretreatment and follow-up data were available for 21 outpatients and 66
inpatients. Patients were not obliged to take part in the study and some
refused to complete the questionnaires. Essentially, the outpatients and
inpatients filled in the questionnaires at the start, at the end of the weekly
sessions, and at the last follow-up session of therapy. However, we did not
obtain data for all patients for a number of reasons. Several patients in study
1 were still receiving ACT at the time of the follow-up evaluation of study 2.
Moreover, a substantial proportion of patients dropped out (outpatients: 41%;
inpatients: 13%). Other patients followed the weekly sessions but did not
come to the last follow-up session, or they did not attend the last of the
weekly sessions, but attended the last follow-up session. Lastly, a number of
institutions were not able to supply the post-treatment or follow-up data of all
the inpatients who followed ACT.
The waiting-list outpatient controls completed the questionnaires at the
intake, pre-treatment, and post-treatment evaluation times, and in this way
intake and pre-treatment data for 86 outpatients were collected. For 38 inpatients who finished ACT, a control group was composed of comparable
inpatients of the same age, duration of admission, and PCL-R Total score.
This part of the study was carried out in only one forensic psychiatric center,
De Kijvelanden.
Measures and procedure
The same instruments were used as in study 1. The questionnaires were
administered for the intake evaluation directly after the intake interview, for
the pre-treatment evaluation directly after an individual introduction
conversation with the trainers, for the post-treatment evaluation directly after
the fifteenth weekly session, and for the follow-up evaluation directly after the
last follow-up session. Patients were paid € 5 for completing the
questionnaires. For inpatients, staff on the ward was requested to complete
the observation scale for the pre-treatment, post-treatment and follow-up
evaluations.
OSAB data were available for 38 inpatients and 38 inpatient controls but
insufficient data for the other self-report questionnaires were obtained from
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the inpatient controls to allow comparison of the ACT and control inpatient
groups. Age, length of hospital stay, PCL-R Total score, and pre-treatment
scores on the OSAB subscales, with the exception of the Social Behavior
subscale [t(74) = 3.0; p < 0.01], were not significantly different between the
ACT and control inpatient groups. The patients of the ACT and control groups
had significantly higher scores for psychopathy [PCL-R Total: t(131) = 1.8,
p < .05] than the other patients at De Kijvelanden institution.
Results
Evaluation
Post-treatment scores for hostility (ATV, p < 0.01), aggressive behavior (AVL,
p < 0.01; NAS, p < 0.05), and social anxiety (IOA, p < 0.05) were significantly lower than pre-treatment scores in the outpatients (Table IV).
Compared with pre-treatment scores, scores for hostility (ATV, p < 0.05) and
aggressive behavior (AVL, p < 0.05; NAS, p < 0.05) were significantly lower
and scores for social skills were higher at the follow-up evaluation. However,
only 21 patients completed the pre-treatment and follow-up evaluation questionnaires, which means that the mean pre-treatment scores for these
patients differed from those for the 92 outpatients who completed the posttreatment evaluation.
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113.1 (21.1)

66.6 (23.6)

90.0 (18.8)

22.8 (6.4)

115.4 (25.3)

60.8 (23.3)

86.4 (16.8)

21.5 (6.8)

t(91) = -0.9

t(91) = 2.1*

t(91) = 2.3*

t(91) = 2.0*

t(91) = 1.8*

t(91) = 1.0

t(91) = 3.3**

t(91) = 2.7**

t(91) = 2.7**

103.7 (18.6)

73.7 (17.6)

96.6 (23.5)

26.2 (7.4)

23.9 (6.9)

16.4 (4.2)

31.2 (9.5)

97.6 (24.8)

52.7 (17.1)

M (SD)

M (SD)

111.5 (17.4)

76.1 (22.5)

90.8 (15.7)

25.4 (7.1)

20.6 (6.4)

15.5 (3.0)

29.8 (7.7)

91.3 (19.8)

42.8 (11.3)

Follow-up

t(20) = -2.2*

t(20) = -0.6

t(20) = 1.6*

t(20) = 0.5

t(20) = 2.6**

t(20) = 1.2

t(20) = 0.4

t(20) = 1.4*

t(20) = 2.2*

(N = 21)

vs. follow-up

Pre-treatment

* p < .05; ** p < .01 (one-tailed). Note. ATV = Attributie Vragenlijst; AVL = Agressie Vragenlijst; NAS = Novaco Anger Scale; IOA =
Inventarisatielijst Omgaan met Anderen.

Social skills

Social anxiety

Part A

Hostility

19.1 (6.0)

14.8 (3.3)

26.8 (7.4)

82.2 (20.9)

41.2 (14.3)

(N = 92)

post-treatment

Pre-treatment vs. Pre-treatment

12:34

IOA

20.1 (6.1)

15.2 (3.6)

Anger

Verbal aggression

29.2 (8.2)

87.2 (21.5)

45.2 (15.3)

Physical aggression

Total

Total

M (SD)

Post-treatment

15-8-2007

NAS

AVL

ATV

M (SD)

Pre-treatment

98

ment

Instru- Subscales

Table IV. Evaluation of ACT in outpatients (pre-treatment, post-treatment, and follow-up evaluations).
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12.3 (4.6)

5.9 (2.5)

5.7 (2.2)

11.5 (4.4)

35.4 (6.5)

15.2 (4.6)

8.9 (3.1)

11.7 (3.4)

121.9 (21.8)

58.4 (18.9)

80.5 (12.7)

18.5 (6.5)

16.9 (6.7)

t(88) = -0.6

t(88) = 0.8

t(88) = 1.3

t(88) = 0.8

t(88) = 1.2

t(88) = 1.0

t(88) = -0.6

t(88) = 2.1*

t(88) = 1.7*

t(88) = 2.4**

t(88) = 0.9

t(88) = 2.0*

t(88) = 2.8**

t(88) = 2.8**

t(88) = 5.8**

(N = 89)

post-treatment

6.0 (2.5)

12.2 (4.6)

34.1 (6.4)

16.1 (5.3)

9.2 (2.8)

12.1 (3.2)

118.0 (22.2)

68.7 (22.1)

83.5 (13.3)

20.4 (6.3)

17.9 (4.8)

14.5 (2.7)

25.9 (7.4)

78.6 (16.5)

43.7 (14.4)

M (SD)

Pre-treatment vs. Pre-treatment

5.6 (2.2)

11.6 (4.6)

34.5 (6.6)

14.9 (4.3)

9.6 (2.8)

11.8 (3.3)

119.2 (22.5)

66.7 (24.2)

81.1 (13.8)

18.8 (6.2)

16.5 (4.8)

14.3 (2.6)

23.5 (6.9)

73.0 (16.2)

35.6 (10.9)

M (SD)

Follow-up

t(65) = -0.5

t(65) = 1.1

t(65) = 0.8

t(65) = 2.2*

t(65) = -0.9

t(65) = 0.7

t(54) = -0.4

t(54) = 0.8

t(54) = 1.5

t(54) = 1.8*

t(54) = 2.5**

t(54) = 0.5

t(54) = 3.0**

t(54) = 2.9**

t(54) = 4.4**

(N = 21)

vs. follow-up

Pre-treatment

* p < .05; ** p < .01 (one-tailed). Note. ATV = Attributie Vragenlijst; AVL = Agressie Vragenlijst; NAS = Novaco Anger Scale; IOA =
Inventarisatielijst Omgaan met Anderen; OSAB = Observation Scale for Aggressive Behavior. At the follow-up measurement, for a
number of inpatients data could only be obtained from the observation scale.

Sanction

34.9 (6.4)

Antecedent

Social behavior

15.8 (5.7)

9.5 (2.9)

12.1 (3.3)

120.5 (21.1)

64.1 (21.8)

82.6 (13.2)

Aggressive behavior

Anxiety/gloominess

OSAB Irritation/anger

Social skills

Social anxiety

Part A

20.0 (6.5)

13.8 (2.8)

23.5 (7.7)

72.8 (18.4)

35.3 (12.7)

M (SD)

Post-treatment

12:34

IOA

17.6 (6.7)

Hostility

14.5 (2.8)

Anger

Verbal aggression

25.2 (7.8)

77.2 (17.0)

43.8 (14.5)

Physical aggression

Total

Total

M (SD)

Pre-treatment

15-8-2007

NAS

AVL

ATV

ment

Instru- Subscales

Table V. Evaluation of ACT in inpatients (pre-treatment, post-treatment and follow-up evaluations).
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Post-treatment scores for hostility (ATV, p < 0.01), aggressive behavior
(AVL, p < 0.01; NAS, p < 0.05), and social anxiety (IOA, p < 0.05) were
significantly lower than pre-treatment scores for the inpatients but there was
no significant decrease in aggressive behavior or significant increase in
social behavior, as measured with the OSAB. Compared with pre-treatment
scores, scores for hostility (ATV, p < 0.01) and aggressive behavior (AVL, p
< 0.01; OSAB, p < 0.05) were significantly lower at the follow-up evaluation
(Table V). Only 55 inpatients completed both the pre-treatment and follow-up
evaluations, which means that the mean pre-treatment scores for these 55
patients were different from those for the 89 inpatients who completed the
post-treatment evaluation.
Waiting-list condition for outpatients and control group for inpatients
Comparison of the data for the intake and pre-treatment evaluations of
outpatients revealed no difference in hostility (ATV), aggressive behavior
(AVL; NAS), social anxiety (IOA), and social skills (IOA) (Table VI).
Table VI. Waiting-list condition outpatients (intake vs. pre-treatment measurement).
Instrument

Subscales

ATV
AVL

Total
Total
Physical aggression
Verbal aggression
Anger
Hostility
Part A
Social anxiety
Social skills

NAS
IOA

Intake
M (SD)

45.6 (13.6)
85.6 (20.0)
28.2 (7.5)
15.0 (3.3)
19.3 (5.8)
23.1 (6.6)
86.4 (15.9)
68.7 (27.2)
113.1 (24.5)

Pre-treatment
M (SD)

44.2 (14.1)
84.5 (20.8)
28.2 (7.8)
14.9 (3.9)
19.4 (5.6)
22.0 (6.4)
88.1 (19.0)
67.1 (24.7)
112.3 (25.1)

Intake vs.
pre-treatment
(N = 86)

t(85)
t(85)
t(85)
t(85)
t(85)
t(85)
t(85)
t(85)
t(85)

=
=
=
=
=
=
=
=
=

1.0 n.s.
0.6 n.s.
0.1 n.s.
0.2 n.s.
-0.3 n.s.
1.5 n.s.
-1.2 n.s.
1.0 n.s.
0.3 n.s.

n.s. = not significant (two-tailed). Note. ATV = Attributie Vragenlijst; AVL = Agressie
Vragenlijst; NAS = Novaco Anger Scale; IOA = Inventarisatielijst Omgaan met
Anderen.

The data of the 38 inpatients receiving ACT were then compared with the
data of the 38 matched control inpatients receiving care as usual. Pretreatment and follow-up OSAB data for both groups were compared, using 2
x 2 ANOVAs (Table VII). The ACT group had significantly lower scores on the
OSAB subscale Aggressive behavior at the follow-up evaluation than at the
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pre-treatment evaluation [F(1,74) = 5.1; p < 0.05], whereas no such
difference was noted for the control group. Contrary to what we expected, we
found that both the inpatients receiving ACT and the matched control
inpatients had significantly lower scores [F(4,72) = 5.3; p < 0.01] on the
OSAB subscale Social behavior at the follow-up evaluation than at the pretreatment evaluation.
Table VII. Comparison of OSAB scores in the therapy group (N = 38) and control
group (N = 38)(pre-treatment vs. follow-up measurement).
Factors of
Subscales

Irritation/anger
Therapy
Control
Anxiety/gloominess
Therapy
Control
Aggressive behavior
Therapy
Control
Social behavior
Therapy
Control
Antecedent
Therapy
Control
Sanction
Therapy
Control

Pre-treatment Follow-up

* p < 0.05; ** p <0.01.

M (SD)

M (SD)

10,9 (3.2)
9.9 (3.2)

10.6 (3.4)
10.1 (3.5)

16.1 (4.7)
14.6 (5.2)

13.8 (4.0)
15.2 (4.6)

13.1 (4.5)
12.0 (4.9)

10.7 (4.0)
12.0 (4.8)

9.8 (2.7)
9.5 (2.6)

34.6 (4.4)
30.5 (7.0)

6.4 (2.5)
6.3 (2.6)

8.9 (2.0)
8.8 (2.6)

33.2 (6.1)
29.6 (7.1)

5.3 (2.1)
5.7 (2.2)

ANCOVA (F)

Therapy
vs. control
group

Pre-treatment vs.
follow-up

Interaction

0.0

0.2

0.2

3.2

0.1

0.1

1.2

3.7*

14.5**

1.4

0.0

0.0

2.6

2.5

4.9*

0.4

2.0

0.1

The patients who received ACT had significantly lower scores for hostility (p < 0.01) and aggressive behavior (p < 0.05) at follow-up than before
treatment, but there was no difference in scores for social anxiety and social
skills (data not reported). There were too few data for the control group to
make a comparison.
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Summary and discussion
Both the outpatients and the inpatients had lower scores for hostility and
aggressive behavior at the post-treatment and follow-up evaluations than at
the pre-treatment evaluation. However, ACT did not influence social anxiety
and social skills, probably because forensic psychiatric patients did not
consider themselves socially incompetent at the start of therapy. Compared
with their behavior before treatment, the inpatients were judged by staff to
exhibit less aggressive behavior at the time of the follow-up measurement.
Comparison of the scores on the self-report questionnaires completed
after intake and before treatment showed that hostility, aggressive behavior,
social anxiety, and social skills did not improve spontaneously during the
period while outpatients waited for ACT. Compared with control inpatients
who received care as usual, the patients in the ACT group were judged by
staff to exhibit less aggressive behavior at the time of the follow-up
evaluation, whereas the control patients were not. The patients who received
ACT reported less hostility and less aggressive behavior at the follow-up
evaluation.
General discussion
Forensic psychiatric outpatients and inpatients with violent offences in their
history have higher scores for personality traits such as neuroticism and
lower scores for traits such as agreeableness than a Dutch normative
population. In addition, outpatients appear to be less open, less
conscientious, and more likely to experience anger, whereas inpatients feel
less social anxiety and exhibit more social skills than a Dutch normative
population. Outpatients appear to be less psychopathic than inpatients, but
they exhibit more aggressive behavior, probably because they live in an
antisocial environment whereas inpatients live in a hospital. The patients who
dropped out of the ACT program may be at higher risk of violent recidivism
than the patients who completed the ACT program.
ACT was administered to treat criminogenic factors such as being fast to
anger, lack of adequate social skills, and limited awareness of prosocial
norms and values. Patients who did not complete therapy differed from
completers in exhibiting more chronically antisocial behavior. There were
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indications that ACT reduced aggressive behavior, but did not increase social
skills. Although information about the outpatients’ progress was based solely
on self-report questionnaires, staff on the ward could provide information
about the inpatients (in addition to inpatient self-report data). However,
differences between pre-treatment and post-treatment scores and between
pre-treatment and follow-up scores were small. The lack of change in social
anxiety and social skills can be explained by the already relatively low
scores for social anxiety and the relatively high scores for social skills. The
forensic psychiatric patients appeared not to consider themselves socially
incompetent, stating that they had no problems at all in getting along with
others. However, the questionnaire data revealed that both groups had
problems exhibiting approaching behavior and that they exhibited limitsetting behavior too often. This could indicate that the Social Skills component of ACT should place greater emphasis on teaching approaching skills
and normalizing inadequate, limit-setting skills. Teaching approaching skills
seems less appropriate however in patients with high scores for psychopathy.
For various reasons, we cannot draw definite conclusions about the
effectiveness of ACT. Firstly, the patients were not representative of the
population of violent forensic psychiatric patients because the patients had to
meet inclusion criteria, such as having an (oppositional defiant) conduct or
antisocial personality disorder, having an adequate command of the Dutch
language, and being able to function in a group. In addition, in the study with
the inpatient control condition, the inpatients in the ACT group had
significantly higher scores on the PCL-R than the other patients in the
hospital.
A second limitation concerns the choice of measurement tools. Selfreport questionnaires have the disadvantage that scores may be influenced
by the tendency to give socially desirable answers (Bech & Mak, 1995)
and/or by the limited insight of the respondents into their own social functioning (Hollin & Palmer, 2001). Giving socially desirable responses will have
played a role primarily among the inpatients because they may have
assumed that unfavorable research data could result in their sentence being
extended. Moreover, the staff was not blind to the allocation of ACT among
the inpatients and there was a high staff turnover, which may have influenced
assessment data.
A third limitation concerns the study design, which was determined
primarily by the current possibilities in Dutch forensic psychiatric institutions
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to investigate the effect of treatment programs. The control condition for the
outpatients (waiting-list) thus differed from that of the inpatients (control group
who received care as usual). Furthermore, it was difficult to collect complete
datasets for all patients who participated in the study, in spite of appointments
with institutions, trainers, and researchers. Therefore, the evaluation had to
be carried out with different samples of the same group of patients to
achieve sufficient combinations of measurement data. The follow-up period
used in the evaluation study was rather short (15 weeks) but the trainers
considered that this would be the last opportunity to collect data from the
outpatients in particular.
It is unlikely that a relatively short treatment such as ACT will result in a
decrease in aggressive behavior, particularly among inpatients with long-term
personality problems. In this subpopulation, ACT should be part of an intensive program of interventions for criminological factors that are not
addressed by ACT, such as drug dependence, dysfunctional relationships,
limited education, unemployment, and antisocial friends. While a start can be
made in hospital with interventions for individual factors, booster sessions
should be organized during extramural resocialization, to see whether the
patient can adequately apply what he has learned to the outside situation.
Until now, no such a program for violent forensic psychiatric inpatients with
an antisocial personality disorder has been available at any forensic
institution in the Netherlands. Implementation is hindered by the current
expansion of several institutions to meet the increasing number of offenders
who are “placed at the disposal of the government”. At the same time, the
Dutch government demands the implementation and evaluation of evidencebased programs. In our opinion, this requires considerable cooperation
between all parties because institutions are still relatively small (150 to 200
places), admit patients with different offences and problem behaviors, and
have a slow throughput of patients.
For these reasons, a multicenter approach is needed when evaluating
programs such as ACT. Since Dutch forensic psychiatric patients are not
obliged to participate in control groups, such research can only be carried out
using quasi-experimental designs (Hollin, 2006). A multicenter approach
would mean that institutions should identify the same subgroups of patients,
use the same instruments, and apply identical treatment programs. Only with
such a policy will it be possible to draw definitive conclusions about the effectiveness of treatment programs or a therapy as ACT.
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5.1 Violent forensic psychiatric patients: Individual
differences and consequences for treatment1

1 Hornsveld, R.H.J., Hollin, C.R., Nijman, H.L.I., & Kraaimaat, F.W. (2007). Violent
Forensic Psychiatric Patients: Individual Differences and Consequences for
Treatment. International Journal of Forensic Mental Health, 6, 15-27.
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Summary
The literature on differences between aggressive individuals exhibiting
reactive and proactive aggression raises the issue whether different
treatment programs should be developed for violent forensic psychiatric
patients with a conduct disorder or an antisocial personality disorder. In order
to study this issue, aggressive behavior of 133 inpatients and of 176
outpatients was analyzed in detail for four subgroups, composed on the basis
of the two factors of the Psychopathy Checklist-Revised. Contrary to
expectations, there were no differences found in scores on self-report
questionnaires for disposition to anger, hostility and aggressive behavior
between the four subgroups. Minor differences were found, however,
between these four subgroups in the relationship to aspects of aggressive
behavior on the one hand, and neuroticism, social anxiety and social skills on
the other hand. To some extent, this explorative study appears to confirm
recommendations to distinguish between individuals who exhibit reactively
aggressive behavior, and those who primarily display proactively aggressive
behavior. In line with our clinical experiences and with our findings, it seems
advisable to focus especially on anger management and social skills in the
reactively aggressive group and on moral reasoning and prosocial thinking
styles in the proactively aggressive group.
Introduction
Numerous indications can be found in the literature that a distinction has to
be made according to subpopulations of violent forensic psychiatric patients
on account of differences in dynamic criminogenic needs. In view of these
differences, it is important that specific treatment programs are developed for
these subpopulations. In this article we examine a group of violent forensic
psychiatric patients with regard to mutual differences in dynamic criminogenic needs (Andrews & Bonta, 2003) and we make recommendations for
the development of specific treatment programs.
Definitions
A problem with the research on dynamic criminogenic needs is that concepts
such as violence, aggressive behavior and hostility are often used interchangeably in literature without any further description (Norlander &
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Eckhardt, 2005). In this article, aggressive behavior is taken to imply conduct
causing (mental or physical) harm to others (Berkowitz, 1993). Violence is
seen as a specific form of aggressive behavior that mainly involves the
infliction of physical harm (Browne & Howells, 1996). With aggressive or
violent behavior we make a distinction between reactively and proactively or
instrumentally aggressive behavior (Dodge, 1991). Reactively aggressive
persons are described by Dodge, Lochman, Harnish, Bates, and Petit (1997)
as emotional, defensive and hot-tempered and proactively aggressive
persons as calculating, offensive and cold-blooded. Anger and rage refer to
emotions that are displayed as a reaction to an (alleged) provocation and
which manifest themselves in behavior such as staring, talking loud and
standing too close. With hostility we refer to the inclination to attribute
negative intentions to others (Blackburn, 1993). A personality trait concerns
one of the Big Five personality domains (Hoekstra, Ormel, & De Fruyt, 1996),
while the term psychopathy refers to callous and remorseless use of others
in combination with a chronic unstable and antisocial life style (Hare, 1991).
An (oppositional-defiant) conduct disorder refers to a classification on Axis I
and an antisocial personality disorder to a classification on Axis II of the DSMIV (American Psychiatric Association, 1994).
Literature review
Since different mechanisms appear to operate in reactively and proactively
aggressive behavior, several authors have recommended the development
of separate treatment programs for these problem behaviors (Akhtar &
Bradley, 1991; Coie & Koeppl, 1990; Crick & Dodge, 1996, Day, Bream, &
Pal, 1992). Reactive aggression is often associated with impulsivity, shyness
and social awkwardness (Crick & Dodge, 1996; Loeber & StouthamerLoeber, 1998), whereas proactive aggression is related more to planning,
impudence and social skillfulness (Price & Dodge, 1989). According to
Brendgen, Vitaro, Tremblay, and Lavoi (2001) and Pulkinnen (1996), proactively aggressive behavior or a combination of reactively and proactively
aggressive behavior in young males is closely related to (future) physically
aggressive behavior.
Cornell et al. (1996) investigated the relationship between psychopathy
and proactive violence in violent offenders. Their study revealed that the
subgroup of proactively violent offenders scored higher on psychopathy,
measured by the Psychopathy Checklist-Revised (PCL-R: Hare, 1991),
compared with a subgroup of reactively violent and a subgroup of nonviolent
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offenders. A second study of violent offenders who had been referred for
pretrial forensic evaluation yielded the same results, namely that the
instrumentally violent offenders scored significantly higher on the
psychopathy as measured by the short version of the PCL-R (PCL-SV: Hart,
Cox, & Hare, 1995) than the reactively violent offenders (Cornell et al., 1996).
Vassileva, Kosson, Abramowitz, and Conrod (2005) explored subtypes
in criminal offenders based on two factors of the PCL-R, the interpersonal
interaction during a standardized interview, alcohol and drug abuse, and trait
anxiety. They clustered four subtypes: (1) primary (= low anxiety)
psychopaths, (2) secondary (= high anxiety) psychopaths, (3) offenders with
features of psychopathy, and (4) non-psychopathic offenders with alcohol
and drug problems. The authors suggested that because of the presence of
anxiety, secondary psychopaths could be more amenable to treatment than
primary psychopaths, who have been considered notoriously recalcitrant or
resistant to treatment.
Frick, Cornell, Barry, Bodin, and Dane (2003) compared four subgroups,
each with 24 to 25 children, to each other. The subgroups included: (1)
normal children, (2) children with conduct problems, (3) children with callous
and unemotional traits, and (4) children with conduct problems and callous
and unemotional traits. The authors found that the group of children with
conduct problems and callous and unemotional traits were disposed to
exhibit proactively aggressive behavior, while children with only conduct
problems exhibited reactively aggressive behavior more frequently.
In summary, the literature appears to demonstrate that subgroups can be
distinguished by means of the PCL-R in populations varying from aggressive
children to psychopathic offenders. It seems that those subgroups differ in
the determinants of their aggressive behavior and these differences may
have implications for the development of specific treatment programs.
Present study
In our experience with the Aggression Control Therapy (Hornsveld, Nijman,
& Kraaimaat, in press), we noticed that the approach of patients who scored
relatively low on the PCL-R and who exhibited mainly reactive aggression
had to differ from the approach of the patients with a relatively high score and
who were more proactively aggressive. For the reactively aggressive
patients, the therapy had to focus on anger management and learning new
social skills, while for the proactively aggressive patients, normalizing present
social skills and prosocial thinking needed to be emphasized. Therefore, the
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question occurred to us whether this clinical experience could be supported
by a more detailed exploration of the personality traits and problem behaviors
of subgroups. We therefore formed four subgroups of violent forensic
psychiatric patients based on the two factors of the PCL-R. In a first study, we
evaluated personality traits and problem behaviors of the four subgroups by
comparing them with norm groups. In a second study, we investigated for
each subgroup which personality traits and problem behaviors function as
determinants of aggressive behavior.
Study 1: Characteristics of subgroups
Owing to the results of a pilot study (Hornsveld, Van Dam-Baggen, Lammers,
Nijman, & Kraaimaat, 2004), the four subgroups were compared with norm
groups on neuroticism, agreeableness, and disposition to anger. In addition,
they were compared with norm groups on social anxiety and social skills in
limit-setting and approaching situations. Violent forensic psychiatric patients
not only tend to respond differently from norm groups in these situations, but
also in each situation in a different direction (Hornsveld, 2005). Then the four
subgroups were compared with each other on neuroticism, agreeableness,
hostility, aggressive behavior, and on social anxiety and social skills in limitsetting and approaching situations.
Method
Patients
In the Netherlands, forensic psychiatric patients are offenders for whom,
based on examination by a psychiatrist and/or a psychologist, a judge has
established a connection between a “deficient mental development or a
mental disorder” and a committed offence. The study concerned measurements in a total of 133 inpatients and 176 outpatients.
Inpatients were admitted to six forensic psychiatric hospitals and had
been convicted of serious violent crimes. Their average age was 35.31 years
(SD = 8.90; range = 21-63 years). The main diagnosis of the inpatients was
an antisocial personality disorder on Axis II or a psychotic disorder on Axis I,
combined with an antisocial personality disorder on Axis II (DSM-IV:
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Total

133

35.31 (8.90)

33.16 (7.34)

11.33

43.04

16.18

11.65

3.88

Percentage

176

58

18

45

55

N

22.61 (8.39)

22,38 (7.42)

24.44 (9.40)

22.00 (6.87)

22.78 (10.12)

17.80

56.96

18.77

5.83

14.56

Age (M, SD) Percentage

309

108

54

57

90

N

28.07 (10.69)

27.37 (9.12)

29.76 (8.75)

27.12 (12.36)

28.52 (12.18)

Age (M, SD)

100.00

34.95

17.47

18.45

29.13

Percentage

12:34

50

32.42 (7.15)

46.42 (8.65)

37.54 (9.40)

Age (M, SD)

Outpatients

Total

15-8-2007

4 (psychopaths)

12

3 (sociopaths)

2 (popular males)

35

N

Inpatients

Setting

110

1 (rejected males)

Subgroup

Table 1. Distribution of the four subgroups with regard to settings.
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American Psychiatric Association, 1994). The chronic psychiatric condition of
the psychotic patients was stabilized to the extent that their personality
disorder became prominent.
The outpatients in this study were treated on two forensic psychiatric
outpatient clinics, to which they had been referred for compulsory treatment
by the court for their violent crimes. Their average age was 22.61 years (SD
= 8.39; range = 16-48 years). The main diagnosis of the outpatients was an
(oppositional-defiant) conduct disorder on Axis I or, when they were 18 years
or older, an antisocial personality disorder on Axis II (DSM-IV: American
Psychiatric Association, 1994).
All patients were referred to follow Aggression Control Therapy
(Hornsveld, Nijman, & Kraaimaat, in press). Contraindications were inability
to function in a treatment group, inability to read a simple Dutch text and, for
the outpatients, acute substance abuse and acute psychotic symptoms.
Composition of subgroups
The subgroups were made up by first calculating the median of the PCL-R
factors 1 and 2 for the total group of patients (10 and 10, respectively). Then
the four subgroups were defined (Table 1): subgroup 1 (“rejected males”) with
factor 1 < 10 and factor 2 < 10 (average total PCL-R score: 12.54, SD = 3.97);
subgroup 2 (“popular males”) with factor 1 _
> 10 and factor 2 < 10 (average
total PCL-R score: 19.68, SD = 3.25); subgroup 3 (“sociopaths”) with factor 1
_
> 10 and factor 2 _
> 10 (average total PCL-R score: 20.15, SD = 3.53), and
subgroup 4 (“psychopaths”) with factor 1 _
> 10 and factor 2 _
> 10 (average total
PCL-R score: 26.47, SD = 3.97). In the Netherlands, the cut-off score used
for psychopathy is 26.
Measures
The Psychopathy Checklist-Revised (PCL-R: Hare, 1991; Dutch version:
Vertommen, Verheul, De Ruiter, & Hildebrand, 2002) is a checklist for
measuring psychopathy, which must be completed on the basis of a
structured interview and a file study. The checklist has two factors: callous
and remorseless use of others (factor 1) and chronically unstable and
antisocial lifestyle (factor 2).
The NEO Five Factor Inventory (NEO-FFI: Costa & McCrae, 1992; Dutch
version: Hoekstra, Ormel, & De Fruyt, 1996) has 60 items and measures the
Big Five personality domains: neuroticism, extraversion, openness, agreeableness and conscientiousness.
The Zelf-Analyse Vragenlijst (ZAV: Van der Ploeg, Defares, &
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Spielberger, 1982) is a Dutch version of the Spielberger State-Trait Anger
Scale (Spielberger, 1980). Ten trait items were used from this questionnaire
to determine disposition to anger.
The Adapted Version of the Picture-Frustration Study (PFS-AV:
Hornsveld, Nijman, Hollin, & Kraaimaat, 2007) was used for measuring
hostility. For this, patients had to write down their reactions to 12 pictures of
ambiguous and provocative interpersonal situations. Answers were scored
by a research assistant on a 7-point Likert scale, ranging from 1 = “not at all
hostile” to 7 = “extremely hostile”.
The Agressie Vragenlijst (AVL: Meesters, Muris, Bosma, Schouten, &
Beuving, 1996) is a Dutch version of Buss & Perry’s Aggression
Questionnaire (1992) with 29 items and four subscales (Physical aggression,
Verbal aggression, Anger, and Hostility). Aside from the total score on the
AVL, we only used the subscale Physical aggression score since the patients
in this study were convicted for violent crimes.
The Inventarisatielijst Omgaan met Anderen (IOA: Van Dam-Baggen &
Kraaimaat, 2000; IIS: Van Dam-Baggen & Kraaimaat, 1999) was used to
determine how patients evaluated 35 interpersonal situations. Patients first
had to indicate how much anxiety they would experience (social anxiety) in
these situations and then how often they would actually perform the behavior described (social skills). The five subscales in this questionnaire, both for
social anxiety and social skills, are Giving criticism, Giving your opinion,
Giving someone a compliment, Making contact, and Appreciating yourself.
Two a priori subscales were designed for this study: The Limit-setting behavior subscale1 consists of the giving criticism and giving your opinion subscales, and the Approaching behavior subscale consists of Giving someone
a compliment and Making contact.
The Observation Scale for Aggressive Behavior (OSAB: Hornsveld,
Nijman, Hollin, & Kraaimaat, in press) was used to assess behavior in the
ward. The scale was developed for forensic psychiatric patients, has 40 items
and contains the subscales Irritation/anger, Anxiety/gloominess, Aggressive
behavior, Antecedent, Sanction and Social behavior. The ward staff completed the scale on the basis of behavior displayed the previous week.
1 In order to compare the a priori subscales Limit-setting and Approaching behavior
to norm groups, norm group average and standard deviation for the constituent
subscales were added.
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Regarding personality traits, the scores on the NEO-FFI were compared
with those of men over age 17 from the norm group, derived from a broadly
based Dutch population sample (Hoekstra, Ormel, & De Fruyt, 1996). Groups
were also compared with a norm group of randomly selected male residents
of the city of Leiden between the ages of 16 and 71 (Van der Ploeg, Defares,
& Spielberger, 1982) for their disposition to become angry (ZAV). The
patients were also compared to a norm group (aged 16 to 80 years) regarding social competence (IOA). Dutch norms were not available for the other
instruments.
Procedure
The questionnaires were submitted individually to the patients prior to the
Aggression Control Therapy. They received a fee of € 5 for this. The staff on
the ward was asked to complete the observation scale for the inpatients in
the same week.
Results
Description of the four subgroups
The average scores of the subgroups on the NEO-FFI, ZAV, and IOA were
compared (two-tailed) with the average scores of norm groups by means of
one-sample t-tests (Table 2a and 2b), during which a Bonferroni correction
was applied (α = .05 : 7 subscales = .007). Subgroups 1 (rejected males),
and 3 (sociopaths) scored significantly higher than the norm group on
neuroticism (NEO-FFI). All four subgroups scored significantly lower on
agreeableness (NEO-FFI). Subgroups 1, 3, and 4 (psychopaths) scored
significantly higher on the disposition to anger (ZAV).
All four subgroups scored significantly lower on social anxiety in
situations where limit-setting behavior can be exhibited. Subgroups 2
(popular males), 3, and 4 also reported significantly more social skills (IOA
Social skills) in these situations. Subgroup 1 was the only subgroup that
scored significantly higher on social anxiety and significantly lower on social
skills in approaching situations. For the questionnaires measuring hostility
(PFS-AV) and aggressive behavior (AVL) no norms were available, which
made it impossible to study the extent to which the various subgroups
differed in terms of these behaviors from normal people.
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Table 2b. Four subgroups compared with norms.

Neuroticism
Agreeablenesss
ZAV
Disposition
IOA Social anxiety Limit-setting behavior
Approaching behavior
IOA Social skills
Limit-setting behavior
Approaching behavior

Subscales
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Table 2a. Four subgroups compared with norms.
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Differences between subgroups
We used an ANCOVA to compare (two-tailed) the four subgroups with each
other, during which a Bonferroni correction was applied (α = .05 : 9 (sub)
scales = .006). No significant differences were found between the subgroups
in reported disposition to anger (ZAV), hostility (PFS-AV), and aggressive
behavior (AVL Total). Significant differences were found in neuroticism (NEOFFI), F(3,305) = 4.39; p < .006 and in social skills in limit-setting situations
(IOA Social skills), F(3,305) = 5.00; p < .006. When we further analyzed these
results, it appeared that subgroup 1 scored significantly higher on neuroticism (NEO-FFI) than subgroup 2, F(1,145) = 9.05 ; p < .006 and subgroup
4, F(1,196) = 7.35; p < .006. The patients of subgroup 1 reported less social
skills in limit-setting situations (IOA) than the patients of subgroup 3, F(1,142)
= 13.36; p < .006 and of subgroup 4, F(1,196) = 12.96; p < .006.
Summary and discussion
When compared with the average Dutch person, the patients of all four
subgroups scored lower on agreeableness and social anxiety in limit-setting
situations. Subgroup 1 is characterized by a higher score on neuroticism and
on anger as a disposition. In social situations in which approaching behavior
can be displayed, only subgroup 1 scored higher on social anxiety and lower
on social skills than the average Dutch person. With subgroup 2, significant
differences with norm groups were only found with a few measurement
instruments.
The differences proved to be small with a mutual comparison between
the four subgroups. Contrary to expectations, no significant differences were
found in reported disposition to anger, hostility and aggressive behavior.
Subgroup 1 differed from subgroups 2 and 4 in neuroticism and from
subgroups 3 and 4 in social skills regarding limit-setting situations. The
patients of subgroup 1 appear to be neurotic in particular and not very
competent from a social viewpoint, while those of subgroup 2 were only
antisocial. Subgroup 3 seems to consist of neurotic, angry, socially skilled
patients and subgroup 4 probably includes the more shrewd patients who
have relatively little social anxiety.
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Study 2: Determinants of aggressive behavior
For a first impression of possible relations between scores on questionnaires,
correlations were calculated for each subgroup between aggressive behavior on the one hand and neuroticism, agreeableness, disposition to anger,
hostility, and social anxiety or social skills in limit-setting or approaching
situations on the other hand. Then the relations between certain traits and
behaviors were further investigated for each subgroup with the use of
regression analyses.
Method
Patients, measures and procedure were the same in this study as in study 1.
Results
Correlations between scores on questionnaires
The total score on aggressive behavior (AVL Total) correlated positively (.44,
p < .01; .42, p < .01; .39, p < .01; .46, p < .01 successively) with neuroticism
(NEO-FFI), positively (.67, p < .01; .63, p < .01; .54, p < .01; .53, p < .01
successively) with disposition to anger (ZAV), and negatively (-.51, p < .01; .55, p < .01; -.39, p <.01; -.48, p <.01 successively) with agreeableness
(NEO-FFI) for each subgroup. Aggressive behavior (AVL-Total) also
correlated positively with hostility (PFS-AV) for subgroups 1 and 4 (.57, p <
.01; .41, p < .01 successively) and subgroups 2 and 3 (.36, p < .05; .30, p <
.05). No significant correlations were found between aggressive behavior
(AVL Total) and social anxiety or social skills in limit-setting or approaching
situations, with the exception of a positive correlation (.23, p < .05) for
subgroup 1 with social anxiety in approaching situations (IOA).
Physical aggression (AVL Physical aggression) correlated positively (.21,
p < .05; .34, p < .05; .25, p < .01 successively) with neuroticism (NEO-FFI)
for subgroups 1, 2, and 4, and negatively (-.40, p < .01; -.54, p < .01; -.32, p
< .05; -.36, p < .01 successively) with agreeableness (NEO-FFI) for all four
subgroups. For all subgroups positive correlations (.57, p < .01; .60, p < .01;
.46, p < .01; .46, p < .01 successively) were found with disposition to anger
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IOA Social skills

AVL Physical aggression: Standardized
coefficients (β)

Subgroup Subgroup Subgroup Subgroup Subgroup Subgroup Subgroup Subgroup
1
2
3
4
1
2
3
4
(rejected (popular
(socio- (psycho- rejected (popular
(socio(psychomales)
males)
paths)
paths)
males)
males)
paths)
paths)
(N = 90) (N = 57) (N = 54) (N = 108) (N = 90) (N = 57) (N = 54) (N = 108

AVL Total: Standardized
coefficients (β)

15-8-2007

IOA Social anxiety Limit-setting behavior

Subscales

Measurement
instruments

Table 3. Summary regression analysis of neuroticism, social anxiety, and social skills for the prediction of (physical) aggression.
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(ZAV). Positive correlations (.51, p < .01; .46, p < .01; .42, p < .01 successively) were found between physical aggression (AVL Physical aggression)
and hostility (PFS-AV) for subgroups 1, 2, and 4. No significant correlations
were found between physical aggression (AVL Physical aggression) and
social anxiety or social skills in limit-setting or approaching situations, with
the exception of a positive correlation (.26, p < .05) for subgroup 1 with social
skills in limit-setting situations (IOA).
Regression analyses of aggressive behavior
Several multiple regression analyses were performed to see how aggressive
behavior (AVL Total and AVL Physical aggression) was predicted by neuroticism and by social anxiety or social skills in limit-setting or approaching
situations (Table 3). For subgroup 1 (rejected males), aggressive behavior
(AVL Total) was predicted positively by neuroticism (NEO-FFI) and by limitsetting social skills (IOA), and negatively by approaching social skills (IOA).
Physical aggression (AVL Physical aggression) appeared to be predicted
positively with social skills in limit-setting and negatively with social skills in
approaching situations (IOA).
Aggressive behavior (AVL Total) was for subgroup 2 (popular males)
predicted positively by neuroticism (NEO-FFI), by social anxiety in
approaching situations, and by social skills in limit-setting situations (IOA).
Physical aggression appeared to be predicted positively by neuroticism
(NEO-FFI) and by limit-setting social skills (IOA), and significant negatively
by limitsetting social anxiety and approaching social skills (IOA). For
subgroup 3 (sociopaths), aggressive behavior (AVL Total) was only predicted
positively by neuroticism (NEO-FFI), while no predicting factor could be
found for physical aggression (AVL Physical aggression). Aggressive
behavior (AVL Total) and physical aggressive behavior (AVL Physical
aggression) were positively predicted by neuroticism (NEO-FFI) for subgroup
4 (psychopaths).
The data from the observation scale were collected for the inpatients of
each subgroup (OSAB). Several multiple regression analyses were
performed to see how aggressive behavior on the ward (OSAB Aggressive
behavior) was predicted by scores on the OSAB subscales Irritation/anger,
Anxiety/gloominess, and Social Behavior. The regression analyses yielded
the same results for the inpatients of all four subgroups: Aggressive behavior was positively (.74, p < .001; .89, p < .001; .91, p < .001; .81, p < .001
successively) predicted by scores on the OSAB subscale Irritation/anger, but
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this did not apply to the scores on the OSAB subscale Anxiety/gloominess.
Aggressive behavior of the inpatients as measured by the OSAB was also
not predicted by the scores on the OSAB subscale Social behavior for each
subgroup.
Summary and discussion
For all subgroups, aggressive behavior in general appeared to be predicted
by neuroticism. Physical aggression was only predicted positively by neuroticism for the subgroups 2 and 4. General aggressive and physically
aggressive behavior was predicted by social skills for subgroup 1 (rejected
males) and for subgroup 2 (popular males), but not for subgroup 3
(sociopaths) or 4 (psychopaths). Social anxiety appeared to predict general
and physical aggression for subgroup 2, but not for subgroups 1, 3 or 4. The
aggressive behavior of the inpatients on the ward was predicted for all
subgroups by irritation/anger but not by anxiety/gloominess or social behavior on the ward.
General discussion
Preliminary description of subgroups
We distinguished between four subgroups based on the two factors of the
PCL-R. The patients of subgroup 1 (rejected males, low on factor 1 and low
on factor 2) scored higher on social anxiety and lower on social skills than the
other subgroups. They appeared to correspond with the group of shy,
withdrawn, and rejected young males for which Loeber & Stouthamer-Loeber
(1998) demanded special attention. These young males exhibit mainly
reactively aggressive behavior according to researchers such as Crick and
Dodge (1996). Subgroup 2 (popular males, high on factor 1 and low on
factor 2) scored similarly as the norm group on neuroticism and conscientiousness. The patients in subgroup 2 probably not only exhibit proactive
(physical) aggression, but reactive aggression as well. According to Coie and
Dodge (1998), popular boys usually exhibit more social skills than peers.
Subgroup 3 (sociopaths, low on factor 1 and high on factor 2) consisted of
relatively more inpatients with a stabilized psychotic disorder than the other
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three subgroups. Contrary to expectations, (physically) aggressive behavior
in this subgroup was related only to neuroticism and not to social anxiety.
Possibly, the minimal insight of chronic psychotic patients into their own
behavior may explain the relatively low scores on social anxiety and the
relatively high scores on social skills. Subgroup 4 (psychopaths, high on
factor 1 and high on factor 2) also scored higher on neuroticism and social
skills, and lower on social anxiety than norm groups. At the same time,
subgroup 4 was the only subgroup for which no relation was found between
disposition to anger, hostility or aggressive behavior on the one hand, and
social anxiety and social skills on the other hand. (Physically) aggressive
behavior was related to neuroticism and not to social skills.
Remarkably, the aggressive behavior of the inpatients from all four
subgroups seemed to be influenced by irritation or anger, and not by anxiety
or gloominess, nor by their generally exhibited social behavior on the ward.
Possibly, this finding indicates that the determinants of aggressive behavior
for inpatients differ from those of outpatients.
Consequences for treatment programs
Although the differences between the four subgroups appeared to be minor,
the study seems to support our clinical experiences and is to some extent in
agreement with the various recommendations in the literature to make
a distinction between people primarily exhibiting reactively aggressive
behavior and those prominently displaying proactively aggressive behavior in
the treatment of violent offenders (Akhtar & Bradley, 1991; Coie & Koeppl,
1990; Crick & Dodge, 1996, Day, Bream, & Pal, 1992). There are indications
that treatment for patients with a relatively low score on factor 1 of the
PCL-R should focus on an increase in social competence, while treatment for
patients with a relatively high score on factor 1 should focus on an enhanced
understanding of the negative consequences of their behavior for themselves. For this reason, it is recommended in the Aggression Control Therapy
(Hornsveld et al., in press) as well as in the Aggression Replacement Training
(Goldstein, Glick, & Gibbs, 1998) for “rejected males” (subgroup 1) and
“sociopaths” (subgroup 3) that the emphasis be placed on the modules Anger
Management and Social Skills, primarily focusing on teaching approaching
skills. For “popular males” (subgroup 2) and “psychopaths” (subgroup 4), who
generally experience little anger, the Social Skills module should be
normative in nature, as is also the case in the Moral Reasoning module. A
Character Education module (Salmon, 2004) and a Positive Thinking styles
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module (Gibbs, Potter, & Goldstein, 1995 should be added to the therapy for
“popular males” and “psychopaths” (subgroups 2 and 4), where the patients
are extensively confronted with the long-term consequences of their aggressive behavior and where they are stimulated to use prosocial thinking styles.
Limitations of the current study
The present study, in which four subgroups of violent forensic psychiatric
patients were analyzed in detail, supported our assumption that patients with
significantly different scores on the Psychopathy Checklist-Revised need to
be assigned to different treatment programs to a limited extent; however, the
findings should be viewed with caution for a number of reasons. Firstly,
psychopathy as measured by the PCL-R merely refers to the exhibition of
behavior in the past and in the present and is not directly related to the
functionality of aggressive behavior. A second problem is that although a
dichotomy regarding aggressive behavior is used often in literature (e.g.
Dodge, 1991), most aggressive or violent persons exhibit both reactive and
proactive aggressive behavior according to a number of authors (Berkowitz,
1993; Cornell et al., 1996; Dodge et al., 1997). Thirdly, self-reported
questionnaires were largely used for the measurement of personality traits
and problem behaviors. The disadvantage of these instruments is that
scores can be affected by a tendency to provide socially acceptable answers
(Bech & Mak, 1995) and/or by the limited understanding of respondents of
their own social functioning (Hollin & Palmer, 2001). Finally, the number of
patients in two of the four subgroups was relatively small and this study only
concerned patients who were indicated to follow Aggression Control Therapy.
The importance of thorough assessment
Differentiation in the treatment of violent forensic psychiatric patients again
underlines the importance of a thorough assessment for various reasons,
including the fact that a program that is focused on acquiring new (approaching) skills seems to be contraindicated for patients who scored
relatively high on both factors of the PCL-R (Harris, Rice, & Cormier, 1994).
These patients can therefore expand their repertoire of skills through which
others can be manipulated.
It was notable that both inpatients and outpatients were members of all
four subgroups. It indicates that, in addition to personality traits, problem
behaviors and duration of antisocial behavior, other criteria seem to play a
major role in the court’s decision to impose inpatient or outpatient treatment,
such as the severity of offences committed and the nature of the deficient
mental development or mental disorder.
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In any case, the study illustrates the statement from Widiger and Lynam
(1998) that “psychopathy appears to be on a continuum with normal personality functioning, with different pathologies reflecting the different facets of
personality that are involved.” A distinction of violent forensic psychiatric
patients into subtypes, based on the two factors of the PCL-R, only produces
general indications for further differentiation of treatment programs for this
population. Therefore, further research is needed for a valid division into
subpopulations of violent forensic psychiatric patients with a conduct disorder
or an antisocial personality disorder.
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5.2 Violent male juveniles referred to a forensic
psychiatric outpatient clinic: Personality traits
and behavior1

1 Hornsveld, R.H.J., Cuperus, H., Vries, E.T. de, & Kraaimaat, F.W. (submitted for
publication). Violent male juveniles referred to a forensic psychiatric outpatient clinic:
Personality traits and behavior.
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Summary
In the major cities of the Netherlands a relatively large number of adolescents
of non-Dutch descent are referred for mandatory treatment on a forensic
psychiatric outpatient clinic because of a violent crime. Based on our
experiences from the clinical practice the question raised whether youths of
Dutch and those of immigrant descent differ as to their personality traits and
problem behaviors, and, if so, whether treatment should be adapted to allow
for these disparities. To shed more light on this issue we compared violent
youths undergoing obligatory outpatient treatment with students attending a
school for lower and intermediate vocational training. Both groups were
divided into two subgroups based on the boys’ descent (Dutch vs. immigrant
descent). The juveniles of immigrant descent had at least one parent who
was born in Surinam, the Netherlands Antilles, Turkey, Morocco or Cape
Verde. When comparing the outpatients with the students in personality traits
and problem behaviors, the patients scored higher on hostility, but not higher
on aggressive behavior. The patients indicated that they experienced less
anxiety in situations where criticism can be given and that they displayed this
behavior more frequently than the students. Patients of Dutch descent and
those of immigrant descent did not differ from each other with regard to any
measure. However, the students of Dutch descent scored higher on agreeableness, lower on hostility and lower on aggressive behavior than the
students of immigrant descent. We preliminary concluded that different
treatment programs for native and non-native violent outpatients are not
necessary, since we did not find any differences in traits and behaviors
between outpatients of Dutch and those of immigrant descent.
Introduction
In recent years, the number of violent juveniles at forensic psychiatric outpatient clinics has increased so much in the Netherlands that specific
treatment programs had to be developed for this target group. These
programs are usually composed on the basis of international publications or
are deduced from treatment programs for violent adult patients. Especially in
the four largest Dutch cities the composition of the population has changed
in recent decades because of the arrival of immigrants from Surinam, the
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Netherlands Antilles, Turkey, Morocco and Cape Verde. As a result, an
increasing number of violent juveniles of immigrant descent are referred to a
forensic psychiatric outpatient clinic for a compulsory treatment. Forensic
psychiatric patients in the Netherlands are defined as delinquents for whom
the courts have established a connection between a deficient development or
pathological dysfunction of the suspect’s mental faculties on the one hand
and the felony on the other. Rulings are based on the examinations of a
psychiatrist and/or psychologist. Without care or treatment the risk of
recidivism is deemed probable.
Until now, there is a limited understanding of the dynamic criminogenic
needs (Andrews & Bonta, 2003) of violent juvenile patients at Dutch forensic
psychiatric outpatient clinics. In addition, our experiences from the clinical
practice did raise the question whether outpatients of Dutch and those of
immigrant descent differ as to their personality traits and problem behaviors
and, if so, whether treatment should be adapted to allow for these disparities.
In this article we describe a study to the traits and behaviors of juveniles on
a forensic psychiatric outpatient clinic and for a comparison on schools for
lower and intermediate vocational education. We shall refer to people of
Dutch descent as natives and people of immigrant descent as non-natives.
The prevalence of an important dynamic criminogenic factor as a psychiatric disorder has been studied recently among related Dutch populations
such as juvenile delinquents. For example, Vreugdenhil (2003) studied 204
delinquents between the age of 12 up to and including 18 years and diagnosed conduct disorders with 75%, substance abuse with 55%, psychotic
symptoms with 34%, ADHD with 8% and anxiety or mood disorders with
15%. Most investigated youths (63%) had committed a non-sexually violent
crime and ethnic minorities were overrepresented with 24% Surinamese
boys, 4% Antilleans, 22% Moroccans, 7% Turks, and 19% boys with another
ethnicity.
Bulten (1998) carried out a study among a group of 200 Dutch male
juvenile detainees. About one third of the investigated group consisted of
violent offenders between the age of 18 up to and including 24 years. A
psychotic disorder was established with 8% of the investigated persons,
substance abuse with 75%, an affective disorder with 10% and an anxiety
disorder with 17%. An antisocial personality disorder was established with
42% of the detainees. Compared to the general Dutch population, the
juvenile detainees were more emotionally unstable, more extravert, more
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hostile and more dominant. They also had a greater need to seek thrills.
A few studies have also been carried out on the prevalence of crime
among related population Dutch juveniles of different ethnicity. For example,
on the basis of officially registered crime, self-reporting research and victim
studies Junger, Wittebrood and Timman (2001) found that non-native
juveniles on average displayed more serious and violent criminal behavior
than native Dutch youths. They found that the same factors contributed to an
increased risk of recidivism for native and non-native juveniles, that is to say,
social-economic status, age, place of residence, home situation, and behavioral problems at school, religiosity and leisure activities. However, these
risk factors contributed in a different degree to an increased risk of recidivism
in the distinguished ethnic groups. Growing up in a single-parent family, for
example, was related to violent behavior with Surinamese, but not with
native Dutch, Moroccan and Turkish juveniles.
Blom, Oudhof, Bijl, and Bakker (2005) investigated persons a group of
163,000 persons who were registered with the police as a suspect in 2002.
Of these suspects 37.5% turned out to be of non-native origin. Non-native
youths were registered more frequently as a suspect than native youths. In
particular, Antilleans and Moroccans between the age of 12 and 17 were
suspected 3.5 times as much of a violent offence than native youths. A national study among students in the age between 12 and 20 revealed that the
use of violence is frequent among students (Junger, Wittebrood, & Timman,
2001). Non-native boys were involved more frequently in violence than
native boys. Of the native boys 24% indicated that they had used physical
violence in the last 12 months, but among Surinamese boys this was 37%,
among Antillean boys it was 40%, among Turkish boys 41%, and among
Moroccan boys 48%.
We investigated a group of native and a group of non-native juveniles
who were referred to a forensic psychiatric outpatient’s clinic because of a
violent crime in order to find out if both groups differed in personality traits
and problem behaviors. In addition, we studied the traits and behaviors of
native and non-native students attending schools for lower and intermediate
vocational education. On the basis of a previous study (Hornsveld, Nijman, &
Kraaimaat, in press) it was expected that the patients would score lower on
agreeableness in this study and higher on the disposition towards anger than
the students. Moreover, it was expected that the patients would report less
anxiety and more skills than the students in situations where criticism can be
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given, and more anxiety and less skills in situations where compliments can
be made. No mutual differences were assumed yet in personality traits and
problem behaviors between native and non-native patients and between
native and non-native students.
In this study, aggressive behavior is taken to imply conduct causing
(mental or physical) harm to others (Berkowitz, 1993). Violence is seen as a
specific form of aggressive behavior that mainly involves the infliction of
physical harm (Browne & Howells, 1996). Anger and rage refer to emotions
that are displayed as a reaction to an (alleged) provocation and which
manifest themselves in behavior such as staring, talking loud and standing
too close. With hostility we refer to the inclination to attribute negative
intentions to others (Blackburn, 1993). A personality trait concerns one of the
Big Five personality domains (Hoekstra, Ormel, & De Fruyt, 1996), while the
term psychopathy refers to a combination of callous and remorseless use of
others in combination with a chronic unstable and antisocial life style (Hare,
1991). An (oppositional-defiant) conduct disorder refers to a classification on
axis I and an antisocial personality disorder refers to classification on axis II
of the DSM-IV (American Psychiatric Association, 1994).
Method
Patients and students
The study was carried out with 119 violent juveniles and 161 students attending schools for lower and intermediate vocational training, all males. The
violent juveniles had been convicted to compulsory treatment at a forensic
psychiatric outpatient clinic. Their average age was 16.93 years (SD = 1.48;
reach: 15-20 years). The main diagnosis of the patients was an (oppositional-defiant) conduct disorder on axis I or an antisocial personality disorder
on axis II of the DSM-IV (American Psychiatric Association, 1994) when they
were 18 years old or older. Of the patients 40.3% was native and 59.7% was
non-native (second generation). The study concerned patients who were
indicated for a cognitive-behavioral treatment program (Aggression Control
Therapy: Hornsveld, Nijman, & Kraaimaat, in press). The students attended
schools for lower and intermediate vocational education in Rotterdam. Their
average age was 17.35 years (SD = 1.08; reach: 16-20 years). Of the
students 50.9% was native and 49.1% was non-native (second generation).
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At least one of the parents of the non-native patients and students was born
in Suriname, Dutch Antilles, Turkey, Morocco or Cape Verde.
Measures
The Psychopathy Checklist-Revised (PCL-R: Hare, 1991; Dutch version:
Vertommen, Verheul, De Ruiter, & Hildebrand, 2002) is a checklist for
measuring psychopathy and is completed on the basis of a structured
interview and a file study (Cronbach’s α: .79). The checklist has two factors:
callous and remorseless use of others (Factor 1) and chronically unstable
and antisocial lifestyle (Factor 2).
The NEO-Five Factor Inventory (NEO-FFI: Costa & McCrae, 1992; Dutch
version: Hoekstra, Ormel, & De Fruyt, 1996) is a 60-item, self-report measure
of the Big Five personality domains of neuroticism, extraversion, openness,
agreeableness, and conscientiousness (Cronbach’s α: .84, .73, .66, .68, and
.69 successively).
The Zelf-Analyse Vragenlijst (ZAV: Van der Ploeg, Defares, &
Spielberger, 1982) is a Dutch version of the Spielberger State-Trait Anger
Scale (Spielberger, 1980). Ten trait items were used from this questionnaire
to determine disposition to anger (Cronbach’s α: .83).
The Aangepaste Versie van de Picture-Frustration Study (PFS-AV:
Hornsveld, Nijman, Hollin, & Kraaimaat, 2007) is an instrument for measuring hostility. For this, patients have to write down their reactions to 12
pictures of ambiguous and provocative interpersonal situations. Answers are
scored by a research assistant on a seven-point Likert scale, ranging from
1 = “not at all hostile” to 7 = “extremely hostile.” Cronbach’s α in this study
was .76.
The Agressie Vragenlijst (AVL: Meesters, Muris, Bosma, Schouten, &
Beuving, 1996) is a Dutch version of Buss & Perry’s (1992) Aggression
Questionnaire with 29 items (Cronbach’s α: 0.86) that measure various types
of aggressive behavior, i.e. physical aggression, verbal aggression, anger,
and hostility (Cronbach’s α: .79, .51, .60, and .70 successively).
The Novaco Anger Scale (NAS: Novaco, 1994) used in this study was a
translation of a provisional version with 48 items in part A and 25 items in part
B. Patients only had to complete part A, where they indicated the extent to
which an anger-inciting situation had a bearing on them (Cronbach’s α: .95).
The Inventarisatielijst Omgaan met Anderen (IOA: Van Dam-Baggen &
Kraaimaat, 2000; IIS: Van Dam-Baggen & Kraaimaat, 1999). Patients
evaluated 35 interpersonal situations, indicating how much anxiety they
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would experience (Social anxiety; Cronbach’s α: .96) in these situations and
then how often they would actually perform the behavior described (Social
skills; Cronbach’s α: .92) if the situation occurred. The five subscales in this
questionnaire, for both social anxiety and social skills, are: Giving criticism,
Giving your opinion, Giving someone a compliment, Making contact, and
Appreciating yourself. In this study only the subscales Giving criticism and
Giving someone a compliment were used, since it appeared from a previous
study (Hornsveld, 2005) that only these subscales differentiate between
violent patients and “normals.” Cronbach’s α of these subscales was studied
in a group of 251 normal Dutch adults and appeared to be .84 and .88
successively for the social anxiety subscales, and .83 and .81 successively
for the social skills subscales.
Procedure
The questionnaires were submitted individually to the outpatients prior to the
Aggression Control Therapy. The outpatients received a fee of € 5 for this.
The students completed the questionnaires in class. The students received a
fee of € 10 for this.
Results
Patients and students were subdivided into four subgroups: (1) native
patients (N = 48), (2) non-native patients (N = 71), (3) native students (N =
82) and (4) non-native students (N = 79). The subgroups were compared with
each other through ANCOVAs, since the groups were mutually significantly
different in age [F(3,276) = 5.45; p < .001]. Because of the number of
comparisons, a Bonferroni correction was applied with α = .004 (.05 : 13
comparison).
When comparing the patients with the students, a significantly major
effect was established on hostility (PFS-AV). The patients scored higher on
this than the students. Compared with the students, the patients reported
significantly less social anxiety (IOA Social anxiety) in situations where
criticism can be given and in situations where a compliment can be made. In
addition, they also reported more social skills (IOA Social skills) in situations
where criticism can be given. When comparing native juveniles with nonnative juveniles, a main effect was that the native patients reported
significantly more social skills (IOA Social skills) than the non-native patients
in situations where someone can be made a compliment.
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PFS-AV

ZAV

Patients

NEO-FFI

Total

Students

Patients

Disposition

Students

Patients

Agreeableness

Students

30.05 (9.56)

Neuroticism

17.06 (4.50)

20.93 (7.78)

40.86 (4.80)

38.50 (4.88)

30.24 (7.42)

9.09 (2.86)

Patients

Factor 2
29.58 (7.06)

9.26 (3.14)

Patients

19.33 (6.22)

18.60 (6.43)

38.14 (4.44)

40.51 (4.59)

31.00 (6.72)

7.73 (3.14)

10.40 (3.47)

18.40 (5.86)

M (SD)

persons

Non-native

10.14***

4.28*

0.97

0.48

students

Patients vs.

0.08

0.00

0.61

0.05

5.19*

3.46

0.04

juveniles

Native vs.

non-native

ANCOVA (F)

34.43***

7.29**

10.60***

0.09

Interaction

0.30

0.75

12.95***

2.68

0.05

0.58

0.13

Age

12:34

Factor 1

18.72 (5.55)

M (SD)

Native persons

15-8-2007

Patients

Total

subscales

PCL-R

rinstruments

Factors or
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Table 1. Comparisons between patients with students and native with non-native juveniles, controlled for age.
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Students

15.28 (2.68)

14.23 (3.42)

19.65 (3.78)

22.56 (5.22)

12.26 (3.52)

14.35 (3.58)

20.22 (4.41)

20.89 (5.49)

7.47 (4.22)

10.57 (3.56)

1.47

8.60***

13.98***

26.19***

12.11***

0.93

5.58*

1.54

0.03

0.66

13.01***

4.04*

4.04*

1.19

9.22***

5.03*

0.12

0.62

0.71

0.21

3.68

4.13*

* p < .05; ** p < .01; *** p < .004 (two tailed). Note. PCL-R = Psychopathy Checklist-Revised; NEO-FFI = NEO Five Factor Inventory;
ZAV = Zelf-Analyse Vragenlijst; PFS-AV = Aangepaste Versie van de Picture-Frustration Study; AVL = Aggressie Vragenlijst; NAS =
Novaco Anger Scale; IOA = Inventarisatielijst Omgaan met Anderen.

Students

Patients

Giving a complim.

Students

Patients

Giving criticism

8.23 (4.30)

7.42 (3.95)

18.00 (4.59)

13.89 (5.65)

0.15

1.62

12:34

IOA, Social skills

Students

Patients

16.43 (4.29)

13.88 (6.11)

93.04 (15.10)

84.93 (19.17)

84.70 (16.25)

81.19 (17.77)

15-8-2007

Giving a complim.

Students

Patients

85.85 (12.26)

91.73 (18.09)

Patients

Part A

80.70 (15.78)

89.19 (22.20)

Students

Patients

Total

IOA, Social anxiety Giving criticism

NAS

AVL
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The four subgroups were compared with each other according to these
measures whereby previously mentioned ANCOVAs resulted in an interaction effect. In the comparisons between the four subgroups ANCOVAs
were used and 0.006 was applied for the α (.05 : 8 comparisons). No
significant differences were found between the native and non-native patients
on any measure. When comparing the native students with the non-native
students, it appeared that the native students scored significantly higher on
agreeableness [NEO-FFI: F(2,158) = 12.59; p < .006], lower on hostility
[PFS-AV: F(2,158) = 7.30; p < .006] and lower on aggressive behavior [NAS:
F(2,158) = 7.41; p < .006] than the non-native students. Compared with the
non-native students, the native students also reported significantly less social
anxiety [IOA Social anxiety: F(2,158) = 7.88; p < .006] and more social skills
[IOA Social skills: F(2,158) = 18,50; p < .006] in situations where someone
can be given a compliment.
When comparing the native patients with native students, the native
patients scored significantly higher on the disposition towards anger [ZAV:
F(2,127) = 6.07; p < .006], on hostility [PFS-AV: F(2,127) = 21.17; p < .006]
and on the social skill Giving criticism [IOA Social skills: F(2,127) = 6.46;
p < .006]. A comparison of the non-native patients with the non-native
students resulted in a significantly higher score for the non-native patients on
agreeableness [NEO-FFI: F(2,147) = 11.77; p < .006] and significantly lower
score on aggressive behavior [NAS: F(2,147) = 5.70; p < .006] than that for
the non-native students. The non-native patients also reported, compared
with the non-native students, significantly less social anxiety [IOA Social
anxiety: F(2,147) = 11.28; p < .006] and more social skills [IOA Social skills:
F(2,147) = 5.91; p < .006] in situations where someone can be made a
compliment.
Summary and discussion
When comparing the outpatients with the students, the patients scored
higher on hostility, but not higher on aggressive behavior. The patients indicated that they experienced less anxiety than the students in situations
where criticism can be given and that they also displayed this behavior more
frequently than the students. The native and non-native patients did not
differ from each other on any measure. These findings seem to demonstrate
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that a cognitive-behavioral treatment program should focus on anger
management and on inadequate social skills, but in addition that there is no
reason to differentiate between programs for native and for non-native
juvenile outpatients. A comparison between the native and non-native
students revealed that the native students scored higher on agreeableness,
lower on hostility and lower on aggressive behavior than the non-native
students. This finding may be explained by the relatively low socioeconomic
status of most immigrants in the Netherlands and the discrimination their
children regularly experience in their contact with native Dutch people.
Because of the lack of differences in traits and behaviors between
native and non-native patients and the established differences between
native and non-native students, the native patients scored higher on anger as
a trait, higher on hostility and more frequently on the skill giving criticism than
the native students. Contrary to expectations, non-native patients scored
higher on agreeableness and lower on aggressive behavior than the nonnative students. Possibly, the native patients mainly distinguish themselves
from their peers in hostility and anger as a trait, while the non-native patients
differ from their peers in making a favorable impression on adults (also see
Kayser, 1999). Possibly, non-native patients cope with the juridical system in
this way.
It is not possible to draw definitive conclusions on the basis of the current
study. In the first place because mainly self-report questionnaires have been
used. The disadvantage of these instruments is that the scores may be
influenced by socially desirable answers (Bech & Mak, 1995) and by the
limited understanding of one’s own behavior by the investigated persons
(Hollin & Palmer, 2001). A second limitation is that the group of non-native
patients was probably not representative for the population of non-native
juveniles who had to follow compulsory treatment because of a violent
offence. The impression is that in particular juveniles of Moroccan and
Antillean descent often did not respond to a call for an intake interview at the
outpatient clinic. A third limitation is that the non-native patients came from
different ethnic population groups. The study demonstrates in our opinion
that non-native students attending schools for lower and intermediate
vocational education seem in general more disposed to hostility and
aggression than their native peers. Therefore, we advocate a cognitivebehavioral treatment program such as Aggression Control Therapy
(Hornsveld, Nijman, & Kraaimaat, in press) for those students on the schools
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which they are attending. During this program non-native students can learn
to deal adequately with among others situations in which they feel or are
discriminated.
We preliminary concluded that different treatment programs for native
and non-native violent outpatients are not necessary, since we did not find
any differences in traits and behaviors between native and non-native outpatients. However, it is in our opinion still advisable to pay special attention
to the influence of ethnic and cultural factors on the violent behavior during
the intake interviews with violent juveniles (Borra, Van Dijk, & Rohlof, 2002).
The information from the intake interview will make a more specific approach
possible for each patient separately during the execution of the treatment
program.
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6.1 Domestically and generally violent forensic
psychiatric outpatients: Personality traits
and behavior1

1 Hornsveld, R.H.J., Bezuijen, S., Leenaars, P.E.M., & Kraaimaat, F.W. (in press).
Domestically and generally violent forensic psychiatric outpatients: Personality traits
and behavior. Journal of Interpersonal Violence.
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Summary
A group of 63 domestically violent patients and a group of 103 generally
violent patients at a Dutch forensic psychiatric outpatient clinic were
examined with regard to personality traits and problem behaviors in order to
develop treatment programs for domestically violent patients. The
domestically violent patients were more unstable from a psychological
viewpoint, but not more inclined to anger than the average Dutch male. They
reported less anxiety in situations in which criticism can be given, but more
anxiety in situations in which someone can be given a compliment. When
comparing domestically violent patients with generally violent patients,
domestically violent patients scored lower on anger as disposition and on
aggressive behavior than the generally violent patients. However, both
groups did not differ from each other in their score on the dimension of
psychopathy.
Introduction
It has only been in recent years that a policy has been conducted in the
Netherlands whereby police or the judiciary forced offenders of domestic
violence to be assisted or treated by social workers or ambulant forensic
psychiatry. As a result, the number of domestically violent patients at forensic
psychiatric outpatient clinics has increased so strongly in recent years that
specific group treatments had to be developed for this target group (Warnaar
& Wegelin, 2003). Because there is still a lack of insight into the dynamic
criminogenic factors of Dutch domestically violent patients, these treatment
programs have usually been composed on the basis of international publications.
Andrews & Bonta (2003) stated that a treatment program is only effective if it intends to change the dynamic criminogenic factors and if it considers
the risk of recidivism of the participants. They stated that the following objectives were important for a treatment program: increasing emotional control,
increasing prosocial skills and reducing antisocial attitudes. With regard to
the risk of recidivism, they were of the opinion that delinquents with a great
risk of recidivism had to be offered a much more intensive program than
delinquents with a low risk of recidivism.
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A problem with the research on criminogenic factors is that concepts such
as violence, aggressive behavior and hostility are often used interchangeably in literature without any further description (Norlander & Eckhardt, 2005).
In this article, aggressive behavior is taken to imply conduct causing (mental
or physical) harm to others (Berkowitz, 1993). Violence is seen as a specific
form of aggressive behavior that mainly involves the infliction of physical
harm (Browne & Howells, 1996). With aggressive behavior we make a
distinction between reactively and proactively or instrumentally aggressive
behavior (Dodge, 1991). Reactively aggressive persons are described by
Dodge, Lochman, Harnish, Bates, and Petit (1997) as emotional, defensive
and hot-tempered and proactively aggressive persons as calculating,
offensive and cold-blooded. Anger and rage refer to emotions that are
displayed as a reaction to an (alleged) provocation and which manifest
themselves in behavior such as staring, talking loud and standing too close.
With hostility we refer to the inclination to attribute negative intentions to
others (Blackburn, 1993). A personality trait concerns one of the Big Five
personality domains (Hoekstra, Ormel, & De Fruyt, 1996), while the term
psychopathy refers to using others in an insensitive and unscrupulous way in
combination with a chronic unstable and antisocial life style (Hare, 1991). An
antisocial or dependent personality disorder refers to classification on axis II
of the DSM-IV (American Psychiatric Association, 1994).
There have been various international publications about the psychological characteristics of the population domestically violent offenders. A
review of the literature about domestically violent offenders by Schumacher,
Feldbau-Kohn, Smith Slep, and Heyman (2001) resulted in psychological risk
factors such as personality disorders, substance abuse, anger, hostility, lack
of relation-specific assertiveness and attitudes that excuse physical violence
against a partner. Norlander and Eckhardt (2005) evaluated thirty-three
studies through a meta-analysis and concluded that domestically violent
offenders experienced more anger and hostility than non-violent men with
relational problems. However, Maiuro, Cahn, Vitaliano, Wagner, and Zegree
(1988) found that there was no difference between domestically violent
offenders and non-domestically violent offenders in anger and hostility,
measured with the Buss-Durkee Hostility Inventory. Tolman and Bennett
(1990) confirmed this conclusion, namely that domestically violent offenders
have more problems with hostility and anger than non-violent men, but that
they do not differ in this from generally violent men.

137

boek2:boek hornsveld.qxd

138

15-8-2007

12:34

Page 138

Domestically and generally violent outpatients

There are also indications that domestically violent offenders have a lack of
social skills. According to Holtzworth-Monroe (1992) and Wilkinson and
Hamerschlag (2005) these offenders often have problems with situations in
which jealousy, control, power, intimacy, competence and dependence play
a great role, because they do not have the appropriate social or communicative skills. Maiuro, Cahn, and Vitaliano (1986) did not find any difference
between a group of domestically violent offenders and a control group of nonviolent men with relational problems in limit-setting skills (for example,
refusing a request), but they found differences in approaching skills (for
example, making a request to someone). Tolman and Bennett (1990) are of
the opinion that this in particular concerns problems with making requests in
a non-compulsive way.
In international literature there has been a much greater focus on the
characteristics of different types of domestically violent offenders. For
example, the study of Gottman, Jacobson, Rushe, Shortt, Babcock, La
Taillade, and Waltz (1995) resulted in a distinction between Type 1 offenders,
who are not only aggressive against their partner, but also against others,
and Type 2 offenders, who are almost only aggressive against their partner.
The researchers did not only use self-report questionnaires, but also
registered overt behavior and physiological changes during a relational
conflict. During the relational conflict the heartbeat of Type 1 offenders was
reduced, while it increased with Type 2 offenders. Type 1 offenders did not
show any anger or rage, while Type 2 offenders did. Tweed and Dutton
(1998) further examined these two subgroups, which they referred to as
“instrumental” (Type 1) and “impulsive” (Type 2). They found that Type 1
offenders in particular had an antisocial profile and Type 2 offenders had a
more borderline profile on the Millon Clinical Multiaxial Inventory-II. As was
the case in the study of Gottman et al. (1995), Type 1 offenders reported less
anger and more physical violence than Type 2 offenders. A more recent
study by Edwards, Scott, Yarvis, Paizis, and Panizzon (2003) compared
impulsive and instrumental domestically violent offenders. It showed that the
first group had a borderline personality disorder relatively more often and the
second group had an antisocial personality disorder relatively more often.
The impulsive group had problems with assertiveness, the instrumental
group with empathy.
Many authors advocated a classification according to three types instead
of two. Saunders (1992), for example, makes a distinction according to “fam-
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ily-only,” “emotionally volatile,” and “generally violent” offenders, HoltzworthMunroe and Stuart (1994) according to “family-only”, “dysphoric/borderline”
and “generally violent/antisocial” offenders, and Hamberger, Lohr, Bonge,
and Tolin (1996) according to “nonpathological”, “passive aggressivedependent,” and “antisocial” offenders. The “general violent” or “antisocial”
domestically violent patients were in general the most violent type.
Cavanaugh and Gelles (2005) summarized these typologies by referring to
“low-risk,” “medium-risk,” and “high-risk” offenders respectively, whereby they
categorized type II of Gottman et al. (1995) under the “medium-risk” and type
I under the “high-risk” offenders. Dutton (2006) noted that the “high risk”
offenders also included men with psychopathic traits, who in particular used
instrumental violence inside and outside the family.
The above-mentioned typologies do not correspond with the distinction
between domestically violent offenders and generally violent offenders as
made elsewhere in literature (for example Polaschek, 2006), where generally
violent offenders are persons who have been sentenced for a nondomestically and non-sexually violent offence. However, generally violent
patients as a rule also behave aggressively or violently against their partner.
According to the above-mentioned typologies, all violent patients should
actually be considered as domestically violent patients. In this article we
therefore describe domestically violent patients as the group of offenders
who have been court-ordered to follow outpatient treatment because of a
domestically violent offence and generally violent patients as the group of
offenders who have been court-ordered to follow compulsory treatment
because of a non-domestically and a non-sexually violent offence.
Recently the psychological characteristics of Dutch forensic psychiatric
patients who committed generally violent offences have been examined.
Hornsveld, Nijman, and Kraaimaat (in press) found that the scores of the
outpatients differed from those of the average Dutch population on the Big
Five personality domains neuroticism (higher), openness (lower),
agreeableness (lower), and conscientiousness (lower). The patients also
scored higher on the disposition to anger than a norm group. They also
reported less social anxiety than a norm group in situations in which criticism
can be given and more social anxiety in situations in which you express your
appreciation of another person. They also gave criticism significantly more
often than the norm group, but they expressed their appreciation of others
significantly less often.

139

boek2:boek hornsveld.qxd

140

15-8-2007

12:34

Page 140

Domestically and generally violent outpatients

For the further development of treatment programs for domestically
violent patients, an explorative study was carried out on personality traits and
problem behaviors of a group of domestically violent patients at a Dutch
forensic psychiatric outpatient clinic. For this purpose both the domestically
and generally violent patients were first compared with norm groups. Based
on literature, the above-mentioned study and clinical findings it was expected
that the domestically violent patients would score higher than the norm group
on neuroticism and anger as disposition. It was assumed that they would also
report less social anxiety and more social skills than norm groups in
situations in which criticism can be given and more social anxiety and less
social skills than the norm group in situations in which someone can be given
a compliment. Next, a comparison was made between this group of
domestically violent patients and a group of generally violent patients. It was
expected that the first group would score lower on psychopathy and neuroticism, but higher on agreeableness and conscientiousness. With regard to
social anxiety and social skills in situations in which criticism or a compliment
can be given, no differences between both groups were expected.
Method
Patients
The study was conducted among 63 domestically violent and 103 generally
violent forensic psychiatric outpatients. The domestically violent patients had
been court-ordered to follow outpatient treatment because of domestic
violence or had been referred to the outpatient center by the police as part of
a municipal project aiming to stop domestic violence. In court-ordered
patients, based on examination by a psychiatrist and/or psychologist, the
judge had established a connection between a “deficient mental development
or mental disorder” and the committed domestic violence. The average age
of the domestically violent patients was 37.32 years (SD = 11.55; range = 1960 years). Their main diagnosis was physical abuse of an adult on axis I, or
an antisocial or dependent personality disorder on axis II (American
Psychiatric Association, 1994).
All generally violent outpatients were obliged to follow treatment, since
the judge had established a connection between a “deficient mental development or mental disorder” and the committed non-domestic and non-
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sexual violence. The average age of the generally violent patients was 28.88
years (SD = 8.87; range = 19-56 years). Their primary diagnosis was an
antisocial personality disorder on axis II of the DSM-IV (American Psychiatric
Association, 1994).
Measures
The Psychopathy Checklist-Revised (PCL-R: Hare, 1991; Dutch version:
Vertommen, Verheul, De Ruiter, & Hildebrand, 2002) is a checklist with 20
items for measuring psychopathy with two factors: “callous and remorseless
use of others” (factor 1) and “chronically unstable and antisocial lifestyle”
(factor 2). Items are rated as follows: 0 = “does not apply,” 1 = “applies to
some extent,” and 2 = “applies.” The PCL-R score of the domestically violent
outpatients was determined on the basis of file study, while the PCL-R score
of the generally violent outpatients was determined on a structured interview
and file study as well.
The NEO Five Factor Inventory (NEO-FFI: Costa & McCrae, 1992; Dutch
version: Hoekstra, Ormel, & The Fruyt, 1996) has 60 items and measures the
Big Five personality domains of neuroticism, extraversion, openness,
agreeableness, and conscientiousness. Subjects score the NEO-FFI on a
five-point Likert scale from “entirely disagree” to “entirely agree.” In a Dutch
sample of 135 “normal” adults, test-retest reliabilities for the subscales turned
out to be after six months .82, .87, .81, .75, and .80 successively.
The Zelf-Analyse Vragenlijst (ZAV: Van der Ploeg, Defares, &
Spielberger, 1982) is a Dutch version of the Spielberger State-Trait Anger
Scale (Spielberger, 1980). Ten trait items were used from this questionnaire
to determine disposition to anger. Items have to be scored according to how
one “feels on the whole” using a four-point Likert scale: 1 = “entirely not,” 2 =
“a bit,” 3 = “rather much,” and 4 = “very much.” Test-retest reliability for the
ten trait items was .78 in a sample of 70 “normal” Dutch adults.
The Aangepaste Versie van de Picture-Frustration Study (PFS-AV:
Hornsveld, Nijman, Hollin, & Kraaimaat, 2007) is an instrument for measuring
hostility. For this, patients have to write down their reactions to 12 pictures of
ambiguous and provocative interpersonal situations. Answers are scored by
a research assistant on a seven-point Likert scale, ranging from 1 = “not at
all hostile” to 7 = “extremely hostile.” Cronbach’s α in this study was .76, testretest reliability .66, and interrater reliability .77.
The Agressie Vragenlijst (AVL: Meesters, Muris, Bosma, Schouten, &
Beuving, 1996) is a Dutch version of Buss and Perry’s (1992) Aggression
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Questionnaire with four subscales, i.e. physical aggression, verbal aggression, anger, and hostility. Subjects have to score the 29 items using a fivepoint Likert scale running from 1 =”entirely disagree” to 5 = “entirely agree.”
Meesters et al. (1996) found a test-retest reliability of .76 in a sample of 71
Dutch university students. In this study we used only the total score of the
AVL.
The Novaco Anger Scale (NAS: Novaco, 1994) used in this study was a
translation of a provisional version with 48 items in part A and 25 items in part
B. Patients only have to complete part A, where they indicate the extent to
which an anger-inciting situation has a bearing on them. Items must be
scored on a three-point Likert scale: 1 = “never true,” 2 = “sometimes true,”
3 = “always true.” Cronbach’s α of part A was found to be .95 and test-retest
reliability .85.
Patients evaluated 35 interpersonal situations in the Inventarisatielijst
Omgaan met Anderen (IOA: Van Dam-Baggen & Kraaimaat, 2000; Inventory
of Interpersonal Situations, IIS: Van Dam-Baggen & Kraaimaat, 1999), where
they first have to indicate how much anxiety they would experience (social
anxiety) in these situations and then how often they will actually perform the
behavior described (social skills) if the situation arises. The five subscales
in this questionnaire, both for social anxiety and social skills are: Giving
criticism, Giving your opinion, Giving someone a compliment, Making
contact, and Appreciating yourself. In this study only the subscales Giving
criticism and Giving someone a compliment were used, since it appeared
from a previous study (Hornsveld, Nijman, & Kraaimaat, in press) that only
these subscales differentiate between violent patients and normals.
Test-retest reliability of these subscales was studied in a group of 55 normal
Dutch adults and appeared to be for the social anxiety subscales .84 and .55
successively, and for the social skills subscales .86 and .72 successively.
Regarding personality traits, the scores on the NEO-FFI were compared
with those of men over the age of 17 from the norm group, derived from a
broadly based population sample (Hoekstra et al., 1996). Both groups were
also compared with a norm group of randomly selected male residents of
Leiden between the ages of 16 and 71 (Van der Ploeg et al., 1982) on
disposition to become angry (ZAV). The patients could be compared to a
norm group ranging in the age between 16 to 80 years, on the basis of
reported problem behavior in the area of social anxiety and social skills (IOA:
Van Dam-Baggen & Kraaimaat, 2000).
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Procedure
The self-report questionnaires were administered individually to the
domestically violent patients prior to or during the first part of their treatment
program when no attention had yet been devoted to specific problem
behavior such as aggressive behavior or limited social skills. The generally
violent outpatients were measured individually before the start of their
treatment program. Participation in the study was voluntary.
Results
Comparison with norm groups
Regarding the comparison of the patients with norm groups, the average
scores of the patients on the NEO-FFI, ZAV, and IOA were compared (twotailed) with the average scores of norm groups by means of one-sample ttests, during which a Bonferrroni correction was applied for the α (.05 : 9
comparisons = .006). Compared with the norm groups, the domestically
violent patients only scored significantly higher on neuroticism [NEO-FFI:
t(62) = 3.90; p < .006], lower on social anxiety in situations in which criticism
can be given [IOA: t(57) = -6,11; p < .006] and higher on social anxiety in
situations in which someone can be given a compliment [IOA: t(57) = 2.88; p
< .006]. As expected, the generally violent patients scored significantly higher
on neuroticism [NEO-FFI: t(102) = 6.39; p < .006], lower on agreeableness
[NEO-FFI: t(102) = -6.48; p < .006], lower on conscientiousness [NEO-FFI:
t(102) = -3.16; p < .006] and higher on anger as disposition [ZAV: t(102) =
7.35; p < .006] than the standard groups. The generally violent patients also
reported less anxiety [IOA: t(102) = -8.11; p < .006] and more skills [IOA:
t(102) = 5.13; p < .006] in situations in which criticism can be given.
Comparison between both groups
For a comparison between the domestically violent and the generally violent
outpatients, ANCOVAs were carried out, during which an age correction was
made because of a significant average age difference between both groups
[t(164) = -5.31; p < .001]. For the α .004 was applied because of the number
of comparisons (.05 : 14 comparisons = .004).
Contrary to expectations, the domestically violent patients only scored
significantly lower on factor 2 of the PCL-R, on anger as disposition and on
aggressive behavior (measured with the AVL) than the generally violent
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patients. There was a trend towards a higher score on agreeableness
(p = .005) and a lower score on aggressive behavior measured with the NAS
(p = .006). Both groups did not differ significantly from each other in scores
on social anxiety and social skills in situations in which criticism can be given
and in situations in which someone can be given a compliment (Table 1).
For a further analysis the PCL-R Total Score was correlated with the
score on the self-report questionnaires. With the domestically violent patients
a significant negative correlation (-.35; p < .05) was established with social
anxiety in situations in which criticism can be given (IOA), with the generally
violent patients a significant negative correlation (-.21; p < .05) was established with agreeableness (NEO-FFI) and a significant positive correlation
(.23, p < .05) was established with social skills in situations in which criticism
can be given (IOA).
Discussion
Domestically violent patients at a Dutch forensic psychiatric outpatient clinic
were more unstable from a psychological viewpoint, but not more inclined to
anger than the average Dutch person. They tend to give criticism easier, but
find it difficult to give compliments. With regard to social skills the domestically violent patients do not differ from the average Dutch person. Compared
with the generally violent patients the domestically violent patients scored
lower on anger as disposition and on aggressive behavior than the generally violent patients. With the domestically violent patients psychopathy was
negatively related to social anxiety in situations in which criticism can be
given, with the generally violent patients there was a negative correlation
between psychopathy and agreeableness and a positive correlation between
psychopathy and the social skill Giving criticism. Both groups did not differ in
their total score on the dimension of psychopathy measured with the
Psychopathy Checklist-Revised. Hildebrand, Hesper, Spreen, and Nijman
(2005) found that the PCL-R predicts recidivism just as well as the
Historical/Clinical/Risk Management (HCR-20: Webster, Douglas, Eaves, &
Hart; 1997).
The results of this study must be interpreted with the necessary caution.
In the first place because especially self-report questionnaires were used.
These instruments have as a disadvantage that scores can be influenced by

Total

PCL-R

Factor 2

Part A

15.43 (3.00)

8.70 (3.36)

14.84 (3.64)

20.99 (5.31)

6.09 (2.74)

14.51 (5.11)

94.19 (20.32)

94.39 (19.70)

34.34 (11.44)

22.95 (7.61)

43.36 (6.23)

38.74 (5.89)

34.70 (8.10)

F(2,158) = 1.25

F(2,158) = 0.93

F(2,158) = 1.86

F(2,158) = 0.79

F(2,163) = 5.38

F(2,163) = 8.27***

F(2,163) = 4.66

F(2,163) = 8.28***

F(2,163) = 0.71

F(2,163) = 5.54

F(2,163) = 1.59

F(2,163) = 6.16***

F(2,163) = 0.48

F(2,163) = 2.75

ANCOVA (F)

F = 1.53

F = 1.22

F = 2.25

F = 1.58

F = 0.08

F = 0.27

F = 3.40

F = 0.00

F = 0.71

F = 1.84

F = 1.94

F = 4.43*

F = 0.18

F = 1.98

Age (F)

* p < .05; ** p < .01; *** p < .004 (two-tailed). Note. PCL-R = Psychopathy Checklist-Revised; NEO-FFI = Five Factor Inventory; ZAV
= Zelf-Analyse Vragenlijst; PFS-AV = Aangepaste Versie van de Picture-Frustration Study; AVL = Agressie Vragenlijst; NAS =
Novaco Anger Scale; IOA = Inventarisatielijst Omgaan met Anderen. Five domestically violent patients omitted to complete the IOA.

20.23 (5.58)

Giving someone a compliment

Giving criticism

IOA Social skills

6.75 (3.67)

14.43 (5.44)

83.95 (15.26)

81.07 (20.10)

30.19 (5.87)

18.22 (6.44)

44.16 (5.48)

41.46 (5.13)

Giving someone a compliment

Giving criticism

IOA Social anxiety

Total

NAS

AVL

Total

PFS-AV

7.05 (3.78)

33.30 (7.53)

10.15 (3.38)

19.24 (5.65)

M (SD)

patients (N = 103)

violent out-

Generally

12:34

Disposition

Conscientiousness

Agreeableness

Neuroticism

9.57 (4.63)

17.18 (7.83)

M (SD)

patients (N = 63)

violent out-

Domestically

15-8-2007

ZAV

NEO-FFI

Factor 1

Factors or subscales

instruments

Measurement

Table 1. Domestically violent outpatients compared with generally violent outpatients, controlled for age.
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the tendency to give socially required answers (Bech & Mak,1995) and by the
limited understanding of the respondents of their own social functioning
(Hollin & Palmer, 2001). A second limitation of the results is that the used
questionnaires were not designed for relation-specific behavior. Domestically
violent patients might differ more from norm groups in social anxiety and
social skills if a questionnaire had been used with relation-specific situations
instead of the IOA. Thirdly, the investigated groups of patients were not
representative for domestically and generally violent patients at a forensic
psychiatric outpatient clinic. It mainly concerned patients who were indicated
for a cognitive-behavioral treatment program.
There are indications for a relation between psychopathy and the form of
the displayed aggressive behavior (Blair, 2001). For example, Cornell,
Warren, Hawk, Stafford, Oram, and Pine (1996) found that delinquents with
a low score on psychopathy displayed relatively more reactively aggressive
behavior and delinquents with a high score on psychopathy displayed relatively more proactively aggressive behavior. In a study on the aggressive
behavior of a group of generally violent forensic psychiatric patients,
Hornsveld, Hollin, Nijman, and Kraaimaat (2007) found that with patients with
a low psychopathy score this behavior is positively related to social anxiety
and negatively related to social skills, but that with patients with a high score
on psychopathy social anxiety and social skills it did not have an influence on
aggressive behavior.
Psychopathy does not only seem to be related to the form, but (as
operationalization of risk of recidivism) also to the diversity of the displayed
violent behavior. According to Cavanaugh and Gelles (2005), domestically
violent offenders with a high risk of recidivism also commit other violence
than domestically violence and according to Hanson and Bussière (1998)
sexually violent offenders with high risk of recidivism also commit other
violence than sexual violence. This means that violent offenders with a high
risk of recidivism display different forms of violent behavior and that it is
fairly arbitrary for which offence they come into conflict with the law.
The number of investigated patients was too small to examine whether
on the basis of differences in personality traits and problem behaviors it can
also be assumed with regard to domestically violent patients that persons
with a low score on psychopathy displayed reactively aggressive behavior
relatively more often and persons with a high score on psychopathy displayed proactively aggressive behavior relatively more often. In addition, the

boek2:boek hornsveld.qxd

15-8-2007

12:34

Page 147

Domestically and generally violent outpatients

number of patients with a PCL-R score of 26 or higher (in Europe the cut-off
score for being a psychopath or not) was too small both in the group of
domestically violent patients and in the group of generally violent patients in
order to be able to draw a well-considered conclusion about possible
agrements between domestically and generally violent psychopaths.
For the time being we think that it is advisable to base the treatment
program to be followed by domestically violent patients on the dimension of
psychopathy as an indication of recidivism risk and not on a typology.
Possibly, domestically violent patients with a low psychopathy score have to
follow a relatively short program, aimed at reducing reactively aggressive
behavior in relation-specific situations. On the other hand, domestically
violent patients with a high psychopathy must be obliged to follow an intensive program for generally violent patients for the reduction of aggressive
behavior inside and outside the home. More research in a larger group of
domestically violent patients is necessary to examine whether empirical
support can be found for differentiation in treatment programs as proposed
here. However, such a differentiation is only possible with a thorough (risk)
assessment prior to the indication. Unfortunately, this is not common practice
yet in the Netherlands.
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6.2 Forensic psychiatric outpatients with sexual
offences: Personality characteristics, aggression
and social competence1

1 Hornsveld, R.H.J., & Kruyk, C. de (2005). Forensic psychiatric outpatients with
sexual offences: Personality characteristics, aggression and social competence.
Psychology, Crime and Law, 11, 479-488.
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Summary
For more insight into the personality traits and problem behaviors of Dutch
sexually violent forensic psychiatric outpatients, a group of 105 sexually
violent and a group of 69 non-sexually violent outpatients were studied. All
had been required by the court to undergo treatment. It appeared that to
gether all outpatients scored higher than normal subjects on the neuroticism
personality domain and lower on the agreeableness and conscientiousness
domains. They also had a greater propensity to become angry.
When sexually violent outpatients were compared with non-sexually violent
outpatients, the scores of sexually violent patients appeared to be higher than
those of non-sexually violent patients on the neuroticism and agreeableness
personality domains. Sexually violent outpatients reported less hostile and
aggressive behavior and more social anxiety. The scores of sexually violent
outpatients on the Static-99 showed that most ran a low average risk of
recidivism.
Treatment programs for sexually violent forensic psychiatric outpatients with
a relatively low risk of recidivism need not primarily focus on anger management. As sexually violent outpatients are still less agreeable than the
general Dutch population, it is recommended that moral reasoning training
with sexual problem situations be part of the treatment program for these
patients.
Introduction
In the literature on sexual offenders, there is nearly unanimous agreement
that treatment should not exclusively focus on specific criminogenic needs
such as deviant sexual behavior, but also on general needs such as antisocial attitudes, negative emotions like anger, and limited social competence
(Andrews & Bonta, 2003; O’Shaughnessy, 2002; Hanson, 2000; Hunter,
1999; Marshall, 1999; Marshall, Anderson & Fernandez, 1999; Pithers,
1990). However, there has been very little research on sex offenders’ personality traits, and studies on needs such as anger and limited social
competence have yielded various results (Stermac, Segal, & Gillis, 1990;
Marshall, Fernandez, & Cortoni, 1999). Using the NEO PI-R, Dennisson,
Stough, and Birgden (2001) found that incarcerated child molesters gener-
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ally score high on neuroticism and low on extraversion and
conscientiousness, compared with both a non-offender group and population
norms. Fagan, Wise, Schmidt, Ponticas, Marshall, and Costa (1991) also
found a high score on neuroticism and a low score on conscientiousness.
However, they did not find a low score on extraversion, but on
agreeableness. Seidman, Marshall, Hudson, and Robertson (1994)
concluded that there are no differences between rapists and various other
sex offenders, non-sex offenders and community controls on either trait or
state anger, but Marshall (1999) noted that rapists, child molesters and
incestuous fathers tend to be angry and often have trouble controlling their
anger.
Regarding social competence, Bumby (2000), Hunter (1999), and
Marshall (1999) assumed that juvenile sex offenders generally lack social
competence, but other authors like Blackburn (1993), Prentky (1999), and
Marshall, Anderson, and Fernandez (1999) have assumed that social skills
deficits are characteristic of child molesters, but not of rapists.
Although various institutions in the Netherlands have developed
treatment programs for forensic psychiatric outpatients with a history of
violent and sexual offences, empirical knowledge pertaining to the
psychological personality traits and problem behaviors of these patients is
fairly scant. However, there are several publications on traits and behaviors
in populations of offenders in general and of violent offenders in particular.
Based on international studies, Nietzel, Hasemann, and Lynam (1999)
determined that severe antisocial behavior is related to low scores on the Big
Five personality domains of agreeableness and conscientiousness (Costa &
McCrae, 1992), a relationship already previously proposed by other authors
(Digman, 1994; Widiger, Trull, Clarkin, Sanderson, & Costa, 1994). Eysenck
and Gudjonsson (1989) concluded from research that there is a connection
between the personality dimensions of extraversion and neuroticism and
criminality: in younger, more active criminals, the relationship to extraversion
is supposed to be stronger and to neuroticism weaker than in older, incarcerated criminals. According to Digman (1994), Eysenck and Gudjonsson’s
neuroticism and extraversion dimensions correspond to the Big Five personality domains with the same names.
Goldstein, Glick, and Gibbs (1998) believed that aggressive behavior is
related to problem behaviors such as inadequate emotional control, a limited
range of social skills and antisocial attitudes. Several researchers have found
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empirical support for this position. Compared with non-aggressive people,
aggressive people showed dysfunctions in perception (Akhtar & Bradley,
1991), attention (Lochman, White, & Wayland, 1991), attribution (Dodge,
Price, Bachorowski, & Newman, 1990), cognition (Lochman & Dodge, 1994),
emotion (Zamble & Quinsey, 1997), social competence (Hollin, 1990) and
awareness of current norms and values (Nelson, Smith, & Dodd, 1990;
Palmer & Hollin, 1999).
Hornsveld, Van Dam-Baggen, Lammers, Nijman, and Kraaimaat (2004)
studied the extent to which these personality traits and problem behaviors
like aggressive and social incompetent behavior are specific to a Dutch
population of violent forensic psychiatric patients. For this, a group of
inpatients and a group of outpatients (all males) were compared with norm
groups, using self-report questionnaires. Compared with average Dutch
people, the scores of Dutch forensic psychiatric patients with violent offences
appeared to differ on the Big Five personality domains of neuroticism (higher)
and agreeableness (lower), but not on extraversion, openness, and
conscientiousness. These patients were also more disposed to become
angry than average Dutch people. The fact that these results only partially
correspond to research findings reported in the international literature could
be explained by the involvement of a somewhat different population in this
study, i.e. forensic psychiatric patients and not aggressive people or violent
offenders in general. The differences in personality traits and problem
behaviors between inpatients and outpatients were significant on nearly all
measures. The outpatient group scored lower on the personality domains of
openness, agreeableness and conscientiousness and higher on hostile and
aggressive behavior, while there was no difference in socially competent
behavior.
An exploratory study was conducted in order to examine the personality
traits and problem behaviors of a Dutch sample of forensic psychiatric
outpatients for the further development of treatment programs for sexually
violent forensic psychiatric outpatients at Het Dok Forensic Psychiatric
Outpatient and Daytreatment Center in Rotterdam, the Netherlands. For this,
the same group of non-sexually violent outpatients used in the aforementioned study by Hornsveld et al. (2004) and a separate group of sexually
violent outpatients were compared with norm groups using self-report questionnaires. The questionnaires were related to personality traits and aspects
of aggressive and socially competent behavior. In addition, the two patient
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groups were compared to check for differences in personality traits and
problem behaviors.
In view of the literature, our own research and clinical findings, it was
expected that together outpatients who had committed a violent offence
would score higher on neuroticism and anger as a trait and lower on agreeableness and conscientiousness than the general Dutch population. In addition, the group of sexually violent outpatients was also expected to score
lower on extraversion than the general Dutch population. Concerning
socially incompetent behavior, the group of sexually violent outpatients was
expected to score higher on social anxiety and lower on social skills than the
general Dutch population.
In comparison with the group of non-sexually violent outpatients, it was
assumed that the group of sexually violent outpatients would score higher on
neuroticism and agreeableness and lower on extraversion and report less
aggressive behavior, more social anxiety and fewer social skills than the
group of non-sexually violent outpatients.
Method
Patients
In the Netherlands, the court can require juvenile and adult forensic psychiatric outpatients to undergo treatment as (a) an added conditional
punishment for offences to which imprisonment for three years or less
applies, (b) an alternative punishment for offences to which imprisonment for
six months or less applies, (c) a condition of suspension of detention while
awaiting trial, (d) part of a Penal Program, and (e) a supervision element for
a youth protection agency. In most cases, the court has determined a link
between “deficient mental development or mental disorder” in forensic
psychiatric patients and their offences, based on examination by a
psychiatrist and a psychologist. Without outpatient treatment, the risk of
recidivism is considered high. That is the reason the most important goal of
treatment in a forensic outpatient department is to bring about permanent,
structural change in these patients’ behavior, in order to prevent relapses.
The study was conducted among 105 sexual and 69 non-sexually violent
outpatients (all male), who were required to undergo treatment. The nonsexually violent outpatients participated in Aggression Control Therapy, a
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cognitive-behavioral group therapy (8 patients, 18 sessions) for violent
forensic psychiatric patients (Hornsveld, 2004a). The average age of the
non-sexually violent outpatients was 23.4 years (SD = 8.3; range: 16-47
years). Outpatient Aggression Control Therapy is indicated for patients with a
main diagnosis of conduct disorder on axis I or an antisocial personality
disorder on axis II of the DSM-IV (American Psychiatric Association, 1994).
Adult sexually violent outpatients participated in the Treatment Program for
Sexual Offenders (12-15 patients, 90 sessions) and juvenile sexually violent
outpatients in the Treatment Program for Juvenile Sexual Offenders (4-6
patients, 30 sessions). Both are cognitive-behavioral group therapies
providing the following modules: (a) offence script, (b) course of life, (c)
sexuality and aggression, and (d) empathy training. Treatment programs for
sex offenders are indicated for patients with a main diagnosis of paraphilia
(pedophilia, exhibitionism and voyeurism), adult sexual abuse and child
sexual abuse on axis I of the DSM-IV (American Psychiatric Association,
1994).
The average age of the sexually violent outpatients was 40.5 years (SD
= 14.5; range: 16-76 years). They had committed abuse and rape of children
or adolescents (43.9%), rape of adults (5.2%), hands-off offences (4.6%),
sexual abuse of adults (1.7%), or were suffering from sexual obsessions
(3.5%). Most of the child molesters had committed incestuous offences.
Nearly all patients were first offenders. The sexually violent outpatients were
divided into the following risk categories, according to their total Static-99
score: low (33.0%), low average (43.7%), high average (17.5%) and high
(5.8%).
The outpatients seem representative of the population of perpetrators of
violent and sexual crimes for whom the court directly or indirectly imposes
outpatient treatment. Only in a few cases did patients have to be excluded
from participation for acute psychotic symptoms, addiction problems and/or
inability to function in a group. Most of the outpatients had completed primary
school, followed by no more than a few years of lower technical vocational
training.
Measures
Two questionnaires were used to measure personality traits. The NEO Five
Factor Inventory (NEO-FFI; Costa & McCrae, 1992; Dutch version: Hoekstra,
Ormel, & De Fruyt, 1996) has 60 items and measures five personality
domains, i.e. neuroticism, extraversion, openness, agreeableness and
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conscientiousness (Big Five). The Zelf-Analyse Vragenlijst (Self-Analysis
Questionnaire) is a Dutch translation of the Spielberger State-Trait Anger
Scale (Spielberger, 1980). Ten trait items were used from this questionnaire
(ZAV; Van der Ploeg, Defares, & Spielberger, 1982) for assessing anger as
disposition.
Patients had to complete five questionnaires to assess aggressive and
social competent behavior. The Attributie Vragenlijst (Attribution
Questionnaire) is an experimental instrument intended to measure hostility.
Patients have to write down their reaction to 17 vignettes that describe
ambiguous, provocative situations. Answers were rated by a research
assistant on a 7-point Likert scale, ranging from 1 = “not at all hostile” to 7 =
“extremely hostile” (ATV; Hornsveld, Nijman, & Kraaimaat, 2002). Cronbach’s
α was .83 in this study.
The Agressie Vragenlijst (Aggression Questionnaire) is a Dutch
adaptation of Buss and Perry’s Aggression Questionnaire (1992). This 29item questionnaire measures different types of aggressive behavior, i.e.
physical aggression, verbal aggression, anger and hostility (AVL; Meesters,
Muris, Bosma, Schouten, & Beuving, 1996).
The Novaco Anger Scale (NAS; Novaco, 1994) used in this study was a
translation of a provisional version, containing 48 items in part A and 25 items
in part B. Patients only had to complete part A, which focuses on how
individuals experience anger (Cronbach’s α = .95).
In the Inventarisatielijst Omgaan met Anderen (Inventory of Interpersonal
Situations), patients were presented with two questions related to 35
interpersonal situations, i.e. how nervous they would feel (social anxiety) and
how often they would perform the behavior described in that situation (social
skills). The five subscales of the questionnaire, both for social anxiety and
social skills, are Criticizing, Giving your opinion, Giving a compliment to
somebody, Making contact and Appreciating yourself (IOA; Van Dam-Baggen
& Kraaimaat, 2000).
The Alexithymia Vragenlijst (Alexithymia Questionnaire) has 40 items
related to coping with emotions. There are five subscales, e.g. (difficulty with)
Verbalizing, Fantasizing, Identifying, Emotionalizing, and Analyzing (BVAQ;
Bermond & Vorst, 1996).
The Static-99 (Hanson & Thornton, 1999; Dutch version: Van Beek,
DeDoncker, & De Ruiter, 2001) was used to assess the risk of recidivism in
patients with sexual offences. This instrument consists of 10 static items,
which are scored by consulting patient files.
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Regarding personality traits, outpatients’ scores on the NEO-FFI were
compared with those of men over age 17 from the norm group, derived from
a broad-based population sample (Hoekstra, Ormel, & De Fruyt, 1996). The
outpatient group was also compared with a norm group of randomly selected
male residents of Leiden between the ages of 16 and 71 (Van der Ploeg,
Defares, & Spielberger, 1982) on disposition to become angry (ZAV). The
outpatients could be compared to a norm group ranging in age from 16 to 80
years old, on the basis of reported problem behaviors in the area of social
competence (IOA: Van Dam-Baggen & Kraaimaat, 2000).
Procedure
The questionnaires were individually administered to the non-sexually violent
outpatients prior to Aggression Control Therapy. The sexually violent
outpatients were measured prior to the treatment programs for adult and
juvenile sex offenders or during the first part of the programs, where attention
was focused on offence script and course of life, and not explicitly on anger
management and social skills training. Participation in the study was
voluntary. The treatment agreement informed patients of the study objective
and the confidential, anonymous use of information compiled. Sixty-one of
the 105 sexually violent outpatients (58.1%) and sixty-eight of the sixty-nine
non-sexually violent outpatients (98.6%) completed the questionnaires.
Sexually violent outpatients who completed the questionnaires did not
significantly differ in age [t(101) = .2, p = .82] or on the total Static-99 score
from patients who refused to do so [t(101) = .5, p = .63].
Results
The group of non-sexually violent outpatients was significantly younger than
that of sexually violent outpatients who completed the questionnaires [t(125)
= -7.9, p < .05]. The average scores of the patient groups studied were
compared with the average scores of the norm groups using one-sample ttests.
When we compared the total group of violent outpatients with norm
groups, we found as expected that all outpatients scored significantly higher
on the neuroticism personality domain, lower on the agreeableness and
conscientiousness domains (NEO-FFI) and higher on disposition to anger
(ZAV) in comparison with the norm groups (Table 1a and Table 1b).
The assumption that sexually violent outpatients would also score lower
on extraversion (NEO-FFI) in comparison with the norm group was not
supported. Neither did the sexually violent outpatient group score differently
from the norm group on disposition to become angry (ZAV). As expected,

45.3 (5.7)
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4e decile
t(59) = 0.1

t(60) = 2.5*

t(60) = 3.4*

Average

t(51) = 0.3

76.9 (24.6) Above average t(57) = 2.0*

111.3 (15.8) 110.5 (17.6)

70.5 (17.8)

17.3 (5.7)

43.2 (6.6)

t(60) = 0.6

5e decile

t(60) = 1.0

t(60) = 6.4*

7e decile

5e decile

Statistics

Score of norm

8e decile

4e decile

3e decile

5e decile

5e decile

6e decile

110.5 (21.5)

Average

t(57) = 0.3

t(59) = 1.5

t(58) = 4.3*

t(65) = 3.3*

t(65) = 6.7*

t(65) = 2.8*

t(65) = 0.2

t(65) = 0.7*

Score of norm Statistics

66.5 (21.3) Average

21.5 (7.4)

42.7 (6.5)

37.7 (5.8)

33.7 (4.8)

39.9 (5.4)

33.1 (7.8)

group

M (SD)

Non-sexually violent outpatients

* p < .05 (one-tailed). Note. NEO-FFI = NEO Five Factor Inventory; ZAV = Zelf-Analyse Vragenlijst; IOA = Inventarisatielijst Omgaan
met Anderen.

Social skills

Social anxiety

Disposition to anger 17.3 (5.4)

Conscientiousness

40.1 (5.5)

35.9 (6.2)

38.9 (7.6)

36.6 (8.3)

group

M (SD)

Sexually violent outpatients
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IOA

42.5 (5.1)

35.4 (6.6)

Agreeableness

Openness

39.8 (6.5)

29.6 (7.8)

Extraversion

Neuroticism

M (SD)

Norm groups

15-8-2007

ZAV

NEO-FFI

Instruments Subscales

Table 1a. Comparison of sexually violent and non-sexually violent forensic psychiatric outpatients with norm groups.
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Table 1b. Comparison of sexually violent and non-sexually violent forensic psychiatric
outpatients with norm groups.
Instruments Subscales

NEO-FFI

Neuroticism

ZAV

M (SD)

M (SD)

29.6 (7.8)

34.8 (8.2)

35.4 (6.6)

34.8 (5.6)

Extraversion

39.8 (6.5)

Agreeableness

42.5 (5.1)

Openness

IOA

Norm groups

Conscientiousness

45.3 (5.7)

Disposition to anger 17.3 (5.4)

Social anxiety
Social skills

70.5 (17.8)

39.4 (6.5)

38.9 (5.7)

42.9 (6.5)

19.3 (6.9)

71.6 (23.5)

111.3 (15.8) 110.5 (19.6)

Total group
Score of

norm group

Statistics

7e decile t(126) = 7.1*
5e decile t(126) = 0.7

5e decile t(126) = 1.3

4e decile t(126) = 7.2*

4e decile t(126) = 4.1*

8e decile t(118) = 3.2*
Average

Average

t(117) = 0.5

t(110) = 0.4

* p < .05 (one-tailed). Note. NEO-FFI = NEO Five Factor Inventory; ZAV = ZelfAnalyse Vragenlijst; IOA = Inventarisatielijst Omgaan met Anderen.

these outpatients did score higher than the norm group on social anxiety
(IOA), but they did not report fewer social skills (IOA).
As previously noted, it turned out that the age of the sexually violent
outpatients who completed the questionnaires differed significantly from that
of the non-sexually violent outpatients. As the results on some assessment
instruments significantly correlated with age, ANOVAs were used to correct
for age to compare averages on assessment instruments between groups.
Once again, α was set at .05. After correction for age, sexually violent outpatients differed significantly on several measures from non-sexually violent
outpatients.
The group of sexually violent outpatients scored higher on the domains
of neuroticism and agreeableness (NEO-FFI) and lower on anger as a trait
(ZAV) than the group of non-sexually violent outpatients. As expected,
sexually violent outpatients scored significantly lower on hostile and aggressive behavior on all measures (ATV, AVL and NAS) and reported more
favorably on their ability to cope with emotions (BVAQ) than non-sexually
violent outpatients. Although the group of sexually violent outpatients
reported more social anxiety, there was no difference in reported social skills
(Table 2).
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Table 2. Comparison of sexually violent and non-sexually violent forensic psychiatric
outpatients.
Instruments

Age

NEO-FFI

Subscales

Sexually

Non-sexually

outpatients

outpatients

40.5 (15.3)

23.4 (8.3)

t(125) = 7.9*

Extraversion

38.9 (7.6)

39.9 (5.4)

F(1,124) = 0.5

Agreeableness

40.1 (5.5)

M (SD)

Neuroticism
Openness

ZAV
ATV

Conscientiousness

Disposition to anger

AVL

NAS
IOA

BVAQ

violent

Social anxiety

Social skills

36.6 (8.3)

35.9 (6.2)

43.2 (6.6)

violent

M (SD)

33.1 (7.8)
33.7 (4.8)

37.7 (5.8)

42.7 (6.5)

Statistics

F(1,124) = 3.4*
F(1,124) = 2.3

F(1,124) = 4.8*
F(1,124) = 0.8

17.3 (5.7)

21.5 (7.4)

F(1,116) = 6.1*

77.5 (17.8)

91.4 (22.7)

F(1,116) = 6.9*

76.9 (24.6)

66.5 (21.3)

F(1,115) = 3.1*

120.9 (18.9)

F(1,113) = 3.5*

42.1 (7.3)

85.2 (16.8)

110.5 (17.6)

112.7 (18.8)

51.9 (15.9)

95.1 (19.5)

110.5 (21.5)

F(1,109) = 8.9*

F(1,119) = 5.4*

F(1,108) = 0.1

* p < .05 (one-tailed). Note. NEO-FFI = NEO Five Factor Inventory; ZAV = ZelfAnalyse Vragenlijst; ATV = Attributie Vragenlijst; AVL = Agressie Vragenlijst; NAS =
Novaco Anger Scale; IOA = Inventarisatielijst Omgaan met Anderen; BVAQ =
Alexythymia Questionnaire.

Concerning the risk of recidivism, it appeared that the average score on
the Static-99 (M = 2.5; SD = 1.8; median = 2; range: 0-8) for the outpatient
sex offender group was a low average (Van Beek, DeDoncker, & De Ruiter,
2001), mainly because most of the patients had committed incestuous
crimes. To investigate whether patients with a relatively high Static-99 score
differed from patients with a relatively low score in terms of personality
characteristics and problem behaviors, the sexually violent patients who had
completed the questionnaires were divided in two subgroups, one with a
score of 2 (N = 31) or lower and one with a score of 3 or higher (N = 29). The
comparison yielded no significant differences, possibly due to the small
number of patients.
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Discussion
Compared with the general Dutch population, the scores of the forensic
psychiatric outpatients appeared to differ on the Big Five personality domains
of neuroticism (higher), agreeableness (lower) and conscientiousness
(lower), but not on extraversion and openness. Sexually violent outpatients
are not more disposed to becoming angry than the general population, but do
report more social anxiety in social situations. These results only partially
correspond to research findings reported in the international literature.
Discrepancies could be explained by the fact that this study involves a
somewhat different population, i.e. forensic psychiatric outpatients and not
sex offenders in general.
The differences in personality traits and problem behaviors between nonsexually violent and sexually violent outpatients were significant on a number
of measures. In accordance with our expectations, the sexually violent
outpatients did score higher on the personality domain of neuroticism, but did
not score lower on the domain of extraversion. Compared with non-sexually
violent outpatients, the sexually violent outpatients scored lower on disposition to anger and on hostile and aggressive behavior. As expected, sexually
violent outpatients did score higher on social anxiety, but did not score lower
on social skills.
The results of this study seem to suggest the provisional conclusion that
anger management need not be a major element of treatment programs for
sexually violent outpatients with a low average risk of recidivism. However,
this type of program should include social skills training, focusing relatively
more attention on reducing social anxiety than on extending social skills. For
most patients, the program should be geared to general interpersonal
situations, in which they feel anxious or insufficient. Some patients need
practice with more intimate situations.
The outcome of this study should be viewed with caution, because the
number of outpatients was relatively small and only 58% of the sexually
violent outpatients completed the questionnaires. The disadvantage of using
self-report questionnaires is that scores can be affected by a tendency to give
socially acceptable answers (Bech & Mak, 1995) and by respondents’ limited
insight into how they function socially. Therefore, the finding that the sexually
violent outpatients scored lower on hostile and aggressive behavior than nonsexually violent outpatients should be interpreted with reservations, as sex
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offenders also frequently commit non-sexually violent crimes (Hanson &
Bussière, 1998). While sexually violent outpatients’ score on agreeableness
was higher than that of non-sexually violent outpatients, the former group’s
score was still significantly lower than the norm group’s. Sexually violent
outpatients tend to be egotistic and disregard their victims’ rights. That is why
moral reasoning training (Goldstein, Glick, & Gibbs, 1998) with sexual
problem situations adapted to this population should be part of a treatment
program for these patients.
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Themes
Because a Dutch treatment program for so-called terbeschikkinggestelden or
violent forensic psychiatric inpatients was lacking, in 2000 we took to
developing an Aggression Control Therapy (ACT) based on Goldstein, Glick,
and Gibbs’ Aggression Replacement Training (ART). The ACT program was
subsequently also administered in adolescent and adult forensic psychiatric
patients referred for treatment to an outpatient clinic owing to criminal acts of
general violence. To gain insight into the determinants of verbally and
physically aggressive behaviors in male forensic psychiatric patients we
compared a group of forensic psychiatric inpatients to a group of prison
inmates that were both convicted for violent offences (Chapter 2.1). To
complement existing assessment tools, two new instruments were developed to measure hostility and aggressive behavior on the ward (Chapters 3.1
and 3.2). Following a description of the development of our ACT program, we
reported a study in which we evaluated the intervention in a forensic
psychiatric inpatient and a forensic psychiatric outpatient sample (Chapters
4.1 and 4.2). We subsequently examined aggressive behaviors as observed
in various forensic psychiatric subgroups to learn whether the content and
procedure of the ACT needs to be modified to fit these specific groups
(Chapters 5.1 and 5.2). To conclude, we explored the aggressive behaviors
and social competence in several related populations, i.e. in forensic
psychiatric outpatients convicted of domestic violence or sexual assault
(Chapters 6.1 and 6.2).
Studies
Population
In forensic psychiatric inpatients, an association is assumed between a
psychiatric disorder and the risk of recidivism. Officially, in violent delinquents
serving long-term prison sentences no psychiatric disorder has been
diagnosed or no relationship between a psychiatric disorder and recidivism
risk is assumed. As the former group of offenders is offered treatment and the
second is not, we looked for differences in the dynamic criminogenic needs
of these two populations.
In chapter 2.1 we described a study in which we compared the
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personality traits and problem behaviors of a group violent forensic
psychiatric inpatients and a group violent detainees serving a prison
sentence of at least four years with norm groups. Relative to the norm group
both the forensic psychiatric inpatients and the prison inmates were found to
have lower scores for agreeableness; the forensic psychiatric inpatients also
scored higher for neuroticism and disposition to anger. A comparison of the
two detainee groups revealed that the forensic psychiatric inpatients had
higher scores for antisocial lifestyle, neuroticism and disposition to anger
than the prison inmates.
We found no significant differences between the groups’ scores on the
Psychopathy Checklist-Revised (PCL-R), a predictor of the risk of recidivism.
This lack of difference seems to indicate that during the course of the study
the risk of recidivism was approximately equivalent in the two groups. Since
the forensic psychiatric patients still had a number of years of therapy ahead
of them, the chance of recidivism after release among this group may be
assumed to be smaller than is generally the case for detainees being
released after longer-term incarcerations. The study demonstrated that a
considerable number of detainees were suffering from an antisocial
personality disorder. The finding that the two samples of detainees did not
significantly differ in terms of main psychiatric disorder, PCL-R score and in
problem behaviors raises the question how the difference in their legal status
has to be explained.
New assessment tools
To help construct and evaluate the ACT program, two new assessment
measures were developed. The first comprised a test to gauge hostility and
the other an observation scale to assess conduct on the (psychiatric) ward.
In the hostility test respondents write down their reactions to images
portraying provocative situations. The observation scale provides information
about the extent of the patient’s aggressive behavior while on the ward as
rated by the ward’s staff. The outcomes of the two measures are used to
complement the data derived from other, self-report questionnaires that are
administered.
Chapter 3.1 described the development of mentioned hostility test for
violent forensic psychiatric patients that makes use of half of the original 24
pictures of the Rosenzweig Picture-Frustration Study (PFS). The images all
depict ambiguous situations in which one person makes a remark that can be
interpreted as provocative by the other, in this case the respondent. The 12
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pictures were selected on the basis of their good internal consistency and
inter-rater and test-retest reliability. The validity of the resultant Adapted
Version of the Picture-Frustration Study (PFS-AV) was demonstrated by the
positive correlation between PFS-AV hostility and neuroticism, and by the
negative correlation with extraversion, openness, agreeableness and
conscientiousness. A relatively weak but positive correlation was found with
social anxiety and a negative correlation with social skills in situations where
approaching behavior may be exhibited.
All patients easily understood the simple statements made by the
stimulus figures and had no difficulty filling in appropriate responses. We felt
that having the respondents write down their own personal reactions would
provide a more immediate and candid reflection of their hostile thoughts than
when we would have asked them to rate their feelings on a Likert scale. The
findings showed the PFS-AV to be a reliable and valid instrument to measure
hostility and the test thus constitutes a useful addition to current instruments
evaluating treatment programs designed to reduce aggressive behavior in
violent forensic psychiatric patients.
Chapter 3.2 contained an account of the development and first evaluation
of the Observation Scale for Aggressive Behavior (OSAB) that aims to
appraise inpatient treatment programs designed to reduce aggressive
behavior in violent forensic psychiatric inpatients. A total of 40 items were
selected from an original pool of 82 and categorized into the following six a
priori scales: Irritation/Anger, Anxiety/Gloominess, Aggressive behavior,
Antecedent (to aggressive behavior), Sanction (for aggressive behavior) and
Social behavior. The subscales’ internal consistency and inter-rater reliability
were good and the test-retest reliability over a two-to-three-week period was
acceptable. The correlations between the subscales Irritation/Anger,
Anxiety/Gloominess, Aggressive behavior, Antecedent (to aggressive
behavior), and Sanction were substantial and significant, but the expected
negative correlation between mentioned subscales and the Social behavior
subscale was not found. Relationships between the corresponding subscales
of the OSAB and the Forensic Inpatient Observation Scale (FIOS:
Timmerman, Vastenburg, & Emmelkamp, 2001) yielded relatively high
correlations for concurrent validity. The validity of the various OSAB
subscales was further supported by significant correlations with the PCL-R
and by modest but significant correlations with corresponding subscales of
the self-report questionnaires we concurrently administered. On the strength
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of these findings, we concluded the OSAB to be a useful instrument for the
collection of data about the behaviors forensic psychiatric inpatients display
while on the ward. In addition, the OSAB computer program proves to be
timesaving for both hospital staff and researchers.
Developing the Aggression Control Therapy and first results
Although founded on Goldstein, Gibbs, and Glick’s Aggression Replacement
Training (ART), our Aggression Control Therapy (ACT) is specifically tailored
to the treatment of violent forensic psychiatric patients and to the relatively
limited forensic psychiatric treatment facilities in the Netherlands. We investigated whether the program was suitable for application in both forensic
psychiatric inpatients and patients referred for outpatient treatment and
whether the intervention indeed results in a substantial curbing of aggressive
behavior.
The process leading up to the creation of the ACT program is the subject
of Chapter 4.1 First, the conditions promoting treatment integrity were
addressed and examined after which the program’s target groups, framework
and procedure were described in detail, followed by an account of the most
important clinical findings during the study period (2002-2006). Finally, we
reported on the ongoing creation of two new programs that take ACT as their
starting point: a day treatment program for forensic psychiatric adolescent
outpatients with relatively high psychopathy scores and a treatment program
for forensic psychiatric inpatients with an antisocial personality disorder that
not only focuses on the patients’ aggressive behavior but also on their
substance abuse and problems in intimate relationships.
In Chapter 4.2 two studies are presented. In the first study, the personality traits and problem behaviors of violent forensic psychiatric patients are
compared with a normative Dutch population, and subsequently the traits and
behaviors of the patients that completed the ACT were compared with those
that prematurely dropped out of the program. It was found that the patients
referred for ACT appeared to score higher on neuroticism and disposition to
anger and lower on agreeableness than norm groups. The completers
scored lower on the psychopathy measure and reported less aggressive
behavior than the nonstarters and noncompleters did, implying that the latter
patients may be at higher risk of violent recidivism than ACT completers.
In the second study, the ACT program was evaluated by comparing
pretreatment with posttreatment and follow-up data. Two control conditions
were added: a waiting-list condition for the outpatients and a control group
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receiving usual care for the inpatients. Treatment results suggested that the
therapy diminished aggressive behavior but did not change social
competence. This latter lack of change can be explained by the patients’
already relatively low pretreatment scores for social anxiety and the
relatively high baseline scores for social skills. None of the patients
considered themselves socially incompetent, as was reflected by their stating
that they had no problems at all in getting along with others. However, the
posttreatment self-report data revealed that both the in- and the outpatients
had problems exhibiting approaching behavior and that the incidence of
limit-setting behavior was high.
Subgroups
Based on the distinctions that are made in the literature and corroborating
clinical findings, we examined various subgroups of violent forensic
psychiatric patients referred for mandatory cognitive-behavioral treatment
(CBT) as to their potential differences in personality traits and problem
behaviors and assessed whether the differences, if any, were relevant for
treatment indication and the content and method of potential interventions.
Chapter 5.1 described our investigations into the possible differences in
personality traits and problem behaviors in individuals exhibiting either
reactive or proactive aggression. In the literature offenders with high PCL-R
scores are reported to exhibit relatively more proactive aggressive behavior
and offenders with low PCL-R scores relatively more reactive aggressive
behavior. With this in mind, we composed four subgroups of violent forensic
psychiatric patients by first calculating the medians of the PCL-R factors 1
and 2 for the total group (10 each). Next, we defined our four subgroups:
respondents with factor 1 and factor 2 scores <10 were allocated to subgroup
1, which was denoted as “rejected males” and those with factor 1 scores
_
> 10 and factor 2 scores < 10 were assigned to subgroup 2 and classified as
“popular males”. Subgroup 3, denoted as “sociopaths,” was reserved for
patients with factor 1 and factor 2 scores of < 10 and _
> 10, respectively, and
subgroup 4, the so-called “psychopaths,” for those with factor 1 and factor 2
scores of _
> 10 and _
> 10, respectively. Contrary to expectations, we found
no significant group differences in the extent of disposition to anger, hostility
and aggressive behavior as assessed with the self-report questionnaires. We
did find minor differences between the four subgroups in the relationship
between aspects of aggressive behavior on the one hand, and neuroticism,
social anxiety and social skills on the other.
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The study supported our clinical experiences and was to some extent in
agreement with the various recommendations in the literature to make a
distinction between people primarily exhibiting reactive aggressive behaviors
and those mostly displaying proactive aggression in the treatment of violent
offenders. It yielded that treatment for patients with a relatively low score on
PCL-R factor 1 should specifically be directed at enhancing their social
competence, while for patients with a relatively high factor-1 score
intervention should be aimed at raising the patients’ understanding of the
negative impact their behavior has on them. Accordingly, both our ACT
program and Goldstein et al.’s ART recommend that for “rejected males”
(subgroup 1) and “sociopaths” (subgroup 3) emphasis be placed on the
Anger management and Social skills modules that primarily focus on training
approaching skills. For “popular males” (subgroup 2) and “psychopaths”
(subgroup 4), who generally experience little anger, the Social skills module
should be normative in nature, as is the case for the Moral reasoning module.
We concluded that for the target groups popular males and psychopaths
(subgroups 2 and 4) the program should be extended with a Character
education module and a Positive thinking styles module in which the patients
are extensively confronted with the long-term consequences of their
aggressive behavior and where they are encouraged to change antisocial in
prosocial thinking styles.
The study described in Chapter 5.2 entailed a comparison of personality
traits and problem behaviors in four groups of violent juvenile forensic
psychiatric outpatients and students attending schools for primary or
secondary vocational education of Dutch and of foreign descent. Relative to
the students, the forensic psychiatric patients had higher scores for hostility,
but not for aggressive behavior. They reported experiencing less anxiety in
situations where criticism can be given and scores indicated that they
displayed this behavior more frequently than the students did. The native
Dutch juveniles more frequently reported passing compliments to others than
their non-native counterparts did. None of the other assessment measures
showed the two patient groups to differ from each. Conversely, and relative
to their peers of immigrant origin, the Dutch students proved to have scored
higher on agreeableness and lower on hostility and aggressive behavior. We
preliminary concluded that different treatment programs for native and
non-native violent outpatients are not necessary, since we did not found
differences in traits and behaviors between both groups.
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Related populations
In reports on specific forensic psychiatric subpopulations, e.g. psychiatric
disordered delinquents convicted for domestic or sexual violence, the
question about the (in)ability of these patients to control their anger is often
raised, as is the issue of their scope of social skills. We thus wished to
resolve whether and to what extent in perpetrators of domestic and sexual
violence referred for mandatory outpatient treatment deficiencies in these
aspects underlie their problem behaviors and to explore the potential benefit
of (an adapted version of) ACT or other cognitive-behavioral interventions.
Chapter 6.1 reported on a study in which forensic psychiatric patients
referred for mandatory outpatient treatment for acts of domestic and general
violence were compared with regard to their personality traits and problem
behaviors. Relative to the average Dutch male respondent, the domestically
violent men scored higher on neuroticism, but not on disposition to anger.
They reported less anxiety in situations where criticism can be given, but
more anxiety in situations where compliments can be given. Comparison of
the two patient samples showed the domestic violence group to have lower
scores on disposition to anger and aggressive behavior than the general
violence group. The two groups did not differ as to their scores on the
psychopathy dimension.
Unfortunately, because our sample sizes were too small, we were unable
to examine whether on the basis of differences in personality traits and
problem behaviors domestically violent patients with low psychopathy scores
are more likely to display reactive aggressive behavior and those with high
psychopathy scores more proactive aggressive behavior. Nevertheless, it is
our tentative contention that for forensic psychiatric patients that have
committed acts of domestic violence it is advisable to base treatment on their
psychopathy dimension rather than on a typology. Low-psychopathy patients
probably benefit from a relatively short intervention aimed at reducing
reactive aggressive behavior in relation-specific situations. High-psychopathy
patients can better follow an intensive program for generally violent patients,
in which situations outside the home are also examined and in which the
reduction of proactive aggressive behavior is central. More research in a
larger group of domestically violent patients is necessary to examine whether
empirical support can be found for differentiation in treatment programs as
proposed here. However, such a differentiation in treatment content and
approach is only possible with a thorough assessment prior to referral.
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The study in Chapter 6.2 was conducted to gain more insight into the
personality traits and problem behaviors of Dutch forensic psychiatric
patients having been referred for outpatient treatment on the grounds of
sexual assault. Compared to the average Dutch male population, the sexual
offenders scored higher on neuroticism and social anxiety and lower on
agreeableness and conscientiousness. As regards their disposition to anger,
no differences with the norm group were found. When we compared our
sexually violent outpatient sample to outpatients referred because of their
propensity toward general violence, on the personality domains of neuroticism and agreeableness the scores of the former patients proved to be
higher than those of their nonsexually violent peers. The sexual offender
group also reported less hostile and aggressive behaviors and more social
anxiety than their counterparts and their scores on the Static-99 showed that
most ran a low average risk of recidivism.
Based on our findings, we concluded that anger management need not
be a major element of outpatient treatment programs targeting sexually
violent patients at low risk of recidivism. The intervention should focus on
reducing social anxiety rather than on extending the patients’ social skills and
preferably be geared to general interpersonal situations in which the patient
feels anxious or insufficient. Even though their scores on agreeableness
were higher than those of their nonsexually violent counterparts, the scores
of the sexual offender group were still significantly lower than the norm
group’s. As sexually violent forensic psychiatric outpatients tend to be
egotistic and disregardful of their victims’ rights, a tailored program should
also feature moral reasoning training sessions adapted to this population,
i.e., modules containing sexually-explicit problem situations.
Limitations
Patients
The studies reported in this thesis pertained to forensic psychiatric patients
with an (oppositional-defiant) conduct disorder or an antisocial personality
disorder who had been referred for mandatory CBT on account of criminal
acts of violence. Inclusion criteria for our newly developed ACT program were
an adequate command of the Dutch language and the ability to function in a
group. Accordingly, the patients under study are not representative of all

171

boek2:boek hornsveld.qxd

172

15-8-2007

12:34

Page 172

Summary and discussion

violent forensic psychiatric patients in the Netherlands. In addition, the
majority of our outpatients stemmed from one particular region of the
Netherlands (Rijnmond) and about 50% were of non-Dutch descent (i.e., at
least one of their parents was born in Surinam, the Netherlands Antilles,
Turkey, Morocco or Cape Verde).
The forensic outpatients convicted for domestic or sexual violence that
participated in our other treatment trials also were not representative of all
offenders of similar acts having been referred for treatment, as a
considerable proportion of our patients consisted of nonstarters who declined
treatment while still on the waiting list and early dropouts. In contrast to the
outpatients in the general violence group who completed the questionnaires
directly after the intake interview, the eligible outpatients in the sexual or
domestic violence groups were asked to complete the relevant
questionnaires shortly after the start of their treatment program and, while
almost all patients of the general violence group completed the
questionnaires, a substantial number of the latter two patient groups refused
to do so.
Assessment instruments
In all studies we predominantly relied on self-report questionnaires for the
assessment of personality traits and problem behaviors. However, they do
have the disadvantage that their scores can be affected by the respondents’
tendency to give socially desirable answers or by the limited insight the
respondents have into their own social functioning. Particularly, the outcomes
relating to our forensic psychiatric inpatients may have been biased by
socially desirable responses because these patients may have assumed that
unfavorable research data might result in their institutional stay being
extended.
The self-report questionnaires we administered in our study of
domestically violent outpatients were not explicitly designed to assess
relation-specific behaviors. Had we used more dedicated questionnaires, we
might have obtained more specific information about possible differences in
the aggressive conduct and social competency of our outpatients relative to
Dutch norm groups.
Design
In several studies sample sizes were moderate to small and not always
representative of the entire population. The study described in Chapter 1, for
instance, concerned 100 eligible long-term prison inmates of whom only 50
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could be interviewed and assessed with the PCL-R. In addition, the
respondents proved to be significantly younger and more hostile than the
group of detainees who did not take the interview. Furthermore, despite the
many incentives to participate in the ACT program, the rate of nonstarters
and dropouts was especially high in the groups of forensic psychiatric
outpatients scheduled for treatment. The nonstarters/noncompleters
moreover proved to differ in personality traits and problem behaviors from the
completers and although the outcomes for the completers demonstrated the
efficacy of ACT, they are thus not generalizable to the Dutch population of
violent forensic psychiatric patients as a whole.
A major problem with the scores on our newly developed Observation
Scale for Aggressive Behavior (OSAB) was that the ward staff was not blind
to the patients’ allocation to the ACT program. In addition, during the study
period there was a high staff turnover, which may also have affected the
ratings.
For the assessment of personality traits and problem behaviors and the
evaluation of treatment effects, we had to adapt our study design to the
current practices and possibilities in Dutch forensic psychiatric institutions.
The control condition (usual care) for the inpatient ACT effect study thus
differed from that for the outpatient study (waiting list). Furthermore, in spite
of clear arrangements with the participating institutes, trainers, and researchers, it proved difficult to collect complete datasets for all ACT completers.
Consequently, to obtain an adequate number of full datasets we were
compelled to base our analyses on different samples of the same group of
patients. In addition, the 15-week follow-up interval in the evaluation study,
covering the period between the last of the fifteen weekly sessions and the
last of the three five-weekly follow-up sessions, proved rather short. It
transpired that the last opportunity to collect data from the outpatients
coincided with this third and final follow-up session, since after that session
most of the patients immediately ceased all contact with the outpatient clinic.
The brevity of the follow-up period was also attributable to the limited
number of psychologists in the participating centers that were experienced in
delivering CBT interventions. At the time ACT was first delivered, the lack of
trained staff prevented us from offering the selected patients a prolonged and
more exhaustive program.
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Recommendations
Tailoring treatment programs
Our analyses demonstrated that ACT, our Aggression Control Therapy for
generally violent forensic psychiatric patients, met most conditions for
treatment integrity. Although originally intended for adult inpatients with an
antisocial personality disorder, we found the therapy to be also applicable in
adolescents diagnosed with an (oppositional-defiant) conduct disorder and
adult outpatients with an antisocial personality disorder. We do emphasize
that the ACT program is not suitable for delivery in patients with acute
psychosis, current substance abuse, insufficient knowledge of the Dutch
language and an inability to function in a group.
Although results were limited, the presented research and clinical data
showed that ACT indeed reduces the level of aggressive behavior of forensic
psychiatric patients convicted of acts of general violence to some extent.
Additionally, in its current form ACT proved especially beneficial for patients
with modest to low psychopathy scores predominantly characterized by
reactive aggression. Patients with a relatively high psychopathy score exhibit
not only reactively but also proactively aggressive behavior. For these
patients the program is recommended to extend with a Character education
module and a Positive thinking styles module in which the patients are
extensively confronted with the long-term consequences of their aggressive
behavior and where they are encouraged to use prosocial thinking styles.
Completion of the ACT program did not result in a change in the
participants’ levels of social anxiety and ranges of helpful social skills. As
mentioned earlier, this lack of change may be attributed to the patients’
pretreatment scores, which were already well below the norm scores for
social anxiety and well above those for social skills. Although none of the
patients considered themselves socially incompetent, the self-report data
revealed that both forensic psychiatric groups scored low on approaching
behavior and high on limit-setting behaviors, suggesting that the Social skills
module should place greater emphasis on learning approaching skills and
modifying limit-setting skills. However, in high-level psychopathy patients a
focus on approaching skills is not appropriate.
The findings further demonstrated that for generally violent forensic
psychiatric outpatients with a medium to high risk of recidivism, ACT has to
be part of a broader treatment program that specifically aims at reducing
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patient-specific criminogenic needs such as drug dependency, inability to
function adequately in intimate relationships, lack of adequate parental
education (adolescents), and ambient factors such as limited education,
unemployment and antisocial friends. For violent forensic psychiatric
inpatients, the CBT program also needs to encompass booster sessions
during the extramural part of their mandatory rehabilitation and resocialization program to monitor the patients and to help them to adequately apply
outside the clinical setting what they have learned within the confines of the
hospital.
In the case of domestic violence, further research is needed to
demonstrate whether patients with a low psychopathy score are likely to
benefit from a relatively short intervention aimed at reducing reactive
aggressive behavior in relation-specific situations, and patients with a high
psychopathy score from an intensive program that is directed at reducing
generally violent behavior, in which situations outside the home are also
examined and in which the reduction of proactive aggressive behavior is
central.
For sexually violent outpatients at moderate to low risk of recidivism,
treatment should not center on anger management but on social skills
training aimed at reducing social anxiety. The program should be geared to
general interpersonal situations in which the individual patient feels anxious
or insufficient. Probably, some patients require practical training in more
intimate situations.
Refining and fine-tuning assessment procedures
To foster our understanding of the dynamic criminogenic needs of violent
forensic psychiatric patients, we advocate a multi-method assessment
approach. Not only do we recommend the use of structured interviews,
self-report questionnaires and observation scales, we also endorse
physiological instruments and standardized role-plays. A comprehensive
assessment of violent forensic psychiatric patients is not only of importance
to help select and adapt treatment programs to the individual patient but also
for the study of the effects these programs yield.
In order to facilitate the comparison of the patients treated and treatment
programs delivered in different forensic psychiatric facilities, consensus in the
field needs to be reached about the criminogenic needs to be measured and
the assessment and data-analysis methods to be used. We feel that the
Psychopathy Checklist-Revised should be part of each assessment
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procedure since our studies revealed that patients with low psychopathy
scores tend to exhibit more reactive aggressive behaviors and those with
high psychopathy scores more often proactive aggressive behavior, which
has implications for the choice of treatment. For a proper assessment of the
extent of a patient’s social anxiety and social skills we argue in favor of
questionnaires that have separate subscales for limit-setting behavior (e.g.
criticizing) and for approaching behavior (e.g. giving somebody a
compliment).
New developments
There is a clear need for new instruments to assess and quantify reactive and
proactive aggressive behavior that have solid psychometric properties and
whose scores can be compared to norm scores. We are also in the process
of developing a sound assessment method for ACT’s Moral reasoning
module.
Our research and clinical trials showed us that especially for the patients
leaning towards proactive violence the ACT program needs to be extended
with two additional modules, i.e. Character formation and Prosocial thinking
styles. During the Character formation module patients are not only to be
confronted with the negative consequences of proactive aggression, but also
with the positive effects of prosocial behavior. The purpose of the Prosocial
thinking styles module is to change antisocial in prosocial attitudes.
At the moment we are developing and evaluating two new programs that
take ACT as their starting point: a day treatment program for forensic
psychiatric adolescent outpatients with relatively high psychopathy scores
and a treatment program for forensic psychiatric inpatients with an antisocial
personality disorder that not only focuses on the patients’ aggressive
behavior but also on their substance abuse and problems in intimate
relationships.
Changing institutional policies and community-based treatment
approaches
Most of the ward and group supervisors in our forensic psychiatric institutes
have little or no experience with observation scales. Supplemental training in
this area and regular refresher courses would probably help generate more
reliable data. To motivate supervisors and promote their continue contributions and the resultant conclusions with regard to treatment choice and
planning. It should also be conveyed that the observational data they collect
are not only relevant for the progress of individual patients, but also for the
further development of institutional treatment policies.
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To prevent forensic psychiatric patients referred for outpatient treatment
from prematurely dropping out, public prosecutors and judges need to be
better informed and probation officers better trained. All three parties need to
be regularly informed about recent developments in (risk) assessment of and
treatment programs for forensic psychiatric patients. Special training for
probation officers should, among other issues, address the collection of
relevant information to facilitate an accurate referral to a forensic psychiatric
outpatient clinic or day treatment center. Public prosecutors need to be made
aware that research has shown that treatment dropouts are likely to be at
greater risk of recidivism than completers and that, in co-operation with the
outpatient treatment centers, steps should be taken to help keep patients at
risk of dropping out on board. Finally, judges should be informed about
current results of tailored cognitive-behavioral interventions for forensic
psychiatric patients and the importance of interventions that address other
criminogenic needs such as lack of education, unemployment, deprived living
conditions and associations with an antisocial or criminal network.
Towards a national policy
As we found forensic psychiatric inpatients and detainees serving prolonged
prison sentences to differ in respect of certain psychological personality traits
but not significantly in terms of problem behaviors, we feel that the current
psychiatric and psychological criteria for mandatory detention and treatment
in forensic psychiatric hospitals warrant revision. On the strength of our
findings we argue that tests assessing personality traits are better suited to
discriminate between the two offender groups than the diagnosis of DSM-IV
Axis-II disorders. Accordingly, we deem it advisable to assess all violent
offenders qualifying for a prison sentence of at least four years with a
standardized set of instruments. This will foster our understanding of the
criminogenic needs of both forensic psychiatric inpatients and normal
delinquents and may hence prompt changes in the psychiatric and psychological criteria on whose basis felons are currently allocated to penitentiary or
forensic psychiatric facilities. Provided that the new criteria can be
operationalized properly, an evidence-based protocol may be drawn up to
support court decisions. Concurrently, uniform assessment protocols will
yield essential information about the composition and content of potential
training or treatment programs for both populations.
The further development and fine-tuning of assessment tools and
treatment programs for forensic psychiatric patients will require a multicenter
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approach since the number of patients being treated in the various forensic
psychiatric hospitals is relatively small and their stays rather long. For such a
multicenter approach to be successful the hospitals would need to use
the same instruments to identify and assess the same subgroups of patients
and apply identical treatment programs for these particular subgroups. Only
if forensic psychiatric institutions in the Netherlands are prepared to join
their efforts in this area we will be able to draw more definitive conclusions
about the determinants of aggressive behavior in violent forensic psychiatric
patients, the specificity of treatment programs and to make relevant recommendations for reform and the enhancement of existing cognitivebehavioral interventions and the conditions in which these are to be delivered.
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Thema’s
Omdat een Nederlands behandelprogramma voor gewelddadige terbeschikkinggestelden ontbrak, werd in het jaar 2000 een begin gemaakt met de
ontwikkeling van een Agressiehanteringstherapie (AHT) op basis van
Goldstein, Glick en Gibbs’ Aggression Replacement Training (ART). Kort
daarop werd de therapie eveneens toegepast bij adolescente en volwassen
forensisch psychiatrische patiënten, die voor een algemeen geweldsdelict
naar een polikliniek waren verwezen. Om inzicht te krijgen in de determinanten van verbaal en fysiek agressief gedrag bij forensisch psychiatrische patiënten werd een groep klinische patiënten vergeleken met een
groep gewelddadige delinquenten (hoofdstuk 2.1). In aanvulling op bestaande instrumenten werden enkele nieuwe meetinstrumenten ontwikkeld
voor het meten van vijandigheid en van agressief gedrag op de afdeling
(hoofdstukken 3.1 en 3.2). Na een beschrijving van de ontwikkeling van de
AHT komt een onderzoek aan de orde waarin de therapie bij klinische en
poliklinische patiënten werd geëvalueerd (hoofdstukken 4.1 en 4.2). Vervolgens werd het agressieve gedrag bij specifieke subgroepen onderzocht
om te bepalen of de uitvoering van de therapie voor deze subgroepen dient
te worden aangepast (hoofdstukken 5.1 en 5.2). Tenslotte werden enkele
gerelateerde populaties, namelijk seksueel gewelddadige en huiselijk
gewelddadige patiënten, onderzocht op agressief en sociaal competent
gedrag (hoofdstukken 6.1 en 6.2).
Onderzoeken
Populatie
Bij terbeschikkinggestelden wordt een verband verondersteld tussen een
psychiatrische stoornis en recidiverisico. Formeel is bij gewelddadige
gedetineerden met een lange gevangenisstraf geen psychiatrische stoornis
gediagnosticeerd of wordt geen relatie verondersteld tussen een aanwezige
psychiatrische stoornis en recidiverisico. Omdat de eerste groep behandeling
krijgt aangeboden en de tweede niet onderzochten we de verschillen in
dynamische criminogene factoren tussen terbeschikkinggestelden en
langgestraften.
Hoofdstuk 2.1 beschrijft een onderzoek waarin persoonlijkheidstrekken
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en probleemgedragingen van een groep gewelddadige terbeschikkinggestelden en van een groep gewelddadige gedetineerden met een lange
gevangenisstraf werden vergeleken met normgroepen en met elkaar. Zowel
de terbeschikkinggestelden als de langgestraften scoorden lager op
altruïsme dan de normgroep; de terbeschikkinggestelden scoorden ook
hoger op neuroticisme en op woede als dispositie. Een vergelijking tussen
beide groepen liet zien dat de terbeschikkinggestelden hoger scoorden op
antisociale leefstijl, neuroticisme en woede als dispositie dan de langgestraften. Beide groepen verschilden echter niet van elkaar in PCL-R score,
een voorspeller van recidiverisico. Dit zou er op kunnen wijzen dat het
recidiverisico van beide groepen ten tijde van het onderzoek ongeveer even
groot was. De terbeschikkinggestelden hadden echter nog een aantal jaren
behandeling voor de boeg en het recidiverisico van deze groep is na ontslag
wellicht daarom kleiner dan bij langgestraften. Uit het onderzoek kwam naar
voren dat een aanzienlijk percentage van de langgestraften aan een
antisociale persoonlijkheidsstoornis leed. De bevinding dat terbeschikkinggestelden en langgestraften niet van elkaar verschilden in psychiatrische
stoornis, PCL-R score en probleemgedragingen, roept de vraag op hoe het
verschil in juridische status kan worden verklaard.
Nieuwe meetinstrumenten
Voor de evaluatie van de AHT werden twee nieuwe meetinstrumenten
ontwikkeld. Het betreft een instrument voor vijandigheid en een observatieschaal voor gedrag op de afdeling. Bij het instrument voor vijandigheid
reageren respondenten schriftelijk op afbeeldingen van provocatieve
situaties. De observatieschaal levert informatie op over het agressieve
gedrag op de afdeling zoals dat beoordeeld wordt door de afdelingsstaf. De
informatie van beide instrumenten wordt gezien als een aanvulling op de
gegevens uit de zelfrapportage vragenlijsten.
In hoofdstuk 3.1 wordt de ontwikkeling van een instrument voor het
meten van vijandigheid beschreven waarbij gebruik wordt gemaakt van de 24
afbeeldingen van Rosenzweig’s Picture-Frustration Study (PFS). Deze
afbeeldingen behelzen ambigue situaties waarin iemand een opmerking
maakt die als provocerend kan worden opgevat. Van de 24 afbeeldingen
werden er twaalf geselecteerd met goede interne consistentie, goede
interbeoordelaar betrouwbaarheid en voldoende test-hertest betrouwbaarheid. De validiteit van de Aangepaste Versie van de Picture-Frustration
Study (PFS-AV) werd aangetoond door een positieve correlatie met
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neuroticisme en een negatieve met extraversie, openheid, altruïsme en
consciëntieusheid. Een relatief lage maar positieve correlatie werd gevonden
met sociale angst en een negatieve correlatie met sociale vaardigheden in
situaties waarin toenaderingsgedrag vertoond kan worden.
Voor de patiënten waren de uitspraken door de persoon aan de linkerkant
van elke afbeelding goed te begrijpen en ze ervoeren geen problemen bij het
opschrijven van hun antwoord. Omdat een onderzoeksassistent de
antwoorden scoorden hoefden patiënten niet na te denken over welke score
op een Likert schaal voor hen het meest passende antwoord was. We
veronderstelden dat het opschrijven van antwoorden op een meer directe
manier de vijandige gedachten van een patiënt weergeeft dan als hij zijn
gevoelens moet beoordelen met behulp van een Likert-schaal. De PFS-AV is
uit het onderzoek naar voren gekomen als een betrouwbaar en valide
instrument voor het evalueren van behandelprogramma’s die afname van
agressief gedrag bij forensisch psychiatrische patiënten ten doel hebben.
In hoofdstuk 3.2 komt de Observation Scale for Aggressive Behavior
(OSAB) aan de orde. Deze schaal werd ontwikkeld om klinische behandelprogramma’s te evalueren die afname van agressief gedrag bij
gewelddadige forensisch psychiatrische patiënten ten doel hebben. Bij het
ontwikkelen van de OSAB werden 40 items geselecteerd uit een pool van 82
items, verdeeld over de volgende a-priori subschalen: Irritatie/woede,
Angst/somberheid, Agressief gedrag, Antecedent (bij agressief gedrag),
Sanctie (bij agressief gedrag) en Sociaal gedrag. Zowel interne consistentie
als interbeoordelaar betrouwbaarheid van de subschalen was goed en de
test-hertest betrouwbaarheid over een periode van twee weken was
acceptabel. De correlatie tussen de subschalen Irritatie/woede,
Angst/somberheid, Agressief gedrag, Antecedent en Sanctie was aanzienlijk
en significant, maar de verwachte negatieve correlatie tussen deze
subschalen en de subschaal Sociaal gedrag werd niet gevonden. Correlaties
tussen overeenkomstige subschalen van de OSAB en van de FIOS bleken
hoog en significant. De validiteit van de verschillende OSAB subschalen
werd ondersteund door significante correlaties met de PCL-R en door
significante maar matige correlaties met overeenkomstige subschalen van
de zelfrapportage vragenlijsten.
Op grond van de onderzoeksresultaten veronderstellen we dat de OSAB
een bruikbaar instrument is voor het verzamelen van gegevens over het
gedrag van klinische forensisch psychiatrische patiënten op de afdeling. Het
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ontwikkelde OSAB computerprogramma blijkt bovendien tijdbesparend voor
zowel stafleden als onderzoekers.
Ontwikkeling van de AHT en de eerste resultaten
De AHT is weliswaar gebaseerd op Goldstein, Gibbs, & Glick’s ART, maar
werd aangepast in verband met de doelgroep van gewelddadige forensisch
psychiatrische patiënten en de relatief beperkte behandelmogelijkheden in
Nederlandse forensisch psychiatrische instellingen. Onderzocht werd of de
therapie kan worden toegepast zoals bedoeld bij zowel klinische als
poliklinische patiënten en of de therapie resulteert in een afname van
agressief gedrag.
De ontwikkeling van de AHT voor gewelddadige forensisch psychiatrische patiënten is onderwerp van hoofdstuk 4.1. In dit hoofdstuk worden
eerst de voorwaarden voor ’behandelingsintegriteit’ benoemd en onderzocht.
Vervolgens worden de doelgroepen, de opzet van de therapie en de
gevolgde werkwijze gedetailleerd beschreven. Tenslotte komen in ontwikkeling zijnde programma’s met de AHT als uitgangspunt aan de orde. Het
betreft een dagklinisch programma voor adolescente patiënten met een
relatief hoge score op psychopathie en een behandelprogramma voor
klinische patiënten met een antisociale persoonlijkheidsstoornis dat niet
alleen gericht is op agressief gedrag maar ook op middelenmisbruik en
problemen in intieme relaties.
In hoofdstuk 4.2 worden twee onderzoeken gepresenteerd. In het eerste
onderzoek werden persoonlijkheidstrekken en probleemgedragingen van
gewelddadige forensisch psychiatrische patiënten vergeleken met die van
een normgroep uit een steekproef onder de Nederlandse bevolking, waarna
de trekken en gedragingen van patiënten die de AHT afmaakten werden
vergeleken met degenen die voortijdig afhaakten. De patiënten die waren
verwezen voor de AHT bleken hoger te scoren op neuroticisme, lager op
altruisme en hoger op de dispositie tot woede dan normgroepen. Er werden
ook verschillen gevonden tussen patiënten die de therapie afmaakten en
degenen die voortijdig afhaakten: de afmakers scoorden lager op psychopathie en rapporteerden minder agressief gedrag dan de afhakers. Dit
wijst erop dat de afhakers een grotere kans liepen te recidiveren dan de
patiënten die de behandeling afmaakten.
In een tweede onderzoek werd de behandeling geëvalueerd door
gegevens uit voor-, na- en follow-up metingen met elkaar te vergelijken.
Twee controlecondities werden toegevoegd: een wachtlijst periode voor de
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poliklinische patiënten en een controle groep voor de klinische patiënten. De
resultaten wezen op een afname van agressief gedrag maar niet op een
toename van sociaal competent gedrag. Het ontbreken van verandering in
sociale angst en sociale vaardigheden kan verklaard worden door de al
relatief lage score voor sociale angst en de relatieve hoge score voor sociale
vaardigheden aan het begin van de behandeling. Forensisch psychiatrische
patiënten beschouwen zichzelf niet als sociaal incompetent omdat ze menen
geen problemen te ervaren in de omgang met anderen. De gegevens uit de
vragenlijsten lieten echter zien dat zowel de klinische als de poliklinische
patiënten moeite hadden met het vertonen van toenaderingsgedrag en dat
ze te vaak grenzenstellend gedrag vertonen.
Subgroepen
Op grond van de literatuur en van klinische ervaringen werden subgroepen
onderscheiden binnen de totale groep van gewelddadige forensisch
psychiatrische patiënten die verwezen waren voor een cognitiefgedragstherapeutische behandeling. Onderzocht werd of deze subgroepen
daadwerkelijk onderling van elkaar verschilden in persoonlijkheidstrekken en
probleemgedragingen, en of deze verschillen van belang zijn voor de
indicatiestelling en/of de samenstelling van te volgen behandelprogramma’s.
Hoofdstuk 5.1 beschrijft een onderzoek naar mogelijke verschillen in
persoonlijkheidstrekken en probleemgedragingen tussen agressieve personen die reactieve en degenen die proactieve agressie vertonen. Uit de
literatuur blijkt dat delinquenten met een hoge score op de PCL-R relatief
vaker proactief agressief gedrag vertonen en delinquenten met een lage
score relatief vaker reactief agressief gedrag. Bijgevolg werden vier groepen
gewelddadige forensisch psychiatrische patiënten samengesteld door eerst
de mediaan van de twee PCL-R factoren te berekenen (10 voor factor 1 en
10 voor factor 2). Daarna werden vier subgroepen vastgesteld: subgroep 1
(’timide mannen’) met factor 1<10 en factor 2<10, subgroep 2 (’populaire
mannen’) met factor 1 _
> 10 en factor 2 < 10, subgroep 3 (’sociopaten’) met
factor 1 < 10 en factor 2 _
> 10, en subgroep 4 (’psychopaten’) met 1 _
> 10
_
en factor 2 > 10. Anders dan verwacht werden er geen significante verschillen gevonden tussen de vier subgroepen op zelfrapportage vragenlijsten
voor dispositie tot boosheid, voor vijandigheid en voor agressief gedrag. Er
werden echter kleine verschillen gevonden tussen de vier subgroepen in de
relatie tussen aspecten van agressief gedrag aan de ene kant en neuroticisme, sociale angst en sociale vaardigheden aan de andere.
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De onderzoeksresultaten bevestigden onze klinische ervaringen en
waren in beperkte mate in overeenstemming met de verschillende
aanbevelingen in de literatuur om bij de behandeling van gewelddadige
delinquenten een onderscheid te maken tussen personen die vooral reactief
en zij die vooral proactief agressief gedrag vertonen. Er zijn aanwijzingen
dat de behandeling van patiënten met een relatief lage score op factor 1 van
de PCL-R gericht moet zijn op toename van sociale competentie, terwijl de
behandeling van patiënten met een relatief hoge score op factor 1 zich moet
richten op een beter besef van de negatieve consequenties van hun gedrag
voor henzelf. Daarom wordt aangeraden tijdens zowel de AHT als de ART bij
de ’timide mannen’ (subgroep 1) en de ’sociopaten’ (subgroep 3) de nadruk
te leggen op de modulen Woedebeheersing en Sociale vaardigheden. Voor
de ’populaire mannen’ (subgroep 2) en de ’psychopaten’ (subgroep 4), die
over het algemeen weinig woede ervaren, moet de module Sociale
vaardigheden vooral normatief van aard zijn, net zoals bij de module Moreel
redeneren. Een module Karaktervorming en Prosociaal denken dienen voor
de ’populaire mannen’ en de ’psychopaten’ aan de behandeling toegevoegd
te worden. Daarin worden de patiënten uitgebreid geconfronteerd met de
lange termijn consequenties van hun agressieve gedrag en worden ze
gestimuleerd antisociale cognities te veranderen in prosociale.
Het onderzoek dat wordt beschreven in hoofdstuk 5.2 behelst een
vergelijking in persoonlijkheidstrekken en probleemgedragingen tussen
autochtone en allochtone gewelddadige adolescenten op een forensisch
psychiatrische polikliniek en autochtone en allochtone leerlingen die lager of
middelbaar beroepsonderwijs volgden. Bij een vergelijking van de patiënten
met de leerlingen bleek dat de patiënten hoger scoorden op vijandigheid
maar niet op agressief gedrag. De patiënten gaven aan minder angst te
ervaren in situaties waarin kritiek gegeven kan worden dan de leerlingen en
zij vertoonden dit gedrag ook vaker. De autochtone adolescenten rapporteerden vaker iemand een compliment te geven dan de allochtone
adolescenten. Autochtone en allochtone patiënten verschilden op geen enkel
meetinstrument van elkaar. De autochtone leerlingen scoorden echter hoger
op altruïsme, lager op vijandigheid en lager op agressief gedrag dan de
allochtone leerlingen. We concludeerden dat er geen verschillende
behandelprogramma’s voor autochtone en allochtone patiënten nodig zijn,
aangezien we geen verschillen vonden tussen beide groepen in persoonlijkheidstrekken en probleemgedragingen.
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Verwante populaties
In de literatuur over specifieke subpopulaties als huiselijk gewelddadige en
seksueel gewelddadige forensisch psychiatrische patiënten komt vaak de
vraag aan de orde of deze patiënten nu wel of niet in staat zijn hun boosheid
of woede te beheersen en of ze al dan niet beschikken over een beperkt
repertoire van sociale vaardigheden. Onderzocht werd of deze probleemgedragingen voorkomen bij huiselijk gewelddadige en seksueel gewelddadige patiënten en of ze mogelijk baat kunnen hebben bij de AHT, een
aangepaste vorm daarvan of een ander behandelprogramma.
Hoofdstuk 6.1 beschrijft een onderzoek waarbij huiselijk en algemeen
gewelddadige forensisch psychiatrische patiënten op een polikliniek werden
onderzocht op persoonlijkheidstrekken en probleemgedragingen. De
huiselijk gewelddadige patiënten scoorden hoger op neuroticisme, maar niet
hoger op woede als dispositie dan de gemiddelde Nederlandse man. Ze
rapporteerden minder sociale angst in situaties waarin kritiek gegeven kan
worden, maar meer sociale angst in situaties waarin iemand een compliment
gegeven kan worden. Bij een vergelijking tussen de huiselijk gewelddadige
met de algemeen gewelddadige patiënten, bleek dat de huiselijk gewelddadige patiënten lager scoorden op woede als dispositie en op agressief
gedrag dan de algemeen gewelddadige patiënten. Beide groepen verschilden echter niet van elkaar in de score op de dimensie psychopathie.
Helaas was het aantal patiënten te klein om te onderzoeken of huiselijke
gewelddadige patiënten met een lage score op psychopathie relatief vaker
reactief agressief gedrag en zij met een hoge score op psychopathie relatief
vaker proactief agressief gedrag vertonen. Vooralsnog zijn we echter van
mening dat het raadzaam is een behandelprogramma te indiceren op basis
van de dimensie psychopathie en niet op een typologie. Huiselijke
gewelddadige patiënten met een lage psychopathie score zullen wellicht
profiteren van een relatief kort programma dat als doel heeft afname van
agressief gedrag in relatiespecifieke situaties. Huiselijk gewelddadige
patiënten met een hoge psychopathie score kunnen beter een intensief
programma voor algemeen gewelddadige patiënten volgen, waarin ook
situaties buitenshuis aan de orde komen en waarin de reductie van proactief
agressief gedrag centraal staat. Differentiatie in behandelprogramma’s is
echter pas mogelijk bij gedegen assessment voorafgaande aan de indicatiestelling.
Het onderzoek dat besproken wordt in hoofdstuk 6.2 werd uitgevoerd om
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meer inzicht te krijgen in persoonlijkheidstrekken en probleemgedragingen
van seksueel gewelddadige patiënten op een forensisch psychiatrische
polikliniek. De seksueel gewelddadige patiënte scoorden hoger op
neuroticisme, lager op altruïsme, lager op consciëntieusheid en hoger op
sociale angst dan de gemiddelde Nederlandse man. Ze scoorden echter niet
hoger op woede als dispositie dan een normgroep. Bij een vergelijking
tussen seksueel gewelddadige en algemeen gewelddadige patiënten bleek
dat de seksueel gewelddadige patiënten hoger scoorden op neuroticisme en
op altruïsme. Daarnaast rapporteerden ze minder vijandigheid, minder
agressief gedrag en meer sociale angst. De scores van de meeste seksueel
gewelddadige patiënten op de Static-99 wees op een laag gemiddeld
recidiverisico.
Het onderzoek lijkt aan te tonen dat woedebeheersing geen belangrijk
onderdeel hoeft te zijn van een behandelprogramma voor seksueel
gewelddadige patiënten op een forensisch psychiatrische polikliniek met een
laag gemiddeld recidiverisico. Een dergelijk programma moet echter wel een
sociaalvaardigheidstherapie omvatten, die relatief meer aandacht besteedt
aan de afname van sociale angst dan aan de uitbreiding van sociale
vaardigheden. Voor de meeste patiënten dient het programma betrekking te
hebben op interpersoonlijke situaties waarin ze zich angstig of minderwaardig voelen. Hoewel de score van de seksueel gewelddadige
patiënten op altruïsme hoger was dan die van de algemeen gewelddadige
patiënten, was de score van de eerste groep toch lager dan die van een
normgroep. Seksueel gewelddadige patiënten zijn egocentrisch en
veronachtzamen de rechten van hun slachtoffer. Daarom moet een module
Moreel redeneren met seksuele probleemsituaties onderdeel zijn van een
behandelprogramma voor deze patiënten.
Beperkingen van de onderzoeken
Patiënten
De onderzoeken hadden betrekking op gewelddadige forensisch psychiatrische patiënten met een (oppositioneel-opstandige) gedragsstoornis of
een antisociale persoonlijkheidsstoornis die waren geïndiceerd voor een
cognitief-gedragstherapeutisch programma. Inclusiecriteria voor het programma waren een voldoende beheersing van de Nederlandse taal in woord
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en geschrift en het kunnen functioneren in een groep. Bij gevolg is de onderzochte groep patiënten niet representatief voor alle gewelddadige forensisch
psychiatrische patiënten. De meeste onderzochte poliklinische patiënten
leefden bovendien in de regio Rijnmond. Ongeveer 50% van hen waren
allochtoon, dat wil zeggen dat tenminste één ouder was geboren in Suriname, de Nederlandse Antillen, Turkije, Marokko of Kaapverdië.
De onderzochte huiselijk en seksueel gewelddadige poliklinische
patiënten waren niet representatief voor de patiënten die naar de polikliniek
waren verwezen vanwege een huiselijk of seksueel gewelddadig delict. De
ervaring was dat een nogal groot percentage van deze patiënten afhaakten
voor de aanvang van het behandelprogramma. De huiselijk gewelddadige en
seksueel gewelddadige poliklinische patiënten vulden de vragenlijsten in kort
na het begin van hun behandelprogramma, dit in tegenstelling tot de
algemeen gewelddadige poliklinische patiënten die de vragenlijsten direct na
het intakegesprek invulden. Bijna alle algemeen gewelddadige poliklinische
patiënten vulden de vragenlijsten in, maar een aanzienlijk aantal huiselijk of
seksueel gewelddadige patiënten weigerden medewerking.
Meetinstrumenten
In alle onderzoeken werden vooral zelfrapportage vragenlijsten gebruikt.
Deze instrumenten hebben als nadeel dat scores beïnvloed kunnen worden
door de neiging tot het geven van sociaal wenselijke antwoorden en door het
beperkte inzicht van de respondenten in hun eigen sociaal functioneren. Het
geven van sociaal wenselijke antwoorden heeft mogelijk een rol gespeeld bij
vooral de klinische patiënten, die mogelijk veronderstelden dat ongunstige
onderzoeksgegevens zouden kunnen resulteren in een langer verblijf.
De vragenlijsten die gebruikt werden bij het onderzoek naar huiselijk
gewelddadige poliklinische patiënten waren niet ontworpen voor het meten
van relatiespecifiek gedrag. Als specifieke vragenlijsten waren gebruikt
hadden we waarschijnlijk meer gedetailleerde informatie verkregen over
mogelijke verschillen in agressief en sociaal competent gedrag tussen deze
groep patiënten en normgroepen.
Design
De onderzocht (sub)groepen waren soms klein. Het onderzoek dat wordt
beschreven in hoofdstuk 1 bijvoorbeeld, betrof 100 langgestraften van wie er
50 konden worden geïnterviewd voor de PCL-R. De groep geïnterviewde
langgestraften bleek significant jonger en vijandiger dan de groep langgestraften die niet geïnterviewd konden worden.
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Het percentage afhakers was in het bijzonder bij de poliklinische
patiënten hoog, ondanks de vele maatregelen die waren getroffen om
deelname aan de behandeling te stimuleren. Afhakers bleken te verschillen
in persoonlijkheidstrekken en probleemgedragingen van degenen die de
behandeling afmaakten. Hoewel de resultaten erop wijzen dat de patiënten
die de AHT afmaakten ervan profiteerden, is deze conclusie dus niet van
toepassing op de populatie van gewelddadige forensisch psychiatrische
patiënten als geheel.
Een belangrijk probleem met de scores op de observatieschaal was dat de
staf wist welke patiënten de AHT volgden. Daarnaast was er tijdens het hele
onderzoek een groot verloop onder de staf. Dit kan van invloed zijn geweest
op de verkregen onderzoeksgegevens.
Het onderzoeksdesign moest worden aangepast vanwege de beperkte
mogelijkheden in forensisch psychiatrische instellingen tot assessment van
persoonlijkheidstrekken en probleemgedragingen als onderdeel van
onderzoek naar de behandelingseffecten. De controleconditie verschilde
daarom bij de poliklinische patiënten (wachtlijst periode) van die bij de
klinische patiënten (een controlegroep die ’care as usual’ aangeboden
kreeg). Daarnaast was het niet eenvoudig complete datasets te verzamelen
van alle patiënten die de AHT voltooiden, ondanks afspraken met
instellingen, behandelaars en onderzoekers. De evaluatie moest daarom
worden uitgevoerd met verschillende samples van dezelfde groep patiënten
om zo voldoende data te kunnen combineren. De follow-up periode in de
evaluatie was nogal kort (15 weken), namelijk de periode tussen de laatste
van de vijftien wekelijkse bijeenkomsten en de laatste van de drie
terugkombijeenkomsten. Het bleek dat de derde terugkombijeenkomst de
laatste mogelijkheid was om gegevens te verzamelen van de poliklinische
patiënten, aangezien de meeste poliklinische patiënten na deze bijeenkomst
onmiddellijk alle contact met de polikliniek verbraken. Een andere reden voor
de nogal korte follow-up periode was het beperkte aantal ervaren cognitiefgedragstherapeutisch opgeleide psychologen die ten tijde van het onderzoek
werkzaam waren in forensisch psychiatrische instellingen. Toen de AHT werd
geïmplementeerd was het daarom nog niet mogelijk patiënten een lange en
intensieve behandeling te bieden.
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Aanbevelingen
Behandelprogramma’s
De AHT voor gewelddadige forensisch psychiatrische patiënten lijkt te
voldoen aan de meeste voorwaarden voor ’behandelingsintegriteit’. Hoewel
oorspronkelijk bedoeld voor volwassen klinische patiënten met een
antisociale persoonlijkheidsstoornis, bleek de therapie toepasbaar bij
adolescenten met een (oppositioneel-opstandige) gedragsstoornis en bij
volwassenen met een antisociale persoonlijkheidsstoornis op een forensisch
psychiatrische polikliniek. Patiënten werden echter van de behandeling uitgesloten in geval van een acute psychose, acute middelenafhankelijkheid, onvoldoende beheersing van de Nederlandse taal in woord en geschrift en het
niet kunnen functioneren in een groep.
Onderzoek en klinische ervaringen lijken erop te wijzen dat de AHT het
agressieve gedrag van gewelddadige forensisch psychiatrische patiënten
kan doen verminderen, maar dat resultaten beperkt zijn. Bovendien werden
aanwijzingen gevonden dat de therapie vooral profijtelijk is voor patiënten
met een relatief lage score op psychopathie. Patiënten met een relatief hoge
psychopathie score vertonen namelijk niet alleen reactief maar vooral ook
proactief agressief gedrag. Voor deze laatste groep patiënten wordt
aanbevolen de therapie uit te breiden met twee modulen, te weten Karaktervorming en Prosociaal denken.
De AHT had geen verandering in sociale angst of sociale vaardigheden
tot gevolg. De patiënten beoordeelden zichzelf aan het begin van de therapie
als minder sociaal angstig en meer sociaal vaardig dan de gemiddelde
Nederlander. De gegevens uit de vragenlijsten lieten echter zien dat zowel de
klinische als de poliklinische patiënten moeite hadden met het vertonen van
toenaderingsgedrag (bijvoorbeeld iemand een compliment geven) en dat ze
veel minder moeite hadden met grenzenstellend gedrag (bijvoorbeeld kritiek
geven) dan de gemiddelde Nederlandse man. Tijdens de module Sociale
vaardigheden verdient het daarom aanbeveling de patiënten toenaderende
vaardigheden te leren en grenzenstellende vaardigheden te normaliseren. Bij
patiënten met een hoge psychopathie score is het aanleren van
toenaderende vaardigheden echter gecontraïndiceerd.
Voor gewelddadige klinische patiënten dient de AHT onderdeel te zijn
van een breder behandelprogramma dat als doel heeft de invloed van
criminogene factoren als middelenafhankelijkheid, niet kunnen functioneren
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in intieme relaties, afwezigheid van ouderlijk toezicht (adolescenten),
beperkte scholing, werkeloosheid en antisociale vrienden te beperken. Voor
de klinische patiënten is het van belang dat tijdens de extramurale
resocialisatie boostersessies georganiseerd, zodat gecontroleerd kan
worden of de patiënt het geleerde buiten de instelling kan toepassen.
Wat betreft huiselijk geweld is verder onderzoek nodig om aan te tonen
of patiënten met een lage psychopathiescore kunnen profiteren van een
relatief korte interventie met als doel afname van reactief agressief gedrag in
relatiespecifieke situaties en patiënten met een hoge psychopathiescore van
een intensief programma dat gericht is op afname van algemeen
gewelddadig gedrag, waarbij ook situaties buitenshuis worden onderzocht en
waarin de afname van proactief agressief gedrag centraal staat.
Voor seksueel gewelddadige patiënten met een laag gemiddeld recidiverisico
hoeft woedebeheersing niet het belangrijkste onderdeel te zijn van een
behandelprogramma voor deze patiënten. Een dergelijk programma moet
wel een wel een sociaalvaardigheidstherapie omvatten waarin vooral
aandacht wordt besteed aan de reductie van sociale angst in interpersoonlijke situaties. Mogelijk zijn sommige patiënten gebaat met een training
in meer intieme situaties.
Assessment procedures
Voor het verkrijgen van inzicht in de dynamische criminogene factoren van
gewelddadige forensisch psychiatrische patiënten bepleiten we het gebruik
van multimethodische assessment instrumenten om fysiologische, cognitieve en overte aspecten van probleemgedragingen te kunnen vaststellen.
Daarom bevelen we niet alleen het gebruik van gestructureerde interviews,
zelfrapportage vragenlijsten en observatieschalen aan, maar ook van fysiologische instrumenten en gestandaardiseerde rollenspelen. Gedegen
assessment van gewelddadige forensisch psychiatrische patiënten is niet
alleen van belang om vast te kunnen stellen welk behandelprogramma voor
een individuele patiënt geïndiceerd is, maar ook om onderzoek te kunnen
doen naar het effect van deze programma’s.
Om patiënten en behandelprogramma’s van verschillende forensisch
psychiatrische instellingen met elkaar te kunnen vergelijken is consensus in
het veld nodig over de te meten criminogene factoren, de daarvoor te
gebruiken meetinstrumenten en de manier waarop data worden verwerkt.
Berekening van de PCL-R score dient deel uit te maken van elke assessment
procedure, aangezien er aanwijzingen zijn voor een relatie tussen psycho-
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pathie en de structuur van het vertoonde agressieve gedrag. Voor het meten
van sociale angst en sociale vaardigheden bepleiten we zelfrapportage
vragenlijsten met subschalen voor ’grenzenstellend’ gedrag als kritiek geven
en voor ’toenaderend’ gedrag als het geven van een compliment.
Nieuwe ontwikkelingen
Voor het meten van reactief en proactief agressief gedrag moeten nieuwe
instrumenten ontwikkeld worden met solide psychometrische eigenschappen
en met normen voor verschillende populaties. Op dit moment is een
meetinstrument voor de AHT-module Moreel redeneren in ontwikkeling.
De AHT dient in het bijzonder voor proactief agressieve patiënten te worden
uitgebreid met twee nieuwe modulen, te weten Karaktervorming en
Prosociaal denken. Tijdens de module Karaktervorming worden de patiënten
niet alleen geconfronteerd met de negatieve consequenties van proactieve
agressie, maar ook met de positieve consequenties van prosociaal gedrag.
Het doel van de module Prosociaal denken is patiënten te leren criminogene
antisociale attitudes om te zetten in prosociale attitudes.
Op dit moment worden twee nieuwe programma’s met de AHT als
uitgangspunt ontwikkeld en geëvalueerd: een dagklinisch programma voor
adolescente patiënten met een relatief hoge score op psychopathie en een
behandelprogramma voor klinische patiënten met een antisociale persoonlijkheidsstoornis dat niet alleen gericht is op agressief gedrag maar ook op
middelenmisbruik en problemen in intieme relaties.
Instellingsbeleid
Observatieschalen worden in de meest gevallen ingevuld door groepsleiders
die als ze in dienst treden bij een forensisch psychiatrische instelling weinig
ervaring hebben met het gebruik van dergelijke schalen. Aanvullende training
en regelmatige bijscholing op dit gebied zal waarschijnlijk betrouwbaarder
gegevens opleveren. Om de motivatie voor deelname aan deze regelmatig
terugkerende trainingen te bevorderen is het van belang dat groepsleiders
worden geïnformeerd over de resultaten van het invullen van de schalen en
de conclusies die kunnen worden getrokken ten aanzien van het verdere
behandelingsbeleid. Gegevens afkomstig van observatieschalen zijn niet
alleen relevant voor de vorderingen van individuele patiënten, maar ook voor
het verdere instellingsbeleid in het algemeen.
Om het hoge percentage afhakers bij poliklinische patiënten te
verminderen bepleiten we met nadruk informatie- en trainingsbijeenkomsten
voor reclasseringswerkers, Officieren van Justitie en rechters. Aan alle drie
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de groepen dient regelmatig informatie verstrekt te worden over nieuwe
ontwikkelingen in risicotaxatie en behandelprogramma’s voor forensisch
psychiatrische patiënten. Voor reclasseringswerkers lijken speciale
trainingen aangewezen waarin geleerd wordt informatie te verzamelen die
nodig is om te kunnen besluiten of iemand al dan niet naar een forensisch
psychiatrische poli- of dagkliniek moet worden verwezen. Officieren van
Justitie moeten geïnformeerd worden over de bevinding dat afhakers van
een behandeling een grotere kans op recidive lopen dan degenen die een
behandeling afmaken en dat de inspanningen om deze afhakers
binnenboord te houden dienen te worden verhoogd. Tenslotte is het van
belang dat rechters worden geïnformeerd over de resultaten die op dit
moment kunnen worden behaald met de behandeling van forensisch
psychiatrische patiënten en over het belang van interventies voor andere
criminogene factoren zoals beperkte scholing, werkeloosheid, asociale
woonomstandigheden en een antisociale vriendenkring.
Landelijk beleid
De bevinding dat de terbeschikkinggestelden en de langgestraften van elkaar
verschillen in bepaalde persoonlijkheidstrekken maar niet significant in
probleemgedragingen roept de vraag op of de psychiatrische en psychologische criteria voor het al dan niet opleggen van terbeschikkingstelling niet
verder gespecificeerd moeten worden. We vonden aanwijzingen dat tests
voor het meten van persoonlijkheidstrekken beide groepen beter onderscheiden dan psychiatrische classificaties op as II van de DSM-IV. Te
overwegen is daarom alle gewelddadige delinquenten die in aanmerking
komen voor een gevangenisstraf van vier jaar of langer te onderzoeken met
een gestandaardiseerde set meetinstrumenten. Op die manier kan het inzicht
in de eventuele verschillen in criminogene factoren tussen beide groepen
toenemen en wordt zo meer licht geworpen op de psychiatrische en
psychologische criteria die als basis fungeren voor het besluit een delinquent
al dan niet terbeschikkingstelling op te leggen. Als deze criteria kunnen
worden geoperationaliseerd is het mogelijk voor een dergelijk besluit een
evidence-based protocol te ontwikkelen. Tegelijkertijd geeft een dergelijk
onderzoek belangrijk informatie voor de samenstelling en inhoud van
specifieke training- of behandelprogramma’s ten behoeve van beide
populaties.
Voor de verdere ontwikkeling van assessment instrumenten en
behandelprogramma’s voor forensisch psychiatrische patiënten is
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multicenter onderzoek nodig, aangezien subgroepen patiënten in de afzonderlijke instellingen vaak klein in aantal zijn en het verblijf lang. Multicenter onderzoek betekent echter dat forensisch psychiatrische instellingen
dezelfde indeling hanteren in subgroepen patiënten, dezelfde meetinstrumenten gebruiken en overeenkomstige behandelprogramma’s aanbieden.
Naar onze mening is in Nederland intensieve samenwerking tussen
forensisch psychiatrische instellingen daarom van cruciaal belang.
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