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Over the last several years there has been increased attention in Dutch 
society for violence committed by the mentally disordered. Several highly 
publicized incidents involving persons who were either on leave, had 
been recently discharged, had escaped or were known to suffer from a 
serious mental illness have increased the publics’ concern. For instance, 
on the 9th of April 2011, Tristan van der V. shot 6 people, injured 17 and 
then shot himself. During the investigation of what has become known 
as the Alphen Spree Shooting it was found that since his adolescence 
van der V. had been treated for mental illness several times. Despite this 
fact, and the protest of his parents, he was still able to obtain a weapons 
licence and to consequently acquire several weapons.

Another of the incidents that has left its mark on Dutch society was the 
assault on the Queen and her family during the Queensday-visit of 2009 
to Apeldoorn. Karst T. drove his car through the public watching the 
procession, killing 7 people and injuring 10. Later that day he died from 
his wounds. Although a posthumous study of T. resulted in a somewhat 
vague picture of him, no indications for a personality disorder were found. 
He had had a somewhat troubling past, often changing jobs and one time 
being seriously in debt. However it seemed that he had got back on his 
feet and to the people around him there seemed to be nothing really out 
of the ordinary.

Although these two incidents have had a major impact and might be 
the most highly publicized ones of the last years there have been several 
others. Quite often the offenders involved were known to suffer from a 
psychiatric disorder and were also known to be violent. One such exam-
ple is the rape and murder of a young girl in The Hague by a 25 year old 
man, Stanley A., who was known to suffer from a severe personality dis-
order and Asperger’s syndrome. Moreover, he had received compulsory 
forensic psychiatric treatment in his youth. 

The increased public attention and outrage such incidents have triggered 
have resulted in consequent pressures being exerted on the govern-
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1ment. They intervened by immediately curtailing leaves and increasing 
release conditions for people receiving treatment in forensic psychiatric 
clinics. In addition they commissioned various reports about the current 
state of aff airs in forensic psychiatry and its possible improvement (e.g., 
Council for Public Health and Care1, 2012; van der Horst, Schönberger, & 
de Kogel, 2012). Reforms of both the judicial and health care systems are 
currently under way. Most notably two new laws are currently in develop-
ment. These are the Forensic Care Act (FCA)2 and the Mandatory Mental 
Healthcare Act (MMHA)3 

These new laws mark a shift in thinking about forensic psychiatry. 
Currently, the mentally disordered who have committed a crime attribut-
able (in part) to their psychiatric problems fall under the sole jurisdiction 
and fi nancial responsibility of the Ministry of Security and Justice4 (short: 
Min of Justice). The MMHA and FCA shift these responsibilities, partly, 
to the Ministry of Health, Welfare and Sports5 (short: Min of Health). This 
shift refl ects a more general change in thinking about the relationship 
between crime and psychiatric problems. Rather than interventions 
aimed at the off ence and the risk of repeating it, treatment should be 
provided for the psychiatric disorder which increased the risk of off ending 
in the fi rst place. This may feel like a nuance, but it basically means treat-
ment of the causes rather than the symptoms of off ending. 

As illustrated by the examples above, forensic psychiatry does not func-
tion in a vacuum, and as such is subject to more general changes in 
society. The fi nancial crisis of the last several years has therefore infl u-
enced the system as well and will continue to do so for several more 
years. Pressures on the budget have resulted in a new covenant about 
forensic care which aims to cut spending severely. Particularly, in 2012 the 
budget for forensic psychiatry was 725 million euros which will be cut to 
602 million by 2017 (Min of Justice, 2013). The majority of these cuts will 
be achieved by shifting care from expensive clinical settings to cheaper 
community care (van der Horst et al., 2012). Anticipating this shift, the 
MMHA actually explicitly opens up the possibility for mandatory commu-
nity treatment and its enforcement. 

1 Raad voor de Volksgezondheid en Zorg, RVZ.
2 Wet Forensische Zorg, Wfz.
3 Wet verplichte Geestelijke Gezondheidszorg, WvGGZ. 
4 Ministerie van Veiligheid en Justitie, VenJ.
5 Ministerie van Volksgezondheid, Welzijn en Sport, VWS.
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Implementation of the MMHA will constitute a return to the Lunacy Acts’6 
“objection criterion” (bezwaarcriterium). So unless patients actively resist, 
they can be forced to undergo placement and treatment without an 
explicit legal order. Currently, with the Psychiatric Hospitals (Compulsory 
Admissions) Act7 (commonly known as Compulsory Admissions Act) 
effective, such a legal order, signed by either the mayor or a judge, is still 
required. This is known as the ‘bereidheidscriterium’ (willingness criterium; 
Scholten, 2012). 

In summary, forensic psychiatric care will change fundamentally in several 
ways in the next years. Responsibility for mentally disordered offenders 
will be split between the Min of Justice and the Min of Health rather than 
only residing with the former. Interventions will be aimed at the psychi-
atric disorder underlying the risk of offending rather than at the offence 
itself. An increase in community treatment is expected at the cost of clin-
ical capacity. The MMHA will make enforcement of community treatment 
an option. Together these changes will make treatment the first objective, 
enforced if necessary, and incarceration only a last resort. These changes 
are generally expressed by the axiom “mental health care, unless ….” 
(Council for Public Health and Care, 2012).

So how can we identify those who are likely to become violent in the 
future? The three examples given above, Tristan van der V., Karst T. and 
Stanley A., all have different forensic and psychiatric histories. Both A. and 
van der V. were known to be mentally ill, T. was not, even though he had 
had a somewhat troubled past. A. had been previously committed to a 
forensic psychiatric hospital, van der V. and T. were not8. Could one or sev-
eral of these incidents have been predicted let alone prevented or are we, 
as a society, asking the impossible from professionals (Szmukler & Rose, 
2013)? If we can predict violence, what is the best way to go about it and 
which factors should we consider? Are these incidents indeed incidents or 
are they part of a larger problem of violence committed by the mentally 
ill? If so, how big is this problem?

6 Krankzinnigenwet. 
7 Wet Bijzondere opnemingen in psychiatrische ziekenhuizen, Bopz.
8 Both van der V. and T. were posthumously examined by the Netherlands Institute of Forensic Psychiatry                   
    and Psychology (NIFP). Although a short report on van der V. was made public findings on T. were not (NIFP,  
    2011). 
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1menTally disordered offenders

Known mentally disordered off enders can be found in three settings: 
jail, specialised forensic psychiatric care and regular mental health care. 
However, direct comparisons are diffi  cult to make since studies vary in 
their focus and the way they report results (Neijmeijer, Place, Rijkaart, & 
Kroon, 2012). Nonetheless, an attempt will be made below to provide the 
reader with an idea of the nature and extent of the problem of violent 
behaviour involving mentally disordered off enders. However, due to the 
diversity in reporting9 the most recent years for which data are available 
for all groups and for comparable follow-up periods are cohorts from 
2008/2009. Thus, the information below is not necessarily the newest 
information available for a specifi c group. 

The fi rst group of mentally disordered off enders can be found in jail 
(n=11,682 for 200910). They are mostly men (93%) in their 20s and 30s 
(66%). Four per cent is convicted for a sex off ence and 43% for a violent 
(property) off ence. Although psychiatric disorders are common (estimates 
vary from 65% to 80%), they are presumed to be unrelated to the off ences 
committed. Therefore, punishment rather than treatment is indicated. 
The prevailing diagnoses are personality disorders (50%; mostly cluster 
B) and substance use disorders (40%). Psychotic disorders are rare (6%) in 
this setting (Council for Public Health and Care, 2012; Zwemstra, 2009). 
Although these prisoners are eligible for treatment it is not mandatory. 
Moreover, options will be limited compared to mental health care set-
tings. For severe cases diversion to either a specialised unit in the prison, 
a penitentiary psychiatric centre (PPC), or to a forensic psychiatric clinic 
can be sought. In 2009, when the PPCs were fi rst opened, their estimated 
yearly capacity was 4% (520 places) of the total estimated yearly prison 
capacity (13,702 places). Recidivism, i.e., renewed off ending, of those 
placed in a PPC is quite high. Of the cohort (n=132) leaving prison to 
go to a PPC in 200911 42% recidivated within 2 years to such an extent 
that this resulted in reconviction (Min of Justice & Custodial Institutions 

9   Reports even vary in the way they compose various age groups.
10 Size of population at the time of the benchmark date of 30th of September 2009.
11 The PCCs were opened in the second half of 2009. Therefore the occupancy rate is markedly lower than the        
      estimated capacity for that year. By comparison, in 2010 there were 536 prisoners placed in a PPC and in 
      2011 that rose to 586 (Min of Justice & Custodial Institutions Agency, 2012b). 
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Agency12, 2012b). In comparison, of the detainees leaving prison in 200813 
(n=32,105), 49% were reconvicted within 2 years for at least one new 
crime, and 40% for a severe crime (i.e., eligible for a prison sentence of at 
least 4 years; Research and Documentation Centre14, 2013a). 

A second group of mentally disordered offenders can be found in spe-
cialised forensic psychiatric settings. Treatment for this group can be 
enforced in either a clinical or a community setting. Although in the lat-
ter setting clients also commonly receive treatment on a voluntary basis 
(55%; Troquete et al., 2013). However, reports usually focus on those 
placed in a clinical setting under the judicial measure terbeschikking-
stelling (tbs) which translates as ‘treatment at disposal of the state’. In 
contrast to the prisoners, the court has ruled that these clients suffered 
from a psychiatric illness when committing the crime(s) and therefore 
have diminished responsibility for them. A causal relationship is not 
required, but in general the risk of recidivism is thought to be increased 
if the disorder goes untreated. To protect society, enforced treatment is 
therefore indicated. In 2009 there were 115 new detainees with a tbs-or-
der. Every year in September (benchmark 

date) the total number of detainees are counted. In 2009 there were 2,008 
detainees in total. Most of them are men (94%) in their 30s and 40s (68%) 
with a primary diagnosis of a psychotic (37%, mostly schizophrenia) or a 
personality disorder (61%; Min of Justice & Custodial Institutions Agency, 
2012a). The latter is commonly a Cluster B or Personality Disorder Not 
Otherwise Specified (van Nieuwenhuizen et al., 2011). Substance abuse 
disorders are also common, although reported rates range from 43% to 
70% (Council for Public Health and Care, 2012; van Nieuwenhuizen et al., 
2011). In general, the offences

 committed by these detainees were violent in nature (96%), although 
sexual components to the crimes were also common (30%; Min of Justice 
& Custodial Institutions Agency, 2012a). Due to the low numbers of cli-
ents involved reports on these detainees use 5-year cohorts for their 
outcome analyses. For the clients discharged from a forensic psychiatric 
clinic between 2004 and 2008 (n=411), the 2 year rate for any recidivism 
was 21% and for severe recidivism 17%. Only a small group (4%) com-
12 Dienst Justitiële Inrichtingen, DJI.
13 Numbers for the 2009 cohort are still unavailable.
14 Wetenschappelijk Onderzoek- en Documentatiecentrum, WODC.
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1mitted a new violent or sex off ence within 2 years after discharge which 
would have resulted in a new mandatory treatment order (Research 
and Documentation Centre, 2013a; 2013b). Although this information is 
available for those leaving the forensic psychiatric clinics, less is known 
about those receiving forensic psychiatric care in the community. What is 
known about clients receiving forensic psychiatric community care comes 
mostly from a study by (Bouman, de Ruiter, and Schene, 2010). They col-
lected self-reports of delinquent behaviour from 55 forensic psychiatric 
out-patients. Of these 31 (56%) reported at least one new off ence during 
a 6 month follow-up period. No offi  cial reconviction or re-arrest data were 
collected as a part of this study, nor were collaterals or treatment staff  
approached to corroborate clients self-reports. To address this concern, 
the authors completed a test-retest reliability study of the types of delin-
quent behaviour which was found to be adequate. 

Limited as this information is, even less is known about violence commit-
ted by the third group of mentally disordered off enders, those receiving 
treatment in regular mental health care. In 2009, 2% (n=16,500) of the 
clients receiving regular mental health care did so as part of the circuit 
forensic care. From these numbers are excluded those who receive treat-
ment enforced under criminal law (GGZ Nederland, 2013). Instead these 
clients receive treatment enforced under the Compulsory Admissions Act, 
or on a voluntary basis (Bruinsma, 2009). Although a notably larger group 
of women is treated in the forensic care circuit in regular mental health 
care than in the previous two groups, most clients are men (83%). They 
are aged between 18 and 64 (75.5%), with the largest group (35%) being 
between 24 and 41 years old. The overwhelming majority (e.g., 96% in 
2009) received their care in a community setting (GGZ Nederland, 2013), 
typically for an Axis I disorder (91%) which most of the time is a psychotic 
disorder (49%; Neijmeijer, Rijkaart, & Kroon, 2012). Data on violence and 
recidivism in this setting are lacking since they are not a regular part of 
reports in the sector. Therefore, direct comparisons on these points with 
the other two groups cannot be made (Neijmeijer, Rijkaart, et al., 2012). 
However, an indication might be gleaned from a survey by van Harte 
(2012) completed in 2011. She asked case managers working in clinical 
psychiatry (n=1,534) whether they had been the victim of violence com-
mitted by a patient during the previous 5 years. A vast majority (67%) 
indicated that this had been the case. For out-patient settings even such 
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limited information as this is unavailable. 

This lack of information about violence committed by the mentally ill is 
a general problem. The little that is known tends to be fragmented and 
not readily comparable (Neijmeijer, Rijkaart, et al., 2012). Some similarities 
exist between various groups receiving treatment for offending related 
to mental disorders, irrespective of the setting in which treatment is 
provided. For instance personality, substance abuse and psychotic disor-
ders are common. However, there are also some marked differences, for 
instance, those in forensic psychiatric settings have more often commit-
ted a sex offence than those sentenced to jail. Nevertheless, it has been 
suggested that it is fairly arbitrary where mentally disordered offenders 
end up Neijmeijer, Place, et al. (2012). Additionally, 60% of those with a 
tbs-order have been previously imprisoned (van Nieuwenhuizen et al., 
2011), making one wonder if earlier identification and treatment might 
have prevented escalation. 

Given the numbers involved and the impact on society of individual 
incidents, violence committed by the mentally ill constitutes a large 
societal problem which, moreover has received increased attention 
lately. Although both Axis I and Axis II disorders are linked to offend-
ing there does not seem to be a clear or easily understood relationship. 
Nonetheless various theories have tried to account for this relationship. 
However, before going into them, the reader might benefit from a short 
overview of the organisation of the Dutch forensic psychiatric services 
and how they compare to those of other countries. 

organisaTion of forensiC psyChiaTriC serviCes 
Countries have formulated different strategies, and consequently laws, to 
deal with the challenges posed by mentally ill offenders. Although most 
countries that were a part of the European Union in 2002 had specific 
regulations for dealing with mentally ill offenders, interpretations and 
limits of their laws differ. This has resulted in somewhat different popula-
tions receiving compulsory treatment in these various countries (Salize & 
Dressing, 2004). For instance, in the Netherlands compulsory treatment 
is not limited to specific diagnostic groups such as psychotic disorders as 
is the case in Denmark, some of the Federal States in Germany and the 
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1United Kingdom (Salize, Dressing, & Peitz, 2002). In this respect the most 
marked diff erence can be found in forensic psychiatric populations under-
going enforced treatment. Dutch detainees more often than not have a 
personality disorder (65% of those convicted in 2011) with the remain-
der (35%) receiving treatment for psychosis (Min of Justice & Custodial 
Institutions Agency, 2012a). In contrast, clients treated in forensic psy-
chiatric clinics in, for instance, Canada, Australia and Norway, suff er from 
psychosis in at least 85% of cases and from a personality disorder in only 
15-20% (Chu, Thomas, Ogloff , & Daff ern, 2011b; Nicholls, Brink, Desmarais, 
Webster, & Martin, 2006; Nonstad et al., 2010). National legislation and 
jurisprudence seem to be the main causes of these diff erences although 
economic, social and medical factors have exerted their infl uences as well 
(Salize & Dressing, 2004, 2005; Salize et al., 2002). 

Other noteworthy diff erences between countries are in the way in which 
the need for enforced treatment is established. In Austria, Belgium, 
France, Germany, Luxembourg and the Netherlands involuntary place-
ment can only occur if a person has both a mental disorder and poses a 
threat. However, this dangerousness criterion is interpreted diff erently in 
the various countries, ranging from being a danger to oneself to being 
a possible danger to others. In contrast in Italy, Spain and Sweden the 
dangerousness criterion is not used but rather a mental disorder has to 
be present and there should be an obvious need for treatment. Again, 
countries diff er in how many experts need to be involved in the necessary 
psychiatric assessments (mostly two) and on who makes the fi nal decision 
about placement (a psychiatrist or a judge or mayor). At the time Salize et 
al. (2002) wrote their comprehensive report on compulsory treatment in 
the European Union, only four countries (Belgium, Luxembourg, Sweden 
and Portugal) had laws making out-patient treatment compulsory. As 
mentioned above, enforced out-patient treatment will become an option 
in the Netherlands shortly. 

Given the similarities discussed above between mentally disordered 
off enders in jail, forensic psychiatric services and regular mental health 
care, the Dutch system of completely parallel health care services (foren-
sic v. non-forensic) seems unnecessarily complicated. Even more so since 
funding comes from both the Min of Justice and the Min of Health and 
each department has their own procedures, rules and regulations. In 
part this situation is due to the enforced nature of treatment considered 



10

necessary for mentally disordered offenders. This is in contradiction 
with the strong voluntary character of mental health care in general 
in the Netherlands (Bouman, Riphagen, Jongebreur, & Veeke, 2012). 
Additionally, local legislation (especially the Compulsory Admissions Act) 
and the European Court of Human Rights have influenced the develop-
ment of the field. As a result, patients have strong rights when it comes to 
enforced treatment and almost all medical decisions, including declara-
tions of incompetence, can be disputed (Salize et al., 2002). Although, as 
mentioned earlier, the new laws MMHA and FCA will to some extent cur-
tail individual autonomy in lieu of increased security for the community. 
Additionally, implementation of these new laws is likely to result in an 
increase in out-patient capacity at the cost of clinical settings (Scholten, 
2012). Until then, mandatory out-patient treatment is legally not possible. 
Those currently receiving enforced treatment at an out-patient facility do 
so as an extension or continuation of the legal order (tbs) with which they 
were committed to a forensic psychiatric clinic (Salize et al., 2002). 

Irrespective of the out- or in-patient nature of the setting, enforced treat-
ment for mentally disordered offenders always encompasses specialist 
care. Although the main aim of such specialist care always is risk reduc-
tion, resocialisation is aimed for as well, if possible (GGZ Drenthe, 2004). 
Various aspects of treatment reflect this specialist nature. Firstly, the 
formulation of an offence scenario describing everything that happened 
leading up to the offence. The client’s thoughts, feelings and experiences 
prior to and during the offence are also included. This information is then 
used to compose a recidivism prevention, or signalation, plan (a second 
example of the specialist care provided). This helps the client to identify 
crucial moments and thoughts which contributed to the occurrence of 
the offence. After these pivotal elements have been identified, treat-
ment focusses on how they can be influenced by the client. The aim is 
that the client recognizes how his decisions and thoughts resulted in the 
offence and how changing these will prevent repetition of the violent 
behaviour (GGZ Drenthe, 2004). Again this is where specialist treatment is 
required. A last characteristic of forensic care is the use of risk assessment 
instruments and implementation of risk management strategies. Risk 
assessment instruments have gone through various stages of develop-
ment which will be discussed more extensively in a subsequent section. 
However, regardless of the various forms risk assessment has taken over 
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1the years, its aim has always been to assess the likelihood that a given 
person will become violent (Singh & Petrila, 2013). 

Risk management strategies can be defi ned as any action taken to reduce 
the risk of recidivism (Heilbrun, 1997). This can include addressing known 
risk factors such as ensuring the client’s compliance with a medication 
regimen, treating psychiatric disorders or limiting access to drugs, alco-
hol, or risk enhancing situations, e.g., play grounds and schools in the 
case of a paedophile (Andrews & Bonta, 2010). Aside from such restrictive 
measures, it has also been argued that the improvement of client func-
tioning and quality of life can be a successful way to manage risk (Ward & 
Stewart, 2003). These two approaches to risk management, reducing risk 
factors and increasing protective factors, refl ect the two theories which 
have been most infl uential in the fi eld: the Risk-Needs-Responsivity (RNR) 
model (Andrews & Bonta, 1998, 2010; Andrews, Bonta, & Hoge, 1990) and 
the Good Lives Model (GLM; Ward, Gannon, & Birgden, 2007; Ward, Mann, 
& Gannon, 2007; Ward & Marshall, 2004; Ward & Stewart, 2003).

Theories abouT offending by The menTally disordered

With the establishment of forensic psychiatry as a fi eld in its’ own right, 
theories about off ending have started to emerge as well. The two leading 
rehabilitation theories are the Risk-Needs-Responsivity (RNR) model and 
the Good Lives Model (GLM). Evidence for each has been found (see e.g. 
Fortune, Ward, & Willis, 2012; van der Horst et al., 2012; Polaschek, 2012; 
Pomp, 2009). However, proponents of both theories are still involved in 
a (oftentimes heated) debate and the jury is still out on which theory 
better predicts and explains off ending by the mentally disordered (see 
e.g. Andrews, 2011; Andrews & Dowden, 2007; Andrews & Dowden, 2009; 
Birgden, 2009; Polaschek, 2012) . 

The risk-needs-responsiviTy model

Andrews and Bonta developed their Risk-Needs-Responsivity (RNR) 
model at a time when punishment rather than treatment was the norm 
within correctional settings. By empirically showing that assessment and 
intervention could reduce recidivism they opened up the way for a reha-
bilitation approach in off ender management. RNR is grounded in social 



12

learning theory, differential association theory and operant condition-
ing and has guided and formed forensic psychiatric practice for several 
decades (Ogloff & Davis, 2004). One of the consequences of the models 
introduction was a focus on risk management and recidivism prevention 
(Ward & Stewart, 2003). 

The three core principles of the RNR model were first published in 1990 
(Andrews, 2011; Andrews et al., 1990; Andrews, Bonta, & Wormith, 2011). 
The Risk Principle states that the intensity of the treatment needs to cor-
respond to the severity of the risk: low levels of treatment and supervision 
for those posing a low risk and intensive for high-risk offenders. According 
to the Needs Principle treatment should target criminogenic needs which 
are directly related to the criminal behaviour. Lastly the Responsivity 
Principle stipulates that the type of treatment should be matched to the 
offender’s abilities so as to achieve maximum result. Although generally 
known for these three, core, principles, Andrews and Bonta identified a 
fourth which usually remains unmentioned: the Principle of Professional 
Discretion. This states that in the end clinical judgment can, and should, 
override the other three principles. Shortly, RNR says that reduction of 
recidivism is achieved through addressing risk factors in a way suited to 
the client’s abilities and level of risk. 

Several meta-analyses have shown that such risk focussed treatment can 
result in reduced recidivism (Andrews & Dowden, 2005; Hanson, Bourgon, 
Helmus, & Hodgson, 2009; Lösel & Schmucker, 2005). However, these 
studies also found that treatment effects are influenced by the extent 
to which programs adhere to the RNR principles, i.e., better adherence 
results in lower recidivism (Andrews, 2011; Andrews & Dowden, 2005; 
Dowden & Andrews, 2000; Lipsey & Cullen, 2007). For instance, Hanson et 
al. (2009) examined the effectiveness of treatment for sexual offenders by 
completing a meta-analysis of 23 studies. Proportions of offenders who 
committed a new offence were significantly lower for those with treat-
ment compared to those without (32% v. 48% for general recidivism; 11% 
v. 19% for sexual recidivism, both p<.01). However, treatment programs 
were more effective if they adhered to more of the RNR principles with 
the largest reduction in recidivism related to adherence to all three (none: 
OR15=1.17; one: OR=.64; two: OR=.63; three: OR=.21). It seems then that 
15 Odds Ratio: measure of the association between two variables, commonly a predictor (e.g., adherence to    
      RNR) and an outcome (e.g., recidivism). An OR of 1 indicates that there is no relationship. OR < 1: higher                              
      levels of the predictor are associated with lower levels of the outcome. OR > 1: higher levels of the predictor                                                       
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1the eff ectiveness of RNR is linked to compliance and other non-program-
matic factors (Andrews, 2011). 

However client (and case manager) compliance with and motivation for 
a solely risk focused treatment tends to be low, since it can create a neg-
ative emphasis. Such low client motivation has been linked to increased 
recidivism (Hanson & Bussière, 1998; Lösel & Schmucker, 2005). As critics 
have pointed out, off ender responsivity should not be expected from 
interventions solely aimed at the reduction of risk (Ward & Brown, 2004; 
Ward, Gannon, et al., 2007; Ward & Marshall, 2004; Ward & Stewart, 2003). 
Additionally, the model ignores the importance of non-criminogenic 
needs, such as low self-esteem, which can severely hinder in the estab-
lishment of a therapeutic relationship. The third criticism is that RNR 
overlooks the role of context when determining appropriate treatment 
for mentally disordered off enders (Ward & Marshall, 2004). For instance, 
cultural diff erences will determine what is considered appropriate 
behaviour. To address these concerns, Ward and colleagues formulated 
the Good Lives Model. 

The good lives model 

The RNR model was developed at a time when the idea of rehabilitating 
off enders was still largely unaccepted. In contrast, the Good Lives Model 
(GLM) was conceived at a time when off ender rehabilitation (owing 
largely to work related to RNR) had been established as a successful strat-
egy for reducing recidivism. GLMs focus on promotion of client well-being 
parallel to risk reduction, therefore, is a logical step forwards in thinking 
about off ender rehabilitation (Ogloff  & Davis, 2004).

Ward and colleagues main point is that RNRs’ focus on criminogenic 
needs is necessary but insuffi  cient for eff ective treatment (Ward & 
Gannon, 2006; Ward, Melser, & Yates, 2007; Ward & Stewart, 2003). As such, 
they view GLM as an addition to, not a replacement of RNR (Willis, Yates, 
Gannon, & Ward, 2013; Wilson & Yates, 2009). At the core of GLM is the 
conviction that people want to lead “Good Lives”, which they try to get 
by obtaining important primary goods. Examples of such primary goods 
are friendship, happiness and excellence in work and play. People off end 
because they lack the capacity or knowledge to use socially acceptable 

     are associated with higher levels of the outcome.
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ways of obtaining these goods and thus fulfilling their need for them. 
So, in addition to addressing criminogenic needs, it is necessary to teach 
offenders strategies for obtaining a Good Life. Since the appropriate strat-
egy will depend on social and cultural contexts, these need to be taken 
into account as well. 

However, as proponents of RNR have pointed out, there is little evidence 
for a direct effect of the GLM approach on recidivism itself (Andrews, 
2011; Andrews et al., 2011; Pomp, 2009). It has even been suggested that 
adherence to GLM will increase, rather than reduce, recidivism, because it 
will result in aiming scarce resources at non-criminogenic needs (e.g., hav-
ing adequate housing) rather than at factors known to be directly linked 
to offending (e.g., antisocial attitudes; Andrews, 2011; Ogloff & Davis, 
2004). All the same, the current lack of evidence for GLM is not that sur-
prising. Conducting appropriate research takes time and effort. RNR was 
first proposed in the 1990s while the first publications on GLM stem from 
2002. As such research on RNR has a head-start of over a decade on GLM. 

Thus, unsurprisingly, evidence for GLM is still in the preliminary stages 
with published literature quite often including references to confer-
ence presentations (Pomp, 2009; Willis et al., 2013; Wilson & Yates, 2009) 
and individual case studies (Lindsay, Ward, Morgan, & Wilson, 2007; 
Whitehead, Ward, & Collie, 2007). For instance, Simons, McCullar, and Tyler 
(2008)16 reportedly found ‘significantly higher rates of treatment engage-
ment and completion, significantly lower rates of attrition, higher levels of 
motivation, and greater within-treatment change in areas such as coping 
skills’ for a treatment focused by GLM rather than relapse 

prevention (as in: Wilson & Yates, 2009). On the other hand, better docu-
mented evidence exists for some of the basic aspects of GLM such as the 
assumption that people want to lead ‘good lives’ (Barnett & Wood, 2008; 
Diener & Suh, 1997) and that the fulfilment of needs (i.e., primary goods 
in terms of GLM) can improve client well-being (Priebe et al., 2007; Slade 
et al., 2004; Wiersma et al., 2009). In turn improved client well-being has 
been linked to reduced recidivism (Bouman, Schene, & de Ruiter, 2009). 

The jury may still be out on the effectiveness of GLM in general, but both 
GLM and RNR have undeniably influenced the field of forensic psychiatry 
(Ogloff & Davis, 2004). Not in the least in their contribution to the devel-
16 To date no official report on this study has been published or otherwise made public.
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1opment of the fi eld of risk assessment (Fortune et al., 2012). 

risk assessmenT insTrumenTs

Particularly RNR has heavily infl uenced the fi eld of forensic psychiatry by 
stimulating the development and usage of risk assessment instruments. 
These have had an independent eff ect on the development of the fi eld of 
forensic psychiatry. Risk assessment instruments are used to determine 
which off enders pose the highest risk, and therefore should receive the 
most intensive treatment (Risk Principle). Additionally, they are helpful 
in identifying criminogenic needs which can consequently be addressed 
through treatment (Need Principle).

Risk assessment has gone through various major changes since its’ initial 
conception. It started out as pure clinical judgment of dangerousness. 
However, research done in the 1960’s and 1970’s showed that clinical 
judgment was actually fairly unsuccessful in predicting violent behaviour 
(Singh & Petrila, 2013). Probably most well-known is Monahan’s (1981) 
literature review. In it he concluded that clinicians using unstructured 
approaches were only correct a third of the time when predicting violent 
behaviour. Combined with concerns about the human and legal rights of 
those with mental illnesses, this spelled the end of so called ‘fi rst genera-
tion’ risk assessment. 

Alternatives were sought and led to the development of a second gener-
ation, the actuarial risk assessment instruments. Relying on the research 
available at the time, actuarial instruments comprised of lists of factors 
known to be associated, i.e., correlated, with recidivism. One of the best 
known actuarial risk assessment instruments is the Violence Risk Appraisal 
Guide (VRAG; Harris, Rice, & Quinsey, 1993). It consists of 12 variables 
correlated with reoff ending covering a range of themes from psychiatric 
disorders to off ense characteristics (see Table 1.1). Individual items are 
rated in various ways, e.g, ‘age at index off ense’ is a continuous variable 
while ‘never been married’ is dichotomous. A recent meta-analysis by 
Singh, Grann, and Fazel (2011) showed that the VRAG is able to predict 
violent and criminal behaviour at an acceptable level.
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However, there is a downside to actuarial risk assessment. Case-specific 
risk and protective factors remain unaddressed and clinicians’ expert 
judgment and knowledge of the patient cannot be accommodated. When 
Mossman’s (1994) reanalyses of earlier data moreover showed that clinical 
judgment was better than chance in predicting recidivism, the road was 
clear for the development of a third generation of risk assessment instru-
ments: those combining actuarial assessment with clinical judgment 

 

Table 1.1: Commonly used risk assessment instruments and the factors they consist of.  

Actuarial   Structured Professional Judgment 

VRAGa 
 

HRC-20b 
 

STARTc 

Static factors 

Psychopathy  
 

Psychopathy 
 

Major Mental Illness 
 

Schizophrenia 
 

Personality disorder 
 

Personality Disorder 
 

Early Maladjustment 
 

Elementary school maladjustment 
 

Age at index offense 
 

Young Age at First Violent Incident 
 

History of alcohol abuse 
 

Substance Use Problems 
 

Relationship Instability 
 

Never married 
 

Previous Violence 
 

Property offense history 
 

Failure on prior conditional release Prior Supervision Failure 
 

Employment Problems 
 

Separation from parents under age 16 

Victim injury 
 

Female victim          
Dynamic factors 

Lack of Insight 
 

Insight 

Negative Attitudes 
 

Attitudes 

Active Symptoms of Major Mental Illness Mental state 

Impulsivity 
 

Impulse control 

Unresponsive to Treatment 
 

Treatability 

Medication adherence 

Plans Lack Feasibility 
 

Plans 

Exposure to Destabilizers 
 

External triggers 

Lack of Personal Support 
 

Social support 

Noncompliance with Remediation Attempts Rule adherence 

Stress 
 

Substance use 

Material resources 

Social skills 

Relationships 

Occupational 

Recreational 

Self-care 

Emotional state 

Conduct 

        Coping  
a Harris, Rice, and Quinsey (1993); bWebster, Douglas, Eaves, and Hart (1997); c Webster, Martin, Brink, Nicholls, and 
Desmarais (2009) 
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1(Dvoskin & Heilbrun, 2001; Falzer, 2013; Singh & Petrila, 2013). 

One of the earliest, and still most widely used, examples of this Structured 
Professional Judgment (SPJ) approach is the Historical Clinical Risk 
Management-20 (HCR-20; Webster, Douglas, Eaves, & Hart, 1997). The 
HCR-20 consists of three subscales addressing historical (e.g., previous 
violence) and clinical (impulsivity) risk factors as well as risk management 
(e.g., noncompliance) items (see Table 1.1). All items are scored as either 
absent (0), possibly present (1) or defi nitely present (2). The instrument 
has been widely studied in various samples (men, women, correctional, 
forensic) and in a variety of settings (community, clinic, civil psychiat-
ric, correctional). Predictive accuracy has consistently been found to be 
similar to that achieved with actuarial instruments, that is acceptable 
(Douglas, Blanchard, Guy, Reeves, & Weir, 2010; Singh et al., 2011). 

Given these similar levels of predictive accuracy achieved by actuarial and 
SPJ instruments, the debate is still on-going (Hanson & Morton-Bourgon, 
2009; Harris & Rice, 2007). However, SPJ has become enormously popular 
in clinical practice over recent years. In part this is due to the introduction 
and development of GLM, its positive approach to off ender rehabilitation 
and its focus on the individual and his circumstances. This has contributed 
to the development of risk assessment instruments that include not only 
static (i.e., unchangeable) risk factors, such as previous mental illness, but 
also dynamic (i.e., changeable) risk factors, such as mental well-being. 
GLM has additionally lead to the inclusion of protective factors in risk 
assessment instruments. Increasing dynamic protective factors, such as 
having good social skills, can then help in fulfi lling a client’s needs and 
thus aid in reducing recidivism (Falzer, 2013). 

sTaTiC and dynamiC risk and proTeCTive faCTors

The appeal of including dynamic risk and protective factors lies in their 
potential to refl ect changes in risk and in guiding treatment and risk man-
agement strategies. Earlier actuarial and SPJ risk assessment instruments 
lacked these features since they consisted (at least in part) of static risk 
factors. Examples of such static risk factors are having a history of vio-
lence or mental disorder or previous supervision failure. There is a dearth 
of research showing the correlation between these static factors and 
off ending (see for instance: Campbell, French, & Gendreau, 2009; Coid et 



al., 2011; Craig, Browne, Stringer, & Beech, 2005; Harris, Rice, & Cormier, 
2002). As such the contribution of static factors to violence prediction is 
well established. However, there is a problem with the use of these static 
factors. Since they are concerned with the persons’ history they are not 
amenable to change, or, more specifically and frustratingly, to improve-
ment. Therefore they are mostly suited to long-term predictions of 
(baseline) recidivism rates of the individual (de Ruiter & Nicholls, 2011). 

A risk estimate more amenable to change can be obtained by assessment 
of dynamic risk factors. Examples include emotional well-being, medi-
cation and drug use and social skills, which can be influenced through 
treatment (Philipse, Koeter, van der Staak, & van den Brink, 2005; Webster, 
Nicholls, Martin, Desmarais, & Brink, 2006). Moreover, direct treatment 
suggestions such as increasing social skills or improving medication 
adherence are evident. Addressing such dynamic factors has been 
shown to be predictive of and associated with reduced recidivism (for 
an overview see for instance: Douglas et al., 2010; de Ruiter & Nicholls, 
2011). Elbogen, Mustillo, van Dorn, Swanson, and Swartz (2007) showed 
that having lower needs for treatment was associated with higher levels 
of recidivism in a psychiatric community sample. Similarly, it has been 
argued that what is important in the prediction of short term risk is the 
active symptomatology associated with a major mental disorder like 
schizophrenia or mania, rather than having been diagnosed at one time 
or another (McNiel, Gregory, Lam, Binder, & Sullivan, 2003). Lastly, there is 
evidence that dynamic protective factors are associated with recidivism 
even after variance attributable to risk factors has been accounted for 
(Gagliardi, Lovell, Peterson, & Jemelka, 2004). 

A well-known example of a risk assessment instrument incorporating 
both dynamic risk and protective factors is the Short Term Assessment of 
Risk and Treatability (START; Nicholls et al., 2006; Webster, Martin, Brink, 
Nicholls, & Middleton, 2009; Webster, Martin, Brink, Nicholls, & Desmarais, 
2004; see Appendix A and D for Dutch and English versions). As Table 
1.1 shows the START consists of 20 dynamic items ranging from ‘men-
tal health’ to ‘coping’ and ‘social skills’. All 20 factors are scored both as a 
vulnerability (i.e., risk) and protective factor on a 3 point scale (absent, 
possibly present, present). Scoring of vulnerabilities and protective factors 
occurs separately. So a client can show his strength with respect to ‘sub-
stance abuse’ by recognizing how, e.g, the use of alcohol, contributes to 
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1his off ending behaviour. At the same time, however, ‘substance abuse’ can 
also be a vulnerability because he does not abstain from using alcohol (de 
Ruiter & Nicholls, 2011). After initial scoring of the factors those which are 
known to be of particular importance to the clients engagement or absti-
nence of off ending are marked as key items. Then refl ecting on this fairly 
actuarial assessment of factors, the case manager provides a fi nal risk esti-
mate (low, moderate, high) for various outcomes such as ‘risk of violence 
against others’ and ‘risk of self-harm’. Case managers are encouraged to 
use their clinical judgment and knowledge of the client when giving this 
fi nal risk estimate, thus making the START an example of a SPJ instrument 
(Webster, Martin, Brink, Nicholls, & Desmarais, 2009). 

The START is in line with GLM thinking about off ending since it explicitly 
attends to protective factors. As GLM has pointed out, this can improve 
treatment results (Ward & Stewart, 2003). Inclusion of protective factors in 
risk assessment instruments then makes sense and is fi nding its way into 
risk assessment instruments. Some clinical advantages have been linked 
to the inclusion of protective factors in risk assessment. For instance, 
creating and maintaining a therapeutic relationship with the client, 
enhancing client insight and increasing motivation for treatment (de 
Ruiter & Nicholls, 2011). The latter is a problem recognized by both GLM 
and RNR. 

shared deCision making

Regular health care has dealt with the issue of patient motivation for 
treatment by introducing Shared Decision Making (SDM) to the treat-
ment process (Hamann, Leucht, & Kissling, 2003). SDM is characterised by 
the following aspects: 1) there are at least two participants, usually the 
clinician and the patient; 2) they share information; 3) they try to reach a 
consensus about the preferred way to move forward, and 4) the agreed 
upon treatment is implemented (Charles, Gafni, & Whelan, 1997, 1999). 
Improvements in quality of life and well-being, treatment adherence and 
satisfaction with care have been attributed to the use of SDM in both 
regular and mental health care (Drake, Cimpean, & Torrey, 2009; Hamann 
et al., 2003; Joosten et al., 2008; Joosten, de Jong, de Weert-van Oene, 
Sensky, & van der Staak, 2009). Additionally, establishing and maintaining 
a therapeutic relationship, with often unwilling clients, could be aided by 
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the use of SDM. Importantly, GLM and RNR link both client motivation and 
the establishment of a therapeutic alliance to reoffending, and some evi-
dence for such a connection has been found (for an overview see: van der 
Horst et al., 2012). Moreover, none of the existing risk assessment instru-
ments asks clients to self-assess their risk for future violent behaviour on 
either risk or protective factors. Possibly the introduction of SDM to foren-
sic psychiatric care and risk assessment will have effects similar to those 
found in regular and mental health care. If so, it would provide a solution 
to some of the core challenges to treatment in forensic psychiatric care, 
i.e., establishing and maintaining a therapeutic working alliance and cli-
ent motivation for treatment (Drieschner & Boomsma, 2008; Drieschner 
& Verschuur, 2010; van der Horst et al., 2012). Particularly in out-patient 
forensic psychiatry the challenges of low client motivation and estab-
lishing a therapeutic working alliance come into play since about half of 
these clients are treated on a voluntary basis (Troquete et al., 2013). 

speCial needs of ouT-paTienT forensiC psyChiaTry

In the Netherlands out-patient forensic psychiatry specifically targets 
those clients who have psychiatric problems and are in contact with the 
judicial system, or are at threat of being so (Wubs & Wijnen, 2005). It is 
important that care takes place in the community because that is the 
situation in which clients will be most of the time. However, out-patient 
settings have their own unique challenges. In contrast to clinical settings, 
clients tend to have more liberties, are exposed to more triggers and have 
less contact with treatment staff. Additionally clients have a greater diver-
sity of psychiatric problems than in clinical settings (Mohan & Fahy, 2006). 
These specific characteristics of out-patient forensic psychiatry result in 
a special need for short term dynamic risk assessment and management 
strategies. Quickly establishing a good therapeutic relationship also gains 
in importance because clients tend to have a continued need for treat-
ment after their treatment order has ended even though their motivation 
for that treatment may be severely lacking (Drieschner & Boomsma, 2008; 
Drieschner & Verschuur, 2010). Strengthening protective factors and 
increasing client quality of life and wellbeing then become a necessity 
rather than a luxury. Moreover, there is a relationship between client func-
tioning and recidivism (Bouman et al., 2009). Additionally, theories about 
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1off ending hypothesize about the direct eff ects of addressing protective 
factors on risk of recidivism (Andrews & Bonta, 2010; Ward & Marshall, 
2004). However, studies so far have been limited to evidence of associ-
ations and correlations. No study to date has examined the preventive 
eff ect of the use of risk assessment instruments on recidivism (de Ruiter & 
Nicholls, 2011).

This disserTaTion

This dissertation addresses this issue of a possible preventive eff ect of 
an intervention consisting of risk assessment and care evaluation based 
on shared decision making principles in out-patient forensic psychiatry. 
Chapter 2 gives a more extensive description of a typical client in out-pa-
tient forensic psychiatry as well as a description of the intervention itself 
and an example of the START as used in the study. 

The START was developed as a tool for guiding clinical practice. However, 
studies so far have had limited generalizability to clinical practice due to 
their retrospective, researcher completed risk assessments. Additionally, 
statistical approaches used make it diffi  cult to examine the incremental 
contribution of START elements such as protective and key factors as well 
as the SPJ. To address these issues Chapter 3 reports on the prediction of 
recidivism with the START as completed in daily practice by case manag-
ers. In Chapter 4 the issue of prediction of violent behaviour is examined 
further by including client self-assessments on the START in the predic-
tion models. 

As mentioned above, short term changing risk and client motivation are 
particular problems faced by out-patient forensic psychiatry (Drieschner 
& Boomsma, 2008; Mohan & Fahy, 2006). The use of short term dynamic 
risk and protective factors as well as a shared decision making approach 
to treatment might be benefi cial since both have been linked to reduc-
tions in recidivism and improved treatment outcome. However, what is 
mainly lacking in the research so far is the preventive eff ect these meth-
ods can have on the occurrence of recidivism (de Ruiter & Nicholls, 2011). 
Therefore, Chapter 5 examines whether an intervention consisting of risk 
assessment combined with shared decision making is associated with a 
reduction in recidivism. 
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As may be evident from previous sections, further promoting client 
motivation and treatment engagement in out-patient forensic psychia-
try through shared decision making seems expedient as well. Although 
studies have shown the usefulness of this approach in general mental 
health care (Fenton, 2003; Joosten et al., 2008; Legare et al., 2012; Priebe 
et al., 2007), none have studied it in the setting of compulsory forensic 
psychiatry. Nor have studies so far addressed any preventive effect the 
use of SDM could have on the risk of recidivism either directly or indirectly 
through influencing client quality of life and functioning, even though 
theoretical models such as GLM propose a connection. This issue is 
addressed in chapter 6. 

A summary of these findings and general conclusions are given in 
Chapter 7. The fact that we were unable to establish a preventive effect of 
the use of risk assessment instruments on violent behaviour has led some 
authors to argue that the practice of risk assessment should be aban-
doned completely (Tyrer, 2013; Wand & Large, 2013). In the final chapter 
the arguments against such a radical approach at this time are provided 
in light of the findings reported in this dissertation. Instead, several gen-
eral conclusions are formulated and suggestions made for future research. 







 2 – risk assessmenT wiTh The sTarT of a    
                 personaliTy disordered ClienT TreaTed in      
           ouT-paTienT forensiC psyChiaTry

        

troQuete, N. a. C., & vaN oS, t. w. D. P. (iN PreSS). iN t. NiChollS & C. weBSter 
(eDS.), CASE VIGNETTES USING THE SHORT TERM ASSESSMENT OF RISK AND TREATABILITY. Port 
CoQuitlam, CaNaDa. 

 2 – risk assessmenT wiTh The sTarT of a    
                 personaliTy disordered ClienT TreaTed in      
           ouT-paTienT forensiC psyChiaTry

        

troQuete, N. a. C., & vaN oS, t. w. D. P. (iN PreSS). iN t. NiChollS & C. weBSter 
(eDS.), CASE VIGNETTES USING THE SHORT TERM ASSESSMENT OF RISK AND TREATABILITY. Port 
CoQuitlam, CaNaDa. 



26

Name:    mr. J.
Date of Birth:   21-8-1985
StatuS:    oN ProBatioN
CurreNtly a PatieNt at:  out-PatieNt foreNSiC PSyChiatriC uNit leeuwarDeN,   
   the NetherlaNDS
referreD By:   ProBatioN ServiCeS
Date of aDmiSSioN: 3-4-2009
Date of aSSeSSmeNt:  JuNe 2009 

referral informaTion 

Mr. J. is a 24-year old, unmarried, unemployed Caucasian man of Dutch 
descent, who is dependent on cannabis and has a Personality Disorder 
NOS with antisocial, narcissistic and dependent traits. Possibly he also 
suffers from PTSD. A diagnosis of ADHD was formally investigated but not 
confirmed. A referral was made by probation services for treatment and 
diagnosis after physical abuse of his girlfriend. J.’s current involvement 
with out-patient forensic psychiatric services resulted from an argument J. 
had with his girlfriend (P), about the housekeeping and his drug use, after 
which he left the house. On his return his girlfriend was still angry and 
asked him to leave again, which J. refused. P. then threw J’s musical equip-
ment around. He retaliated by grabbing her by the throat, kicking her and 
pushing her up against a door. He then left the house and she called the 
police. He has a prior conviction for severe assault against this same girl-
friend that resulted in 2 years’ probation.

personal informaTion & hisTory

During his early childhood his parents had repeated arguments and 
fights, though never physical. This culminated in their divorce when J. was 
6 years old. No substance abuse or psychiatric disorders of the parents 
are known. J. and his mother then moved from the city of The Hague to 
live with her parents in Friesland, one of the rural northern provinces of 
the Netherlands. His mother started a new relationship and re-married 
when J. was 12 years old. J. did not accept his stepfather and they had 
several physically violent fights during J’s adolescence. Currently J. and his 
stepfather are on good terms. J.’s relationship with his mother has always 
been positive. His relationship with his father, a musician, was non-exis-
tent after he moved to the South for some years but has recently been 
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2
restored. They now have contact with each other about twice a month by 
phone. His father advises him about his DJ activities and his relationship 
with his girlfriend. 

J.’s early memories of the years he lived in The Hague primarily consist of 
playing outside. J. was exposed to corpses and weapons at an early age. 
At 4 years old, J. began spending time with a group of 17-year olds, who 
regularly took him along to visit crime scenes. J. was also sexually abused 
by this group of older adolescents. After moving to Friesland with his 
mother at age 7, J. was again sexually abused, this time by an uncle.

J. attended fi rst grade at a school for Special Vocational Education, but 
had diffi  culties getting along with teachers and other students. He was 
regularly bullied and was involved in a number of fi ghts. J. started using 
cannabis when he was 12 years old. The situation at home was trouble-
some due to regular confl icts with and physical abuse by his stepfather. 
Diffi  culties at home and school resulted in a 5-month placement at a 
reformatory when J. was 13 years old. On discharge from the reformatory 
J. attended a school for Prevocational Education, where he continued 
to be a troublesome student. As a result of continued fi ghting, J. was 
expelled when he was 15. At age 16, J. became sexually involved with a 
13-year old girl. Although he said their relationship was consensual and 
along the lines of ‘playing doctor’, J. was convicted for lewd acts with a 
minor and was sentenced to 3 months in juvenile detention with 2 years’ 
probation. After his time in detention, J. returned to live with his mother 
and stepfather. Occasionally he roamed the streets and was homeless 
for short periods. Around this time, J.’s mother gave birth to two sons, 
currently aged 8 and 9. J. has a good relationship with his brothers; the 
younger siblings adore their older brother and particularly enjoy his sto-
ries about music. 

During his teens, speed and cannabis became a regular habit. At age 18 
J. was convicted for theft, car burglary and possession of stolen goods, 
resulting in a monetary fi ne and probation. At 19 J. was again convicted 
for theft and burglary and was sentenced to a month in detention. After 
this detention, he shortly worked as an upholsterer, but was mostly 
unemployed. At age 20 J. began using various types of hard drugs (e.g. 
GHB, ketamine and XTC) on a regular basis, which continues to date. At 
21, he met his current girlfriend P., who was pregnant at that time from a 
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previous relationship. At the time of J’s referral (April 2009) P’s son was 3 
years old. Although J. has no children of his own, he feels very connected 
to the boy who calls him Daddy. 

J.’s first conviction for physical assault and subsequent mandatory treat-
ment in an out-patient forensic psychiatric clinic was at the age of 23 and 
resulted from an altercation with his girlfriend. In April 2009, an argument 
between J. and P. again escalated to physical violence, resulting in J.’s cur-
rent conviction and treatment at the out-patient forensic psychiatric clinic 
in Leeuwarden.

legal & forensiC hisTory

Age 16: Conviction for lewd acts with a minor. Sentenced to 3 months 
juvenile detention and 2 years’ probation

Age 18: Conviction for theft, car burglary, and possession of stolen 
goods. Sentenced to the payment of a fine and juvenile 
probation.

Age 19:   Conviction for burglary and theft. Sentenced to a

   Month of detention.

Age 23: First conviction for physical abuse of his partner. Sentenced to 
undergo treatment.

Age 24: Second (current) conviction for physical assault of partner. 
Received probation and was referred to out-patient services 
for diagnosis and treatment.

mediCal & psyChiaTriC TreaTmenT

Parents:    No substance abuse, no psychiatric history.

Perinatal:  Normal.

Age 1:    Fall down stairs. No permanent damage.

Age 13:  Spends 5 months in reformatory after continued escalating 
conflicts at home and at school.

Age 23: Aggression regulation therapy at an out-patient Forensic 
Psychiatric Clinic. Formally tested for ADHD. Diagnosis was 
rejected.

Age 24 (current):  Dependent on Cannabis; Personality Disorder NOS with anti-
social, narcissistic and dependent traits. Possibly PTSD.
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2
mediCaTion & drug use

Medication:  None. 

Alcohol:   Never problematic. J. is a social drinker.

Soft drugs: Started smoking cannabis at the age of 12, which slowly 
became a daily event/routine by the age of 14. He considers 
himself addicted. He smokes 2 joints each day, one before bed 
to relax. J. reports cannabis relaxes him in general, although 
the eff ect has been decreasing.

Hard drugs: At age 15 he started using speed/methamphetamine, on 
average three times a week. The eff ect it has on him varies, 
sometimes it relaxes him a little, and sometimes it gets him 
excited. He does think that it helps him to concentrate and 
focus. From age 20, J. has also used various hard drugs such as 
GHB, ketamine and XTC. His use of these hard drugs was ongo-
ing at the time of initial assessment (April 2009). 

Nicotine:   Since the age of 12, ongoing use of heavy rolling    
   tobacco (averages 3 packets a week).

CurrenT siTuaTion

When asked to describe himself, J. states that he is spontaneous, loves 
laughter and music. He notes he is always looking for the ‘perfect love’, 
but feels empty quite quickly. He does not consider himself short tem-
pered, but when faced with injustice he tends to ‘take the law into his own 
hands’. When feeling down, he tends to ruminate but rather than discuss 
his problems and feelings he pushes them away. 

J. has diffi  culty maintaining boundaries, while P. continues to contact him, 
wanting attention. P. also has a 3 year old son whom J. feels connected 
to, making it more diffi  cult for him to distance himself from P. J. thinks 
his girlfriend is very fi ckle, ignoring him one day, and inviting him over, 
promising sex another. He feels she does not reciprocate his feelings to an 
appropriate degree, and he is in doubt about whether or not to end the 
relationship.

Currently J. does not have work. He supports himself through benefi ts, 
which he receives because his psychiatric complaints hinder him from 
obtaining and/or keeping a job. He has a debt of several thousand euros, 
the exact size of which remains unclear as he gives varying accounts to 
diff erent people. The amounts mentioned range from € 2000 to € 10.000. 
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J. also remains ambiguous about his ability to pay off his debt and about 
any help he might need with this. 

At the time of referral J. lived partly with his mother, stepfather and his 
two half-brothers (aged 8 and 9) and partly with his girlfriend. As noted, J 
currently has a good relationship with his mother and stepfather. J. wants 
to move out but has not taken any serious steps and this living arrange-
ment continues. 

J. has one good friend and lots of acquaintances, most of who use drugs 
and some of whom have been in contact with the police and/or the 
legal system. J.’s daytime activities remain fairly vague. He spends most 
of his time preparing for the occasional performance as a DJ. His DJ per-
formances do not earn him any income and are purely for pleasure as a 
hobby.

J.’s contact with the out-patient forensic psychiatric clinic has been 
sporadic (see below). The intake process started in April 2009 and con-
sisted of separate appointments with a psychiatrist, psychologist and 
occupational therapist or psychiatric nurse. Following the intake pro-
cess, treatment commenced (see schedule below). Of six scheduled 
appointments, he did not attend three and he was under the influence of 
cannabis when he arrived for his most recent appointment (June 2009). 

summary of appoinTmenT sChedule

3 April 2009:   Referral and first intake appointment

14 April 2009:  Did not show (2nd intake appointment)

17 April 2009:  2nd intake appointment

21 April 2009:  Did not show (3rd intake appointment)

11 May 2009:  Did not show (3rd intake appointment)

26 May 2009:  3rd intake appointment

23 June 2009:  Did not show (1st treatment appointment)

26 June 2009:  First treatment contact (START assessment completed)

At his initial intake appointment (April 3rd, 2009), J. presented as fairly well 
groomed, with an earring in each ear. He was noted to be wearing an 
inappropriate T-shirt depicting skulls, blood, and knives. He was cooper-
ative during the conversation and open to contact. J. was fairly talkative 



31

2
during his appointment, fi lling in natural silences, but it was noted that 
there was no depth to his conversations. Discussing the present was 
unproblematic, but he was unreceptive to discussing his past. Feelings of 
shame and aggression were predominant. 

After failing to show for his 3rd intake appointment on two occasions 
(April 21 and May 11), J. fi nally did attend his appointment on May 26th. 
Unfortunately, J. was high on cannabis during this appointment. When 
asked why he missed his appointments, he reported he was spending 
a lot of time with a friend who was recently diagnosed with cancer. 
Additionally, J. is very involved with the organization of a benefi t concert 
for this friend, and does not consider his own treatment a priority at the 
moment.

Notes from J.’s most recent appointment on June 26th indicate con-
sciousness was clear and J. presented with no indications of serious 
psychopathology. No formal thought disorder or delusions were pres-
ent and mood was normal. There were some indications for PTSD. While 
he does not relive events, J. has experienced nightmares. However, 
these seem not related to his sexual abuse or viewing of crime scenes. 
Additionally, J. was quite avoidant and unwilling to talk about his night-
mares and other past experiences. According to J., he never remembers 
any details from the nightmares, only the fear they cause him. With 
respect to his drug use, cannabis dependence seems to play a role in cop-
ing and aggression regulation and drugs have a calming eff ect on him. J. 
had declined all off ers for substance use treatment. J has limited insight 
into own problems, presents as below average intelligence and has a 
weak sense of self. He continues to be involved in a relationship with a 
girlfriend who may have borderline personality disorder. 

risk assessmenT

As a part of an ongoing randomized controlled trial into Risk Assessment 
and Care Evaluation (Troquete et al., 2013), J. was assessed using the 
START. For coding and practice purposes, we will present the START form 
for the initial risk assessment of June 2009. To provide the reader with the 
context in which J.’s assessment with the START took place, we describe 
the intervention of the RACE study below: 
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The risk assessmenT and Care evaluaTion sTudy

The Risk Assessment and Care Evaluation study (a.k.a. RACE study; trial 
number 1042 at www.trialregister.nl) is a multisite clustered random-
ized controlled trial conducted in the Northern parts of the Netherlands. 
The aim of the study is to determine for out-patient forensic psychiatry 
whether periodic risk assessment and subsequent care planning with the 
client are associated with a reduction of recidivism and an improvement 
of his/her quality of life, psychosocial functioning and satisfaction with 
care (results of the study are available elsewhere, Troquete et al., 2013).

inTervenTion

The RACE study was conducted between September 2007 and September 
2010. During that time J. became a client at the Out-patient Forensic 
Psychiatric Clinic in Leeuwarden, which was one of three participating 
sites. Following our study protocol, J’s case manager was randomized 
and allocated to the intervention arm of the study, thus resulting in J.’s 
risk assessment with the START. In accordance with our protocol, both 
the case manager and the client prepare for their treatment plan discus-
sion by first assessing the client’s vulnerabilities and strengths, and then 
selecting key strength and critical vulnerability items for the client on the 
START. Case managers were trained in the use of the START by the Dutch 
translators and used the Dutch version (‘t Lam, Lancel, & Hildebrand, 
2009). 

We also developed a Client-version of the START (van den Brink et al., 
submitted) which reformulated the vulnerability and strength items so 
they could be understood and answered by as many clients as possible. 
In addition, clients are asked to select key strength and critical vulnerabil-
ity items they consider crucial for preventing renewed contact with the 
legal system. After initial discussions with case managers it was decided 
to include “Sexuality” as a standard 21st item in the client version, whereas 
case managers would use the case specific items on their form to include 
sexuality only if they thought it pertinent to the client’s situation. 

The key strength and critical vulnerability items identified by either the 
case manager or the client were then discussed during the treatment 
plan evaluation. This discussion followed a structured approach that was 
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developed to promote shared decision-making. First, critical vulnerabil-
ities and key strengths according to the client were discussed resulting 
in agreement by client and case manager on the appropriate treatment 
goals for these factors. Next, the case manager explained her1 choice for 
critical vulnerabilities and key strengths and the treatment she thought 
was appropriate for the client. To encourage shared decision making, the 
case managers were instructed to point out the similarities and diff er-
ences between the key strengths and critical vulnerabilities they selected 
and those selected by the client. Additionally, case managers were 
encouraged to explain and provide the rationale for their ratings and to 
ask clients to do the same. For example, if the client rates “Social Skills” as 
a key strength which is defi nitely present (score = 2) but the case man-
ager does neither, the case manager and client will discuss the selection 
of “Social Skills” as a key strength and the rationale for the item rating. 
Subsequent treatment plan evaluations (usually about 6 months to 1 year 
later) repeat this procedure and include an evaluation of the goals set 
during the previous session.

Although we are presenting the START assessments from both the case 
manager and the client, for practice coding purposes the case manager 
assessment will be considered the “gold standard” case.

Case manager sTarT

In Figure 2.1 we present the START assessment by the case manager. The 
case manager based her assessment on information from the previous 3 
months, from the initial intake appointment in early April (April 3, 2009) 
until the fi rst treatment appointment at the end of June (June 26, 2009). 
The START assessment risk estimates were completed for a 6-month fol-
low-up timeframe, with the context of community treatment in mind. The 
START profi le the case manager completed for J. in June 2009 identifi es 
“Social Skills”, ”Recreational” and “Self-Care” as J.’s key strengths. These 
refl ected J.’s pleasant demeanour and humour, his love of his DJ activi-
ties and the insights he expressed about the importance about healthy 
behaviour, such as taking a ‘time-out’ and going for a walk whenever an 
escalation threatened between himself and P. At the time of assessment, 
J. was unemployed, had no realistic ideas or plans about future employ-

1 We will refer to the case manager as “she” since the majority of case managers in our sample, like J’s, are     
   women.
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ment and still regularly used soft and hard drugs. Therefore, the case 
manager considered “Occupational (activities)”, “Plans”, and “Substance 
Use” as his critical vulnerabilities.  

ClienT sTarT

In his self-appraisal (Figure 2.2) J identified “Recreational (activities)”, 
“External Triggers” and “Material Resources” as his critical vulnerabili-
ties. He chose these items because his activities as a DJ had recently 
decreased, he did not have a home for himself and he had a debt that 
caused him much distress. Although J. originally did not identify any key 

 

Figure 2.1: Risk assessment with the START by the case manager 
Strengths 

START items 
Vulnerabilities 

Key 
item 2 1 0 0 1 2 Critical 

item 
X X   Social Skills X    
  X  Relationships (TA: Y)  X   
   X Occupational   X X 

X X   Recreational X    
X  X  Self-Care X    

  X  Mental State  X   
  X  Emotional State  X   
   X Substance Use   X X 
  X  Impulse Control  X   
  X  External Triggers  X   
  X  Social Support (PPS: Y)  X   
  X  Material Resources  X   
  X  Attitudes  X   
    Med. Adherence (N/A )     
  X  Rule Adherence  X   
  X  Conduct  X   
   X Insight  X   
  X  Plans  X  X 
  X  Coping   X  
  X  Treatability  X   
    Case Specific Item:     
    Case Specific Item:     
 
Risks Low Moderate High 
    
Violence  X  
Self-Harm X   
Suicide X   
Unauthorized Leave  X  
Substance Abuse  X  
Self-Neglect X   
Being Victimized X   
Case Specific Risk:     
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strengths for himself, after some encouragement from his case manager 
during the treatment plan discussion, he named his “Recreational (activi-
ties)”, “Impulse Control” and “Coping” as such.

TreaTmenT plan

Combining and discussing the items they had identifi ed, the case man-
ager and J. formulated a treatment plan for the next 6 months. They 
agreed he would participate in a treatment group specifi cally aimed at 
adolescents and young adults with identity and aggression regulation 
problems. The program teaches clients how to be more in control of their 
life by making an off ence scenario and a relapse prevention plan, mak-
ing a realistic 5-year future plan and teaching about important decisions 
regarding education, friends, parents, sex, addictions and self-worth. 
Additionally, J. and his case manager agreed to ask probation services 
for help with his material circumstances (i.e. money and living arrange-
ments), as well as with occupational activities like work and education. 
Furthermore, J. agreed to try to minimize his substance use but continued 
to decline professional help. 

 

Figure 2.2: Risk assessment with the START by J. 
Strengths 

START items 
Vulnerabilities 

Key 
item 2 1 0 0 1 2 Critical 

item 
 X   Social Skills X    
 X   Relationships X    
 X   Occupational  X   

X X   Recreational   X X 
 X   Self-Care  X   
 X   Mental State X    
 X   Emotional State  X   
 X   Substance Use X    

X X   Impulse Control  X   
 X   External Triggers   X X 
 X   Social Support X    
 X   Material Resources   X X 
 X   Attitudes X    
    Med. Adherence (N/A )     
  X  Rule Adherence X    
 X   Conduct X    
 X   Insight  X   
  X  Plans  X   

X X   Coping  X   
 X   Treatability X    
  X  Sexuality  X   

    Case Specific Item:     
    Case Specific Item:     
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evaluaTion

For completeness we provide the results of the evaluation of the initial 
risk assessment as well as a short description of the second assessment 
with START. This summary also demonstrates how START assessments can 
be sensitive to changes in a client’s situation over time. 

As part of the RACE intervention, J. and his case manager reviewed 
the status of the agreements as part of a reassessment that occurred 8 
months later (February 2010). By this time he had broken off his rela-
tionship with his girlfriend, as he realized that she did not fit in with his 
hopes for the future. In an attempt to reflect issues related to J.’s break-up, 
the case manager now identified “Relationships” and “Coping” as critical 
vulnerabilities. As J. was still unemployed and using substances, both 
“Occupational” and “Substance Use” were still cause for concern and again 
identified as critical vulnerabilities by the case manager. J. had also made 
significant progress with respect to his substance abuse as the case man-
ager now also identified “Substance Use” as a key strength. Specifically, 
rather than using on a daily basis he now only used drugs during the 
weekend. She again identified “Social Skills” and “Recreational (activities)” 
as key strengths. 

Aside from again naming “Material Resources” as a critical vulnerability, J.’s 
second self-assessment was markedly different from his first. He consid-
ered “Relationships”, “Occupational”, “Self-Care”, “Substance Use”, “Impulse 
Control” and “Plans” as his current critical vulnerabilities. In an attempt to 
reflect the duality of recent changes in his life, J. named these same fac-
tors as his key strengths as well. 

Based on this new assessment and the evaluation of the earlier arrange-
ments, J. and his case manager agreed to continue care aimed at “Impulse 
Control”, “Plans” and “Coping.” They hope to address these issues by J.’s 
continued participation in the group therapy, with additional training in 
coping for his aggression-regulation problems. 
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absTraCT

Out-patient forensic psychiatry has a special need for short term predic-
tion of violence to enable timely and targeted treatment interventions. 
However, it remains unclear whether prediction based on historical 
factors can be improved by adding dynamic risks, protective strengths, 
selection of person specific key strengths or critical vulnerabilities, and 
structured professional judgement. We examine this with the Short-Term 
Assessment of Risk and Treatability (START) for 3 and 6 months follow-up. 
For 33 (13%) out of a total 252 3-month follow-up periods after START 
assessment (n=188 unique clients) an incident occurred. For the 6 months 
follow-up this was 44 (21%) out of 211. Pearson correlations for all pre-
dictor variables were in the expected directions. Prediction of recidivism 
based on historical factor ratings (Odds Ratio (OR)=1.10) could not be 
improved through the addition of dynamic risk, protective strength , or 
key or critical factor scores (all ORs ns). The addition of the structured pro-
fessional judgement rating improved the model to modest accuracy (Area 
Under the Curve (AUC)=.64) but made no independent significant con-
tribution (OR=1.55, p=.21) for the 3 months follow-up. For the 6 months 
follow-up, structured professional judgement scores also increased 
predictive accuracy to modest (AUC=.67) and made a significant inde-
pendent contribution to the prediction of the outcome (OR=1.98, p=.04). 
Multicollinearity limits were not violated. Results are discussed in the 
light of setting specific characteristics, and although some limitations 
apply, results are similar to those from clinical, researcher rated sam-
ples. Although it is too early to advocate implementing risk assessment 
instruments in clinical practice, we can conclude that clinicians in a het-
erogeneous out-patient forensic psychiatric setting can achieve similar 
results with the START as clinicians and research staff in more homoge-
neous inpatient settings. 
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Assessment of violence risk based on static historical factors, like young 
age at fi rst off ence or prior unauthorized leave, has proven to be pre-
dictive for violence occurring over a period of several years in forensic 
populations (Doyle, Carter, Shaw, & Dolan, 2012; Hastings, Krishnan, 
Tangney, & Stuewig, 2011; Mudde, Nijman, van der Hulst, & van den Bout, 
2011; de Vogel & de Ruiter, 2005). However, such historical, life time, fac-
tors do not provide indications for treatment options to reduce violence 
risk. Management of risk for violence requires on-going evaluation of cur-
rent risk factors, using instruments that assesses risk for shorter periods 
of time, months rather than years, and consisting of factors responsive to 
treatment (Douglas & Skeem, 2005). Examples of such current, dynamic 
risk factors are external triggers, social skills and emotional and mental 
state. 

Inclusion of dynamic risk factors and short term risk prediction are espe-
cially important in out-patient forensic psychiatry. For clients in in-patient 
settings various restrictions apply: treatment tends to be mandatory, 
contact with people outside the clinic is limited and/or supervised, 
drug use is actively discouraged and triggers for violent behaviour are 
kept to a minimum. Admission usually lasts for several years, providing 
ample opportunity for observation and intervention by treatment staff . 
For clients living in the community the situation is quite diff erent. Fewer 
restrictions apply, triggers are omnipresent and contact with treatment 
staff  is shorter and often less frequent and less comprehensive. Therefore, 
particularly in out-patient forensic psychiatry, there is a need for the 
identifi cation of emerging risks through short term risk assessment and 
prediction. 

Moreover, Ward and co-authors (Ward & Brown, 2004; Ward, Mann, et 
al., 2007; Ward & Stewart, 2003) argue that a sole focus on risks leads 
to a one-sided picture of the client and limits interventions to restric-
tive measures. This is contrary to psychiatric treatment aims focused at 
increasing a client’s strengths, which in turn, are also thought to prevent 
recidivism (McGowan, Horn, & Mellott, 2011; Nicholls et al., 2006; Ward 
& Brown, 2004; Ward, Mann, et al., 2007; Ward & Stewart, 2003; Webster 
et al., 2006). The Short Term Assessment of Risk and Treatability (START), 
(Nicholls et al., 2006; Webster et al., 2006), was developed to provide short 
term dynamic risk assessment of both vulnerabilities and strengths of 
the client. The START combines several elements of various approaches 
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to risk assessment: 1) a focus on dynamic risk factors, such as social skills, 
attitude and coping, for the assessment of short term risk for violence; 
2) assessment of these factors as both vulnerabilities, increasing risk for 
future violence, and strengths, reducing risk for future violence; 3) selec-
tion of critical vulnerabilities and key strengths considered crucial for a 
specific client; and 4) in line with the structured professional judgement 
(SPJ) approach (Doyle & Dolan, 2002), the addition of a final risk estimate 
by case managers weighing the identified vulnerabilities and strengths 
and applying clinical judgement. Although earlier instruments, e.g., the 
Historical, Clinical, Risk Management 20 (HCR-20; Webster et al., 1997), 
the Dynamic Appraisal of Situational Aggression (DASA; Ogloff & Daffern, 
2006), the Spousal Assault Risk Assessment (SARA; Kropp & Hart, 2000) 
and the Structured Assessment of Violence Risk in Youth (SAVRY; Borum, 
Bartel, & Forth, 2003), encompass one or several of these elements, the 
START is the first instrument to include all of these in a single instrument. 

Although studies with the START are on-going and publications are 
emerging from research groups in various countries (Australia: Chu, 
Thomas, Ogloff & Daffern, 2011a, 2011b; Canada: Braithwaite, Charette, 
Crocker & Reyes, 2010; Desmarais, Nicholls, Wilson & Brink, 2012; 
Desmarais, Van Dorn, Telford, Petrila & Coffey, 2012; Nicholls et al., 2006; 
Wilson, Desmarais, Nicholls & Brink, 2010; Norway: Nonstad et al., 2010,; 
and the United Kingdom: Gray et al., 2011) these studies suffer from sev-
eral limitations or a combination of these. First, they are limited to small 
samples. Most commonly n is about 50 or lower. The exception is a study 
by Desmarais, Nicholls, et al. (2012), who report on 120 cases. However, 
they do not mention to what extent the various risk assessment scores 
predict violent outcome. The second limitation of earlier studies is that 
they are restricted to in-patient settings. Aside from differences with 
out-patient settings noted above, the most common diagnosis in these 
clinical samples is psychosis (commonly 80% or more of sample, though 
see Gray et al., 2011 for a sample with only 66%). A third limitation is 
that risk assessments are completed by research assistants rather than 
clinicians. Moreover, these assessments are based on case files instead 
of clinical contact. Useful as such an approach can be, it is not in line 
with the way the developers have described the STARTs intended pur-
pose, namely as an ‘… instrument intended to guide assessment and 
management of diverse populations of mentally and personality disor-
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dered persons and intended to act as a clinical indicator of treatment 
progress.’(page 323, emphasis added, Nicholls et al., 2006). Additionally, 
Areas Under the Curve (AUC) for fi nal prediction models rather than Odds 
Ratios (ORs) for the individual predictors tend to be reported, making it 
diffi  cult to determine the incremental contributions of the specifi c ele-
ments introduced by the START (though see Chu et al., 2011a; Desmarais, 
Nicholls et al., 2012; Wilson et al., 2010 for clinical, research assistant, fi le 
based results and Braithwaite et al., 2010; Desmarais, Van Dorn et al, 2012 
for clinical, practitioner assessments). Unfortunately, the only study to 
report on a large community sample with START assessments completed 
in daily practice by case managers (Nicholls, Petersen, Brink, & Webster, 
2011), does not report on the predictive ability of the START scores. The 
proposed added benefi ts of the inclusion of both vulnerabilities and 
strengths in violence prediction, and the selection of client specifi c key 
and critical factors, therefore, remain uncertain. Moreover, the question 
whether the SPJ based fi nal risk estimate improves the prediction of vio-
lence remains largely uninvestigated (Lewis & Doyle, 2009). 

To further complicate the interpretation of the fi ndings from these earlier 
studies, important diff erences exist between countries in the demo-
graphic characteristics of clients treated in forensic psychiatry (Salize & 
Dressing, 2004; Salize et al., 2002). Most studies concerning the START so 
far address populations with over 80% of clients having a psychotic dis-
order (though see Gray et al., 2011; Nicholls et al., 2011 for samples with 
respectively 66% and 54%). In contrast, clients in out-patient forensic psy-
chiatry in the Netherlands have a broad range of psychiatric disorders and 
only a minority of about 7% have a psychotic disorder (Troquete et al., 
2013). These diff erences may also infl uence the START assessments ability 
to predict future violence for forensic psychiatric clients. 

To address these concerns, the present study investigates whether: 1) 
dynamic risk factor scores improve the prediction of future violent and/
or criminal behaviour above static, historical risk factor scores; 2) the 
addition of protective factor scores improves the prediction above and 
beyond one based on only scores of risk factors; 3) prediction should 
take all factor scores into account or should focus on the scores of the 
items considered most important for the individual client’s risk of future 
violence; and 4) a fi nal clinical judgement score improves the prediction 
of future violent and/or criminal behaviour compared to simple numeri-
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cal summing of risk factor scores, as suggested by the SPJ approach. The 
START manual (Webster, Martin, Brink, Nicholls, & Desmarais, 2009) sug-
gests that any prediction with the START scores will only be valid for the 
next three months. In line with this we will examine the hypotheses above 
for a follow-up period of 3 months. Additionally, we will investigate the 
predictive ability of the various START scores for a longer term of up to 6 
months. 

meThod

design & seTTing

Data for the current study were collected as part of a larger study into Risk 
Assessment and Care Evaluation (RACE; trial number 1042 at www.trial-
register.nl) in out-patient forensic psychiatry. RACE is a multisite clustered 
randomized controlled trial (RCT) conducted in the northern part of the 
Netherlands in three out-patient forensic psychiatric services. These ser-
vices provide treatment for clients with psychiatric needs who have or are 
at risk of having contact with the criminal justice system (Wubs & Wijnen, 
2005). At the time when the study was conducted, September 2007 until 
September 2010, formal and structured risk assessment only occurred on 
an infrequent, ad hoc, basis. 

The RACE study investigates the preventive effect of routine use of risk 
assessment as part of treatment plan discussions between case managers 
and their clients on new violent and criminal incidents. Additionally, this 
approach is hypothesized to result in better or more suitable treatment 
for clients, to foster the development of a good therapeutic relationship 
between the client and the case manager, and to have positive effects on 
client psychiatric and social well-being. For details of the trial and results 
of the RCT see Troquete et al. (2013). 

subjeCTs

Although all case managers were eligible for participation, we excluded 
those who were either expected to leave their post within 6 months or 
had no eligible clients (n=4) and randomized the remaining 58 to either 
intervention (n=29) or control (n=29) group. Case managers in the inter-
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vention group were instructed to use the START (Webster et al., 2006) as 
part of the RACE-protocol for all evaluations of client treatment plans. In 
the Netherlands, yearly treatment plan evaluation is compulsory. Case 
managers in the control group provided care as usual to their clients, 
which generally did not involve standardized risk assessment. The cur-
rent paper is concerned with the prediction of violent and/or criminal 
behaviour with the START scores, therefore, this report is limited to data 
collected in the intervention group.

The intervention group consisted of 29 case managers, most of whom 
were psychologists (29%), occupational therapists (25%), psychiatric 
nurses (18%) or specialists providing only forensic psychiatric home care 
(17%). These case managers had primary responsibility for the care plan-
ning of 558 eligible clients. However, 44% of these eligible clients were 
out of care before case managers completed the necessary baseline 
assessment of the client, so ultimately, 310 (56%) clients were included in 
the intervention group. Risk assessments with the START completed for 
these clients are analysed in the current paper. 

insTrumenTs

Background information on clients (e.g., treatment order at start of treat-
ment, psychiatric diagnoses, prior off ences or incidents) was provided by 
case managers who consulted their clients’ case histories with the help 
of a protocol developed for this purpose. Although diff erent guidelines 
exist for the interpretation of interrater correlation coeffi  cients (ICCs) 
one set commonly used is that by Landis and Koch (1977). Reliability of 
an instruments test scores is indicated as follows: .21-.40 is ‘fair’; . 41-.60 
is ‘moderate’; .61-.80 is ‘substantial’ and over .81 is ‘excellent’ or ‘almost 
perfect’. 

sTarT
Case managers in the intervention group of the RACE-study received 
the offi  cial training in the use of the offi  cial Dutch translation of the 
START (Nicholls et al., 2006; Webster et al., 2006) by the translators of the 
instrument (‘t Lam et al., 2009). The START is a structured professional 
judgement instrument consisting of 20 items scored both as vulnera-
bilities and strengths for a given client. There is room for the addition of 
two client specifi c items. Each item can be scored as ‘absent’ (0), ‘possibly 
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present’ (1) or ‘present’ (2). After this initial scoring of all items, those of 
particular importance for the client are identified and marked as respec-
tively critical vulnerabilities and key strengths. Taking all information 
into account, a final risk estimate is given for 7 client outcomes: violence 
against others, self-harm, suicide, unauthorized leave, substance abuse, 
self-neglect and being victimized. Clients are scored as being either at 
‘low’ (1), ‘medium’ (2) or ‘high’ (3) risk for these outcomes. The present 
study only considers the final risk estimate for violence against others. 

Previous investigations of START’s psychometric properties have exam-
ined various follow-up periods, ranging from 30 days (Braithwaite et al., 
2010) to 12 months (Desmarais, Nicholls, et al., 2012; Wilson et al., 2010), 
for various outcomes, such as severe violence (Nonstad et al., 2010), vio-
lence against others, self-harm, suicide attempts, unauthorized leave, 
substance abuse, self-neglect, victimisation (Braithwaite et al., 2010), 
physical aggression against objects or people, verbal aggression (Gray 
et al., 2011; Nicholls et al., 2006) and any in-patient aggression (Chu 
et al., 2011a, 2011b; Wilson et al., 2010). Excellent interrater reliability 
(Desmarais, Nicholls, et al., 2012; ICCs between .81 and .95; Nicholls et 
al., 2006; Wilson et al., 2010) and good internal consistency (Cronbach’s 
alpha=0.85–0.87; Nicholls et al., 2006; Nonstad et al., 2010) have been 
reported for the START scores. Vulnerability scores were found to be mod-
est (AUC=.66) to excellent (AUC=.83) predictors of violent outcome, while 
for strength scores these values ranged from modest (AUC=.65) to accept-
able (Braithwaite et al., 2010; Chu et al., 2011a, 2011b; Desmarais, Nicholls, 
et al., 2012; AUC=.77; Nonstad et al., 2010; Wilson et al., 2010). Reports on 
the predictive validity of the final risk estimate for violence against oth-
ers range from no better than chance (AUC=.52) to excellent (AUC=.82; 
Braithwaite et al., 2010; Chu et al., 2011a; Wilson et al., 2010). Braithwaite 
et al. (2010) are the only ones to report on predictive accuracy for the 
other 6 risk estimates, which mostly was no better than chance (.42–.55), 
except for substance abuse, which was acceptable at .78.

 To determine interrater reliability in our sample, case managers identified 
30 clients well known by a second clinician in the intervention arm of the 
study. This second clinician was then asked to fill out a START form for the 
client at the same time as, but without conferring with, the primary case 
manager. The interrater reliability of the various test scores was assessed 
by a two way random, absolute agreement analysis resulting in intraclass 
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correlation coeffi  cients (ICC). Results were as follows: for the sum of vul-
nerability scores: ICC=.64, p<.01; sum of strength scores: ICC=.49, p<.01; 
mean of scores on critical vulnerability items: ICC=.32, p=.05; mean of 
scores on key strength items: ICC=.30, p=.07; and for the SPJ score of vio-
lence against others: ICC=.58, p<.01. 

hCr-20 
The START manual (Webster, Martin, Brink, Nicholls, & Desmarais, 2009) 
contains the instruction to also score the 10 historical items (H10) of the 
Historical, Clinical and Risk Management–20 (HCR–20; Webster et al., 
1997) as a baseline for risk assessment. Therefore, case managers received 
instructions, full descriptions and scoring guidelines from the HCR–20 
manual on how to score the historical items and did so as part of the 
baseline assessment of the client, that is before (usually several months) 
and independently of the fi rst risk assessment using START. The HCR-20 
is a scheme case managers are familiar with from clinical practice and 
particularly the H10 items consist of information commonly available in 
clients’ case fi les. Formal training of case managers in the completion of 
the H10 was beyond the scope and means of the study. Case managers 
were provided with the full item descriptions and at least the fi rst three 
protocols were completed under supervision of research staff . Research 
staff  checked all H10 items for consistency with case fi le information 
provided by case managers at the same time. If ambiguities in coding 
were found, case managers were asked for clarifi cation. Individual items 
are scored as either ‘defi nitely absent or does not apply’ (0), ‘possibly or 
partially present’ (1), or ‘defi nitely or clearly present’ (2). Consequently the 
sum score for the 10 historical items ranges from 0 to 20. The reliability 
and predictive validity of the scores of the HCR–20 for violent outcome 
have been reported in numerous studies (Douglas et al., 2010). In foren-
sic psychiatric samples substantial to excellent values for the interrater 
reliability of the HCR-20 scores tend to be found (ICCs>.70; Douglas et 
al., 2010). In general, H10 items are reported to be modest to accept-
able predictors of violent outcome (range AUC: .60–.79; Arbach-Lucioni, 
Andrés-Pueyo, Pomarol-Clotet, & Gomar-Soñes, 2011; Douglas et al., 2010; 
Doyle et al., 2012; Mudde et al., 2011), although some studies report val-
ues over .80 (e.g., Telles, Folino, & Taborda, 2012). Assessment of interrater 
reliability of H10 scores in our sample was beyond the scope of the study. 
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ouTCome

Outcome consists of all violent or criminal behaviour as reported by the 
case manager in the client’s case file. Violent behaviour includes inten-
tional behaviour with the potential to physically harm a person or animal 
and seriously threatening or intimidating aggression. Criminal behaviour 
additionally covers exhibitionism, possession of child pornography, 
stalking, drug dealing, driving without a license or while under the influ-
ence of alcohol or drugs, possession of an illegal weapon, vandalism, and 
theft. Not included is the use of illegal drugs, since this is not considered 
a crime under Dutch law. This definition of violent outcome is somewhat 
wider than commonly used for risk assessment instruments like the START 
and HCR-20. However, interpersonal violence, violence against animals 
and criminal behaviour are all used in out-patient forensic psychiatry as 
indicators of the success, or lack thereof, of a client’s treatment. They have 
a signalling function indicating a further need for intervention. Therefore 
we considered these types of incidents as an appropriate part of the out-
come in the setting studied. Case managers recorded incidents that could 
potentially satisfy either definition on a standard form and included them 
in the client’s files. New arrests, charges or convictions were recorded in a 
similar manner. At follow-up research assistants, blinded to client rando-
misation status, collected the forms and additionally checked all case files 
for any potential incident. If they came across any indication a potential 
incident had occurred, and no form was completed, they did so at the 
time. Research assistants were instructed to err on the side of caution 
during this process. Three out-patient forensic psychiatric experts, also 
blinded to client randomisation status, then determined, through consen-
sus, whether individual reports should be considered a violent or criminal 
incident according to the above definitions.

For the analyses reported here we recoded the outcome as either absence 
(0) or presence (1) of one or more incidents during the client’s follow-up 
period. As planned, we did so separately for the first three months (1–3) 
and for the first six months (1–6) following the completion of the START 
by the case manager. 
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proCedure

According to protocol, all clients treated by case managers in the inter-
vention group were to receive the full RACE intervention at least once 
every six months. The current paper reports on the fi rst step of the inter-
vention, which consisted of the completion of the START by the case 
manager prior to a formalized treatment plan discussion with the client 
(step 2). The treatment plan discussion focussed on the items of the 
START identifi ed as key strengths or critical vulnerabilities of the client. For 
further details of the procedure see Troquete et al. (2013). Case managers 
informed their clients, in word and writing, about the study and explained 
that data would be collected anonymously and by independent research-
ers, to evaluate the new method of care planning. The Dutch Medical 
Ethical Committee for Mental Healthcare approved the study. Due to the 
nature of the RACE intervention, i.e., START assessment by both case man-
ager and client and consequent shared decision making to formulate a 
treatment plan, blinding of neither case manager nor client was possible. 

analyses

Hierarchical logistic regression was conducted with the occurrence of 
incidents during follow-up (absent/present) as outcome variable. Sum 
scores (possible range 0–40) for both the vulnerability and strength scales 
of the START were calculated in accordance with the instructions in the 
manual, correcting for up to 4 missing items per scale (Webster, Martin, 
Brink, Nicholls, & Desmarais, 2009). Depending on the model tested, the 
independent variables were: sum of the historical factor ratings (H10) of 
the HCR–20; sum of the vulnerability scores; sum of the strength scores; 
the mean score of the vulnerabilities identifi ed as critical items; the mean 
score of the strengths identifi ed as key items and, lastly, the case manag-
ers’ rating on the fi nal risk estimate for violence against others. 

Areas Under the Curve (AUC) were determined with Receiver Operating 
Characteristics (ROC) analyses for all models. AUCs refl ect predictive accu-
racy and those over .90 are considered as outstanding, those between .80 
and .89 as excellent, between .70 and .79 as acceptable, between .60 and 
.69 as modest with those around .50 considered no better than chance 
(Hosmer & Lemeshow, 2000). 
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The sum of the scores on the H10-items made up the first block of the 
model. The second step consisted of two parallel analyses in which either 
the sum of the vulnerability scores or the mean of the critical vulnerability 
scores was entered as the second block of the model. Both models were 
then elaborated with a third block, which added either the sum of the 
strength ratings or the mean of the key strength scores to the model. In 
the last block the score for the final risk estimate for violence against oth-
ers was added. To ensure proper testing of the hypotheses, nonsignificant 
predictors from previous steps were retained in the models to test the 
incremental predictive value of predictors entered in the subsequent step. 
This procedure was conducted separately for cases with 3 months and 
with 6 months follow-up information available after START assessment. All 
analyses were carried out with PASW statistics 20 (SPSS, 2012).

resulTs

The 29 case managers were slightly more often female (55%), on average 
43 years old (sd=11; range: 23–59), without a university degree (66%), i.e., 
they were psychiatric nurses or occupational therapists rather than psy-
chologists or psychiatrists, and had a mean of 7 years (sd=6 years; range: 
0–20 years) of experience working in forensic psychiatric care. Size of 
caseload varied widely (2–40 clients) with each case manager being prin-
cipally responsible for a mean of 17 clients (sd=11). 

Most of the 310 clients in the intervention group were male (94%), aged 
40 years on average (sd=11), with personality disorders (69%), mostly 
Personality Disorder Not Otherwise Specified (33%) or cluster B (26%), 
substance related disorders (38%), impulse control disorders (27%), mood 
disorders (21%) and paraphilia (20%). Only 7% had a psychotic disorder 
and 7% had no diagnosis on Axis I. Mean length of treatment before inclu-
sion was 26 months (median=16; sd=24; range: 1–116 months). Clients 
had mostly committed violent (56%), property (37%) or sexual (32%) 
offences, but a fair proportion (15%) had also been involved in substance 
related offences. The majority of clients were treated either voluntarily 
(55%) or were under probation (28%). Similar findings with respect to age, 
gender and diagnosis were reported by Bouman, van Nieuwenhuizen, 
Schene and de Ruiter (2008) for an out-patient forensic psychiatric sample 
from another part of the Netherlands. 
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All clients (n=310) were supposed to receive at least one, but preferably 
multiple, interventions, including risk assessments with the START, how-
ever, only 201 (65%) did. The 109 clients without an intervention had 
been signifi cantly longer in treatment before inclusion (mean=30 v. 23 
months, t=2.28 p=.02), and were less likely to have a personality disor-
der (62% v. 73%, χ²=3.84, p=.05). Additionally, they tended to be more 
likely to be under probation (36% v. 26%, χ²=3.61, p=.06), less likely to 
have committed a sex off ence with a victim aged 16 or younger (15% v. 
24%, χ²=3.38, p=.07), and less likely to have a mood disorder (15% v. 24%, 
χ²=3.70, p=.06). There were no other signifi cant diff erences (all p>.10). 

In total case managers completed 326 STARTs for clients in the interven-
tion group (range 1–6 per client). Low frequencies for 3rd , 4th, 5th and 6th 
assessments led us to excluded these assessments from the current anal-
yses, resulting in the selection of 200 1st and 85 2nd START assessments. 
Psychometric properties for the START assessments reported below are 
based on the 200 initial assessments. For 32 assessments no appropriate 
follow-up period could be determined, and for 1 case the second START 
was completed during the follow-up period of the fi rst START assessment. 
Therefore, these 33 assessments had to be excluded from the logistic 
regression analyses, resulting in 252 risk assessments (n=188 unique 
clients) with at least a 3 month follow-up period available. For 211 risk 
assessments (n=163 unique clients) a 6 month follow-up period was 
available. 

During the fi rst three months following START assessment 13% (n=33) 
of clients had at least one incident, which increased to 21% (n=44) over 
the next three months. See table 3.1 for frequencies of specifi c types of 
incidents. The low absolute numbers for the specifi c types of incidents 
prevented us from conducting meaningful statistical analyses for the 
individual outcome categories (i.e., sexual assault, physical violence, 
threatening aggression etc.).

There was good dispersion on the START in the sense that for all items the 
full range of options (0–2) was used. Table 3.2 presents the psychometric 
properties of individual items for the 200 fi rst START assessments. The 
mean score for the sum of strengths was 24.3 (sd=7.3; range 6–40) and 
for the sum of vulnerability scores 14.0 (sd=6.7; range 0–34). The average 
mean score of the selected key strengths was 1.7 (sd=0.4; range 0–2), indi-
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cating that most key strengths identified were considered to be ‘definitely 
present’. For the critical vulnerabilities the average mean score was 1.3 
(sd=0.5; range 0–2), indicating that case managers mostly considered the 
identified vulnerabilities as being ‘possibly present’. The mean score for 
the risk estimate of violence against others was 1.4 (median=1.0; sd=0.6; 
range 1–3) reflecting that 60% of clients were judged to be at minimal 
risk, 36% at moderate risk and 4% at high risk of being involved in a new 
violent incident. 

The clients who had an incident during the first 3 months follow-up did 
not differ significantly from the clients without an incident on scores 
for strengths, vulnerabilities, key strengths, critical vulnerabilities or the 
final risk estimate for violence against others (all p>.10). However, clients 
who had an incident during the 6 month follow-up did have a signifi-
cantly higher score on the risk estimate (mean=1.6 v. 1.4; t=2.33, p=.02) 
and showed a trend for a lower score on the strengths scale (mean=23.3 
v. 25.3; t=1.73, p=.08) and a higher score on the vulnerabilities scale 
(mean=15.2 v. 13.4; t=1.66, p=.10). There were no significant differences in 
scores of key strengths or critical vulnerabilities. 

All Pearson correlations for the various variables were in the expected 
directions (see table 3.3). There was a significant negative correlation 
(–.71) between the sum score of the vulnerabilities and the sum score of 
the strengths. Earlier reports (e.g., Braithwaite et al., 2010) suggested that 
multicollinearity between vulnerability and strength scales might exist. If 
this is the case in the current sample, then the predictive abilities of the 

 

Table 3.1: Proportion of follow-up periods in which an incident was observed  
 Months 1 to 3 

(n = 252 ) 
Months 1 to 6 

(n = 211) 
 n % n % 
Sexual Assault, victim ≤ 16   3   1.2   3   1.4 
Sexual Assault, victim > 16 or unspecified   2   0.8   2   0.9 
Violence   9   3.6 16   7.6 
Threatening Aggressiona 17   6.7 21 10.0 
Stalking   1   0.4   1   0.5 
Property Offence   7   2.8   9   4.3 
Substance Related Offence   2   0.8   5   2.4 
Any Violent or Criminalb 33 13.1 44 20.9 
Note: No arson related incidents occurred. 
a. Includes threatening or intimidating verbal and non-verbal aggression 
b. Numbers do not add up due to multiple incidents of individual clients and individual incidents fitting 
multiple categories.  
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Table 3.3: Pearson r correlations between predictor variables (n=285 STARTs) 
 1 2 3 4 5 6 

1. H10 – 
2. Sum Vulnerabilities    .31** – 
3. Sum Strengths –.29** –.71** – 
4. Mean Critical     .11     .63** –.49** – 
5. Mean Key –.24** –.32**   .44**  –.08 – 
6. Final Risk Estimate for Violence .12*   .44** –.33**   .24** –.18** – 

* p<.05; ** p<.01 

 
models would be undermined because the eff ects of the diff erent predic-
tors could not be separated, that is, they would explain the same variance 
and the best predictor could not be identifi ed. Therefore, the various 
models reported below were checked for indications of multicollinearity 
by examining the variance infl ation factor (VIF) and tolerance values. No 
violations of limits were found (range VIFs: 1.00–2.00; tolerance between 
0.45–1.00), indicating that the vulnerability and strength scales, though 
signifi cantly correlated, made independent, but non-signifi cant, contribu-
tions to the models. 

Results for the hierarchical logistic regression analyses are shown in 
table 3.4 for the fi rst three months of follow-up and in table 3.5 for the 6 
months following START assessment. The best model to predict future 
incidents over a short term (3 month) period was found to consist of 
scores on historical, strength and vulnerability items and on the fi nal risk 
estimate. There was little diff erence between the model including full 
strength and vulnerability scales and the model with the key and critical 
items (full scales: Nagelkerke R2=.04; AUC=.62, p=.03; only key and critical 
items: Nagelkerke R2=.05; AUC=.64, p=.01). None of the variables in these 
models had an independent signifi cant contribution. 

The models testing the hypotheses for a 6 month follow-up also showed 
that the best prediction of future violence was achieved when scores 
on historical, strength (either full scale or only key items) and vulnera-
bility items (ditto) and the score on the fi nal risk estimate were included 
(Nagelkerke R2=.07; AUC=.65, p<.01 for model with full scales v. R2=.08; 
AUC=.67, p<.01 for model with critical and key items). In these fi nal two 
models both the scores on the historical items and on the fi nal risk esti-
mate made signifi cant independent contributions to the prediction of 
future violent behaviour. 
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We completed several sensitivity analyses to examine the robustness 
of our results. First, given the range of completed STARTs per individual 
case manager (1 to 27), experience of the case manager with the START 
could have influenced our findings. Therefore, we repeated these anal-
yses excluding the assessments from inexperienced (less than 5 STARTs 

 

 

 

Table 3.4: Hierarchical logistic regression for violent and/or criminal outcome in the first three 
months following risk assessment with the START (n=252) 
Step Variable  OR 95% CI p R2 AUC 95% CI p 

1 Sum Historical  1.08 0.98-1.19 .11     
      .02 .59 .48-.69 .11 
          
2a Sum Historical  1.07 0.97-0.19 .19     
 Sum Vulnerabilities  1.02 0.96-1.08 .48     
      .02 .59 .49-.70 .09 
          
2b Sum Historical  1.08 0.98-1.19 .12     
 Mean Critical 

Vulnerabilities 
 1.03 0.48-2.19 .95 

    

      .02 .58 .48-.69 .12 
          
3a Sum Historical  1.07 0.96-1.18 .21     
 Sum Vulnerabilities  1.00 0.93-1.09 .88     
 Sum Strengths  0.98 0.91-1.05 .57     
      .03 .59 .49-.70 .08 
          
3b Sum Historical  1.07 0.97-1.18 .20     
 Mean Critical 

Vulnerabilities 
 0.97 0.45-2.11 .94     

 Mean Key Strengths  0.60 0.25-1.42 .24     
      .03 .59 .50-.70 .07 
          
4a Sum Historical  1.08 0.98-1.20 .13     
 Sum Vulnerabilities  1.00 0.92-1.09 .95     
 Sum Strengths  1.00 0.92-1.08 .94     
 Risk estimate for Violence  1.55 0.77-3.10 .22     
      0.4 .62 .52-.72 .03 
          
4b Sum Historical  1.08 0.97-1.20 .16     
 Mean Critical 

Vulnerabilities 
 0.78 0.35-1.76 .55     

 Mean Key Strengths  0.62 0.26-1.50 .29     
 Risk estimate for Violence  1.55 0.79-3.04 .21     
      .05 .64 .54-.73 .01 
Note: R2 = Nagelkerke R2. 
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completed) case managers (n=5). For the 3 month follow-up n=241 START 
assessments remained. For the 6 month follow-up n=202 START assess-
ments. Second, our fi ndings could have been infl uenced by the inclusion 
of duplicate ratings completed for the same client. We therefore repeated 
the analyses including only the fi rst START assessment for each unique 

 

 

 

 

Table 3.5: Hierarchical logistic regression for violent and/or criminal outcome in the first six 
months following risk assessment with the START (n=211) 
Step Variable  OR 95% CI p R2 AUC 95% CI   p 

1 Sum Historical  1.11 1.01-1.21 .03     
      .04 .61 .52-.70   .03 
          
2a Sum Historical  1.09 0.99-1.20 .07     
 Sum Vulnerabilities  1.03 0.98-1.08 .30     
      .04 .62 .52-.71   .02 
          
2b Sum Historical  1.11 1.01-1.21 .03     
 Mean Critical 

Vulnerabilities 
 0.92 0.46-1.85 .82 

    

      .04 .61 .52-.71   .02 
          
3a Sum Historical  1.09 0.99-1.20 .09     
 Sum Vulnerabilities  1.02 0.95-1.09 .66     
 Sum Strengths  0.98 0.92-1.05 .54     
      .05 .62 .53-.72   .01 
          
3b Sum Historical  1.10 1.00-1.21 .05     
 Mean Critical 

Vulnerabilities 
 0.88 0.44-1.78 .72     

 Mean Key Strengths  0.67 0.44-1.78 .34     
      .04 .61 .52-.70   .03 
          
4a Sum Historical  1.10 1.00-1.22 .05     
 Sum Vulnerabilities  1.00 0.93-1.08 .93     
 Sum Strengths  1.00 0.93-1.07 .89     
 Risk estimate for Violence  1.83 0.96-3.50 .07     
      .07 .65 .56-.74 <.01 
          
4b Sum Historical  1.10 1.00-1.22 .05     
 Mean Critical 

Vulnerabilities 
 0.66 0.31-1.40 .28     

 Mean Key Strengths  0.73 0.31-1.70 .46     
 Risk estimate for Violence  1.98 1.05-3.74 .04     
      .08 .67 .58-.76 <.01 
Note: R2 = Nagelkerke R2. 
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client (n=188 for 3 months follow-up and n=163 for 6 months follow-up). 
Findings from both sets of analyses were in line with reported results 
(tables available from first author). 

disCussion

Previous studies investigating the predictive validity of the START for 
violent outcomes have suffered from limitations in sample size, lack 
of diversity in psychiatric diagnoses, restrictions to in-patient settings, 
assessments based on case files, rating by research assistants, or a 
combination of these limitations. The current study was conducted in 
out-patient forensic psychiatry with clients living in the community, hav-
ing a diversity of psychiatric problems and ample opportunity to engage 
in new transgressions since fewer restrictions apply. Additionally, data 
were collected as part of a cluster randomized clinical trial in which case 
managers scored clients on the START as part of routine treatment plan 
evaluations. This provided an opportunity to examine the predictive qual-
ities of the START assessments when completed in daily clinical practice. 

First we examined whether the prediction of future violent behaviour 
based on scores on static, historical risk factors, could be improved by the 
inclusion of scores on dynamic risk factors. This was not the case, regard-
less of whether all dynamic risk factor ratings were taken into account or 
only those that were identified as critical for the client. We then examined 
whether the further addition of dynamic strength scores could improve a 
prediction model already consisting of ratings on historical and dynamic 
risks. Neither inclusion of scores for the full strength scale nor inclusion 
of scores for only the key strengths improved the models significantly, 
regardless of the follow-up period examined. These various additions 
did not improve model accuracy and none of the individual predictors 
reached statistical significance, except for the scores on historical risk fac-
tors when predicting for a longer (6-month) follow-up period. This latter 
finding seems to reflect the general ability of historical risk factor ratings 
to predict recidivism over a longer period, as established extensively in 
other studies (Douglas et al., 2010). 

The last addition to both models consisted of the scores on the final risk 
estimate for violence risk against others. For the shorter follow–up period 
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(3 months) the model was only minimally improved, with none of the 
individual predictors reaching statistical signifi cance, although the model 
as a whole was signifi cant and modestly accurate (AUC=.64, p=.01) in 
predicting recidivism. For the longer follow-up period of 6 months, 8% of 
total variance could be explained with modest accuracy (AUC=.67, p<.01) 
by a model including scores on historical, critical and key items as well as 
the fi nal risk estimate score. A similar model, but including all vulnerabil-
ity and strength scores, explained 7% of variance with modest accuracy 
(AUC= 65, p<.01). In both models the ratings on the historical items of the 
HCR–20 (OR=1.10 for both models) and on the SPJ for violence against 
others (OR=1.98 for the model with full scales and 1.83 for the model with 
only critical and key items) made signifi cant independent contributions 
to the prediction of future violence. Neither the scores on the vulnerabil-
ities, strengths, critical nor key items provided signifi cant, independent 
contributions to the prediction model. Therefore, the fi rst two research 
questions, whether prediction of future violence based on only historical 
risk factor scores can be improved by inclusion of ratings on dynamic risk 
and protective factors, have to be answered in the negative. 

Thirdly, we were interested in the role of the assessment of key strengths 
and critical vulnerabilities in the prediction of recidivism. Specifi cally, 
could a model be defi ned by including only the scores on those key and 
critical items, or, alternatively, were full vulnerability and strength total 
scales necessary to achieve satisfactory prediction. Based on the logistic 
regression analyses, the answer seems to be that the choice is arbitrary 
since models with scores on full scales did not outperform those with 
only ratings of key and critical items or vice versa. 

The fi nal research question concerned the contribution of the assessment 
of risk for violence against others. For short term (up to 3 months) pre-
diction of violence, inclusion of the fi nal risk rating did not improve the 
prediction. However, for the longer term of up to 6 months, the fi nal risk 
estimate of the case manager did provide an independent, signifi cant, 
contribution to the prediction of future violence. Clients estimated to be 
at high risk were twice as likely as those considered to be at medium risk 
and four times as likely as those estimated to be at low risk, to recidivate 
during a 6-month follow-up. This substantiates the structured profes-
sional judgement approach of risk assessment (Doyle & Dolan, 2002). As 
such this fi nding is not new, neither for the START nor for risk assessment 
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instruments in general. For instance, for the START, Desmarais, Nicholls, et 
al. (2012) showed that the scores on the final risk estimates not only pre-
dicted future violence above chance level but also significantly improved 
predictions made with only the H10 and the START total scores. Including 
a SPJ seems to improve predictions in general as both a recent systematic 
review (Tully, Chou, & Browne, 2013) and examinations of specific instru-
ments like the HCR-20 (Douglas et al., 2010) and the DASA (Chu, Daffern, 
& Ogloff, 2013) have shown. However, most of these findings are based on 
research assistants coding from case files. As such it is encouraging that 
our own study, in which case managers completed risk assessments and 
gave a SPJ in clinical practice, supports these earlier findings. 

That we did not find proof for incremental predictive validity of including 
either the dynamic risk or strength scores is contrary to expectations. 
Previous research has found the opposite, for risk assessment instruments 
in general and the START in particular. For instance, both Wilson et al. 
(2010) and Desmarais, Nicholls, et al. (2012) found incremental predictive 
validity for both assessments of the STARTs vulnerability and strength 
factors over and above that achieved with the H10 total scores. It has to 
be noted though that both these studies relied on retrospective assess-
ments of case files completed by research assistants. This in contrast to 
our own approach in which clinicians in daily practice completed both 
measures. Possibly this explains the differences in findings regarding the 
predictive validity of the START assessments for violent outcome. With 
respect to findings for other risk assessment instruments it is less clear to 
which factors our different findings should be contributed. For instance, 
McGowan et al. (2011) found that including the scores on protective fac-
tors of the SAVRY improved the prediction of violence. Similarly, both the 
Clinical and Risk Management total scales of the HCR-20, both dynamic 
in nature, have shown incremental predictive validity over that of the 
Historical scale, although it has to be noted that most of these studies 
also employed a retrospective file based assessment (O’Shea, Mitchell, 
Picchioni, & Dickens, 2013).

The global finding of a lack of predictive power of the assessment of 
vulnerability, strength, key and critical items can be explained in several 
ways. First, although these items, particularly the critical and key items, 
provide handholds for treatment, as the START manual suggests (Webster, 
Martin, Brink, Nicholls, & Desmarais, 2009), their assessment may not be 
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suffi  cient for the prediction of recidivism. Or the exact reverse is true, and 
scores on these items are actually extremely good at predicting immi-
nent transgressions, which, in turn, leads case managers to intervene and 
prevent new incidents. This is specifi cally relevant for the dynamic factors 
addressed by the START. Being attentive to both signs of increasing risks 
and to opportunities for strengthening the client’s resilience are essential 
parts of a case managers’ work. For research on the prediction of future 
violence, however, this is a serious complication. Successful interven-
tion, e.g., through treatment or increased supervision, will reduce the 
likelihood of the predicted event to occur. The result is successful clinical 
prediction and prevention, which, however, cannot be shown through 
statistical prediction models. 

Our AUC fi ndings, particularly for the 6 month follow–up, are mostly in 
line with previous research by Braithwaite et al. (2010), who also found 
modest values. Studies by Nonstad et al. (2010), Chu et al. (2011a, 2011b) 
and Gray et al. (2011) report higher AUCs (ranging from .68–.83). The 
Odds Ratios found in the current study for the scores on vulnerability and 
strength, strength scales and risk estimate for violence against others are 
similar to earlier reports by Braithwaite et al. (2010), Chu et al. (2011a) 
and Desmarais, Nicholls, et al. (2012). Wilson et al. (2010) are the only 
ones to report signifi cant Odds Ratios for the prediction of aggressive 
behaviour with either the vulnerability or strength total scales. However, 
their results could be due to a Type 1 error since their analyses are based 
on 30 patients rated 4 times each, for which it seems, they did not control 
in their analyses. Furthermore, when combined in the same model, scores 
on neither scale contributed independently to their prediction model, 
making multicollinearity a likely problem, though they do not report on 
the issue. We explicitly tested for multicollinearity and found no violations 
of established limits even though the sum scores of strengths and vulner-
ability items were highly correlated (–.71) in our sample. 

A further explanation for the diff erences between our fi ndings and those 
of previous studies lies in our study design in which clinicians completed 
the START as part of daily practice. This is in contrast to most other stud-
ies where researchers or research assistants used case fi les as a basis for 
their assessments. As de Vogel and de Ruiter (2004) argue, there are fun-
damental diff erences between researchers and clinicians as assessors of 
a client’s violence risk. Clinicians will try to maintain a positive therapeu-
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tic relationship and have a personal stake in the treatment of the client 
or could be sensitive to pressures about client placement. Therefore, 
clinicians may focus more on signs of reduced risk than researchers do. 
Additionally, researchers may not be aware of signs of reduced risk since 
these regularly go unreported in the case files researchers necessarily rely 
on for their assessments. Whether better predictions of future violence in 
out-patient forensic psychiatry can be achieved through ratings by more 
impartial researchers or by more engaged clinicians remains undecided. 

An intriguing difference between our findings and previous research, 
is that the pilot of the RACE study (van den Brink, Hooijschuur, van Os, 
Savenije, & Wiersma, 2010), conducted in the same out-patient forensic 
psychiatric setting, did find an incremental predictive value for scores 
on dynamic risk factors, which the current, larger, study was unable to 
replicate. It should be noted, however, that dynamic risk factors were 
not assessed with the START but with various other instruments (for 
details see: van den Brink et al., 2010). Regardless of this issue, the dif-
ferent findings from both studies could be explained by differences in 
study-population, since the current study included all out-patient clients, 
but the pilot only a subsample consisting of clients receiving forensic 
psychiatric home care. Individual case manager’s contact with clients 
receiving home care differs from that with clients visiting the out-patient 
clinic in nature (at home v. out-patient clinic) and duration (for several 
years v. months). Thus case managers providing home care arguably 
resemble case managers in in-patient settings more than their direct 
colleagues in out-patient settings, in that they have a more comprehen-
sive view of their client’s life, making it easier for them to assess factors 
addressed in risk assessment. So if this subsample of case managers has a 
more informed view than their direct colleagues, then this might explain 
why the pilot study, in which they were the only participating case man-
agers, did find incremental predictive validity for violent outcome with 
scores on dynamic factors and the current study did not. Repetition of our 
analyses with those in our sample who received psychiatric home care 
seems preferable. However, the sample was so small (n=59) as to prohibit 
useful conclusions. Therefore the possibility remains that adequate vio-
lence risk assessment requires a more holistic view of clients than case 
managers in out-patient forensic psychiatry can acquire within the limits 
of the treatment they provide. 
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Overall, our fi ndings contribute to the emerging knowledge about the 
ability of START assessments to predict future violent and/or criminal 
behaviour in daily clinical practice. The current paper is the fi rst to exam-
ine this in an out-patient forensic psychiatric sample rather than the 
hospital setting on which other studies have reported. Additionally, risk 
assessments for the RACE study were carried out as part of daily practice 
by case managers, with various professional backgrounds, who had sev-
eral other claims on their time, and might therefore be a more realistic 
estimate of their usefulness in patient care and management than studies 
reporting on research assistant, fi le based assessments (Chu et al., 2011a; 
e.g., Desmarais, Nicholls, et al., 2012; Wilson et al., 2010). This naturalistic 
approach increases the ecological validity and generalizability of our 
fi ndings. However, it could also explain the lower ICC values (.49–.64, all 
p<.001) for the interrater reliability of the customary START summary 
scores compared to Desmarais, Nicholls, et al. (.85–.95, all p<.001; 2012), 
Wilson et al. (.81–.90, all p<.001; 2010) and Nicholls et al. (.87, p<.001; 
2006). Finding lower levels of interrater reliability for instruments scored 
in clinical rather than research settings is not new. For instance, Bjorkly, 
Hartvig, Heggen, Brauer, and Moger (2009) found an ICC of .87 for a test 
sample of clinicians using the Violence Risk Screening – 10 (V-RISK-10) to 
assess case vignettes. However, when clinicians completed assessments in 
clinical practice this dropped to .62, which is comparable to our own fi nd-
ngs. Similarly, Almvik, Woods, and Rasmussen (2000) have reported values 
ranging from .44 to 1.00 for the interrater reliability of the Brøset Violence 
Checklist when completed in clinical practice. Lastly, Miller, Kimonis, 
Otto, Kline, and Wasserman (2012) showed that the fi eld reliability of the 
Static-99, Psychopaty Checklist - Revised and Minnesota Sex Off ender 
Screening Tool – Revised was lower than reported in the various manuals. 
Moreover, in general researchers tend to provide higher risk estimates 
than clinicians (de Vogel & de Ruiter, 2004). 

A further explanation for the diff erences in interrater fi ndings can be 
found in the training of those scoring the START. Clinicians in the RACE 
study received the offi  cial training by the Dutch translators (‘t Lam et al., 
2009). This training included the assessment of several case vignettes. 
Booster sessions were off ered to clinicians several months later, but no 
specifi c monitoring or promotion of agreement was undertaken. In con-
trast, the other studies trained the research assistants, who scored the 
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START from case files, to ‘demonstrate adequate agreement with the train-
ers’ or to ‘meet the interrater criterion (ICC≥.80)’ (respectively Desmarais, 
Nicholls, et al., 2012; Wilson et al., 2010). Such an extensive training, 
however, would be unfeasible in clinical practice due to constraints on cli-
nician’s time and resources. Therefore, it seems likely that our findings are 
an accurate reflection of the level of reliability that can be achieved with 
the START assessments completed by clinicians in clinical practice. Those 
desiring higher levels of reliability might consider more extensive training 
of clinicians (to reach a certain level of agreement) or employing research 
assistants specifically dedicated to the completion of risk assessments. 

None of these other studies report on the interrater reliability for scores 
on key strength or critical vulnerability factors. In our study ICC for them 
was found to be .30 and .32 respectively, which would be considered fair 
agreement. However, as Philipse et al. (2005), we would argue that this 
reflects clinical practice where case managers with various backgrounds 
and level of training focus on different aspects of a client’s risk. That is, a 
psychiatrist is more likely to focus on mental state and medication adher-
ence, while a creative therapist might prefer to focus on impulse control 
and external triggers. In in-patient settings these various preferences can 
be addressed through consensus sessions in which the team as a whole 
scores the START for the client. In out-patient forensic psychiatry, how-
ever, most clients are only seen by one clinician, making such consensus 
sessions unfeasible. So although we asked case managers to identify 
clients also known by one of their colleagues, their various treatment 
expertise might have resulted in differences in critical and key items cho-
sen, and hence lower levels of agreement in their scoring of these items. 

Of further note is the relatively low base rate for incidents. Most studies 
addressing the predictive validity of START assessments report base rates 
of over 50%. Specifically, defining outcome as ‘any violence’, Nicholls 
et al. (2006) report a base rate of 65% and Desmarais, Nicholls, et al. 
(2012) one of 54% for a one year follow-up. Using the same definition of 
the outcome, Braithwaite et al. (2010) report a base rate of 87% over a 
period of 30 days. Wilson et al. (2010) explicitly matched their sample of 
participants to achieve a 50% base rate of ‘any violence’ over a one year 
follow-up. Considerably lower, but using a stricter definition of the out-
come (‘severe violence’), Nonstad et al. (2010) report a base rate of 35%. 
Arguably with a broader definition of the outcome, more comparable 
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to our own, this would have been higher, even in the high secure hos-
pital where this latter study was conducted. In line with this, Gray et al. 
(2011) report that 25% of their sample was at least once ‘physically vio-
lent’ towards someone else during a 6 month follow-up but 52% of the 
sample was ‘verbally aggressive’. Lastly, Chu et al. (2011a, 2011b) reports 
base rates between 18% and 29% for ‘any violence’ for respectively 1 
and 6 months follow-up. However, these latter data were retrospectively 
coded by the author from case fi les which might have resulted in under-
reporting. In contrast in in our sample only 13% had an incident during a 
3 month follow-up and 21% had an incident during a 6 month follow-up. 
This was so even though the outcome was broadly defi ned and outcome 
was recorded prospectively by case managers. In fact, this relatively low 
base rate could be the consequence of our, comparatively, less prob-
lematic group as refl ected by their treatment in an out-patient setting, 
as well as by the provision of adequate treatment. Most studies so far 
have reported on in-patient samples with high proportions of psychotic 
disorders, in general 85% or more, and low proportions of personality 
disorders, 20% or less. Nicholls et al. (2011) is the only other study to also 
report on a community sample, however, still more than half their sample 
(54%) presented with psychotic problems while only 2% had a personality 
disorder or traits thereof. This contrasts with the current sample where 
only 7% presented with psychotic problems but the majority (72%) had a 
personality disorder. As such these diff erences refl ect both the variety of 
treatment services worldwide as well as a more recent explosive growth 
of facilities for forensic psychiatric clients. For instance, Priebe et al. (2008) 
reported a triplication of the number of forensic psychiatric beds as well 
as a duplication of residential care and supported housing facilities for 
psychiatric patients in general from 1990 to 2006 in nine European coun-
tries, including the Netherlands. Further diff erences in forensic psychiatric 
populations arise from legal and cultural diff erences between countries 
(Salize & Dressing, 2004; Salize et al., 2002). Regardless of these diff er-
ences, the current study showed that the START can be used with similar 
results for the prediction of violence in out-patient forensic psychiatry as 
in the in-patient setting in which it was developed.

However, a note of caution seems also in place regarding the use of risk 
assessment instruments such as the START in clinical practice as a method 
of violence prediction and prevention. There is ample research linking 
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the occurrence of recidivism with mental illness, substance misuse, cli-
ent well-being and quality of life. In contrast, there is a decided lack of 
studies addressing the effectiveness of risk assessment instruments, 
particularly dynamic risk assessment instruments, once implemented 
in practice (though see Abderhalden et al., 2008; Kling, Yassi, Smailes, 
Lovato, & Koehoorn, 2011; van de Sande et al., 2011; Troquete et al., 2013 
for notable exceptions). The evidence base is not large enough as yet for a 
systematic review of the subject. Therefore, it is still too early to advocate 
changing treatment policies to include the systematic use of structured 
risk assessment. However, in the same vein, it is also still too early to argue 
against their use. In the present study, for example, our own findings for 
the predictive validity of the START for a 6-month period are in line with 
results from previous studies employing different designs. For a 3-month 
period we were unable to establish a successful prediction model. This 
might be due to characteristics and limitations specific to our study.

limiTaTions and sTrengThs

There are limitations to our study which could have influenced our 
findings. The current data were collected as part of a larger cluster ran-
domized controlled trial (Troquete et al., 2013) studying the preventive 
effect of risk assessment and shared care planning on the occurrence 
of new violent incidents. As noted above, risk assessment by the case 
manager who subsequently also provided treatment may have reduced 
the predictive value of the START assessments since successful treat-
ment may have prevented new incidents from occurring. Furthermore, 
the case manager also made the case notes on which the assessment 
of violent outcomes was based. This means that outcome data did not 
come from an independent source. It is of course possible that case 
managers underreported or over reported incidents because they par-
ticipated in the study. Although interesting in this respect, collection of 
more objective outcomes, such as rearrests, was beyond the scope of the 
study. Additionally, it is common in clinical practice that the same case 
manager completes risk assessment, provides treatment and records inci-
dents. It was our specific aim to test the predictive validity of the START 
assessments in such a setting. As such we would consider this a strength 
rather than a limitation of our study. Given the nature of the intervention, 
blinding of case managers, clients or both was not possible. This could 
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have resulted in a bias in our fi ndings since clinicians might underre-
port or over report the outcome of interest. However, as reported earlier 
we found no signifi cant diff erences in case manager or client reported 
rates of violence between intervention and control groups of the study 
(Troquete et al., 2013). Therefore, it is unlikely that the current fi ndings 
are negatively infl uenced by the implementation of treatment and out-
come assessment associated with the START assessments. Moreover, it is 
unlikely that a lack of blinding could have infl uenced our fi ndings. 

An additional problem experienced during the completion of the RCT 
was that case managers were asked to complete various tasks pertain-
ing to the study which they found burdensome and diffi  cult to combine 
with their clinical work. Case manager motivation might therefore have 
infl uenced the attention with which they completed the START and the 
conscientiousness with which they recorded incidents in client’s case fi les. 
Low case manager motivation may also have resulted in the 109 clients 
who were supposed to receive the intervention (including a START assess-
ment) but did not. This may have infl uenced the generalizability of our 
fi ndings since we found some signifi cant diff erences between those who 
did receive the intervention and those who did not. Specifi cally, the lat-
ter had been in treatment longer before inclusion in the study and were 
less likely to have a personality disorder. However, our earlier study also 
showed that there were no signifi cant diff erences in outcome between 
those who did and those who did not receive the intervention (either at 
baseline or follow-up; Troquete et al., 2013). Specifi cally, multilevel logistic 
analyses were completed for diff erent groups of clients. Initial inten-
tion-to-treat analyses included all participants in both the control and 
intervention groups, that is, regardless of the number of interventions 
received. We found no signifi cant diff erence between the two groups. 
Clients in the intervention group were neither more nor less likely to have 
an incident at follow-up than clients in the control group (OR=1.46, 95% 
CI 0.89-2.44, p=0.15). We conducted additional analyses in which we took 
into account the frequency with which the intervention was completed 
by clients in the intervention group. These ‘as treated’ (including clients 
who had received at least one intervention, n=201, 65%) and ‘treatment 
as planned’ (including clients receiving multiple interventions, n=72, 23%) 
analyses did not change the interpretation of our results (‘as treated’: 
OR=1.34, 95% CI 0.76-2.38, p=0.32; ‘as planned’ OR=1.89, 95% CI 0.89-3.99, 
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p=0.10). Taken together, this makes it unlikely that the generalizability of 
our findings was negatively influenced by the failure to provide the inter-
vention to part of the study group.

Finally, our data prevent us from examining changes from one risk assess-
ment to the next as well as the effect case manager characteristics and 
received treatment might have had on the occurrence of violent inci-
dents. Therefore we could not include these potential moderators in our 
predictive models. Previous studies concerning the predictive validity of 
the START have not addressed these issues either. Future studies might 
want to do so. 

Our study has some fundamental strengths. It is one of the first studies 
to report on a community, rather than a clinical sample. Additionally, 
we present data on a larger sample than has been done before and, as 
mentioned, the START was scored as part of daily treatment practice by 
clinicians rather than retrospectively by research assistants using case 
files. This different approach, as well as the lack of monitoring to ensure 
good agreement between raters, could explain the relatively low results 
we found for the interrater reliability of the various START scores. Lastly, 
this study is the first, to the authors’ knowledge, to examine the role of 
ratings on critical and key items in the prediction of future violence. 

ConClusion

The findings of our study are a first contribution to the examination of 
the predictive validity of the START when implemented in clinical prac-
tice. Although the explicit aim of START assessments is to provide a short 
term prediction of violence risk, we could not establish their incremental 
predictive validity over the total score of the historical items of the HCR-
20 during a 3 month follow-up. However, it is encouraging to note that 
the structured professional judgement ratings of the clinician increase 
the prediction of future violence above and beyond a mere actuarial 
summation of historical and dynamic risk and protective factor scores 
for a 6 month follow-up. Even though our findings are mixed, they are 
in line with earlier studies conducted in higher security settings, with 
more homogenous samples and risk assessments completed by research 
assistants. Therefore, it seems that clinicians in a more heterogeneous 
out-patient forensic psychiatric setting can use the START with similar 
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results as the clinicians and research staff  in the more homogeneous 
in-patient setting in which the START was developed. However, there is 
still too little of an evidence base to advocate the implementation of risk 
assessment instruments in general as a regular part of treatment policies. 
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absTraCT

Background: In out-patient forensic psychiatry, assessment of re-offend-
ing risk and treatment needs by case managers may be hampered by an 
incomplete view of client functioning. The client’s appreciation of his own 
problem behaviour is not systematically used for these purposes. The cur-
rent study tests whether using a new client self-appraisal risk assessment 
instrument, based on the Short Term Assessment of Risk and Treatability 
(START), improves the assessment of re-offending risk and can support 
shared decision making in care planning. 

Methods: In a sample of 201 out-patient forensic psychiatric clients, 
feasibility of client risk assessment, concordance with clinician assess-
ment, and predictive validity of both assessments for violent or criminal 
behaviour were studied. 

Results: Almost all clients (98%) were able to fill in the instrument. 
Agreement between client and case manager on the key risk and protec-
tive factors of the client was poor (mean kappa for selection as key factor 
was 0.15 and 0.09, respectively, and mean correlation on scoring -0.18 
and 0.20). The optimal prediction model for violent or criminal behaviour 
consisted of the case manager’s structured professional risk estimate for 
violence in combination with the client’s self-appraisal on key risk and 
protective factors (AUC=.70; 95%CI: .60-.80). 

Conclusions: In out-patient forensic psychiatry, self-assessment of risk by 
the client is feasible and improves the prediction of re-offending. Clients 
and their case managers differ in their appraisal of key risk and protective 
factors. These differences should be addressed in shared care planning. 
The new Client Self-Appraisal based on START (CSA) risk assessment 
instrument can be a useful tool to facilitate such shared care planning in 
forensic psychiatry.
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Clinicians providing compulsory treatment, such as forensic psychiatric 
care, have a ‘dual role’ (Skeem, Louden, Polaschek, & Camp, 2007). They 
work in the interest of both the client and the community. Prominent for 
the latter is the need to be protected from violent or criminal behaviour. 
Apart from the medical model, forensic psychiatry is dominated by 
two treatment models which originated from the correctional setting 
(Robertson, Barnao, & Ward, 2011). The Risk-Need-Responsivity (RNR) 
model emphasizes that treatment should focus on changeable factors 
which have been shown to be related to the client’s risk for re-off end-
ing; i.e. his ‘criminogenic needs’ (Andrews & Bonta, 2010). Based upon an 
assessment of these needs the clinician selects the appropriate treatment 
targets. In this last respect, the RNR model resembles the medical model. 
Marshall and Bibby (2011) refer to this as ‘the belief that the professional 
knows what is best for the client’. The Good Lives Model (GLM), on the 
other hand, stresses that re-off ending is best prevented by helping the 
client build a ‘good’ - that is a personally fulfi lling – life, and to develop 
socially acceptable ways to satisfy his basic human needs (Ward & 
Maruna, 2007). Here, treatment targets are selected upon what the client 
values as sources of subjective well-being in his life. Neither of these mod-
els, however, appears to strike the right balance between the competing 
interests of the client and the community, which is at the heart of the dual 
role of forensic psychiatric clinicians.

Shared Decision Making (SDM) has been suggested as an intermediate 
approach between the paternalistic attitude of the medical and RNR mod-
els and the ‘client decides’ approach conveyed by the GLM model (Charles, 
Whelan, & Gafni, 1999). Essential features of SDM are an exchange of 
information, covering both the professional and personal perspective 
on the problem, and a commitment to build consensus on treatment 
targets. SDM has been widely propagated in medicine (Hamann et al., 
2003; Institute of Medicine Committee, 2006; Salzburg Global Seminar, 
2011; Secretary of State for Health, 2010), and has been shown to increase 
client satisfaction, treatment adherence and quality of life in longer 
lasting treatment relations (Drake et al., 2009; Joosten et al., 2008). Of 
special interest for forensic psychiatry is SDM’s explicit aim to get clients 
more involved in their treatment (Adams & Drake, 2006; Drieschner & 
Boomsma, 2008). It has been noted, however, that off ering clients some 
degree of autonomous choice in their treatment planning may be par-
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ticularly challenging in situations where that treatment is involuntary 
(Institute of Medicine Committee, 2006; Laugharne, Priebe, McCabe, 
Garland, & Clifford, 2012; Puschner et al., 2010).

In the current study we test an instrument that could be used to facili-
tate SDM in routine forensic psychiatric care. Numerous risk assessment 
instruments have been developed (Otto & Douglas, 2010), which recently 
may also include protective factors (de Ruiter & Nicholls, 2011). These 
instruments are used to assess re-offending risk and to identify the treat-
ment needs of the client (Douglas & Kropp, 2002). However, none of these 
instruments is designed to elicit the client’s view on treatment needs. 
In an earlier study we found that client-clinician contact in out-patient 
forensic psychiatry may be too brief, infrequent, and setting specific for 
clinicians to acquire the comprehensive view of their clients’ life and func-
tioning necessary for adequate risk assessment (Troquete et al., in press). 
Therefore, we developed an instrument to elicit the client’s perspective 
on his treatment needs, based on an established risk assessment tool; 
the Short Term Assessment of Risk and Treatability (START; Webster et al., 
2006). The START addresses risk and protective factors, and is suitable for 
monitoring client functioning in inpatient and out-patient settings.

The current study aims to investigate the feasibility of administering our 
new ‘Client Self-Appraisal based on START’ instrument, the concordance 
between client and clinician risk assessments, and the predictive valid-
ity of both assessments for incidents of violent or criminal behaviour. 
Together this will show the opportunities for, and potential of, the client 
instrument to contribute to shared care planning in out-patient forensic 
psychiatry.

meThods

ClienT self-appraisal based on sTarT

The Client Self-Appraisal based on START (CSA; see Online Supplement) 
was developed as part of an intervention studied in a randomized 
controlled trial on risk assessment and shared care planning in out-pa-
tient forensic psychiatry in the Netherlands (Study acronym RACE: Risk 
Assessment and Care Evaluation; trial registration NTR1042; Troquete et 
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al., 2013). Administration of the client instrument was the fi rst step in a 
structured approach to shared care planning, and was meant to have 
clients assess their own primary risk and protective factors for poor func-
tioning and re-off ending. 

Our objective was to develop a questionnaire that is easy to understand 
for many clients, and therefore is in simple wording, without double nega-
tions. It consists of reformulations of the 20 vulnerability and strength 
factors of the START (listed in Table 4.1), which should capture the essence 
of the original items and be acceptable for clients as self-descriptions. 
Initial discussions with clinicians led to the addition of one new item, on 
sexuality, which they considered indispensable for many of their forensic 
psychiatric out-patients. As in the original START, clients have the oppor-
tunity to add additional risk and protective factors, if they feel these are 
not covered by the items provided.

First, clients are asked about their risk factors for poor functioning and 
re-off ending. Risk factors are called ‘vulnerability points’, and are defi ned 
in the questionnaire as ‘things in yourself or in your life which can put you 
at risk for not doing well, and can bring you into contact with the police 
and legal system again’. Clients indicate for each item whether or not it is 
a risk factor for them (answering options: yes, somewhat, no). Then they 
mark their 3 or more most important (‘key’) risk factors. This procedure is 
repeated for the client’s ‘protective points’. Contrary to the original START, 
this fi rst part of the questionnaire does not yet assess how well the client 
is currently doing on these factors. Therefore, a second part was added, in 
which clients rate how well they are doing at the moment on their self-se-
lected key factors, using an 11-point rating scale, ranging from 0 (‘could 
not be worse’) to 10 (‘could not be better’). Separate mean scores are cal-
culated for the key risk and key protective factors, which are designated 
– in accordance with the START terminology – as ‘Client mean critical vul-
nerabilities’ and ‘Client mean key strengths’ score, respectively.

sTudy seTTing and parTiCipanTs

The RACE-study was conducted between September 2007 and 
September 2010 in three out-patient forensic psychiatric services in the 
north of the Netherlands (Troquete et al., 2013). Eligible were all case 
managers and clients of the participating services. We defi ned case man-
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agers as those with primary responsibility for the care planning of their 
clients. Excluded were clients with expected discharge within 6 months 
or with less than one treatment contact per month. To avoid spill over 
of treatment effect, case managers with their whole caseload were ran-
domized to Intervention or Care-As-Usual. Clients had a follow-up period 
of 18 months, or until end of care or end of study, if this occurred earlier. 
Informed consent was asked for client interviews. Approval was obtained 
from the Dutch Medical Ethical Committee for Mental Healthcare.

The present study concerns the clients and case managers randomized 
to the intervention arm of the RACE-study. The intervention consisted of 
a structured approach to risk assessment and shared care planning, to be 
implemented at all evaluations of the client’s treatment plan, but at least 
once a year. In preparation of the treatment evaluation, the case manager 
assessed the client’s risk and protective factors for re-offending with the 
START. Independently, the client did the same, using Part 1 of the CSA. In 
this way, both the case manager and client identified the client’s key risk 
and protective factors, to be addressed in the new treatment plan. In the 
subsequent treatment evaluation session, the case manager and client 
discussed these factors in a structured way. This discussion was aimed at 
agreement on the targets and content of the new treatment plan. As part 
of the structured procedure in the treatment evaluation session, clients 
also rated their current functioning on the self-selected key risk and pro-
tective factors, using Part 2 of the CSA. Case managers had been trained 
in the use of the START and the structured approach to shared care 
planning, described more fully elsewhere (Troquete et al., 2013). Clients 
received no training in the use of the CSA, but case managers were pre-
pared to deal with any questions which might arise.

Case manager risk assessmenT on The sTarT

Case managers in the intervention arm of the RACE-study assessed their 
clients on the START (Webster et al., 2006). The START is a risk assessment 
instrument consisting of 20 items scored both as ‘vulnerabilities’ (i.e. risk 
factors) and ‘strengths’ (protective factors). There is room for the addition 
of two client specific items. First, current client functioning is rated by 
scoring each item as ‘minimally present’ (0), ‘moderately present’ (1) or 
‘maximally present’ (2). Next items perceived by the case manager as of 
particular importance for the client are identified and marked as, respec-
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tively, ‘critical vulnerabilities’ and ‘key strengths’. In accordance with the 
structured professional judgment approach to risk assessment (Doyle 
& Dolan, 2002), fi nal risk estimates are then asked for 7 outcomes, by 
weighing the identifi ed vulnerabilities and strengths and applying clinical 
judgment. Clients are scored as being at ‘low’ (1), ‘medium’ (2) or ‘high’ (3) 
risk for these outcomes. The fi nal risk estimate for ‘violence against others’ 
covers the primary outcome of the present study best, and was included 
in the prediction analyses below. Furthermore, apart from the usual START 
sum scores of all vulnerabilities and strengths, also the mean scores on 
the selected critical and key items were calculated, in order to obtain case 
manager rated predictors which are comparable to those obtained from 
risk assessment by the client.

inCidenTs of violenT or Criminal behaviour

The primary outcome of the RACE-study consisted of incidents of violent 
or criminal behaviour by the client during a follow-up period. In the pres-
ent study the predictive validity of client and case manager assessments 
of risk and protective factors for such incidents in the six months follow-
ing assessment are compared. In the RACE-study prediction of incidents 
over a six month period proved to be better for case manager assess-
ments on the START than over the regular three months period, probably 
due to a too low base rate of incidents for shorter periods (Troquete et 
al., in press; Webster et al., 2006). Violent behaviour is defi ned as any 
intentional behaviour with the potential to physically harm a person or 
animal or any seriously threatening or intimidating aggression. Criminal 
behaviour additionally covers exhibitionism, possession of child pornog-
raphy, stalking, drug dealing, driving without a license or under infl uence, 
possession of an illegal weapon, vandalism, and theft. Not included is the 
use of illegal drugs, since this is not considered a crime under Dutch law. 

Case managers recorded incidents that could potentially satisfy the above 
defi nitions on a standard form in the client’s case fi le. Inclusion as an inci-
dent of violent or criminal behaviour was determined through consensus 
between three experts in out-patient forensic psychiatry, who were blind 
to the risk assessments by the client and case manager. Outcome con-
sisted of either absence or presence of one or more incidents during the 
six months following the treatment evaluation session, in preparation of 
which both the client and case manager conducted their risk assessment.
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analysis

The feasibility of the Client Self-Appraisal based on START was assessed by 
the number of clients who were able to fill in the instrument at least once 
and the number of missing answers in these assessments. 

Concordance between client and case manager risk assessment was stud-
ied in three ways. First, on a group level, frequencies by which items were 
chosen as key factor by case managers and clients were compared and 
tested with a Spearman rank correlation. Second, on an individual level, 
agreement between client and case manager on the items chosen as key 
factors for that particular client were tested with Cohen’s kappa corrected 
for agreement by chance, and averaged over the risk and protective fac-
tors separately. Third, also on the individual level, the mean correlation 
was calculated between client and case manager scoring of current client 
functioning on the key factors selected by the client.

The predictive validity of client and case manager risk assessment for inci-
dents of violent or criminal behaviour in the next six months was studied 
by logistic regression analysis and the Area Under the Curve (AUC) statis-
tic of Receiver Operating Characteristic (ROC) analysis (Mossman, 1994). 
Client assessments only covered the factors they selected as critical vul-
nerability or key strength. Case manager assessments in addition included 
the sum scores of all 20 vulnerability and strength items of the START, and 
the case manager’s final risk estimate for violence against others. Both 
univariate and multivariate analyses were conducted. In the multivariate 
analysis all client and case manager predictors were examined together, 
to reach an optimal prediction model for incidents of violent or criminal 
behaviour, using stepwise backward elimination of predictors based on 
the likelihood ratio test.

resulTs

parTiCipanTs

Nineteen case managers and 310 clients were included in the experimen-
tal arm of the RACE-study. A detailed description of their characteristics is 
provided elsewhere (Troquete et al., 2013). Of the 310 clients, 201 (65%) 
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actually received the intervention that included the CSA. These 201 clients 
were predominantly male (93%), 39.9 years old on average (s.d.=10.9), 
and had been in out-patient forensic care for a mean period of 23.2 
months (s.d.=22.7) before inclusion in the RACE-study. They had a history 
of (a combination of ) violent off ences (59%), sexual off ences (35%), prop-
erty off ences (38%), or other off ences (23%), and came into treatment 
with a criminal or civil treatment order (19%), compulsory probation 
supervision (26%), or voluntarily (56%). On Axis I they were diagnosed 
with an impulse control disorder (26%), paraphilia (21%), psychotic disor-
der (8%), substance related disorder (42%), other mental disorder (55%), 
or no disorder (6%). In addition, 72% had a personality disorder, mainly of 
the Cluster B type (26%), or Not Otherwise Specifi ed (35%), and 10% had 
borderline intellectual functioning or less. Their mean score on the his-
torical risk factors of the HCR-20 risk assessment instrument (Webster et 
al., 1997), which assesses criminally relevant history, was 7.9 (s.d.=3.8). On 
none of these characteristics the clients who received an intervention dif-
fered signifi cantly from those who were randomized to the experimental 
arm of the study but did not receive the intervention (all p>.05).

risk assessmenT by The ClienT

Of the 201 clients who received an intervention, 196 clients (98%) fi lled 
in the CSA at least once. In total 297 interventions were conducted, for 
which clients fi lled in the client instrument 282 times (95%) and case 
managers the START 293 times (99%). The CSA was completed once by 
132 clients (67%), twice by 44 clients (22%), three times by 18 clients (9%), 
and four times by two clients (1%).

In the 196 fi rst assessments on the CSA per client, the average percent-
age of missing answers (i.e. clients who did not provide a valid answer) 
on the risk factors was 0.7% (range 0%-2.6% over the diff erent factors), 
and 2.0% (1.0%-4.6%) on the protective factors. For comparison, the aver-
age percentages of missing answers in the corresponding STARTs by the 
case manager were: 0.4% (0%-2.6%) and 0.5% (0%-2.6%), respectively. 
Selection of key risks was missing in 8.2% of the fi rst client assessments, 
of key strengths in 10.7%, and of both in 5.6%. In the corresponding 
case manager STARTs these percentages were 3.5%, 5.6%, and 3.0%, 
respectively.



ConCordanCe on group level

Table 4.1 presents the rank ordered frequencies by which clients and case 
managers selected the START items as critical vulnerability or key strength 
of the client on their first assessment per client. The Spearman rank cor-
relation between the distributions for clients and case managers was 0.81 
(95% CI: 0.58-0.92) for the critical vulnerabilities and 0.51 (95% CI: 0.10-
0.77) for the key strengths. This good concordance between clients and 
case managers on a group level is illustrated by the fact that both groups 
choose the same 3 factors most frequently as critical vulnerability (namely 
‘Emotional Sate’, ‘Impulse Control’, and ‘Coping’) and that 2 of the 3 most 
frequently chosen key strengths corresponded (‘Occupational’ and ‘Social 
Support’).

ConCordanCe on individual level

Table 4.2 shows the agreement between individual clients and their case 
manager on the selection of START items as a critical vulnerability or key 
strength of that client. The level of agreement was assessed by Cohen’s 
kappa. A value of 1 indicates perfect agreement, -1 perfect disagreement, 
and 0 an agreement that is no better than chance. Only first assessments 
per client in which both the client and case manager selected at least one 
critical vulnerability (n=173), respectively one key strength (n=164), were 
included. 

The mean kappa across the START items for agreement on selection of 
critical vulnerabilities was 0.15 (95%CI: 0.11-0.20), which is limited. This is 
also shown by the fact that if the case manager selected an item as criti-
cal vulnerability of the client, the mean chance across the items that the 
client also selected that item as critical vulnerability was only 28% (95%CI: 
24%-32%). For the selection of key strengths, the mean kappa was 0.09 
(95%CI: 0.05-0.13), and the mean chance of the client selecting the same 
item as key strength as his case manager was 24% (95%CI: 20%-28%).

Table 4.2 also shows the correlation between client and case manager 
scoring of current client functioning on the items selected by the client 
as critical vulnerability or key strength. As described above, a high client 
score (on 0-10 scale) indicates good client functioning, for both vulner-
abilities and strengths. A high case manager score (on 0-2 scale), on the 
other hand, indicates good functioning for strengths, but poor function-
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ing for vulnerabilities. 

A mean correlation across the vulnerabilities of -0.18 (95% CI: -0.10 to 
-0.26) was found, and of 0.20 (0.12 to 0.28) across the strengths. Both 
show limited agreement between the client and case manager on client 
functioning, in the expected direction. The unweighted mean score by 
clients across the critical vulnerabilities they selected was 5.75 (95%CI: 
5.57-5.93), which indicates that they saw their functioning on these fac-
tors as almost sufficient. On the strengths the clients scored 7.32 (7.18 
– 7.46) on average, which denotes good functioning according to the 

 

 

Table 4.2 Agreement between client and case manager on selection of key factors for client 
and rating of client functioning 
 Critical Vulnerability (n=173) Key Strength (n=164) 

START item 
Kappa for 

selection 

Correlation for 

functioning 

Kappa for 

selection 

Correlation for 

functioning 

Social Skills  0.12 -0.08  0.04  0.24 

Relationships   0.33*  0.06 -0.06  0.23 

Occupational   0.29* -0.31   0.22*   0.32* 

Recreational  0.10  -0.53*  0.14   0.48* 

Self-Care   0.21*  0.33   0.21*  0.39 

Mental State  0.08  0.03  0.07 -0.13 

Emotional State  0.04 -0.26   0.18* -0.07 

Substance Use   0.36* -0.09  0.02  0.29 

Impulse Control   0.27* -0.14 -0.03  0.18 

External Triggers   0.24*  -0.55*  0.00  0.40 

Social Support   0.19*  -0.43*   0.17*  0.22 

Material Resources  0.12  -0.37*  0.11   0.36* 

Attitudes  0.03 -0.41  0.10 -0.13 

Medication Adherence   0.24* -0.83   0.27* -0.48 

Rule Adherence   0.21*  0.30  0.08 -0.15 

Conduct -0.03 -0.25  0.03   0.89* 

Insight  0.00  0.07  0.10   0.60* 

Plans  0.07 -0.34  0.05 -0.04 

Coping  0.09 -0.26  0.01  0.39 

Treatability  0.12  0.46  0.08  0.00 

* p<.05 
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client. The case managers were somewhat less positive about client func-
tioning. Their corresponding scores were 0.90 (0.84 - 0.97) on average for 
the vulnerabilities and 1.31 (1.25-1.36) for the strengths, indicating a mod-
erate presence of vulnerabilities and clear presence of strengths.

prediCTive validiTy of ClienT and Case manager risk assessmenTs

Available were 175 pairs of risk assessments by both client and case man-
ager, concerning 147 clients, with non-overlapping six month follow-up 
periods (range 1-3 per client). In 34 (19%) of the follow-up periods at least 
one incident of violent or criminal behaviour occurred (see Troquete et al., 
2013 for a specifi cation of types of incidents).

The univariate relationships between client and case manager risk assess-
ments and the occurrence of incidents of violent or criminal behaviour 
are presented in the top half of table 4.3. Both client self-assessments 
on critical vulnerabilities and key strengths were signifi cant univariate 
predictors, as were the sum scores and fi nal risk estimate of the case 
manager. However, the vulnerabilities and strengths selected by the case 
managers as of particular importance for the client, were unrelated to 
re-off ending by that client. As noted above, contrary to the case manager 
assessments, higher scores on client assessment of vulnerabilities indi-
cate better functioning. The observed univariate relationships in table 4.3 
are therefore all in the expected direction of a decreased risk with better 
client functioning. The predictive powers of the separate predictors were 
‘modest’ (Hosmer & Lemeshow, 2000), with a maximum AUC of .65 for the 
client assessment of key strengths as the best individual predictor of cli-
ent violent or criminal behaviour.

The optimal multivariate prediction model is presented in the bottom half 
of table 4.3. This model includes both the case manager’s fi nal risk esti-
mate for violence against others and the client’s assessments on critical 
vulnerabilities and key strengths. These factors had mutually independent 
contributions to the prediction of violent or criminal behaviour by the 
client in the following six months. Their combined predictive power was 
‘acceptable’ (Hosmer & Lemeshow, 2000), with an AUC of .70, which corre-
sponds to a medium Cohen’s eff ect size d of .75 (Rice & Harris, 2005).
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Table 4.3 Predictive validity of client and case manager risk assessments for violent or criminal 
behaviour (n=175) 
       

Predictor OR 95% CI p AUC 95% CI p 
 
Univariate analyses 
Client Mean Critical Vulnerabilities 0.77 0.60-0.98   .04 .62 .52-.72   .03 
Client Mean Key Strengths 0.72 0.54-0.95   .02 .65 .55-.74 <.01 
Case manager Mean Critical Vulnerabilities 1.22 0.56-2.67   .62 .52 .41-.63   .75 
Case manager Mean Key Strengths 0.60 0.23-1.55    .29 .54 .43-.65   .47 
Case manager Sum Vulnerabilities 1.08 1.02-1.14 <.01 .63 .52-.74   .02 
Case manager Sum Strengths 0.95 0.90-1.01   .08 .61 .52-.71   .04 
Case manager Risk estimate for violence 2.21 1.16-4.18   .02 .62 .51-.73   .03 

 
Multivariate analysis 
Client Mean Critical Vulnerabilities 0.76 0.59-0.99   .04    
Client Mean Key Strengths 0.75 0.57-1.00   .05    
Case manager Risk estimate for violence 2.15 1.11-4.18   .02    
    .70 .60-.80 <.01 

disCussion

The present study is the first to examine the feasibility and clinical poten-
tial of client self-appraisal of risk and protective factors for re-offending in 
forensic psychiatry. It shows that risk assessment by the client is feasible. 
Almost without exception, forensic psychiatric out-patients were able to 
complete the specially developed Client Self-Appraisal based on START. 

With respect to the clinical value of risk assessment by the client, analysis 
at the group level might give the wrong impression that client risk assess-
ment does not add much to risk assessment by the clinician. Clients and 
clinicians as a group frequently choose the same client characteristics as 
key risk and protective factors. However, on the individual level agree-
ment between individual clients and their own case manager was only 
slightly better than chance, both in the choice of key risk and protective 
factors and in the assessment of client functioning on these factors. This 
means that in most treatment plan evaluations, the client and case man-
ager come to the evaluation with markedly different ideas about what 
the important risk and protective factors of the client are, and how the 
client is doing on these factors. Such divergent views between the client 
and clinician form the point of departure for the SDM model of treatment 
(Charles, Whelan, et al., 1999). SDM suggests that the client and clinician 
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discuss their diff ering views and strive for agreement on a treatment 
plan that does justice to both perspectives. The RNR (Andrews & Bonta, 
2010) and GLM (Ward & Maruna, 2007) models, on the other hand, both 
build on one of the competing views to select treatment targets, with the 
risk of discontent and disinterest in treatment on the part of the client. 
Advancing client motivation for treatment is crucial in out-patient foren-
sic psychiatry, where many – in our sample even more than half – of the 
clients do not (or no longer) have a legal order to enforce treatment. Not 
addressing the client’s self-perceived treatment needs may then become 
a fundamental mistake in treatment strategy. 

Apart from facilitating treatment motivation, addressing the client’s 
self-perceived risk and protective factors for re-off ending may also be 
expected to improve the eff ectiveness of treatment. In the present study 
client risk assessment was found to contribute to the prediction of violent 
or criminal behaviour by the client in the subsequent months. According 
to the RNR model, forensic psychiatric treatment should focus on factors 
which have been shown to be predictive of re-off ending by the client; 
denoted as the client’s criminogenic needs for treatment (Adams & Drake, 
2006). The present study shows that key risk and protective factors iden-
tifi ed by the client belong to these criminogenic needs and should be 
addressed to reduce the client’s risk for re-off ending. 

The independent predictive value of client risk assessment also shows 
that self-report can provide valid information on the risk and protec-
tive factors of forensic psychiatric clients. Several authors warn for the 
eff ects of social desirability and ‘impression management’ in self-report 
assessment of such undesirable characteristics as hostility, anger, and 
aggressiveness in forensic populations (Posey & Hess, 1984; Tan & Grace, 
2008). However, Mills and Kroner (2006) conclude from a series of studies 
in off ender populations (Kroner & Loza, 2001; Mills & Kroner, 2006; Mills, 
Loza, & Kroner, 2003), that self-report measures of antisocial traits have 
predictive validity for criminal off ences, despite the infl uence of social 
desirability. The results of the present study corroborate this conclu-
sion for risk assessment by forensic psychiatric out-patients. Both client 
self-assessed risk and protective factors proved to have independent 
predictive validity for violent or criminal behaviour by the client, and the 
best prediction was obtained when these client self-assessments were 
combined with the fi nal risk estimate of the case manager after structured 
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risk assessment. The incremental predictive value of client self-perception 
of violence risk to risk assessment by the case manager was confirmed 
recently in a study in which clients were asked to express their self-per-
ceived risk for violence in a single global rating (Skeem, Manchak, Lidz, & 
Mulvey, 2013).

In the RACE study we tested whether shared care planning based on risk 
assessment by both the client and case manager, reduces the incidence of 
violent or criminal behaviour in out-patient forensic psychiatry (Troquete 
et al., 2013). No effect of the intervention was found. Several explanations 
for this finding were considered (see Troquete et al., 2013 for an extensive 
discussion), but inclusion of client self-appraisal of risk and protective fac-
tors and care planning along SDM lines were considered to be strengths 
of the study (Troquete et al., 2013). Both elements can get clients more 
involved in their treatment, and this is of particular importance for foren-
sic psychiatry, where clients often come into treatment under formal or 
informal coercion. Furthermore, the present study shows that by these 
methods clients can help their clinician acquire a more comprehensive 
view of their treatment needs.

sTudy limiTaTions

Our study has several limitations. First, 35% of the clients of the exper-
imental arm of the RACE-study did not receive the intervention, which 
included the Client Self-Appraisal based on START (Troquete et al., 2013). 
The finding that 98% of the clients who received the intervention could 
answer the CSA, should therefore be interpreted with some caution. 
However, there are no indications that inability to complete the CSA 
played any role in the case manager’s decision to refrain from implement-
ing the intervention (Troquete et al., 2013). 

Second, the CSA does not ask clients to assess their functioning on all risk 
and protective factors of the START, but only on those which the client 
selected as key factors. For research purposes assessment on all factors 
may be desirable, for example to compare the predictive value of the sum 
of all factors to that of the key factors selected by the client. Part 2 of the 
CSA could then be extended to cover all factors. But for clinical practice, 
instruments should be as concise as possible, and the primary objective 
for using the CSA will be to discuss with the client what he considers his 
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most important risk and protective factors, and how he thinks he is doing 
on these factors. Assessment of client functioning on these key factors 
will then be suffi  cient. Moreover, the mean scores on these client-selected 
key risk and protective factors proved to be predictive of client behaviour, 
as opposed to the case manager’s scoring on their selection of key factors 
of the START.

Finally, the outcome of violent or criminal behaviour in the prediction 
analyses consisted of incidents recorded by the case manager in the cli-
ent’s case fi le. However, case managers may not be aware of all incidents 
of violent or criminal behaviour of their clients, or they may have received 
biased information on incidents, and not all recorded incidents may 
meet the criteria of a criminal off ence. This may be true, and a check of 
the predictive validity of the CSA against criminal records would provide 
valuable additional evidence, but the incidents recorded in the client’s fi le 
do constitute the information that is available to case managers in clinical 
practice, and form the basis on which they monitor treatment progress. 
These incidents therefore constitute clinically relevant outcomes for the 
evaluation of the predictive validity of risk assessment in out-patient 
forensic psychiatry. 

ConClusions

This study demonstrates that the Client Self-Appraisal based on START 
can be administered in routine out-patient forensic psychiatric care. The 
instrument enables a comparison between the views of the client and 
case manager concerning problem behaviour and treatment needs of the 
client. In general, these views may be expected to diff er considerably. It 
was shown that future violent or criminal behaviour by the client is best 
predicted by a combination of risk assessment by the client and case 
manager. Together they know best what should be addressed in treat-
ment to reduce the risk of re-off ending. Shared decision making in care 
planning therefore seems indicated. The Client Self-Appraisal based on 
START can be a useful tool to facilitate the provision of such forensic psy-
chiatry with the client (Mezzich, 2007).
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absTraCT

Background Forensic psychiatry aims to reduce recidivism and makes 
use of risk assessment tools to achieve this goal. Various studies have 
reported on the predictive qualities of these instruments, but it remains 
unclear if their use is associated with actual prevention of recidivism in 
clinical care. 

Aim To test whether an intervention combining risk assessment and 
shared care planning is associated with a reduction in violent and criminal 
behaviour. 

Method A cluster randomized controlled trial (Netherlands Trial Register 
number NTR1042) was conducted in three out-patient forensic psychiatric 
clinics. The intervention comprised risk assessment with the Short Term 
Assessment of Risk and Treatability (START) and a shared care planning 
protocol formulated according to shared decision-making principles. The 
control group received usual care. The outcome consisted of the propor-
tion of clients with violent or criminal incidents at follow-up.

Results In total 58 case managers and 632 of their clients were included. 
In the intervention group (n=310), 65% received the intervention at least 
once. Findings showed a general treatment effect (22% of clients with an 
incident at baseline v. 15% at follow-up, P<0.01) but no significant differ-
ence between the two treatment conditions (OR 1.46; 95% CI 0.89-2.44, 
P=0.15). 

Conclusions Although risk assessment is common practice in forensic 
psychiatry, our results indicate that the primary goal of preventing recid-
ivism was not reached through risk assessment embedded in shared 
decision-making. 
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The main objective of forensic psychiatric treatment is to prevent future 
violent behaviour. According to the Risk-Need-Responsivity Model 
(Andrews & Bonta, 2010) this is best achieved by systematic assessment of 
the patient’s risks for violence and by focussing treatment on these crim-
inogenic needs. The Good Lives Model extends this idea by emphasising 
the importance of strengthening protective factors to help clients build a 
‘good life’ they are reluctant to lose (Ward, Mann, et al., 2007). Various risk 
assessment instruments have been developed, recently also including 
assessment of protective factors, such as the Short Term Assessment of 
Risk and Treatability (START; Nicholls et al., 2006; Webster et al., 2006) and 
the Structured Assessment of PROtective Factors (SAPROF; de Vogel, de 
Ruiter, Bouman, & de Vries Robbé, 2009). Research on these instruments, 
however, has focused almost exclusively on their predictive capabilities. 
Whether the use of risk assessment instruments in forensic psychiatry 
actually helps to prevent violent behaviour, through the selection of more 
suitable or better treatment, remains unclear (Douglas & Kropp, 2002). 
Our study addressed this question in out-patient forensic psychiatry, a 
setting that calls for an on-going process of assessment and management 
of short-term variable risks and needs (van den Brink et al., 2010; Douglas 
& Skeem, 2005; Drieschner & Boomsma, 2008; Dvoskin & Heilbrun, 
2001), and specifi c attention to client motivation for treatment, which is 
often enforced but no longer mandatory (see online data supplement; 
Drieschner & Boomsma, 2008). Shared decision-making has been shown 
to increase client satisfaction, treatment adherence and quality of life in 
longer-lasting treatment relations (Joosten et al., 2008), and thus, in line 
with the Good Lives model, is thought to be associated with reduced 
recidivism (Ward, Mann, et al., 2007). We therefore developed a method 
for periodically monitoring violence risks and treatment needs (van den 
Brink et al., 2010), aimed to foster shared decision-making by actively 
involving the person receiving forensic out-patient psychiatric care in risk 
assessment and care planning. This method’s ability to prevent violent 
behaviour in these individuals is tested here.

meThod

The Risk Assessment and Care Evaluation (RACE) study is a cluster ran-
domised controlled trial (RCT), registered with The Netherlands Trial 
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Register (NTR1042), which was conducted in The Netherlands between 
September 2007 and September 2010. The aim of the study was to deter-
mine whether periodic risk assessment and subsequent care planning 
with people receiving forensic psychiatric out-patient care were asso-
ciated with a reduction of recidivism and improvement in the person’s 
quality of life, psychosocial functioning and satisfaction with care. If case 
managers were to have clients randomised to both treatment groups, 
then this could result in spill-over of the intervention effect. Therefore, 
we randomised case managers, with their whole case-load, to either 
care as usual or the intervention. For the clients a follow-up period of 18 
months was planned, or until either end of care or end of study if that 
were sooner. The primary outcome was the proportion of clients with one 
or more incidents of violent or criminal behaviour in the 6 months before 
end of follow-up. Case managers recorded incidents of violent or criminal 
behaviour on a standard form in the case file (see online data supplement 
DS1 for a more detailed description of the method). 

parTiCipanTs

Based on a pilot study (van den Brink et al., 2010), a power analysis indi-
cated that 340 participants should be included in each study group (see 
online data supplement). Our study was conducted in three out-patient 
forensic psychiatric services in each of the three northern provinces of 
The Netherlands, whose case-loads were representative of the country as 
a whole (Bouman et al., 2010). All case managers and clients of the partic-
ipating services were eligible for the study. We defined case managers as 
those with primary responsibility for the care planning of their clients. As 
we expected the intervention to be effective only in longer-lasting treat-
ment relations (Joosten et al., 2008), we excluded cases with expected 
discharge within 6 months or with infrequent treatment contacts (less 
than once a month on average). Informed consent was asked for client 
interviews at baseline and follow-up. Approval was obtained from the 
Dutch medical ethical committee for mental healthcare. 

randomisaTion

After initial interviews (by N.T.) with the case managers to determine 
their eligibility and characteristics, the second author (R.v.d.B.), who was 
masked to the case managers’ identities, executed the randomisation 
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procedure. Case managers were randomised consecutively, in random 
order, in strata defi ned by participating service, composition of case-load 
(predominantly clients with violent v. sexual off ences), professional back-
ground (academic v. non-academic) and years of experience in forensic 
psychiatry (2 or more years v. less). Further details of the randomisation 
procedure are given in the online data supplement. 

inTervenTion

In the control group, case managers provided care as usual to their cli-
ents; this did not involve standardised methods of risk assessment or care 
plan evaluation other than on an incidental and ad hoc basis. Case man-
agers in the intervention group provided regular care and were instructed 
to use the RACE protocol for all evaluations of their clients’ treatment 
plans. Legally, treatment plan evaluation should occur at least once a 
year. Since the intervention adopted a noticeably diff erent approach to 
the treatment plan evaluations in care as usual, masking of clients or case 
managers was not an option. 

Care as usual consisted of combinations medication, individual (psycho)
therapy, forensic psychiatric home care, specialized groups and training 
modules. Examples of specialised groups are those for hands-on sex 
off enders, hands-off  sex off enders, and those with impulse control dis-
orders, autism spectrum disorders or borderline intellectual functioning. 
Training modules for social, vocational, living and communication skills as 
well as those addressing insight were available. 

The intervention consisted of two parts: a structured approach to risk 
assessment, and a care plan evaluation utilising the key strengths and vul-
nerabilities identifi ed during the fi rst part of the intervention. According 
to our protocol, case managers fi rst assessed the client’s risk and pro-
tective factors with the Short Term Assessment of Risk and Treatability. 
Independently, clients did the same using a specially developed client 
version of the START (available from the authors). Both case manager 
and client identifi ed the client’s key strengths and critical vulnerabilities 
and then they discussed them with each other in a structured way, with 
the aim of agreeing on the types of care to be included in the new treat-
ment plan. To encourage shared decision-making, case managers were 
instructed to point out the similarities and diff erences between the key 
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and critical items they selected and those selected by the client, to moti-
vate their own choices and treatment proposals, and to ask clients about 
their opinions and suggestions for treatment. The emphasis was on reach-
ing an agreement on the final treatment plan that suited both parties. 
Consecutive treatment plan evaluations should include a review of previ-
ous agreements. 

Case managers were trained in the use of the Dutch version of the START 
(‘t Lam et al., 2009), and the structured approach to shared care plan-
ning, described above. Clients received no training, but case managers 
answered their questions, if necessary. In accordance with the START 
manual, case managers rated the stable, historical, risk factors of their 
clients (such as early maladjustment, history of violence and prior supervi-
sion failure) at baseline, using the Historical, Clinical, Risk Management-20 
(HCR-20; Webster et al., 1997). These historical factors are meant to serve 
as background information for the interpretation of the variable, dynamic, 
factors scored on the START. To maintain comparability between inter-
vention and care as usual groups, case managers rated the factors for all 
participating clients at baseline. 

ouTCome

The primary outcome consisted of the proportion of clients with one or 
more violent or criminal incidents in the 6 months before the end of fol-
low-up. Both violent and criminal behaviours are considered important 
indicators of treatment outcome. Violent behaviour included intentional 
behaviour with the potential to physically harm a person or animal and 
seriously threatening or intimidating aggression. Criminal behaviour 
additionally covered such behaviour as exhibitionism, possession of child 
pornography, stalking, drug dealing, driving without a license or under 
influence, possession of an illegal weapon, vandalism, and theft. Not 
included was the use of illegal drugs, since this is not considered a crime 
under Dutch law. Case managers were instructed to use a standard form 
to record any incident that could potentially satisfy the definition. The 
form was included in the client’s case file. Definition of an incident as vio-
lent or criminal was determined through consensus among three forensic 
psychiatric experts, unaware of the randomisation status of the client. 
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Additional outcome information was collected during interviews at 
baseline and follow-up with clients who were willing to participate and 
provided consent. Trained research assistants used an extended version of 
the MacArthur Violence Screens when asking about incidents in the previ-
ous 6 months (Monahan et al., 2001). Incidents reported by clients during 
these interviews were coded and analysed in the same way as incidents 
reported in case fi les. Interviewers were masked to client randomisation 
status. 

analyses

Incident reports obtained from either case fi les or client interviews 
were analysed separately. Outcome was coded as either presence (1) or 
absence (0) of violent or criminal incidents during the 6 months prior 
to follow-up. Baseline incidents were coded in a similar manner for the 
6 months prior to the baseline assessment. Diff erences in baseline and 
follow-up proportions of the outcome were calculated with chi-squared 
test for paired observations (McNemar’s test). The intervention eff ect was 
tested in a logistic multilevel analysis (Snijders & Bosker, 1999), based on 
intention to treat, controlling for violent or criminal behaviour at baseline 
and length of follow-up. Clients were the fi rst-level units of analysis; case 
managers were considered a random factor and formed the second-level 
units. Analyses were conducted with MLwiN version 2.23 (Rasbash, 
Browne, Healy, Cameron, & Charlton, 2011) and PASW statistics 18.0.3 for 
windows. 

resulTs

We randomized 58 case managers, of whom 24 (41%) were men, with 
an average age of 41.7 years (s.d. = 10.4, range 22-59) at the start of the 
study. The majority (n = 37, 64%) had not obtained an academic degree 
but 35 (60%) had at least 2 years’ experience in forensic psychiatry (mean 
= 7.4 years, s.d = 5.8, range 0-20); their individual case-loads consisted, on 
average, of 17 clients (s.d = 10, range 1–40). Most case managers (79%, 
n = 46) provided treatment in an individual rather than a group setting, 
and their main focus was on clients with aggressive or other problems 
(59%, n = 34), although some of them focused solely on sex off enders 
(17%, n = 10) or provided only forensic psychiatric home care (24%, n = 
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14). Nineteen case managers left their post during the study; if possible 
their clients were transferred to another case manager in the same study 
group, otherwise they were excluded (n = 3) (Fig. 1).

To include clients in the study, case managers conducted a baseline rating 
of their client’s functioning. For 43.7% (n = 492) of the 1127 eligible clients 
this initial rating could not be completed in time, i.e. before end of care or 
end of the study inclusion period, and therefore these clients had to be 
excluded along with 3 clients (0.3%) whose case manager had left. There 
were some minor, clinically irrelevant, differences between included and 
excluded clients(see online supplement). Characteristics of the clients 
included in the intervention and usual care groups are presented in Table 
5.1. Clients in the two groups were of similar age (mean 39.6 years, s.d. = 
11.9, range 18-82). Those in the intervention group were more likely to be 
men (94.2% v. 87.0%) and more often had a history of property offences 
(36.7% v. 28.4%) or substance-related offences (15.2% v. 8.7%) compared 
with the control group. There was no difference in diagnostic characteris-
tics, legal order, or mean score on the historical risk factors of the HCR-20.

Overall, a third (35.0%, n = 221) of included clients agreed to an interview 
with a research assistant at baseline, of whom three-quarters (76.5%, n = 
169) also completed an interview at follow-up. More clients in the inter-
vention group agreed to a baseline interview than in the care as usual 
group (42.9% v. 27.3%, P<0.01), but there was no significant difference in 
the proportion of clients failing to attend the follow-up interview (27.1 % 
v. 18.2%, P = 0.13). 

fideliTy To sTudy plan

The follow-up period was 16.2 months on average (s.d. = 5.3, range 
6–38 months). The control and intervention groups did not differ in this 
respect: mean = 16.0 (s.d. = 4.8) v. 16.4 (s.d. = 5.8); P = 0.37). Of the 310 
clients in the intervention group, 201 (64.8%) received the intervention, 
i.e. had a care plan evaluation according to the RACE protocol, of whom 
72 (23.2%) received the intervention, as planned, more than once (range 
2-4; total number of interventions 297). Case managers completed 326 
START assessments for 203 clients (range 1-6 per client), and 199 clients 
completed 293 client versions of the START (range 1–4).
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Figure 5.1 Study profile. 

Case managers evaluated for inclusion 
(n=62) 

Case managers excluded n = 4 
(no eligible client 3; left post 1) 

Clients excluded n = 292  
(expectation of discharge in next 
6 months 188; low-frequency 
contact with case manager 53; 
partner of client 22; participation 
in conflicting study 29)  

   

Case managers randomised  
n = 58 

Clients completed follow-up n = 310 
Clients with follow-up 

 interview n = 97 

Case managers retained in study n = 19 
Clients included n = 310 

Clients with baseline interview n = 133 
 

Case manager left post n = 10 
Clients affected n = 3  

Clients out of care before 
baseline assessment or end of 

inclusion period n = 245 

INTERVENTION GROUP  
29 case managers 

558 clients 

Clients completed follow-up n = 322 
Clients with follow-up 

 interview n = 72 

Case managers retained in study n = 20 
Clients included n = 322 

Clients with baseline interview n = 88 
  

Clients out of care before baseline 
assessment or end of inclusion 

period n = 247 

Case manager left post n = 9 
Clients affected n = 0 

CONTROL GROUP 
29 case managers 

569 clients 
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Table 5.1 Characteristics of the included participants (n= 632) 

  
Intervention 

group 
Control 
group   

n = 310 n = 322     p 
Age, years: mean (s.d.) 40.0 (11.2) 39.1 (12.4)    0.37 
Gender, % male 94.2 87.0 <0.01 
Duration of care before inclusion, months: mean (s.d.) 25.6 (24.3) 26.7 (25.4)    0.59 
Attended baseline interview, % 42.9 27.3 <0.01 
Attended follow-up interview, % 31.3 22.4    0.01 
H10 of HCR-20 score: mean (s.d.)   7.8 (3.7)   8.0 (3.9)    0.51 
Legal order at start of treatment, %ᵃ        0.89 
   Criminal treatment order 16.2 16.6  
   Civil treatment order   0.6   1.3  
   Probation 27.8 27.6  
   No order/voluntary 55.3 54.5   
Forensic History, %       
   Sexual offence against person ≤ 16 years old 20.4 20.8     0.90 

   Sexual offence against person > 16 years old or unspecified 22.3 17.7     0.15 

   Violent Offence 55.7 52.2     0.38 
   Arson   6.1   5.0     0.52 
   Stalking   3.2   4.3     0.47 
   Property offence 36.7 28.4     0.03 
   Substance-related offenceᵇ 15.2   8.7     0.01 
Psychiatric Diagnosis, %       
Axis I disorder    
   Psychotic disorder   7.2   6.6     0.75 
   Impulse control disorder 26.6 26.3     0.93 
   Paraphilia 20.4 19.7     0.84 
   Substance-related disorder 37.8 31.7     0.11 
   Mood disorder 21.1 16.9     0.19 
   Other Axis I disorder 37.3 39.4     0.58 
   No Axis I disorder   6.9   8.5     0.46 
Axis II disorder       
   Cluster A personality disorder   1.3   1.3     0.95 
   Cluster B personality disorder 26.3 27.3     0.79 
     Antisocial personality disorder 10.5 10.7     0.96 
     Borderline personality disorder 15.5 12.5     0.29 
   Cluster C personality disorder 11.2   9.4     0.47 
   Personality disorder NOS 32.6 29.8     0.45 
   No personality disorder or missing 31.2 34.2     0.44 
   Borderline intellectual functioning or less 11.5 11.0     0.83 
H10, Historical items of HCR-20, Historical, Clinical, Risk Management-20; NOS, not otherwise specified; ᵃ. Hierarchical 
categories; ᵇ. Includes Substance Abuse, Sale/Production of illegal substances, driving while intoxicated 
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The 109 clients in the intervention group who did not receive an inter-
vention (35.2%) had been in care longer before their inclusion in the 
study than those who received several interventions (30.2 months v. 19.5 
months, P = 0.02). Participants receiving more than one intervention were 
more likely than those with no or only one intervention to have commit-
ted a sexual off ence with a child aged 16 years or under (30.6% v 19.7%, 
P = 0.05), whereas those who had received at least one intervention were 
more likely than those receiving none to have committed a sexual off ence 
involving someone over 16 years old or of unknown age (23.5% v. 14.5%, 
P = 0.06). Participants who had received at least one intervention were 
more likely than clients who had received no intervention to participate 
in client interviews at baseline (52.2% v. 25.7%, P<0.01) and follow-up 
(37.8% v. 19.3%, P<0.01). There was no signifi cant diff erence between the 
three intervention subgroups in client’s gender, age, legal order, psychiat-
ric diagnosis or mean score on the historical risk factors of the HCR-20. 

Model fi delity was assessed by observing treatment plan discussions 
which were scored on a checklist of trained elements of the intervention 
(see online supplement). On average, 71% of the trained elements were 
administered (de Bruijn, 2010).

proporTion of ClienTs wiTh inCidenTs

For the two study groups combined a signifi cant reduction from baseline 
(21.5%) to follow-up (15.3%) was found in the proportion of clients with 
an incident reported by the case manager in the case fi le (reduction 6.2%, 
95% CI 2.3-10.1, n = 632; McNemar’s χ² (1) = 8.75, P<0.01). Case manag-
er-reported frequencies of violent and criminal behaviour are shown in 
Table 5.2. Because of the small numbers involved, testing for diff erences 
between individual types of incident was considered inappropriate. 
Although proportions of client-reported incidents were higher than 
case manager-reported incidents at both baseline (52.1%) and follow-up 
(40.8%), analyses showed similar results. For reason of conciseness we 
only describe the results for case manager-reported outcomes here; cli-
ent-reported outcomes are given in online Table DS1. 
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inTervenTion effeCT

Logistic multilevel analyses were performed for incidents at follow-up 
obtained from case fi les (Table 5.3) and from client interviews (online 
Table DS2). Both analyses were based on intention to treat, and included 
all participants in the intervention group regardless of the number of 
interventions they had received. Using case-fi le data there was no sig-
nifi cant eff ect for clients in the intervention group to be either more or 
less likely (OR 1.46, 95% CI 0.89-2.44, P = 0.15) to have had an incident at 
follow-up than control group participants. Findings regarding the imple-
mentation of the intervention warranted additional logistic multilevel 
analyses for ‘as treated’ comparisons (including only clients who received 
one or more interventions) and ‘as planned’ comparisons (including only 
clients with multiple interventions) with the control group. Results of 
these analyses did not change intention-to-treat fi ndings (‘as treated’: OR 
1.34, 95% CI 0.76-2.38, P = 0.32; ‘as planned’: OR 1.89, 95% CI 0.89-3.99, P = 
0.10). 

disCussion

The preventive eff ect of risk assessment in general − and for forensic 
psychiatry in particular − as mediated by better or more suitable treat-
ment for clients has not been studied adequately. We examined whether 
risk assessment and subsequent shared care planning, in which the case 
manager and client together translate the identifi ed risks and needs into 
a treatment plan, reduced violent and criminal behaviour by people using 
out-patient forensic psychiatric services . During treatment there was an 
overall reduction in the proportion of clients with recidivism. However, no 
additional reduction was achieved by the intervention. We therefore have 
to conclude that our study does not show that risk assessment combined 

 

 

 
  

Table 5.3 Intervention effect on violent or criminal incidents 
Case-file data (n = 632) 

    OR (95% CI)   p 
Incidents at baseline (yes) 2.14 (1.32-3.47) <0.01 
Duration of follow-up 0.98 (0.94-1.02)    0.35 
Intervention   1.46 (0.89-2.44)    0.15 
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with shared decision-making in subsequent care planning results in a pre-
ventive effect on violent or criminal behaviour of this client group. 

How to interpret these results? Is risk assessment with shared care plan-
ning ineffective in reducing violent and criminal behaviour? Or are firm 
conclusions precluded because the implementation of the study was 
wanting? Arguments for both interpretations are discussed below. First, 
we lost almost half (44%) of our eligible clients because case managers 
did not assess client baseline functioning in time to include these cases 
in the study. The delay in baseline assessment also caused the included 
participants to be in treatment longer before they received the inter-
vention. On average these individuals were in care for 26 months before 
inclusion, so those in the intervention group had already developed a 
way of interacting and care planning with their case manager before they 
were introduced to our intervention. In these circumstances the effect of 
the intervention on violent and criminal behaviour might have been less 
than when the intervention was used to shape the therapeutic relation-
ship from the start. Furthermore, treatment during the delay period might 
have already reduced the incidence of violent and criminal behaviour, 
making it harder to realise and show an additional intervention effect.

Imperfect implementation of our study plan is also plain in the number 
of clients in the intervention group who did not receive the intervention 
(35%), or received it only once (42%) rather than several times as planned. 
If the intervention is not delivered, one should not expect an effect, or − 
as in the second subgroup − one should not expect the intended effect 
size. The introduction of shared decision-making in treatment relations 
has been shown to increase patient satisfaction, treatment adherence and 
quality of life, but only in longer-lasting treatment relations and when it 
is part of a process of care rather than an isolated event (Joosten et al., 
2008; Priebe et al., 2007). Repeating the intervention, therefore, seems 
imperative to achieve an effect on client behaviour. However, additional 
‘as treated’ and ‘as planned’ analyses did not show an intervention effect 
either. The results of such analyses should be interpreted with caution, 
since the clients who received the intervention one or more times might 
be selected groups. Nevertheless, the negative results of these additional 
analyses make it unlikely that imperfect implementation could be the sole 
explanation for not finding an effect of the intervention on violent and 
criminal behaviour.
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Possibly the intervention was ineff ective in the setting in which it was 
studied, for example because the usual care is already good at reducing 
recidivism. The overall reduction in proportions of clients with incidents 
from baseline to follow-up seems to confi rm this. However, this may 
not be interpreted as an eff ect of treatment per se, as it might also be 
the result of independent processes such as spontaneous recovery or 
intensifi cation of supervision. As noted above, the long period of usual 
care before client inclusion could have limited the eff ectiveness of the 
intervention once clients were exposed to it. Also, the possibility remains 
that the intervention might not have been much of an improvement 
over good-quality usual care provided by the rather experienced case 
managers participating in this study. Additionally it could be that the 
intervention was ineff ective because case managers might have been 
unable to make the necessary translation of the identifi ed risks and needs 
into eff ective treatment. Douglas and Kropp refer to this as an ‘on-going 
risk reassessment and management revision process’ to achieve what they 
call a ‘prevention-based paradigm for violence risk assessment’(Douglas 
& Kropp, 2002). Possibly case managers were unable to identify or imple-
ment eff ective treatment appropriate to the identifi ed risks and needs. 
For example, it may be diffi  cult to do anything about a client’s poor fi nan-
cial situation, or to change an on-going destructive relationship. The case 
managers may simply have been unable to do anything about the risks 
and needs they saw.

 Finally, the intervention may not have had a preventive eff ect on violent 
and criminal behaviour because shared care planning shifted the focus 
of treatment from the ‘criminogenic’ needs of the client, i.e. those that are 
predictive of antisocial behaviour, to quality-of-life needs that are unre-
lated to such behaviour. This is the principal objection by supporters of 
the Risk-Need-Responsivity model of off ender rehabilitation to the com-
peting Good Lives model (Andrews et al., 2011). The latter model argues 
that criminal behaviour is an inappropriate way of fulfi lling basic human 
needs, and that it may be counteracted by developing socially accept-
able ways to fulfi l those needs (Ward, Mann, et al., 2007). Those favouring 
the Risk-Need-Responsivity model contest this, claiming that successful 
enhancement of the well-being of off enders may even increase crime if 
the major criminogenic risks are not addressed (Andrews et al., 2011). It is 
pointed out, for example, that traditional clinical treatment targets such 
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as anxiety and emotional empathy fail to demonstrate predictive validity 
for criminal behaviour (Andrews & Bonta, 2010). This would mean that 
only case manager-selected, empirically supported ‘criminogenic’ treat-
ment goals could reduce recidivism among forensic psychiatric clients, 
and that the shared decision-making we introduced in treatment plan-
ning might in fact be undesirable in this setting.

Although we found no effect of our intervention on violent and criminal 
behaviour in this sample, the intervention might well have altered the 
therapeutic relationship between client and case manager. Reactions of 
case managers indicated that they valued aspects of the intervention 
and that they wanted to maintain elements such as the structured risk 
assessment by both case manager and client. In addition the shared deci-
sion-making in care planning may have increased patient satisfaction 
and quality of life, as reported for this approach in general (Joosten et al., 
2008).

sTudy sTrengThs and limiTaTions

To our knowledge this is the first investigation of the preventive effect 
of risk assessment in clinical practice. Studies so far have reported only 
on prediction with the aid of risk assessment, even though the ultimate 
goal of forensic psychiatric treatment is prevention (Douglas & Kropp, 
2002). Also, we included clients’ self-assessment of their vulnerabilities 
and strengths on the START and implemented a care planning procedure 
explicitly based on principles of shared decision-making. We consider 
both elements useful to encourage clients to be more involved with 
their treatment − an issue that is of particular importance in forensic 
psychiatry, where people often enter treatment under formal or informal 
coercion. In out-patient forensic psychiatry case managers are addition-
ally confronted frequently with people they consider to be in need of 
continued care, even after the treatment order has expired. Therefore, 
motivating the individual to seek treatment is of crucial importance in 
this setting. Shared decision-making may be useful for reaching this goal 
(Joosten et al., 2008), although we could not find positive effects for it 
on client violent or criminal behaviour. Our study shows that taking the 
client’s perspective into account may be worthwhile in forensic psychi-
atry. Many more participants reported a violent or criminal incident in 
the study interviews than were registered by their case managers in their 
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case fi les. Systematically enquiring about the clients’ ideas about risks, 
strengths and needs may stimulate disclosure and encourage clients to 
become more involved in their treatment. Both clients and case managers 
considered the client self-appraisal version of the START an interesting 
option to attain this goal.

Our study has several limitations, such as the delay in study inclusion 
and the proportion of clients in the intervention group not receiving the 
intervention, or receiving it only once. Additionally, a limited number of 
participants agreed to be interviewed at baseline and follow-up (35% 
and 27% respectively), and this was signifi cantly lower in the usual care 
group than in the intervention group. Apart from mere chance, this dif-
ference might also indicate that case managers in the usual care group 
felt less involved in the study than their colleagues in the intervention 
group. The former had fewer contacts with research staff  and fewer tasks 
related to the study than the latter. This may explain why they possibly 
were less committed to the study. Limited success in motivating the case 
managers to carry out activities for the study, therefore, appears to be an 
overarching theme in all the above limitations of the study. Case manag-
ers experienced the study tasks as burdensome and diffi  cult to combine 
with their clinical work. Many of these tasks were necessary for the study 
but not part of the intervention itself. Therefore, they further complicated 
the already diffi  cult undertaking of implementing a new intervention in 
practice, and testing its eff ect in a pragmatic clinical trial. Finally, our data 
and study design prevented us from examining the independent eff ects 
the use of risk assessment instruments and the shared decision-mak-
ing approach had on the outcome, and whether the intervention led to 
adjustments in treatment, in response to identifi ed needs and risks, and 
hence to diff erences in treatment between the study groups. 

impliCaTions of The sTudy

Although risk assessment is a common practice in forensic psychiatric 
care, it remains unclear whether it actually helps to achieve the ultimate 
treatment goal of prevention of violent or criminal behaviour. Our study 
indicates that this goal may not be reached through risk assessment 
embedded in shared decision-making.
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daTa supplemenT ds1

forensiC psyChiaTry in The neTherlands

In The Netherlands out-patient forensic psychiatry operates parallel to 
(rather than integrated with) regular mental healthcare (Mohan, Slade, & 
Fahy, 2004). It provides out-patient treatment for people with psychiatric 
needs who have or are at risk of having contact with the criminal justice 
system (Wubs & Wijnen, 2005). Formal risk assessment occurs, but infre-
quently and on an ad hoc basis. 

power analysis

In a pilot study 27% of a sample of forensic psychiatric out-patients (n = 
83) displayed violent or criminal behaviour during a period of 6 months 
(van den Brink et al., 2010). A reduction of this percentage to 18%, which 
corresponds to a statistically small but clinically relevant effect of size 
0.20, may be shown with a power of 80% and a two-sided alpha of 0.05 
if 340 patients are included in both study groups. In a multilevel study, 
such as a cluster randomised controlled trial, power will be reduced if 
the outcome variable shows a non-zero intraclass correlation (Snijders & 
Bosker, 1999). For the pilot study this correlation was 0.13 (95% C: 0.00-
0.35). Inclusion of a strong covariate in the analyses had a positive effect 
on power (Moerbeek, van Breukelen, & Berger, 2001a, 2001b). In our pilot 
study baseline violent or criminal behaviour increased the chance of 
recidivism 6 months later with an odds ratio of 4.0 (95% CI 0.8-21.6), we 
therefore chose baseline violent or criminal behaviour as covariate for the 
present study. 

randomisaTion

All case managers and clients of the participating services were eligible 
for the study. We first contacted case managers to assess their eligibility 
for inclusion in the study (box 1 in Fig DS1). We defined case managers 
as those with primary responsibility for the care planning of their clients. 
Case managers who reported during this interview that they were due 
to leave their post within 6 months, or were without eligible clients, were 
excluded from the study and thus not randomised (box 2 in Fig DS1). 
As part of this initial interview we asked case managers about the client 
characteristics we needed to evaluate their clients for inclusion in the 
study. As we expected the intervention to be only effective in longer-last-
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ing treatment relations (Joosten et al., 2008), we excluded clients with 
expected discharge within 6 months or with a low frequency of treatment 
contacts (less than once a month on average). Client participation in a 
confl icting study was also reason for exclusion (box 3). 

After this initial interview with the fi rst author to determine case man-
ager eligibility and characteristics, the second author, masked to the 
case managers’ identities, executed the randomisation procedure (box 
4). Case managers were randomised consecutively, in random order, in 
strata defi ned by participating service; composition of case load (predom-
inantly clients with violent v. sexual off ences); professional background 
(academic v. non-academic) and years of experience in forensic psychiatry 
(2 or more years v. less). Altman’s minimisation procedure was used to 
ensure that the diff erence in numbers of clients randomised to each study 
group would not exceed 20 (Altman, 2001). The numbers of case manag-
ers with their total number of respective clients who were randomised 
are shown in boxes 5(a) and 5(b) for the intervention and control groups 
respectively. 

Some case managers (boxes 6(a), 6(b)) left their post during the study. 
Preferably, their clients were taken over by a case manager who was ran-
domised to the same study arm as the departing case manager. For three 
clients this was not possible, which led to their exclusion from the study. 
Only after case manager randomisation were case managers asked to 
enrol their eligible clients formally by providing a baseline assessment of 
client functioning. For large numbers of clients in both study groups this 
initial assessment of the client by the case manager did not take place 
(boxes 7(a), 7(b)). Therefore we were unable to include these clients in our 
study. Case managers informed their clients, in word and writing, about 
various aspects of the study and explained that data would be collected 
anonymously and by independent researchers, to evaluate the new 
method of care planning.

Drop-out at both case manager and client level resulted ultimately in 
19 case managers contributing a total of 310 clients to the intervention 
group, by fi lling out the baseline assessment. Of these clients 133 agreed 
to participate in an anonymous interview with the research assistant at 
baseline (box 8(a)). For all 310 clients included in the intervention group 
follow-up was completed by case managers. For 97 of the original 133 
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clients participating in the initial interview a follow-up interview was 
obtained (box 9(a)). In the control group 20 case managers contributed a 
total of 322 clients through the completion of a baseline assessment; 88 
of these clients consented to participate in the baseline interview (box 
8(b)). Case managers provided follow-up information for all 322 clients 
included in the control group. For 72 of the initial 88 clients agreeing to 
the interviews a follow-up interview did take place (box 9(b)). 

raTing of hisToriCal risk faCTors

In accordance with the START manual (Webster et al., 2004), case man-
agers rated the stable, historical risk factors of their clients (such as early 
maladjustment, history of violence, and prior supervision failure) at base-
line, using the Historical, Clinical, Risk Management-20 (HCR-20; Webster 
et al., 1997). These historical factors are meant to serve as background 
information for the interpretation of the variable, dynamic, factors scored 
on the START. To maintain comparability between the intervention and 
control groups, case managers in both groups rated their clients’ historical 
risk factors at baseline. 

violenCe sCreen

An extended version of the MacArthur Violence Screens which also 
included theft, robbery, vandalism, threatening behaviour, arson, bur-
glary, handling of stolen goods, carrying an illegal weapon, animal 
cruelty, selling drugs, stalking, sex with a minor, fraud and driving while 
under the influence of alcohol or drugs (Monahan et al., 2001). 

differenCes beTween inCluded and exCluded ClienTs

There were some minor, clinically irrelevant, differences between included 
and excluded clients. On average the latter had been in care for 23.7 
months (s.d.=19.8) and had been eligible for inclusion for a similar period 
of time as those included: mean 4.3 months (s.d. = 4.7) v. 4.1months 
(s.d.=5.7) p=0.68. They were younger than the clients who did participate 
(mean 37.1 years, s.d. = 11.1 v. 39.6 years, s.d.=11.9; p<0.01), but did not 
differ on gender. Furthermore, these clients were more likely to have 
started treatment voluntarily (62.3% v. 54.9%, p=0.04), to have a history 
of violent offences (69.9% v. 53.9%, p<0.01) and to have been diagnosed 
with attention deficit and disruptive behaviour disorders (15.9% v. 10.8%, 
p=0.03). They were less likely to have been diagnosed with paraphilia 
(7.7% v. 20.1%, p<0.01), a psychotic disorder (3.7% v.6.9%, p=0.04), mood 
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Figure DS1 Flowchart of case managers and clients 

1 Case managers evaluated for inclusion 
n = 62 

2 Case managers excluded n = 4 
(no eligible client 3; left post 1) 

3 Clients excluded n = 292  
(expectation of discharge in next 6 
months 188; low-frequency contact 
with case manager 53; partner of 
client 22; participation in conflicting 
study 29)  

4 Case managers randomised  
n = 58 

9(a) Clients completed follow-up n = 310 
Clients with follow-up interview n = 97 

8(a) Case managers retained in study n = 19 
Clients included n = 310 

Clients with baseline interview n = 133 

6(a) Case manager left post n = 10 
Clients affected n = 3  

7(a) Clients out of care before 
baseline assessment or end of 

inclusion period n = 245 

5(a) INTERVENTION GROUP  
29 case managers 

558 clients 
 

9(b) Clients completed follow-up n = 322 
Clients with follow-up interview n = 72 

8(b) Case managers retained in study n = 20 
Clients included n = 322 

Clients with baseline interview n = 88 

7(b) Clients out of care before 
baseline assessment or end of 

inclusion period n = 247 

6(b) Case manager left post n = 9 
Clients affected n = 0 

5(b) CONTROL GROUP 
29 case managers 

569 clients 
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5

disorder (12.9% v. 18.9%, p=0.02) or to have a personality disorder (58.9% 
v. 67.3%, p=0.01). 

model fideliTy

Model fi delity was assessed by observing interventions of seven individ-
ual case managers and rating them on a specifi cally designed checklist 
of the trained elements of the intervention protocol (details available 
from the author). Discussion of vulnerabilities identifi ed by the client was 
conducted according to protocol on 85% of the elements concerned, 
strengths identifi ed by the client on 71%, vulnerabilities according to the 
case manager on 62% and protective factors on 67% (de Bruijn, 2010). 

ClienT-reporTed inCidenTs

For both study groups combined a signifi cant reduction from baseline 
(21.5%) to follow-up (15.3%) was found in the proportion of clients with 
an incident reported by the case manager in the client’s case fi le (reduc-
tion 6.2%, 95% CI 2.3-10.1, n=632; McNemar’s χ² (1)=8.75, p<0.01). This 
effect was also found when analysing data from the client interviews, where 
52.1% reported an incident at baseline and 40.8% at follow-up (reduction 
11.3%, 95% CI 3.7-18.9, n=169; McNemar’s χ² (1)=7.20, p<0.01); see Table 
DS2. 

 

 

Table DS2 Intervention effect on reported violent or criminal incidents 

Case-file data (n = 632) Interview reports (n = 169) 

    OR (95% CI)     p   OR (95% CI)     p 

Incidents at baseline (yes) 2.14 (1.32-3.47) <0.01 9.24 (4.71-19.39) <0.01 

Duration of follow-up 0.98 (0.94-1.02)    0.35 0.97 (0.91-1.03)      0.29 

Intervention   1.46 (0.89-2.44)    0.15   1.17 (0.56-2.42)    0.67 





 6 – effeCTs of risk assessmenT and shared Care                                                                                                                                             
       planning on forensiC psyChiaTriC                                               
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troQuete, N. a. C., vaN DeN BriNK, r. h. S., BeiNtema, h., mulDer, t., vaN oS, t. w. D. 
P., SChoeverS, r. a., & wierSma, D. (SuBmitteD). 

 6 – effeCTs of risk assessmenT and shared Care                                                                                                                                             
       planning on forensiC psyChiaTriC                                               
       ouT-paTienT funCTioning: ClusTer                                  
       randomiZed ConTrolled Trial

troQuete, N. a. C., vaN DeN BriNK, r. h. S., BeiNtema, h., mulDer, t., vaN oS, t. w. D. 
P., SChoeverS, r. a., & wierSma, D. (SuBmitteD). 
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absTraCT

Background: Forensic psychiatry aims to reduce recidivism and to 
improve quality of life (QoL) and client functioning. Risk assessment 
instruments and shared decision making (SDM) can be used to achieve 
these goals. An earlier randomized controlled trial (RCT) showed that a 
combination of risk assessment and SDM as part of treatment planning 
had no effect on levels of recidivism. 

 Aim: Our hypothesis is that the SDM shifted treatment away from risk 
and towards QoL factors. Therefore, we test here if risk assessment and 
SDM in treatment planning improve client functioning and QoL. 

Methods: Clients of the three participating Dutch out-patient forensic 
psychiatric services were randomly assigned to one of two treatment 
arms: in one (n=322) they received care-as-usual (CAU; e.g., individual 
(psycho)therapy or specialized group treatments); in the other (n=310) 
clients were engaged in risk assessment and SDM to direct treatment and 
increase client motivation. Case managers rated functioning and QoL 
of all clients while consenting also clients completed self-reports on the 
same. 

Results: At baseline high levels of functioning and QoL were reported. 
CAU improved these significantly. However the use of risk assessment and 
SDM in treatment planning had no additional significant effect. 

Conclusions and implications for practice: SDM did not shift treatment 
away from risk factors and towards QoL factors. Possible explanations of 
our findings include problematic implementation, ineffective intervention 
and a high standard care resulting in ceiling effects. 
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Forensic psychiatry aims to prevent future violence through treatment 
and to improve client psychosocial functioning and Quality of Life (QoL). 
Theories about off ending, e.g., the Good Lives Model (Ward et al., 2007), 
as well as research fi ndings (Bouman et al., 2008; 2009), have demon-
strated a relationship between QoL, client functioning and re-off ending. 
Thus, addressing these factors should aid with society’s aim of violence 
prevention and clients’ aims of improved functioning and well-being. 

Forensic psychiatry uses specifi c instruments for risk assessment of future 
violence which originally focused on static, historical factors like early 
childhood maladjustment. However, such factors provide limited direc-
tions for treatment. Therefore, more recent instruments include dynamic 
factors, like interpersonal relationships, education and health (Diener & 
Suh, 1997; Williams, 2003). Thus these dynamic risk assessment instru-
ments typically address important aspects of client functioning and QoL. 
Additionally, both violence prevention and QoL approaches emphasise 
not only risk reduction, but also promotion of strengths (Ward, Mann, 
et al., 2007; Williams, 2003). Therefore, a risk assessment instrument like 
the Short Term Assessment of Risk and Treatability (START; Nicholls et 
al., 2006; Webster et al., 2006), which incorporates these characteristics, 
seems highly suited for use in forensic psychiatry as part of an inter-
vention aimed at reducing recidivism and improving client QoL and 
functioning.

In out-patient forensic psychiatry treatment is often clinically necessary 
but not legally mandated. This requires special attention to client moti-
vation for treatment (Drieschner & Boomsma, 2008). Shared Decision 
Making (SDM) has been shown to increase client satisfaction, treatment 
adherence and QoL, especially in longer lasting treatment relations (Drake 
et al., 2009; Hamann et al., 2003; Joosten et al., 2008). Therefore it is partic-
ularly suited to the needs of out-patient forensic psychiatry. SDM involves 
at least two participants, usually the clinician and the patient, who share 
information and try to reach a consensus about future treatment, which is 
then implemented (Charles et al., 1997; 1999). 

In sum, an intervention combining regular risk assessment, with START, 
with SDM seemed, therefore, suited to the specifi c needs of out-patient 
forensic psychiatry, since this setting requires an on-going process of 
assessment and management of short term, fl uctuating risk as well 
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as attention to client motivation for treatment (van den Brink et al., 
2010; Douglas & Skeem, 2005; Drieschner & Boomsma, 2008; Dvoskin & 
Heilbrun, 2001). 

Earlier we investigated the effect of this intervention on violent outcome 
in out-patient forensic psychiatry, which, contrary to our expectations we 
could not establish (Troquete et al., 2013). We argued that our interven-
tion, particularly the SDM, might have shifted the focus away from factors 
predicting violence and towards QoL and client-functioning factors. The 
current study investigates this hypothesis.

meThods

design & seTTing

Data were collected as part of a larger study into Risk Assessment and 
Care Evaluation (RACE; trial number 1042 at www.trialregister.nl) in 
out-patient forensic psychiatry between September 2007 and September 
2010. RACE is a multisite clustered randomized controlled trial conducted 
in the northern Netherlands. The three participating services provide 
treatment for clients with psychiatric needs who have, or are at risk of 
having, contact with the criminal justice system (Wubs & Wijnen, 2005). 

Regular care included medication, individual (psycho)therapy, forensic 
psychiatric home care, specialised group treatments (e.g., for sex offend-
ers or those with impulse control disorders) and training modules (e.g., 
addressing social or vocational skills) or any combination of the above. 
Formal and structured risk assessment was conducted infrequently as 
part of regular care.

Eligible case managers, with their clients, were randomized to either 
Intervention or Care-As-Usual (CAU). In the Intervention group, case 
managers provided regular care but used our protocol to direct future 
treatment. The protocol consisted of regular risk assessment and SDM 
of the treatment plan with clients to achieve agreement on treatment 
goals for the next several months. Follow-up at client level was planned 
to be 18 months or until either end of care or end of the study, if this was 
sooner. 
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Case managers assessed clients at baseline and follow-up on various mea-
sures. Clients providing informed consent were anonymously interviewed 
at baseline and follow-up by trained research assistants blinded to client 
randomisation status. The Dutch Medical Ethical Committee for Mental 
Healthcare approved the study. For a more extensive description and 
fl ow-chart of the study see Troquete et al. (2013). 

parTiCipanTs

All case managers of the participating services were eligible for the study. 
We defi ned case managers as those with primary responsibility for the 
care planning of their clients. As we expected the intervention to be only 
eff ective in longer lasting treatment relations (Joosten et al., 2008), we 
excluded clients with expected discharge within 6 months or with less 
than one treatment contact per month. Power analysis based on a pilot 
study (van den Brink et al., 2010) indicated that 340 clients should be 
included in each study group (see Troquete et al., 2013 for details).

inTervenTion

In the RACE-intervention case manager and client fi rst completed sep-
arate risk assessments of the client with the START (Nicholls et al., 2006; 
Webster et al., 2006). The START is a structured professional judgment 
instrument composed of 20 dynamic items characterised as vulnera-
bilities and strengths (scored as absent; possibly present; or present). 
After initial scoring of items, those considered of specifi c importance 
to the client, the so called key strengths and critical vulnerabilities, are 
selected. Case managers were trained by the offi  cial translators of the 
Dutch version of the START (‘t Lam et al., 2009) and by the researchers 
in the structured approach to shared care planning. Clients completed a 
self-appraisal version of the START developed for this purpose (van den 
Brink et al., submitted). Case managers clarifi ed any questions clients 
might have about the instrument or items. Then case manager and client 
used a formalised treatment plan discussion which resulted in mutually 
agreeable treatment goals for the next several months. This second step 
was in line with SDM principles. Case managers were instructed to 1) 
point out similarities and diff erences between the items they selected 
and those selected by the client, 2) motivate their own choices and treat-
ment proposals, and 3) ask clients about their opinions and suggestions 
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for treatment. Consecutive treatment plan evaluations included a review 
of previous arrangements. 

ouTCome measures

Case managers completed the Health of the Nations Scale - Mentally 
Disordered Offenders (HoNOS-MDO; Wing et al., 1996) to assess the 
health and social functioning of their clients. The 12 items cover 
behaviour, impairment, symptoms and social problems scored on a 
5–point Likert scale ranging from no (0) to severe problem (4). Higher 
total scores reflect worse functioning (range: 0–48). Internal reliability is 
acceptable (Cronbach’s alpha=.79) and interrater reliability fair to sub-
stantial (Intraclass Correlation Coefficients (ICCs) between .29-.96 for 
individual items; with 8 items ICC>.61; Dickens et al., 2007). 

Case managers also completed an adapted version of the Global 
Assessment of Functioning (GAF; range 0–100; APA, 2000; Harrison et 
al., 1999) with separate ratings for Symptoms (GAF–S) and Disabilities 
(GAF–D) to assess overall level of functioning. Higher scores reflect better 
psychosocial functioning (Jones et al., 1995). Interrater reliability is nearly 
perfect with ICCs for GAF–S and GAF–D>.95 (Harrison et al., 1999).

Clients completed various self-assessment instruments addressing QoL 
and functioning. The Manchester Short Assessment of Quality of Life 
(MANSA; Priebe et al., 1999) consists of 12 questions on different life 
domains, answered by the client on a 7–point Likert scale (‘couldn’t be 
worse’(1)–‘couldn’t be better’(7)), and 4 objective questions (yes/no). 
Higher mean scores (range: 1–7) reflect higher levels of QoL. Internal 
reliability is acceptable (Cronbach’s alpha=.74; Priebe et al., 1999) and 
construct validity is satisfactory (Björkman & Svensson, 2005).

Clients answered the 8 items of the Client Satisfaction Questionnaire 
(CSQ-8; Larsen et al., 1979) on a 4–point Likert scale (response descrip-
tors vary). After recoding, higher scores reflect more satisfaction with 
treatment (range mean score: 1–4). Internal consistency is excellent 
(Cronbach’s alpha=.91; Attkisson & Zwick, 1982). 

The 53 items of the Brief Symptom Inventory (BSI; Derogatis & Melisaratos, 
1983) describe psychiatric symptoms, with severity rated on a 5–point 
Likert scale (‘not at all’(0) to ‘a lot’(4)). Three indices of overall disease 
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severity are commonly reported: the average score of all items (range: 
0–4), the number of symptoms experienced (all items with non-zero 
score; range: 0–53) and the severity of these symptoms (range: 0–4). 
Higher scores refl ect more severe psychiatric complaints. Internal reliabil-
ity is good (Cronbach’s alpha>.80) and construct and discriminant validity 
are satisfactory (de Beurs & Zitman, 2006).

Client’s impulsiveness was self-assessed with the Barratt Impulsiveness 
Scale (BIS-11; Barratt, 1959; Patton et al., 1995), which describes 30 
impulsive behaviours and preferences scored on a 4–point Likert scale 
(‘never’(1)–‘always’(4)). Higher sum scores (range: 30–120) refl ect higher 
levels of impulsivity. Good internal consistency and test-retest reliability 
have been reported (Cronbach’s alpha=.83; Spearman rho=.83; Stanford 
et al., 2009). 

Lastly, clients rated the 29 items of the Buss-Perry Aggression 
Questionnaire (BPAQ) on a 5–point Likert scale (‘totally disagree’(1)–‘to-
tally agree’(5); Buss & Perry, 1992). Higher mean total scores refl ect higher 
levels of aggression. Internal consistency and stability over time are good 
(Cronbach’s alpha=.83–.91; test–retest reliability: .54–.76; Hornsveld et al., 
2009).

analyses

All outcome variables were calculated following instrument manuals and 
instructions before entering them in the analyses. Diff erences between 
baseline and follow-up scores were tested with paired samples T-tests 
and eff ect sizes (Pearson’s r) were calculated for these diff erences using 
SPSS 20.0.0.1 (SPSS, 2012). Eff ect sizes <.10 indicate that there is no eff ect, 
those between .10 and .29 are considered small, those between .30 and 
.49 medium and those ≥.50 large (Cohen, 1992). The intervention eff ect 
was tested with separate intention-to-treat multilevel linear regression 
analyses (Snijders & Bosker, 1999), using MlWin (Rasbash et al., 2011). 
Clients were the level 1 units of analysis, case managers were entered on 
level 2 as random factor. All models were corrected for duration of fol-
low-up and baseline scores of the measure under examination. 
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resulTs

parTiCipanTs

We randomized 58 eligible case managers (59% female, on average 42 
years old, sd=10, range: 22–59), responsible for a total of 1127 clients, to 
either CAU (case managers: n=29; clients n=569) or Intervention (case 
managers: n=29; clients: n=558). 

For 44% (n=492) of eligible clients no baseline rating was completed by 
case managers before end of client’s care or end of study-inclusion period. 
A further 3 clients were affected by case manager drop-out, resulting in 
the actual inclusion of 632 clients (Intervention: n=310; CAU: n=322) all 
of whom were assessed by case managers at follow-up. In total 221 (35%) 
clients consented to an interview at baseline (Intervention: n=133; CAU: 
n=88) while 169 clients were willing to be re-interviewed at follow-up 
(27%; Intervention: n=97; CAU: n=72). 

Most clients were men (91%), of mean age 39.6 years (sd=11.9, range: 
18–82), 55% received treatment voluntarily, 28% were on probation, 
and 16% had a criminal treatment order. The majority had committed 
a violent (54%), sex (32%), or property (32%) offence. Generally clients 
were diagnosed with substance related disorders (35%), impulse control 
disorders (26%), paraphilia (20%), or mood disorders (19%). Only 7% had 
a psychotic disorder. Most had a personality disorder (Cluster A PD: 1%; 
Cluster B PD: 26%, Cluster C PD: 10%, PD Not Otherwise Specified: 30%). 
Clients in the intervention group were more often male (94.2% v. 87.0%) 
and more often had a history of property (36.7% v. 28.4%) or substance 
related offences (15.2% v. 8.7%), compared to clients in the control group 
(all p<.05). Intervention and CAU groups did not differ in duration of fol-
low-up (mean=16.2; sd=5.3, range 6–38 months).

Clients with multiple interventions had been in treatment for a signifi-
cantly shorter period before inclusion than those without interventions 
(19.5 months v. 30.2, p=.02). They had more often committed a sex 
offence with a victim aged 16 or under than clients with only one or no 
interventions (30.6% v. 19.7%; p=.05). Additionally, those without inter-
vention were less likely than those with at least one, to have committed 
a sexual offence with victims whose age was either unknown or over 16 
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(14.5% v. 23.5% p=.06) and to participate in baseline (25.7% v. 52.2%; 
p<.01) and follow-up interviews (19.3% v. 37.8%; p<.01). Except for a 
signifi cant diff erence on the sum of the HoNOS-MDO (mean=10.2 v. 8.5, 
p<.01), CAU and Intervention groups did not diff er on any of the measures 
at baseline. 

fideliTy To sTudy plan

Most clients in the Intervention group received the intervention at least 
once (n=201; 65%) with a substantial minority (n=72; 23%) receiving it 
multiple times as planned (range 2–4; total number of interventions=297). 
On average, 71% of trained elements could be observed in treatment plan 
discussions (see Troquete et al., 2013 for details).

TreaTmenT and inTervenTion effeCTs

Generally, clients had better QoL and functioning at follow-up, although 
symptoms as measured with the GAF (GAF–S) and client satisfaction with 

 

 

 

 

 

 

Table 6.1: Treatment effects on case manager rated and client self-reported 
outcomes 

 

   Baseline  Follow-up    
   mean (sd)  mean (sd)  p r 

Case manager rateda:        
HoNOS–MDO Sum score    9.4   (5.8)    7.7   (6.0)  <.01 .27 
GAF Disabilities  58.2 (13.9)  60.6 (13.0)  <.01 .17 
 Symptoms  62.0 (13.7)  61.2 (12.3)     .10 .07 
        
Client self-reportb:        
MANSA Mean score    4.8   (0.8)    4.9   (0.9)  <.01 .44 
CSQ-8 Mean score    3.2   (0.6)    3.3   (0.6)     .08 .14 
BSI Mean total score    0.9   (0.7)    0.7   (0.6)  <.01 .35 

 
Number of 
symptoms  24.7 (13.7) 

 
20.1 (14.4)  <.01 .40 

 
Severity of 
symptoms    1.7   (0.6)    1.5   (0.5)  <.01 .27 

BIS-11 Sum score  66.8 (10.9)   63.8 (9.7)  <.01 .28 
BPAQ Mean score    2.8   (0.7)    2.6   (0.8)  <.01 .30 
a: Case manager rated outcomes; at baseline and follow-up: n=632. b: Client rated outcomes; at 
baseline: n=221; at follow-up: n=169. HoNOS–MDO : Health of the Nations Outcome Scale – Mentally 
Disordered Offenders; GAF: Global Assessment of Functioning; MANSA: Manchester Assessment of 
Quality of Life; CSQ-8: Client Satisfaction Questionnaire 8; BSI: Brief Symptom Inventory; BIS-11: Barratt 
Impulsivity Scale 11; BPAQ: Buss-Perry Aggression Questionnaire. 
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care (CSQ–8) did not improve during treatment. Effect sizes ranged from 
none (r=.07) for GAF-S to medium (r=.44) for the MANSA, with most being 
in the small to medium range (see table 6.1). 

As expected, all baseline scores were significantly correlated with, and 
predictive of follow-up scores on the same outcome measure (all p<.01). 
Intention-to-treat multilevel linear regression analyses showed no signif-
icant effect of the intervention on the various outcomes (all p<.10; see 
table 6.2). 

 

 

 

 

 

 

 

Table 6.2: Multilevel linear regression analyses of the intervention effect for case manager rated and 
client self-reported outcomes 

 Duration follow-up  Baseline score  Intervention (yes) 
 β sd p  β sd p  β sd p 

Case manager rateda            
 HoNOS–MDO -0.01 0.09 .56  0.43 0.11 <.01  -0.34 1.19 .61 
 GAF–D -0.18 0.23 .78  0.35 0.12 <.01    2.07 3.16 .26 
 GAF–S   0.01 0.24 .49  0.40 0.13 <.01  -2.64 3.25 .79 
            
Client self-reportb            
 MANSA -0.02 0.02 .89  0.41 0.16 <.01  -0.25 0.26 .82 
 CSQ–8 -0.01 0.01 .86  0.58 0.14 <.01  -0.20 0.13 .93 
 BSI   0.01 0.01 .12  0.74 0.13 <.01  -0.10 0.15 .74 
 BIS–11   0.01 0.15 .46  0.72 0.09 <.01    0.22 2.00 .46 
  BPAQ   0.00 0.01 .36    0.81 0.10 <.01     0.03 0.14 .43  
a: Case manager rated outcomes; n=632. b: Client rated outcomes; n = 169. HoNOS–MDO: Health of the Nations Outcome 
Scale – Mentally Disordered Offenders; GAF: Global Assessment of Functioning; MANSA: Manchester Assessment of Quality 
of Life; CSQ-8: Client Satisfaction Questionnaire 8; BSI: Brief Symptom Inventory; BIS-11: Barratt Impulsivity Scale 11; BPAQ: 
Buss-Perry Aggression Questionnaire. 

disCussion

We hypothesized that dynamic risk assessment combined with SDM of 
care planning would result in the selection of better or more suitable 
treatment for clients, and thus would have positive effects on their QoL 
and psychosocial functioning. During treatment clients improved on most 
measures, reporting increased QoL and functioning at follow-up. Notably, 
neither client satisfaction with care nor case manager rated symptoms 
improved. Possibly the enduring nature of mental disorders makes it dif-
ficult to reduce the associated symptoms, even though QoL may improve 
(Priebe et al., 2007). No improvements attributable to the intervention 
were found, that is, risk assessment combined with shared care planning 
does not result in better client outcome. Possible explanations included 
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ineff ectiveness of the intervention, imperfect implementation and study 
group characteristics. These are discussed below. 

First, the intervention may have been ineff ective at improving client 
outcome due to high standard regular care which might already incorpo-
rate (informal) client involvement. If so, the intervention only formalised 
existing practices. This is possible since signifi cant treatment eff ects were 
obtained with CAU for both outcomes of client functioning and recidi-
vism (Troquete et al., 2013). 

Second, implementation was problematic as refl ected in the small major-
ity of eligible clients (56%) who were included and the marked delay 
in their baseline assessments (on average 2 years). We aimed to shape 
the therapeutic relationship from the beginning. This often was proved 
impossible. Additionally, we might have been unable to change it once 
it was formed. Moreover, this long period of CAU could have increased 
QoL and client functioning to satisfactory levels before client inclusion. 
Baseline scores on the various measures support this since these were 
similar to, if not better, than those reported for non-forensic commu-
nity mental health settings (Attkisson & Zwick, 1982; de Beurs & Zitman, 
2006; Bjørngaard et al., 2007; Mulder et al., 2004; Priebe et al., 1999; Salvi 
et al., 2005; Stanford et al., 2009). For both study groups eff ect sizes for 
additional improvements were small to medium (see table 6.1). These 
improvements could still be clinically relevant. However, the degree to 
which the intervention could achieve further improvement might have 
been limited (ceiling eff ect). 

Any potential intervention eff ect was probably further reduced by imper-
fect implementation making it diffi  cult to statistically establish a clinically 
relevant eff ect. 

The proportions of clients receiving no intervention (35%) or receiving 
it only once (42%) refl ect this. In the former group one would expect no 
eff ect, in the latter at most a reduced eff ect. Notably, the positive eff ects 
of SDM have only been demonstrated in longer lasting treatment rela-
tionships where SDM was used repeatedly (Joosten et al., 2008; Priebe 
et al., 2007). However, in our earlier study examining the eff ect of the 
intervention on violent outcome we examined if the frequency with 
which clients received the intervention had infl uenced our fi ndings, and 
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concluded that this was unlikely (Troquete et al., 2013). This makes it also 
unlikely that imperfect implementation, though the main limitation of 
our study, can account for the current findings. 

Case managers endorsed the intervention itself but were less commit-
ted to various aspects of the study, mostly objecting to the more time 
consuming study tasks, such as asking clients for participation in the 
interview (for a more extensive discussion see: Troquete et al., 2013). Such 
limited motivation for tasks related to implementation and evaluation 
further complicate the essential testing of the intervention in clinical 
practice. Due to our study design, which combined risk assessment with 
SDM, we were unable to examine the independent effects either might 
have had on client functioning, thus limiting our conclusions. However, 
the randomized controlled trial design also is our main strength, even 
more so since it was conducted in clinical practice. Moreover, to the 
authors’ knowledge, it is the first such trial examining the effect of risk 
assessment combined with SDM on recidivism and client QoL and psy-
chosocial functioning. 

Earlier we suggested that no effect on reduced recidivism attributable 
to the intervention could be established due to a shift in treatment from 
risk to QoL factors (Troquete et al., 2013). The current study shows that 
this was not the case. Even though general treatment effects were found 
for both recidivism, QoL and client functioning, none were increased by 
the intervention. This could be due to problematic implementation, an 
ineffective intervention, or an already high standard of care. Currently 
we cannot determine which. However, previous studies and theories 
established an association between higher levels of satisfaction with care, 
general functioning and QoL with reduced recidivism (Bouman et al., 
2009; Ward, Mann, et al., 2007). Therefore it is encouraging that clients in 
out-patient forensic psychiatry in the Netherlands not only reported high 
levels of functioning on these factors, but also improved further with reg-
ular treatment. 
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Over the years the way in which the risk for future violent behaviour is 
assessed has undergone various changes, not only in form but also in 
content. Currently, a combination of actuarial assessment of risk and 
protective factors adjusted by Structured Professional Judgment by the 
clinician is a popular paradigm. That there currently is very limited sup-
port for the use of structured risk assessment instruments as a method 
for violence prevention is troubling. Research efforts seem to focus on 
the development of new risk assessment instruments and on establishing 
their psychometric properties, rather than on testing the effectiveness of 
existing instruments in the prevention of future violent behaviour. Since 
the prevention of future violent behaviour is the main aim of treatment in 
forensic psychiatry, investigation of this issue seems warranted. This thesis 
aims to do so.

In this final chapter the main findings from the Risk Assessment and Care 
Evaluation (RACE) study will be summarized and reviewed. Additionally, 
strengths and limitations will be discussed. Lastly, the implications for 
both clinical practice and research will be considered. First, however, the 
context for this thesis will be provided. 

ConTexT of The sTudy

Incidents involving the mentally disordered have received extensive 
media coverage and left their marks on Dutch society (e.g., the Alphen 
Spree Shooting in 2011)1. As a result thereof, the public’s attention for vio-
lence committed by the mentally disordered has increased. Consequent 
pressures on the government have led to various reports about this prob-
lematic group of people (e.g., van der Horst et al., 2012; Nagtegaal, 2010; 
van Nieuwenhuizen et al., 2011; Wartna, Alberda, & Verweij, 2013). In 
addition, reforms of both the judicial and mental health care systems are 
ongoing. The most notable changes will be the introduction of two new 
laws sometime in the near future: the Forensic Care Act (FCA)2 and the 
Mandatory Mental Healthcare Act (MMHA)3.

As a result of these laws several things will change: 1) the ultimate respon-
sibility for mentally disordered offenders will no longer only reside with 

1 See Chapter 1.
2 Wet forensische zorg, Wfz
3 Wet verplichte Geestelijk Gezondheidszorg, WvGGZ
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the Ministry of Security and Justice4 but will instead be shared with the 
Ministry of Health, Welfare and Sports5; 

2) interventions will be aimed at the psychiatric disorder contributing 
to the risk of recidivism rather than at the off ence itself, and 3) enforced 
out-patient treatment becomes possible thus reducing the need for 
more expensive clinical care (van der Horst et al., 2012; Scholten, 2012). 
These changes are commonly expressed as “mental health care, unless 
….” (Council for Public Health Care6, 2012). Combined with recent budget 
cuts the introduction of these two new laws is thought to result in more 
out-patient treatment at the cost of clinical capacity (van der Horst et al., 
2012).

The aim of these adaptations is to achieve maximum results with reduced 
resources. Moreover, it would keep the burden associated with treat-
ment on clients themselves as low as possible. However, as discussed 
in Chapter 1, violence involving the mentally disordered poses a huge 
problem for society. Not only direct material and psychological costs 
should be considered but also the long-term protection of the commu-
nity against future violence involving those likely to recidivate. The shift 
to more out-patient treatment therefore makes it increasingly import-
ant to quickly and correctly determine who is likely to become violent 
(again) and to intervene, either through treatment, incarceration or both. 
Moreover, these changes mean that there will be less stringent supervi-
sion of clients in general. In forensic psychiatry it is common practice to 
use risk assessment instruments to help determine which off enders pose 
the highest risk7. Additionally, risk assessment instruments help treatment 
staff  in the detection of the risk and/or protective factors which should 
be addressed through treatment. However, although risk assessment 
instruments are part of common practice in forensic psychiatry, no study 
to date has examined the preventive eff ect of their use on recidivism 
(emphasis added; de Ruiter & Nicholls, 2011).

An additional challenge in forensic psychiatric treatment is client motiva-
tion for treatment and the establishment and maintenance of a 

4 Ministerie van Veiligheid en Justitie, VenJ
5 Ministerie van Volksgezondheid, Welzijn en Sport, VWS
6 Raad voor de Volksgezondheid en Zorg, RVZ
7 For a more extensive description of the origins of risk assessment instruments and the various forms they     
    take please see Chapter 1. 
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therapeutic relationship (Drieschner & Boomsma, 2008). In both regu-
lar and mental health care this issue has been successfully addressed 
through Shared Decision Making in which client and clinician share their 
information, reach an agreement about treatment and then implement 
it (Drake et al., 2009; Hamann et al., 2003; Joosten et al., 2008; Joosten et 
al., 2009). Moreover, some evidence has been found linking lower levels 
of offending of clients to them having a therapeutic relationship with 
their case manager (for an overview see: van der Horst et al., 2012). The 
addition of Shared Decision Making to our intervention therefore seems a 
sensible choice. 

main findings

The RACE study (trial number 1042 at www.trialregister.nl), is the first 
randomized controlled trial addressing the issue of violence prevention 
through the use of risk assessment and Shared Decision Making. In a 
unique collaboration, the three out-patient forensic psychiatric clinics 
in the north of the Netherlands all participated (i.e., locations Assen, 
Leeuwarden and Groningen). The size of the sample (n>600) makes 
our findings generalizable to out-patient forensic psychiatry in the 
Netherlands in particular.

An in-depth description of the way in which our intervention could be 
used on an individual level for a typical client receiving treatment in 
out-patient forensic psychiatry is provided in Chapter 2. In Chapter 3 of 
this thesis we examine the role and usefulness of including dynamic risk 
and protective factors as well as a final structured professional judgment 
in the prediction of violent behaviour. This examination is continued in 
Chapter 4, where the potential contribution of client self-assessment for 
violence prediction is investigated. In Chapter 5 we provide the first test 
of a preventive effect of the use of risk assessment combined with Shared 
Decision Making on recidivism. Lastly, in Chapter 6, an examination of cli-
ent functioning and well-being as linked to the intervention is presented. 
Findings as reported in these chapters are summarized below. 

 In Chapter 2 a detailed description is provided of a typical client receiv-
ing treatment in one of the out-patient clinics, and the way in which our 
intervention was incorporated in the care he received. Mr. J. is a typical 
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example of the clients in out-patient forensic psychiatry in that he is a 
fairly young man (aged 24 at the time) who has had a somewhat troubled 
past including physical abuse by his stepfather and the use of drugs at 
an early age. He has been convicted several times for off ences ranging 
from burglary and theft to sexual and physical assault. He was referred 
for treatment by probationary services after assaulting his girlfriend. His 
main psychiatric diagnosis is one of Personality Disorder Not Otherwise 
Specifi ed with Antisocial, Narcissistic and Dependent traits. He was never 
diagnosed with Schizophrenia or with any other form of Psychosis. 

As the fi rst step of our intervention, both J. and his case manager 
completed the Short Term Assessment of Risk and Treatability (START; 
Nicholls et al., 2006; Webster et al., 2006) to prepare for their discussion 
of the treatment plan (see Appendices A and B for Dutch versions and 
Appendices D and E for English versions). During this second step of the 
intervention, they followed a protocol developed to increase Shared 
Decision Making. The aim of this approach at reaching a consensus 
about future treatment goals between case manager and client (see 
Appendix C). At consecutive treatment planning sessions this procedure 
was repeated with the addition of an evaluation of previous agreements 
(see Appendix C). Both case manager and client provided a rationale 
for their choices and proposed treatment they considered appropriate. 
Overall, both case managers and clients found this approach useful and 
informative.

In Chapter 3 we tried to address several concerns about studies to date 
which examined the predictive validity of the START. Specifi cally, so far 
results have been restricted by one or several of the following limitations: 
small samples, only examination of in-patient settings, completion of the 
START by research assistants rather than clinicians, and completion of the 
START on case fi les rather than in clinical practice (Braithwaite et al., 2010; 
Chu et al., 2011a, 2011b; Desmarais, van Dorn, et al., 2012; Desmarais, 
Nicholls, et al., 2012; Gray et al., 2011; Nicholls et al., 2006; Nonstad et al., 
2010; Wilson et al., 2010). We specifi cally examined if the prediction of 
future violent behaviour with historic risk factors could be improved by 
including 1) dynamic risk factors; 2) dynamic protective factors, and 3) the 
fi nal structured professional judgment. We then investigated if models 
should include the full strengths and vulnerability scales or if inclusion of 
the key strengths and critical vulnerabilities suffi  ced for successful predic-
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tion. Predictive validity for all these models was examined for a follow-up 
period of 3 and of 6 months. 

Findings showed that inclusion of neither dynamic risk nor protective 
strength factors could improve the prediction of violent behaviour based 
on only static, historical risk factors. However, predictions over a 6-month 
period were significantly improved by the addition of a structured pro-
fessional judgment of the case manager, informed by the completion of 
a risk assessment. Although this final model was only modestly accurate 
(AUC = .65) in predicting future violent behaviour, our findings are similar 
to what has been reported for the START in the clinical settings where 
it was developed (Braithwaite et al., 2010; Chu et al., 2011a; Desmarais, 
Nicholls, et al., 2012). Furthermore, our findings provide further support 
for the use of the structured professional judgement approach in risk 
assessment (Douglas & Kropp, 2002). 

In Chapter 4 we addressed an issue that has hitherto been fairly unex-
amined, that of client self-assessment of future risk for violent behaviour. 
Clients have their own unique insights and perspectives into why they 
get involved in violent or criminal behaviour. As such these could be valu-
able additions to risk assessments made by case managers. We examined 
this for 201 clients in out-patient forensic psychiatry, testing if the clients 
perspective could improve the predictive validity of case-manager rated 
STARTs. 

We found that clients were able to complete the instrument but that 
agreement between client and case manager on key strengths and critical 
risk factors was poor (mean correlation was -0.18 and 0.20 respectively). 
This different selection seems to reflect different views on why clients (re-)
offend and should be addressed in treatment planning, for instance, by 
introducing shared decision making of the treatment plan. This is import-
ant because the optimal multivariate prediction model included not only 
the case manager’s final structured professional judgment for violence 
against others but also the client’s self-assessed critical vulnerabilities and 
key strengths (AUC = .70). Clients self-assessments therefore seem to be a 
useful addition to clinicians ratings of future risk. 

Promising as these findings for the predictive validity of the START in 
our out-patient setting may be, the main aim of forensic psychiatry is 
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the reduction of recidivism. In Chapter 5, therefore, we tested whether 
we could achieve this goal by combining risk assessment with Shared 
Decision Making of the treatment plan. We randomized 58 case managers 
and 632 of their clients to either Intervention (n = 310) or Care-As-Usual 
(n = 322). Intention-to-treat multilevel logistic regression analyses on case 
manager reported outcomes showed that there was a general treatment 
eff ect. That is, at baseline 22% of clients had been involved in an incident, 
which at follow-up was reduced to 15%. This reduction was highly statis-
tically signifi cant (p < 0.01). However, we found no signifi cant diff erences 
between the two treatment conditions (Odds Ratio = 1.46, 95% CI: 0.89 
– 2.44, p = 0.15), showing that our intervention did not result in addi-
tional reductions of recidivism. Due to implementation issues8 only 65% 
(n = 201) of clients in the intervention group actually received the inter-
vention at least once (as treated). An even smaller group of 23% (n = 72) 
received it multiple times (as planned). Since this could have infl uenced 
our fi ndings we repeated our analyses for “as treated” and “as planned” 
groups. Results however remained the same. Repetition of these analy-
ses on client reported outcomes did not lead to new insights or diff erent 
conclusions. 

We hypothesized that these fi ndings might, in part, be due to a shift of 
treatment to more client functioning and Quality of Life factors rather 
than those associated with risk of recidivism. If so, then this would pro-
vide strong support for the Risk-Needs-Responsivity theory of off ending 
behaviour over the Good Lives Model (resp RNR and GLM; Andrews et 
al., 1990; Ward & Stewart, 2003). As discussed in Chapter 1, GLM states 
that recidivism can be reduced by providing the off ender with socially 
acceptable ways of increasing Quality of Life and well-being thus reduc-
ing the off enders need to rely on unacceptable ways of obtaining a Good 
Life. RNR opposes this, stating that to reduce recidivism you have to 
address risk factors. If our intervention had therefore shifted treatment 
to the (sole) improvement of factors associated with client functioning 
and Quality of Life, this might then explain why we found no eff ect of the 
intervention on recidivism rates. We tested this hypothesis in Chapter 6. 
However, we found no evidence for such a shift. Again we found that cli-
ents in both study groups improved signifi cantly over time, but that none 
of these improvements could be attributed to the intervention (all p > 

8 Discussed more fully below.
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0.25 for multilevel linear regression models testing the effect of the inter-
vention on the various outcomes). 

limiTaTions and sTrengThs

We faced several challenges when we conducted the RACE study. Some of 
these challenges are a result of the study design, others of the implemen-
tation of research in clinical practice. 

The biggest challenge to our study and findings comes from the prob-
lematic implementation already mentioned above. Because of this, 44% 
of eligible clients could not be included in the study. Of those included 
in the Intervention group, only 65% (n = 201) actually received the inter-
vention. An even smaller group (23%, n = 72) received the intervention 
as planned, that is, repeatedly. An intervention that was not applied can-
not be expected to have an effect. An intervention that was only partly 
applied according to protocol cannot be expected to have the full effect. 
Therefore, such imperfect implementation makes it difficult to show addi-
tional improvements over care-as-usual. Even more so if this care-as-usual 
has been provided to those in the intervention group for a considerable 
time before their inclusion in the study. Those that were included had on 
average received care-as-usual for 26 months before their inclusion in the 
study. All of these factors played a role in this study. 

Particularly the results reported in Chapter 5, could have been negatively 
influenced by the imperfect implementation of our study plan. Therefore 
we followed-up on our initial intention-to-treat analyses using case man-
ager reported outcomes by also conducting “as treated” and “as planned” 
analyses for outcomes as reported by case managers and as reported 
by clients. Somewhat disappointingly, none of these additional analy-
ses showed an effect of the intervention on violent outcomes. Since the 
clients who received the intervention multiple times might be selected 
groups, the results from these supplementary analyses should be inter-
preted with caution. Nevertheless, the negative results of these additional 
analyses make it unlikely that imperfect implementation could be the sole 
explanation for not finding an effect of the intervention on violent and 
criminal behaviour. 
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Still, a further examination of the reasons for the poor compliance with 
the study protocol is necessary as these problems are likely to play a role 
in many settings where such measures may be implemented. We found 
that we only had limited success in motivating case managers to carry out 
activities for the study on a long term basis. Specifi cally, since data col-
lection spanned a period of 4 years, case manager motivation tended to 
fl uctuate both on an individual and an institutional level. Implementation 
of new software, mergers with other mental health care providers and 
changes in staff  all exerted their infl uence by drawing the clinicians’ atten-
tion away from their work for the study. Furthermore, evaluations with 
clinicians showed that they mostly experienced the tasks necessary for 
the completion of the study as burdensome, particularly the fi lling out 
of forms and providing anonymized information to the researchers. They 
objected far less to the intervention itself. 

To accommodate case managers as much as possible we regularly visited 
all locations and joined staff  meetings. Additionally we send monthly 
overviews to case managers and scheduled appointments with them to 
provide them with support in completing the various questionnaires at 
the appropriate time. We composed binders for each client containing the 
necessary questionnaires, which worked better for some case managers 
than others. We considered a more digital approach to the data collection, 
but at the time of the start of the study (September 2007) the challenges 
this would pose from an IT point of view were such that the study would 
have been delayed too much. We therefore decided to collect data the 
old-fashioned way, using pen and paper. However, given the technologi-
cal changes that have since taken place (e.g., almost everybody now has 
a smart phone and knows how to use it) future studies might want to 
examine the possibilities that have opened up. 

With the recent introduction of technological developments like the 
Electronic Patient File and the implementation of Routine Outcome 
Monitoring some of these necessary, but time consuming tasks might 
be reduced. As researchers we would now be able to contact the ICT 
department and ask them for anonymized demographic, background 
and outcome information. However, at the time the RACE study was 
conducted all this information had to be provided by the case manager 
by completing pen and paper protocols. This thesis then also shows that 
proper implementation in clinical care depends on personnel and orga-
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nizational factors that need to be addressed in a coherent and persistent 
way before meaningful results can be obtained. The implementation of a 
randomized controlled trial has its particular challenges, but these are not 
so different from the efforts needed to change clinical practice in and of 
itself (Forsner, Hansson, Brommels, Wistedt, & Forsell, 2010). 

Although the less than perfect implementation of our protocol should 
be considered the main limitation of our study, it should be noted that 
we also found moderate levels of agreement between clinicians inde-
pendently completing the START for the same client (see Chapter 3). This 
is a cause for concern, since a lot may depend on such a risk assessment. 
For instance, treatment planning can, and should (Andrews & Bonta, 
2010; Ward, Melser, et al., 2007; Whitehead et al., 2007), be guided by the 
outcome of structured and evidence-based risk assessment. Yet if two 
clinicians assessing the same client come to very disparate conclusions 
about which factors need attention, how can we be sure that a client 
actually receives the most appropriate treatment? 

A possible solution to this problem is to have a consensus meeting of 
the treatment team to determine a final risk assessment. This approach 
is recommended by the developers of the START (Webster, Martin, Brink, 
Nicholls, & Desmarais, 2009), and in a clinical setting, where the treatment 
team will be familiar with all clients, it is a feasible approach. However, 
in the out-patient setting in which the RACE study was conducted, more 
often than not clients were only known to their own case manager and 
such a consensus meeting was therefore impossible. Possibly, additional 
training of case managers can increase consistency of assessments with 
the START across case managers, as it has been shown to do for research 
assistants (Desmarais, Nicholls, et al., 2012; Wilson et al., 2010). We did 
offer several booster-sessions for case managers, but attendance was low. 
Future examinations of the START might, therefore, want to pay explicit 
attention to this issue. 

Despite these limitations, findings for the accuracy of predictions and 
the contribution of risk and protective factors and the structured profes-
sional judgment were comparable to those of earlier studies, and as such 
seem unlikely to have had a major influence on the findings reported in 
Chapter 3. Moreover, it is common clinical practice at the participating 
out-patient settings that clients are mostly seen by one case manager and 
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that no team evaluations of the client are conducted unless deemed nec-
essary. As such then, our approach and fi ndings refl ect clinical practice. 

A third limitation of our study is that due to the nature of the intervention 
we were unable to blind either case managers, clients or both to their 
randomisation status. This may have resulted in diff erent levels of client 
and case manager commitment in the two groups (Campbell et al., 2000). 
We have some indications that this might be so, as signifi cantly lower 
proportions of clients from the control group were willing to participate 
in baseline interviews compared to clients from the intervention group 
which may be characterized as sampling bias. As a result, the clients from 
the control group may be less representative and yield better overall 
outcomes than if all patients within this condition had been recruited. 
However, there were only minimal signifi cant diff erences on a small num-
ber of factors between clients in the control and intervention group at 
baseline (see Chapters 5 and 6), making it unlikely that our data are neg-
atively infl uenced due to a sampling bias. In contrast, one would expect 
the lack of blinding to favour the intervention group above the control 
group as far as the result of the intervention is concerned. As discussed 
above, our fi ndings for both groups for both violent and client function-
ing outcomes were similar, suggesting that such an eff ect did not play an 
important role in explaining our fi ndings. 

Aside from these limitations our study also has several strengths. To our 
knowledge this is the fi rst randomized controlled trial investigating the 
preventive eff ect of risk assessment in clinical practice. Studies so far 
have only reported on the prediction of violence through the use of risk 
assessment instruments. Admirable as the progress in the fi eld has been 
as a consequence of these studies, the ultimate goal of forensic psychiat-
ric treatment is to prevent new criminal/violent acts. This thesis fi lls that 
gap. An additional strength of this study is that we not only included case 
managers assessment of clients’ risks but also clients’ self-assessments 
which proved to be a valuable addition to the prediction of future violent 
behaviour. Additionally we implemented a protocol emphasizing Shared 
Decision Making of the treatment plan. This has particular importance in 
forensic psychiatry where the need for care often continues even though 
clients may no longer experience formal pressures to do so. Therefore, 
boosting and maintaining client motivation for treatment is a key part 
of case managers’ work. We found that including the client’s perspec-
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tive is a worthwhile approach in forensic psychiatry. Particularly since 
clients reported many more violent and criminal incidents during study 
interviews than registered by their case managers in their case files (see 
Chapter 5 for details). 

impliCaTions for CliniCal praCTiCe

Taken together these findings can be explained in two ways. Firstly, it is 
of course possible that our intervention was simply ineffective. There is 
currently very limited support for the use of risk assessment instruments 
as a method for violence prevention. So far only a small number of stud-
ies, 4 including our own, examined this issue (Abderhalden et al., 2008; 
Kling et al., 2011; van de Sande et al., 2011). A definitive answer about the 
contribution of structured risk assessment to violence prevention cannot 
be given at this time. The first signs are not good. The 4 available studies 
find either no significant reduction of violent outcome, or the interpre-
tation of their findings is problematic due to differences between study 
groups at baseline. Differences in clinical setting of the various studies 
further complicate the integration of findings. Our own data were col-
lected in a community based forensic mental health setting. In contrast, 
the other three studies were completed in acute psychiatric (admission) 
wards. These two settings service different populations, making compar-
isons less straightforward. It is too early for a proper systematic review 
on this subject, but the overall picture is not yet convincingly in favour of 
changing treatment policies by systematically employing structured risk 
assessment in clinical care. 

Regarding Shared Decision Making and its effect on client functioning 
and Quality of Life there is a bit more of an evidence base from regular 
mental health care which hints at its ineffectiveness specifically in our 
sample. As Joosten et al. (2008) have shown, Shared Decision Making 
can independently improve client functioning and outcome. Their 
conclusions are drawn from studies mostly concerned with general 
medical conditions like ischemic heart disease and cancer. In contrast, 
Borschmann et al. (2013) recently conducted a randomized trial of shared 
crisis plans for people with a Borderline Personality Disorder. They found 
no significant differences between those receiving care-as-usual and 
those receiving the intervention in terms of frequency of self-harm, 
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client functioning or well-being. Although their sample was fairly small 
(total sample n = 88) and therefore may suff er from a lack of power, their 
fi ndings with respect to Shared Decision Making are in line with our 
own. What the Borschmann et al. (2013) study has in common with the 
RACE-study is that most participants suff ered from a Personality Disorder. 
This was not the case for the studies reviewed by Joosten et al. (2008). 
Even though this may seem counter-intuitive, it is possible that Shared 
Decision Making is just not suitable for those with more pervasive psy-
chiatric conditions like Personality Disorders. Further investigation of the 
conditions under which Shared Decision Making does have a benefi cial 
infl uence on client outcome seems called for.

A second explanation of our fi ndings might be an already high level of 
standard care provided by experienced case managers who on average 
had worked in forensic psychiatry for 7 years at the start of the study. 
Combined with the long period of care-as-usual (on average 26 months) 
received before inclusion in the study, this might also explain the high 
baseline functioning of clients on all outcomes. Such standard care might, 
for instance, already include informal risk assessment based on personal 
experiences and Shared Decision Making with the client, although in a 
less explicit way than in our protocol. If so, then our intervention would 
be a mere formalization of current clinical practice. Moreover, any inter-
vention aiming to improve upon it will be faced with a daunting task. 
Support for this explanation comes from studies of Assertive Community 
Treatment which was shown to be eff ective in earlier studies conducted 
in the United States where care-as-usual was often poor or none existent 
due to the health insurance situation. More contemporary European 
studies have shown limited or no eff ects, possibly because of better care-
as-usual (Burns, 2010; Burns et al., 2002). It is also in line with our fi nding 
that, during the study, clients in the care-as-usual group continued to 
improve both with respect to general functioning and recidivism. 

impliCaTions for Theories abouT offending 
Taken together, the fi ndings discussed in this thesis raise questions about 
common theories about off ending. Particularly relevant is the theoretical 
debate between those advocating the Risk-Needs-Responsivity model 
(RNR; Andrews et al., 1990; Andrews et al., 2011) on the one side and 
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those championing the Good Lives Model on the other side (GLM; Ward 
& Gannon, 2006; Ward, Melser, et al., 2007; Ward & Stewart, 2003). Both 
theories stress the need for assessing dynamic risk factors and addressing 
them through appropriate treatment. Where they differ is that GLM also 
proposes assessing and treating protective factors as an independent 
goal which should aid in the prevention of recidivism. In contrast, RNR 
states that to reduce recidivism one should focus on risk factors for recid-
ivism. Improvement of client well-being, though worthwhile, should not 
be an independent aim of forensic psychiatry since it bears no direct rela-
tionship to recidivism. 

Surprisingly and against our expectations, our findings seem to support 
neither theory. Bouman, de Ruiter, and Schene (2009) showed that there 
was a correlation between recidivism and client functioning, thus provid-
ing support for GLM. Despite this earlier finding in a setting similar to our 
own, we could not improve client functioning through risk assessment 
of protective factors and consequently addressing these factors in treat-
ment. Our findings, therefore, would favour RNR over GLM. More notably 
then, is that we also could not establish an effect of risk assessment and 
Shared Decision Making on recidivism. A basic premise of both RNR and 
GLM. Although various evidence for either theory has been published 
(e.g., Andrews et al., 2011; Covell & Wheeler, 2011; Fortune et al., 2012; 
Polaschek, 2012) and they both make intuitive sense, our findings repre-
sent the first randomized controlled trial of this issue. Given, therefore, 
the preliminary nature of these findings we would advocate further 
investigation.

suggesTions for fuTure researCh

As may be clear from the previous sections, there are still a lot of ques-
tions about both the theory and practice of risk assessment and Shared 
Decision Making in forensic psychiatry. Although the findings from our 
trial do not provide support for the practice of using risk assessment 
instruments to prevent violence we would caution against throwing away 
the good with the bad. After all, ours is the first randomized controlled 
trial and replication of the findings reported in this thesis is necessary 
before we consider stopping a practice that has so defined the field of 
forensic psychiatry over the last decades. Moreover, prediction and 



141

7

correlational studies, though providing less stringent scientifi c evidence, 
are in favour of the practice of risk assessment and treatment of Quality of 
Life factors of mentally disordered off enders (e.g., Bouman, Schene, et al., 
2009; Doyle et al., 2012; Philipse, Koeter, van den Brink, & van der Staak, 
2004; Telles et al., 2012; Vitacco, Gonsalves, Tomony, Smith, & Lishner, 
2012). In contrast, some researchers have noted that the evidence base 
for current clinical risk assessment practices is lacking (Cooper, Griesel, & 
Yuille, 2007; Wand, 2012; Wand & Large, 2013). 

However, the most important risk and protective factors associated with 
recidivism have by now been established and are agreed upon by the 
research community. There is no disputing the existence of correlations 
between mental illness, substance abuse, client well-being, Quality of Life 
and recidivism. That is why all, or a considerable selection of these factors 
are commonly included in risk assessment instruments (Nicholls, Brink, 
Desmarais, Webster, & Martin, 2007; de Vogel, de Ruiter, van Beek, & Mead, 
2004; Webster et al., 1997). It seems time then to move forward and start 
investigating the benefi ts of risk assessment instruments and their contri-
bution to more eff ective treatment interventions in terms of reduction of 
criminal and violent behaviour and ways in which to involve clients more 
in their treatment. As we ourselves have experienced, introducing ran-
domized trials in clinical practice is diffi  cult, but it can be done, and is an 
essential step before implementation can be advocated. 

in ConClusion

This thesis tried to determine whether the use of structured risk assess-
ment and Shared Decision Making could prevent criminal and violent 
behaviour. A defi nitive answer to this question cannot be given at this 
time. Initial evidence, including the current report, does not support 
current ideas about its use in clinical practice. However, fi ndings are 
preliminary and the evidence base for a systematic review on this issue 
is still lacking. Problematic implementation is an issue faced by many 
researchers trying to assess the usefulness of promising interventions 
in clinical practice (Forsner et al., 2010; Légaré, Ratté, Gravel, & Graham, 
2008; Nonstad & Webster, 2011; Parks, 2007; Wright & Webster, 2011). 
Changes in applicable laws, in the way participating organizations are 
run, in staff  of the treatment teams as well as the introduction of techno-
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logical advances like Routine Outcome Monitoring can complicate such 
an undertaking even further. On the other hand, some of these changes 
also offer opportunities for researchers. Moreover, it is necessary that as a 
field we move forwards and start to conduct studies of high methodolog-
ical standard in clinical practice since that is what we are ultimately trying 
to improve. Until such evidence has accumulated, the overall picture is 
not yet convincingly in favour of changing treatment policies by system-
atically employing structured risk assessment in clinical care. 
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After various violent incidents involving the mentally ill, the Dutch 
government ordered reforms of both the judicial and mental health 
care systems. These changes are thought to result in more out-patient 
treatment at the cost of clinical capacity, thus reducing the burden of 
treatment on clients themselves as well as the costs for treatment overall. 
This leaves professionals with the problem of identifying the potential risk 
of recidivism posed by the client as well as which treatment and/or super-
vision would be most appropriate to mitigate this risk.

Commonly structured risk assessment instruments have been used for 
this purpose. However, there is currently very limited support for their 
use as a method for violence prevention and this is troubling. Since the 
prevention of future violent behaviour is the main aim of treatment in 
forensic psychiatry, investigation of this issue seems warranted. This thesis 
aims to do so. 

An additional challenge in forensic psychiatric treatment is client 
motivation for treatment and the establishment and maintenance 
of a therapeutic relationship. Theories and research in other settings 
show that Shared Decision Making (SDM) can be useful in this respect. 
Therefore we decided to combine our intervention of risk assessment 
with SDM. 

Theories abouT offending and forms of risk assessmenT insTrumenTs

In Chapter 1 the two leading rehabilitation theories which have exerted 
their influence in the field of risk assessment are discussed. These theories 
are the Risk-Needs-Responsivity (RNR) model and the Good Lives Model 
(GLM).

The RNR model consists of three core principles: the Risk Principle, the 
Needs Principle and the Responsivity Principle. Shortly, RNR says that 
reduction of recidivism is achieved through addressing risk factors in a 
way suited to the client’s abilities and level of risk. Although the success of 
such a risk focussed treatment has been shown the model has also been 
criticized. Most notably for not addressing client motivation for treat-
ment, ignoring the role of non-criminogenic needs (e.g., low self-esteem) 
in the occurrence of violence and not considering the context in which 
behaviour occurs. 
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GLM was formulated to address these concerns and states that people 
want to lead “Good Lives”, which they try to get by obtaining important 
primary goods (e.g., friendship and happiness). People off end because 
they lack the capacity or knowledge to use socially acceptable ways of 
obtaining these goods and thus fulfi lling their need for them. So, in addi-
tion to addressing criminogenic needs, it is necessary to teach off enders 
strategies for obtaining a Good Life. As yet the evidence base for GLM 
is fairly small but results are encouraging, at least for some of the basic 
aspects of the model. 

Infl uenced by these theories, risk assessment has undergone various 
changes over the years, not only in form but also in content ranging 
from pure clinical judgment to complete actuarial risk assessment (i.e. 
lists of factors known to be associated with recidivism). Currently a pop-
ular paradigm is a combination of these two approaches: the Structured 
Professional Judgment (SPJ). In this approach clinicians fi rst complete 
an actuarial assessment and then provide an overall fi nal risk estimate 
adjusted by their professional judgment. 

The popularity of SPJ in clinical practice has resulted in the inclusion of 
not only static (i.e., unchangeable) risk factors, such as previous mental 
illness, but also dynamic (i.e., changeable) ones, such as mental well-be-
ing, whose appeal lies in their potential to refl ect changes in risk and in 
guiding treatment and risk management strategies. The additional inclu-
sion of protective factors in risk assessment instruments, such as having 
good social skills, can then help in fulfi lling a client’s needs and thus aid 
in reducing recidivism. The Short Term Assessment of Risk and Treatability 
(START) is an example of an SPJ risk assessment instrument that includes 
dynamic risk and protective factors. 

The raCe sTudy and inTervenTion

The Risk Assessment and Care Evaluation (RACE) study (trial number 1042 
at www.trialregister.nl), is the fi rst randomized controlled trial addressing 
the issue of violence prevention through the use of risk assessment and 
SDM. In a unique collaboration, the three out-patient forensic psychiat-
ric clinics in the north of the Netherlands all participated (i.e., locations 
Assen, Leeuwarden and Groningen). We randomized 58 case managers 
and 632 of their clients to either Intervention (n = 310) or Care-As-Usual (n 
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= 322). At client level a follow-up period of 18 months was aimed for.

In Chapter 2 a detailed description is provided of a typical client receiv-
ing treatment in one of the out-patient clinics, and the way in which our 
intervention was incorporated in the care he received. Mr. J. is a typical 
example of the clients in out-patient forensic psychiatry in that he is a 
fairly young man (aged 24 at the time) who has had a somewhat troubled 
past including physical abuse by his stepfather and the use of drugs at 
an early age. He has been convicted several times for offences ranging 
from burglary and theft to sexual and physical assault. He was referred 
for treatment by probationary services after assaulting his girlfriend. His 
main psychiatric diagnosis is one of Personality Disorder Not Otherwise 
Specified with Antisocial, Narcissistic and Dependent traits. He was never 
diagnosed with Schizophrenia or with any other form of Psychosis. 

As the first step of our intervention, both J. and his case manager START to 
prepare for their discussion of the treatment plan (see Appendices A and 
B for Dutch versions and Appendices D and E for English versions). During 
this second step of the intervention, they followed a protocol developed 
to increase SDM. The aim of this approach at reaching a consensus about 
future treatment goals between case manager and client. At consecutive 
treatment planning sessions this procedure was repeated with the addi-
tion of an evaluation of previous agreements (see Appendix C). Both case 
manager and client provided a rationale for their choices and proposed 
treatment they considered appropriate. Overall, both case managers and 
clients found this approach useful and informative.

prediCTing fuTure violenT behaviour

In Chapter 3 we tried to address several concerns about studies to date 
which examined the predictive validity of the START. Specifically, so far 
results have been restricted by one or several of the following limitations: 
small samples, only examination of in-patient settings, completion of the 
START by research assistants rather than clinicians, and completion of the 
START on case files rather than in clinical practice. We specifically exam-
ined if the prediction of future violent behaviour with historic risk factors 
could be improved by including 1) dynamic risk factors; 2) dynamic pro-
tective factors, and 3) the final SPJ. We then investigated if models should 
include the full strengths and vulnerability scales or if inclusion of the 
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key strengths and critical vulnerabilities suffi  ced for successful predic-
tion. Predictive validity for all these models was examined for a follow-up 
period of 3 and of 6 months. 

Prediction of recidivism based on historical factor ratings could not be 
improved through the addition of dynamic risk, protective strength , or 
key or critical factor scores. The addition of the SPJ rating improved the 
model to modest accuracy but made no independent signifi cant contri-
bution for the 3 months follow-up. For the 6 months follow-up, SPJ scores 
also increased predictive accuracy to modest and made a signifi cant 
independent contribution to the prediction of the outcome. Limitations 
apply, however, results are similar to those from clinical, researcher rated 
samples and are discussed in the light of setting specifi c characteris-
tics. Although it is too early to advocate implementing risk assessment 
instruments in clinical practice, we can conclude that clinicians in a het-
erogeneous out-patient forensic psychiatric setting can achieve similar 
results with the START as clinicians and research staff  in more homoge-
neous in-patient settings. 

In Chapter 4 we addressed an issue that has hitherto been fairly unex-
amined, that of client self-assessment of future risk for violent behaviour. 
Clients have their own unique insights and perspectives into why they get 
involved in violent or criminal behaviour. As such these could be valuable 
additions to risk assessments made by case managers. We examined this 
for clients in out-patient forensic psychiatry, testing if the clients perspec-
tive could improve the predictive validity of case-manager rated STARTs. 

We found that clients were able to complete the instrument but that 
agreement between client and case manager on key strengths and criti-
cal risk factors was poor. This diff erent selection seems to refl ect diff erent 
views on why clients (re-)off end and should be addressed in treatment 
planning, for instance, by introducing shared decision making of the 
treatment plan. This is important because the optimal multivariate pre-
diction model included not only the case manager’s fi nal SPJ for violence 
against others but also the client’s self-assessed critical vulnerabilities and 
key strengths. Clients self-assessments therefore seem to be a useful addi-
tion to clinicians ratings of future risk. 
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prevenTing fuTure violenT behaviour and improving ClienT 
funCTioning

Promising as these findings for the predictive validity of the START in our 
out-patient setting may be, the main aim of forensic psychiatry is the 
reduction of recidivism. In Chapter 5, therefore, we tested whether we 
could achieve this goal by combining risk assessment with SDM of the 
treatment plan. We randomized 58 case managers and 632 of their clients 
to either Intervention (n = 310) or Care-As-Usual (n = 322). Intention-to-
treat multilevel logistic regression analyses on case manager reported 
outcomes showed that there was a general treatment effect. That is, 
at baseline 22% of clients had been involved in an incident, which at 
follow-up was reduced to 15%. This reduction was highly statistically sig-
nificant. However, we found no significant differences between the two 
treatment groups, showing that our intervention did not result in addi-
tional reductions of recidivism. 

We faced several challenges, some of which are a result of the study 
design, others of the implementation and of doing research in clinical 
practice in general. Our results could have been negatively influenced 
by the imperfect implementation of our study plan. However, several 
follow-ups of our initial intention-to-treat analyses using case manager 
reported outcomes did not change our conclusions. This makes it unlikely 
that imperfect implementation could be the sole explanation for not find-
ing an effect of the intervention on violent and criminal behaviour. 

Instead, we hypothesized that these findings might, in part, be due to 
a shift of treatment to more client functioning and Quality of Life (QoL) 
factors rather than those associated with risk of recidivism. We tested this 
hypothesis in Chapter 6. However, we found no evidence for such a shift. 
Again we found that clients in both study groups improved significantly 
over time, but that none of these improvements could be attributed to 
the intervention. 

limiTaTions and sTrengThs 

In Chapter 7 these main findings are summarized and discussed in the 
light of several limitations and strengths of the study. The main limita-
tion was a problematic implementation of the study protocol. This seems 
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linked to fl uctuating levels of case manager motivation on individual and 
institutional levels. Although in general case managers did not object 
to the intervention itself they found the tasks associated with the study 
oftentimes burdensome. Although not an option when the RACE study 
started, technological advances that since have taken place, e.g., intro-
duction Electronic Patient File and Routine Outcome Management, could 
now be used to lessen this burden on case managers. Future studies 
might want to examine these opportunities for data collection. An addi-
tional limitation of this study was: moderate levels of agreement between 
clinicians rating the same client independently on the START. A consen-
sus meeting, as occurs in clinical settings, might successfully address this 
problem. However, in our out-patient setting this was not feasible since 
oftentimes clients are only known to their own case manager. A last pos-
sible limitation of this study is that, given the nature of the intervention, 
we were unable to blind either case managers or clients to randomisation 
status. However, we argue that any eff ects arising from this on our results 
was negligible. 

This thesis fi lls a gap in our knowledge about the preventive eff ect of the 
use of risk assessment instruments in clinical practice and, to our knowl-
edge, is the fi rst randomized controlled trial to do so. Additionally we 
introduced SDM to this out-patient forensic setting where boosting and 
maintaining client motivation for treatment is an important part of case 
managers’ work. Moreover, we showed that including clients’ self-assess-
ments was a valuable addition when predicting future violent behaviour 
and that including clients’ perspectives in general is a worthwhile 
approach in forensic psychiatry. 

impliCaTions for CliniCal praCTiCe

Taken together the implications for clinical practice are as follows: there is 
currently very limited support for the use of risk assessment instruments 
as a way of violence prevention or for changing treatment policies by 
systematically using structured risk assessment in clinical care. However 
a defi nitive answer cannot be given at this time since the evidence base 
is limited to 4 studies including this thesis. Regarding the use of SDM in 
forensic psychiatry there is some evidence that it may not be suited to 
clients with pervasive psychiatric conditions like Personality Disorders. 
Further examination of this issue seems warranted given the successes 
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of the use of SDM in other settings and populations. Lastly, our findings 
suggest that there is already a high level of standard care in this setting. 
Possibly our intervention was a mere formalisation of already common 
practices and finding an intervention to improve on these could be a 
daunting task. 

However, the most important risk and protective factors associated 
with recidivism have by now been established and agreed upon by the 
research community. It seems time to move forward and start to conduct 
studies of high methodological standard in clinical practice since that is 
what we are ultimately trying to improve. Investigations of the benefits 
of risk assessment instruments and their contribution to more effective 
treatment interventions in terms of reduction of criminal and violent 
behaviour and ways in which to involve clients more in their treatment 
are necessary. As we ourselves have experienced, introducing randomized 
trials in clinical practice is difficult, but it can be done, and is an essen-
tial step before implementation can either be advocated or opposed. 
However, until such evidence has accumulated, the overall picture is not 
yet convincingly in favour of changing treatment policies by systemati-
cally employing structured risk assessment in clinical care. 
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Naar aanleiding van een aantal gewelddadige incidenten waarbij mensen 
met een psychische stoornis betrokken waren heeft de Nederlandse 
regering hervormingen van zowel justitie als de gezondheidszorg aange-
kondigd. De verwachting is dat deze veranderingen zullen resulteren in 
meer ambulante behandeling en dat de capaciteit van de klinieken zal 
afnemen. Hierdoor wordt de belasting van het ondergaan van een behan-
deling voor zowel cliënten zelf als in meer algemene zin verminderd. 
Door deze veranderingen zullen clinici steeds meer voor de vraag komen 
te staan hoe groot de kans (het risico) is dat een cliënt opnieuw een over-
treding begaat (zogenaamd recidiverisico) en welke zorg en/of vorm van 
supervisie het meest geschikt is om dit risico te verminderen. 

Het is gebruikelijk om risicotaxatie instrumenten te gebruiken voor dit 
doel. Echter, er is momenteel maar zeer beperkt bewijs voor het gebruik 
van deze instrumenten als een methode voor het voorkómen van 
gewelddadig gedrag en dit is zorgwekkend. Aangezien het voorkómen 
van toekomstig gewelddadig gedrag het hoofd doel is van forensisch psy-
chiatrische behandeling is nader onderzoek hiervan aangewezen. Deze 
dissertatie beoogt dit te doen. 

Een extra uitdaging in de forensisch psychiatrische behandeling is de 
motivatie van cliënten voor die behandeling en het ontwikkelen en 
onderhouden van een therapeutische relatie tussen cliënt en case man-
ager. Zowel theorieën over het ontstaan van gewelddadig gedrag als 
onderzoek in andere zorgsectoren laten zien dat de methodiek Samen 
Beslissen (Shared Decision Making in het Engels afgekort als SDM) 
hiervoor een nuttig hulpmiddel kan zijn. Daarom hebben we besloten om 
onze interventie bestaande uit risicotaxatie te combineren met SDM.

Theorieën over heT begaan van sTrafbare feiTen en risiCoTaxaTie 
insTrumenTen

In Hoofdstuk 1 worden de twee belangrijkste rehabilitatietheorieën 
besproken welke hun invloed hebben uitgeoefend op het veld van de 
risicotaxatie. Dit zijn de Risico-Behoefte-Responsiviteitstheorie (Risk-
Needs-Responsivity of RNR) en het Goede Leven Model (Good Lives 
Model of GLM). 

Het RNR model omvat 3 principes: het Risico Principe, het Behoefte 
Principe en het Responsiviteitsprincipe. In het kort zegt RNR dat recidive 
kan worden verminderd door aandacht te geven aan risicofactoren en 
door dit te doen op een manier die past bij de mogelijkheden van de 
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cliënt en zijn/haar risiconiveau. Ondanks dat het succes van een dergelijke 
risicogerichte behandeling is aangetoond, is er ook kritiek geweest op het 
model. Met name omdat het model de behandelmotivatie van cliënten 
buiten beschouwing laat, de rol van non-criminogene factoren (b.v., laag 
zelfvertrouwen) negeert in het zich voordoen van geweld en omdat het 
geen rekening houdt met de context waarbinnen gedrag plaats vindt.

Als reactie op deze problemen met RNR werd GLM werd geformuleerd. 
GLM gaat er van uit dat mensen een “Goed Leven” willen leiden door 
middel van het verkrijgen van belangrijke primaire goederen (b.v., vriend-
schap en geluk). Mensen begaan een strafbaar feit omdat ze niet de 
vermogens of kennis hebben om op een sociaal acceptabele manieren 
deze goederen te verkrijgen. Daarom is het niet alleen nodig om delin-
quenten te behandelen voor hun criminogene behoeften, maar om hun 
ook sociaal acceptabele strategieën aan te leren voor het opbouwen van 
een Goed Leven. Het bewijs voor GLM is momenteel relatief klein, maar 
de resultaten tot nu toe zijn bemoedigend, in ieder geval voor sommige 
van de basis aspecten van het model. 

Beïnvloed door deze theorieën heeft risicotaxatie verschillende verand-
eringen ondergaan in de afgelopen jaren, niet alleen in vorm maar ook 
wat betreft inhoud. Wat ooit begon als puur klinisch oordeel werd later 
vervangen door volledige actuariële risicotaxatie (dat wil zeggen, scor-
ing van een lijst van factoren waarvan bekend is dat ze geassocieerd zijn 
met recidive). Momenteel is de combinatie van deze twee benaderingen 
populair: het Structureel Professionele Oordeel (Structured Professional 
Judgment, SPJ). In de SPJ aanpak maken clinici eerst een beoordeling met 
behulp van een actuariële lijst om vervolgens een eindoordeel van het 
uiteindelijke risiconiveau te geven gecorrigeerd door hun professionele 
klinische oordeel en kennis van de cliënt.

De populariteit van deze aanpak in de klinische praktijk heeft geleid tot 
de inclusie van niet alleen statische (onveranderbare) risicofactoren, 
zoals het eerder hebben gehad van een psychische stoornis, maar ook 
dynamische (veranderbare) factoren, zoals mentaal welbevinden. De 
aantrekkingskracht van dynamische factoren ligt in hun vermogen tot 
het weergeven van veranderingen in risiconiveau en in het richting 
geven aan risicomanagement strategieën. Door ook nog beschermende 
factoren, zoals het hebben van goede sociale vaardigheden, toe te voe-
gen aan risicotaxatie instrumenten kunnen de behoeften van een cliënt 
beter worden vervuld en dit kan weer bijdragen aan het verminderen van 
recidive. De Short Term Assessment of Risk and Treatability (START) is een 
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voorbeeld van een SPJ instrument bestaande uit dynamische en bescher-
mende risicofactoren.

de raCe-sTudie en inTervenTie

De RisicoTaxatie en ZorgEvaluatie (Risk Assessment and Care Evalution, 
RACE) studie (trial nummer 1042 op www.trialregister.nl), is de eerste ger-
andomiseerde gecontroleerde trial die het onderwerp van het voorkómen 
van geweld door middel van het gebruik van risicotaxatie instrumenten 
en SDM onderzoekt. In een unieke samenwerking namen alle drie de 
ambulante forensisch psychiatrische klinieken in Noord-Nederland deel 
aan dit onderzoek (de locaties in Assen, Leeuwarden en Groningen). We 
randomiseerden 58 behandelaren en 632 van hun cliënten na Interventie 
(n=310) of Gebruikelijke zorg (n=322). We waren van plan alle cliënten 
minstens 18 maanden te volgen. 

In Hoofdstuk 2 wordt een gedetailleerde beschrijving gegeven van een 
typische cliënt die behandeld wordt in een van de ambulante klinieken 
en de manier waarop onze interventie in zijn zorg werd geïntegreerd. 
Meneer J. is een typisch voorbeeld van de cliënten in de ambulante 
forensische psychiatrie omdat hij een redelijk jonge man is (24 op dat 
moment) die een ietwat zorgwekkend verleden heeft. Zo werd hij fysiek 
mishandeld door zijn stiefvader en gebruikte hij op jonge leeftijd al drugs. 
Hij is meerdere keren veroordeeld voor strafbare feiten die variëren van 
inbraak en diefstal tot seksueel en fysiek geweld. Nadat hij zijn vriendin 
had aangevallen werd hij door de reklassering doorverwezen naar de 
ambulante kliniek om daar behandeld te worden. Meneer J. heeft een 
Persoonlijkheidsstoornis Niet Anderszins Omschreven met Antisociale, 
Narcistische en Afhankelijke trekken. Schizofrenie of een andere vorm van 
Psychose werden nooit gediagnosticeerd.

Als onderdeel van de eerste stap van onze interventie vulden zowel J. 
als zijn behandelaar de START in als voorbereiding op de behandelp-
lanbespreking (zie Appendix A en B voor de Nederlandse versies en D 
en E voor de Engelse versie). Tijdens de tweede stap van de interventie 
gebruikten zij een protocol gericht op het bevorderen van SDM. Het doel 
hiervan is dat cliënt en behandelaar tot overeenstemming komen over de 
behandeldoelen voor de toekomst. Tijdens vervolgafspraken werd deze 
aanpak herhaald en werden de eerder gemaakte afspraken geëvalueerd 
(Appendix C). Zowel de behandelaar als de cliënt beargumenteerden 
tijdens het gesprek hun keuzes en deden een voorstel voor de zorg die 
ze op de genoemde punten wenselijk vonden. In het algemeen vonden 
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zowel behandelaren als cliënten dit een nuttige en informatieve aanpak. 

heT voorspellen van ToekomsTig gewelddadig gedrag

In Hoofdstuk 3 proberen we verschillende lacunes in onze kennis over de 
predictieve validiteit van de START op te vullen. Tot nu toe gepubliceerde 
resultaten werden door een of meerdere van de volgende problemen 
beperkt: kleine aantallen in de onderzoeksgroepen, alleen onderzoek 
binnen klinieken, het invullen van de START door onderzoeksassistenten 
in plaats van door clinici, en het invullen van de START op basis van het 
dossier in plaats van als onderdeel van de klinische praktijk. We onder-
zochten expliciet of de voorspelling van toekomstig gewelddadig gedrag 
met behulp van historische risicofactoren kan worden verbeterd door het 
opnemen in het model van 1) dynamische risicofactoren; 2) dynamische 
beschermende factoren; en 3) het uiteindelijke klinische (SPJ) oordeel. We 
onderzochten ook of de modellen álle beschermende en risicofactoren 
moesten bevatten of dat de voor de cliënt belangrijkste sterktes en risico-
factoren zouden volstaan voor een succesvolle voorspelling. Predictieve 
validiteit voor al deze modellen werd onderzocht voor een follow-up peri-
ode van 3 en 6 maanden.

Voorspelling van recidivisme gebaseerd op historische factorscores 
kon niet worden verbeterd door het toevoegen van dynamische risico-, 
beschermende sterkte, of voor de cliënt belangrijkste factoren. De toev-
oeging van het SPJ eindoordeel verbeterde het model tot bescheiden 
accuraatheid maar was geen onafhankelijke signifi cante toevoeging 
aan het model voor de follow-up periode van 3 maanden. Voor de 
volgperiode van 6 maanden verbeterde het SPJ eindoordeel ook de 
predictieve accuraatheid tot een bescheiden niveau en was tevens 
een signifi cante onafhankelijke toevoeging bij het voorspellen van de 
uitkomst. Beperkingen zijn van toepassing, maar deze resultaten zijn 
vergelijkbaar met die uit klinische, door onderzoekers gescoorde groepen 
en worden besproken in het licht van de typische kenmerken van de 
ambulante instelling. Het is te vroeg om implementatie van risicotaxatie 
instrumenten in de klinische praktijk te adviseren. Echter, we kunnen 
concluderen dat clinici bij een heterogene groep ambulante forensisch 
psychiatrische cliënten vergelijkbare resultaten kunnen bereiken met 
de START als clinici en onderzoekers bij meer homogeen samengestelde 
groepen klinische cliënten. 

In Hoofdstuk 4 onderzoeken we een onderwerp dat tot nu toe weinig 
aandacht heeft gekregen, namelijk dat van het door cliënten zelf laten 
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beoordelen van hun risico voor toekomstig gewelddadig gedrag. 
Cliënten hebben immers hun eigen unieke inzichten en perspectieven 
over waarom ze betrokken raken bij gewelddadig en crimineel gedrag. 
Deze inzichten kunnen een waardevolle toevoeging zijn op risicotaxaties 
gemaakt door behandelaren. We onderzochten dit voor cliënten in de 
ambulante forensische psychiatrie door te testen of het opnemen van het 
cliëntperspectief de predictieve validiteit kon verbeteren van de door de 
behandelaar ingevulde START.

We vonden dat cliënten in staat waren om het instrument in te vullen 
maar dat de overeenkomst tussen cliënt en behandelaar met betrekking 
tot de keuze voor belangrijkste sterke en risicofactoren slecht was. De 
verschillende visies van cliënten en behandelaren op waarom cliënten 
(opnieuw) de fout in gaan lijken hieraan ten grondslag te liggen, en deze 
verschillen zouden een onderdeel moeten vormen van de behandeling. 
Bijvoorbeeld door middel van het gebruiken van SDM bij het opstellen 
van het behandelplan. Dit is belangrijk omdat het beste model niet alleen 
het SPJ eindoordeel van de behandelaar bevatte, maar ook de door cliënt 
zelf aangewezen belangrijke sterke en risicofactoren. Het toevoegen van 
cliënt zelfbeoordelingen lijkt daarom een nuttige toevoeging op het door 
de behandelaren geschatte risico voor toekomstig gewelddadig gedrag. 

voorkómen van ToekomsTig gewelddadig gedrag en verbeTeren van 
CliënT funCTioneren

Veelbelovend als deze bevindingen betreffende de predictieve validiteit 
van de START in onze ambulante instelling mogen zijn, het hoofddoel 
van de forensische psychiatrie is het verminderen van recidivisme. In 
Hoofdstuk 5 testen we daarom of we dit doel kunnen bereiken door het 
combineren van risicotaxatie met SDM van het behandelplan. We ran-
domiseerden 58 behandelaren en 632 van hun cliënten tot Interventie 
(n=310) of Gebruikelijke Zorg (n=322). Intention-to-treat multilevel 
logistische regressie analyses op door de behandelaar gerapporteerde 
uitkomsten laat zien dat er een algemeen behandeleffect is. Aan het 
begin van het onderzoek was 22% van de cliënten betrokken bij een 
incident. Aan het einde van het onderzoek was dit afgenomen tot 15%. 
Ondanks dat deze afname statistisch zeer significant was, vonden we 
geen significante verschillen tussen de twee behandelgroepen. Hieruit 
blijkt dat onze interventie niet heeft bijgedragen aan een verdere afname 
van de recidive. 
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We kregen te maken met verschillende uitdagingen tijdens de uitvoering 
van het onderzoek. Sommige daarvan zijn het resultaat van het onderzo-
eksmodel, andere van de implementatie en van het doen van onderzoek 
in de klinische praktijk in meer algemene zin. Onze resultaten kunnen 
negatief beïnvloed zijn door de onvolledige implementatie van ons 
onderzoeksplan. Om dit te onderzoeken deden we verschillende extra 
analyses die echter onze eerdere conclusies niet veranderden. Het is dan 
ook onwaarschijnlijk dat onvolledige implementatie de enige verklaring is 
voor onze bevinding dat er geen eff ect van de interventie was op het zich 
voordoen van gewelddadig en crimineel gedrag.

Onze hypothese was dat deze resultaten deels het gevolg zijn van een 
verschuiving in de behandeling van de factoren die gerelateerd zijn aan 
recidiverisico naar factoren die te maken hebben met de Kwaliteit van 
Leven (Quality of Life, QoL) van cliënten. We testten deze hypothese in 
Hoofdstuk 6, maar konden geen bewijs vinden voor een dergelijke ver-
schuiving. We vonden opnieuw dat cliënten in beide onderzoeksgroepen 
signifi cant verbeterden op de gemeten factoren, maar dat geen enkele 
van deze verbeteringen kon worden toegeschreven aan de interventie.

beperkingen en sTerkTes

In Hoofdstuk 7 worden deze belangrijkste bevindingen samen gevat 
en besproken en binnen het kader van verschillende beperkingen en 
sterktes van het onderzoek geplaatst. De belangrijkste beperking was de 
problematische implementatie van het onderzoeksprotocol. Dit lijkt te 
maken te hebben met wisselende motivatie bij individuele behandelaren 
en op institutioneel niveau. Behandelaren maakten in het algemeen geen 
bezwaar tegen de interventie zelf maar vonden de werkzaamheden die 
te maken hadden met het onderzoek vaak belastend. Ten tijde van het 
begin van de RACE studie waren er een aantal technologische mogelijk-
heden niet die er nu wel zijn, zoals het Elektronisch Patiënten Dossier en 
Routine Outcome Monitoring. Toekomstig onderzoek zou hiervan gebruik 
kunnen maken om de belasting van behandelaren met onderzoekstaken 
te verminderen. Een andere beperking van deze studie was de lage mate 
van overeenstemming tussen clinici die dezelfde cliënt, onafhankelijk 
van elkaar, beoordeelden op de START. Een consensus bijeenkomst, zoals 
in klinieken plaats vindt, zou dit probleem succesvol kunnen oplossen. 
Echter, in onze ambulante instelling was dit onmogelijk omdat cliënten 
vaak alleen door hun eigen behandelaar werden gezien. Een laatste bep-
erking van dit onderzoek is dat het niet mogelijk was om cliënten en/
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of behandelaren te blinderen voor hun randomisatiestatus. We beargu-
menteren echter dat het mogelijke effect dat dit heeft gehad op onze 
resultaten verwaarloosbaar is.

Deze dissertatie vult een lacune in onze kennis betreffende het pre-
ventieve effect van het gebruiken van risicotaxatie instrumenten in de 
klinische praktijk en is, voor zover ons bekend, de eerste gerandomi-
seerde gecontroleerde studie die dit doet. Bovendien introduceerden we 
SDM in deze ambulante instelling waar het verbeteren en onderhouden 
van cliëntmotivatie voor behandeling een belangrijk onderdeel is van 
het werk van behandelaars. Ook lieten we zien dat het opnemen van de 
zelfbeoordeling van cliënten een waardevolle toevoeging is aan voor-
spellingen van toekomstig gewelddadig gedrag en dat het opnemen 
van cliëntperspectieven in het algemeen een waardevolle aanpak is in de 
forensische psychiatrie.

impliCaTies voor de klinisChe prakTijk

Samenvattend zijn de implicaties voor de klinische praktijk als volgt: er is 
momenteel beperkte ondersteuning voor het gebruik van risicotaxatie 
instrumenten als een methode voor het voorkómen van geweld en dus 
voor het veranderen van behandelprotocollen door het systematische 
gebruik van gestructureerde risicotaxatie instrumenten in de klinische 
zorg. Een definitief antwoord op de vraag naar de preventieve werking 
van het gebruik van risicotaxatie instrumenten kan op dit moment niet 
worden gegeven omdat de literatuur beperkt is tot 4 onderzoeken, waar-
onder deze dissertatie. Met betrekking tot het gebruik van SDM in de 
forensische psychiatrie is er enig bewijs dat deze methode mogelijk niet 
geschikt is voor cliënten met een vergaande psychiatrische stoornis zoals 
een Persoonlijkheidsstoornis. Verder onderzoek van dit punt lijkt dan ook 
nodig gegeven het succes van SDM in andere zorgsectoren. Ten laatste, 
onze resultaten suggereren dat er al een hoog niveau van zorg wordt 
gegeven in de ambulante forensisch psychiatrische instellingen waar 
ons onderzoek plaatsvond. Mogelijk was onze interventie niet meer dan 
een formalisering van reeds gebruikelijke praktijken. Het vinden van een 
interventie die de uitkomsten nog meer kan verbeteren is dan ook een 
uitdaging.

Onderzoekers hebben inmiddels overeenstemming bereikt over de meest 
belangrijke risico en beschermende factoren die geassocieerd zijn met 
recidivisme. Het lijkt dan ook tijd te worden om de volgende stap te zet-
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ten en te beginnen met het doen van hoog methodologisch onderzoek 
in de klinische praktijk. De klinische praktijk is immers wat we uiteindelijk 
willen verbeteren. Er is meer onderzoek nodig naar de voordelen van 
het gebruik van risicotaxatie instrumenten en de manier waarop deze 
instrumenten kunnen bijdragen aan eff ectievere behandeling, vermind-
ering van crimineel en gewelddadig gedrag en het betrokken maken van 
cliënten bij hun eigen behandeling. Zoals we zelf hebben ondervonden, 
is het lastig om gerandomiseerde onderzoeken in de klinische praktijk uit 
te voeren. Maar, het kan wel. Bovendien is het een essentiële stap in het 
onderzoeksproces voordat men algehele invoering van een methode kan 
aanbevelen of afraden. Totdat er meer van dergelijk bewijsmateriaal is, is 
het totaalplaatje nog niet overtuigend voor het veranderen van behan-
delprotocollen en –beleid zoals het invoeren en systematisch gebruiken 
van gestructureerde risicotaxatie instrumenten in de klinische praktijk. 





 

 appendiCes appendiCes
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 a – shorT Term assessmenT of risk and       
         TreaTabiliTy – Case manager (nl) 

‘t lam, K., laNCel, m., & hilDeBraND, m. (2009). haNDleiDiNG BiJ De Short-term 
aSSeSSmeNt of riSK aND treataBility (Start): riChtliJNeN BiJ het BeoorDeleN vaN Korte 
termiJN riSiCo’S eN BehaNDelmoGeliJKheDeN. [maNual for the Short-term aSSeSSmeNt 
of riSK aND treataBility (Start): GuiDeliNeS for aSSeSSmeNt of Short-term riSKS 
aND treatmeNt oPPortuNitieS (DutCh traNSlatioN)]. aSSeN, the NetherlaNDS: GGZ 
DreNthe.
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START SCORINGSKAART RACE-STUDIE 

CLIËNT    AFPN MEDEWERKER   DATUM BEOORDELING (DD/MM/JJJJ) 

 

Beoordeling o.b.v. afgelopen periode van (3?, nee)________ maanden voor komende periode van (6?, 

nee)________ maanden. Er van uit gaande dat cliënt zich komende periode bevindt in volgende beoogde 

 context ___________ 

Overwegingen 

bij score 

S Sterkten 

START ITEMS 

Risico’s E 
Overwegingen 

bij score 
item 2 1 0 0 1 2 item 

     1. Sociale vaardigheden       

     2. Relaties (TW*: J/N)       

     3. Werk en opleiding       

     4. Vrijetijdsbesteding       

     5. Zelfverzorging       

     6. Mentale status       

     7. Emotionele status       

     8. Middelengebruik       

     9. Impulscontrole       

     10. Externe invloeden       

     11. Sociale steun (POC*: J/N)       

     12. Materiële omstandigheden       

     13. Attitudes       

     14. Medicatievoorschriften       

     15. Meewerken aan regels       

     16. Gedrag       

     17. Inzicht       

     18. Plannen       

     19. Coping       

     20. Motivatie tot verandering       

     
21. Casus specifiek item 

______________________ 
      

     
22. Casus specifiek item  

______________________ 
      

TW = Therapeutische Werkrelatie; ** POC = Positief Ondersteunende Contacten 
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SPECIFIEKE RISICO BEOORDELINGEN Overwegingen bij 

beoordeling 

Risico voor anderen Laag  Midden  Hoog   

Zelfbeschadiging Laag  Midden  Hoog   

Suïcide Laag  Midden  Hoog   

Schenden 

behandelvoorwaarden 

Laag  Midden  Hoog   

Middelenmisbruik Laag  Midden  Hoog   

Zelfverwaarlozing Laag  Midden  Hoog   

Victimisatie Laag  Midden  Hoog   

Casus specifiek risico, nl. 

 

Laag  Midden  Hoog   

 

RISICOMANAGEMENT 
 
 
 
 
RISICOSIGNALEN 
 
 
 
 
HUIDIGE BEHANDELPLAN 
 
 
 
 
MEDISCHE AANDACHTSPUNTEN/TESTS 
 
 
 
 
RISICOBESCHRIJVING: welke factoren voorspellen-verklaren / welke persoon / zal 
uitvoeren / welke daad / op welk moment?  
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 b – shorT Term assessmenT of risk and    
         TreaTabiliTy – ClienT aelf-appraisal (nl)

vaN DeN BriNK, r. h. S., troQuete, N. a. C., BeiNtema, h., mulDer, t., vaN oS, t. w. D. 
P., SChoeverS, r. a., & wierSma, D. (SuBmitteD). riSK aSSeSSmeNt By ClieNt aND CaSe 
maNaGer for ShareD DeCiSioN maKiNG iN outPatieNt foreNSiC PSyChiatry. 
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 CLIËNT: ____________________________ __ DATUM INVULLEN: ____________  

Kwetsbare punten 
 
Kwetsbare punten zijn dingen (in uzelf en in uw leven) die er voor kunnen zorgen dat het niet 
goed met u gaat, en dat u (weer) in aanraking komt met politie en justitie. 
Geef bij de onderstaande dingen aan of het kwetsbare punten van u zijn. 
Gebruik de vierkanten voor uw antwoorden. Op de cirkels komen we later terug.  

Punt  
Kwetsbaar punt? 

 

3 of 
meer 

Belang-
rijkste 

Ja Enigszins Nee 

1. Moeilijk contact maken met anderen 
Teruggetrokken zijn. Stil zijn, niet veel zeggen. 
Lastig in de omgang met anderen. 

      
2. Moeite met het opbouwen van relaties 

Met vrienden, een partner, hulpverleners. 
 

      
3 Problemen met werk of opleiding 

Geen interesse in hebben. Kost moeite om het 
goed te doen. 

      
4. Gebrek aan bezigheden in je vrije tijd 

Geen hobbies hebben. Je vervelen, of maar 
wat rondhangen.  

      
5. Moeite met het verzorgen van jezelf 

Moeilijk vinden om je huis schoon te houden, 
eten te koken, je kleren te wassen, regelmatig 
te douchen, gezond te leven. 

      

6. Problemen hebben met helder denken 
Moeilijk je aandacht ergens bij kunnen 
houden. Stemmen horen, of storende 
gedachten hebben. Vaak anderen 
wantrouwen. 

      

7. Slechte stemming hebben 
Je onplezierig voelen. Somber. Prikkelbaar. 
Boos. 

      
8. Problemen met alcohol of drugs 

Teveel drinken. Drugs gebruiken. Gebruik 
beïnvloedt je leven.  

      
9. Gebrek aan zelfbeheersing 

Eerst doen en dan pas denken. Geen rekening 
houden met de gevolgen van wat je doet. 

      
10. Gevoelig zijn voor slechte invloeden 

Meedoen met vrienden terwijl je weet dat je 
daardoor in de problemen komt. 
Moeilijkheden opzoeken. 

      

11. Gebrek aan steun van mensen om je heen 
Helemaal op jezelf aangewezen zijn. Of steun 
van anderen afwijzen. 
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Punt  
Kwetsbaar punt?  

3 of 
meer 

Belang-
rijkste Ja Enigszins Nee  

12. Problemen met geld of wonen 
Grote schulden hebben. Geen geld voor de 
huur, eten, gas, licht. Zorgen over je woning. 
Hulp afwijzen bij het beheren van je geld.  

      

13. Gebrek aan respect voor anderen 
Liegen. Moeite om te begrijpen waarom 
anderen verdrietig zijn. Wat jij wilt is 
belangrijker dan wat andere mensen willen.  

      

14. Medicijnen laten staan of verkeerd 
gebruiken 
Voorgeschreven medicijnen laten staan. Of ze 
anders gebruiken dan aangegeven is. Twijfels 
hebben over noodzaak ervan. 

      

15. Moeite met regels 
Afspraken niet nakomen. Geen afspraken willen 
maken. Je verzetten tegen controles, 
bijvoorbeeld controle op druggebruik. 

      

16. Je vervelend gedragen naar anderen 
Pesten of bang maken. Stelen. Vernielen. 
Seksueel lastig vallen.  

      
17. Onzeker zijn over je sterke en zwakke punten 

Onduidelijk voor je zijn waarom je soms in de 
problemen komt. Niet aan zien komen als het 
weer slechter met je gaat.  

      

18. Een doel en plannen missen 
Niet weten wat je eigenlijk wil. Of plannen 
hebben waarvan je eigenlijk wel weet dat ze 
niet haalbaar zijn, of slecht voor anderen. 

      

19. Moeilijk problemen de baas kunnen 
Problemen overrompelen je. Maken je angstig. 
Groeien je snel boven het hoofd. Omgaan met 
veranderingen is moeilijk voor je.  

      

20. Moeite om mee te werken aan je 
behandeling 
Twijfelen of behandeling wel zin heeft. Net 
doen of je meewerkt. Eigenlijk vinden dat 
anderen moeten veranderen en niet jij. 

      

21. Problemen in omgaan met seksualiteit 
Geen seksuele partner. Storende of 
onaanvaardbare seksuele aandrang, fantasieën 
of gedrag. Onveilige seks. Verslaafd aan seks.  

      

Andere dingen die er voor zorgen dat het slecht 
met u gaat  
………………………………………………………… 
………………………………………….……………… 
 

 
 
 
 

 
 
 

 
 
 

 
 
 
 

Kruis nu in de meest rechtse kolom (de cirkels) de 3 of meer belangrijkste dingen aan die 
ervoor kunnen zorgen dat het slecht met u gaat.  
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Beschermende punten 
 

- Beschermende punten zijn dingen (in uzelf en in uw leven) die er juist voor zorgen dat  
het goed met u gaat, en dat u niet (weer) in aanraking komt met politie en justitie.  

- Geef bij de onderstaande dingen aan of het beschermende punten van u zijn.  
- Gebruik de vierkanten voor uw antwoorden. Op de cirkels komen we later weer terug 
 
 
 
 

Punt  
Beschermend punt? 

 

3 of 
meer 

Belang-
rijkste 

Ja Enigszins Nee 

 Contact kunnen maken met anderen 
Een praatje kunnen maken. Meedoen met 
groepsactiviteiten. Plezier beleven aan contact 
met anderen.  

      

2. Goede relaties kunnen opbouwen 
Met vrienden, een partner, hulpverleners. 

      
3 Plezier in je werk of opleiding 

Werk hebben of een opleiding. Goed je werk of 
opleiding kunnen doen. 

      
4. Bezigheden hebben in je vrije tijd 

Hobbies hebben. Je kunnen vermaken.       
5. Jezelf kunnen verzorgen 

Je huis schoon kunnen houden. Eten koken. Je 
kleren wassen. Douchen. Gezond leven. 

      
6. Helder kunnen denken 

Je aandacht ergens bij kunnen houden. Geen 
stemmen horen, of storende gedachten hebben.  

      
7. Goede stemming hebben 

Je plezierig voelen. Kalm. Hoopvol.       
8. Van alcohol en drugs af kunnen blijven 

Geen drugs gebruiken. Met mate drinken. 
Behandeling hiervoor accepteren, als dat nodig is. 

      
9. Zelfbeheersing 

Je goed kunnen beheersen. Jezelf in de hand 
hebben. Eerst denken, dan pas doen. 

      
10. Weerstand kunnen bieden aan slechte 

invloeden 
Weigeren mee te doen als vrienden dingen doen 
die niet goed zijn. Problemen niet opzoeken. 

      

11. Steun van de mensen om je heen 
Mensen hebben die je steunen (familie, vrienden 
of hulpverleners). Die het beste voor jou willen. 
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Punt  
Beschermend punt?  

3 of 
meer 

Belang-
rijkste Ja Enigszins Nee  

12. Geld en woning voor elkaar hebben 
Met je geld uitkomen. Geen schulden hebben. 
Goede woonruimte hebben. Hulp aanvaarden 
bij het beheren van je geld. 

      

13. Respect voor anderen hebben 
Open en eerlijk zijn naar anderen. Je kunnen 
voorstellen dat anderen verdrietig zijn om 
iets. 

      

14. Medicijnen goed gebruiken 
Voorgeschreven medicijnen gebruiken. 
Begrijpen waarom ze nodig zijn. 

      
15. Je houden aan regels 

Begrijpen waarom de regels nodig zijn. 
Meewerken aan controles, bijvoorbeeld 
controle op druggebruik. 

      

16. Je prettig gedragen voor anderen 
Van spullen van een ander afblijven. Je veilig 
gedragen voor anderen. 

      
17. Je sterke en zwakke punten kennen 

Weten waardoor je soms in de problemen 
komt. Herkennen als het weer slechter me je 
gaat. 

      

18. Een doel en plannen hebben 
Iets hebben waarnaar je streeft. Wat niet ten 
koste gaat van andere mensen. Plannen 
hebben, die ook haalbaar zijn. 

      

19. Kunnen omgaan met problemen 
Problemen kunnen oplossen. Met stress en 
veranderingen kunnen omgaan. Zonodig 
hulp vragen. Positief blijven denken. 

      

20. Meewerken aan je behandeling 
Je inzetten voor je behandeling. Willen slagen. 
Meedoen, omdat je dat zelf ook wil. 

      
21. Goed omgaan met seksualiteit 

Goede seksuele relatie. Controle over seksuele 
prikkels, fantasieën en gedrag. Veilige seks 
voor beiden. 

      

Andere dingen die er voor zorgen dat het goed 
met u gaat  
 
………………………………………………………… 
………………………………………………………… 
 

 

 
 
 
 

 
 

 
 

 
 
 
 

 

 
 
 
 

Kruis nu in de meest rechtse kolom (de cirkels) de 3 of meer dingen aan die voor u het  
belangrijkste zijn om ervoor te zorgen dat het goed met u gaat.  
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 C – TreaTmenT plan disCussion (nl) 
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Zorgevaluatie met cliënt RACE-studie 
Cliënt nummer RACE-studie Naam AFPN-medewerker Datum gesprek (dd/mm/jjjjj) 
_______________________ ____________________ ________________________ 
 

 Introductie van doel van het gesprek 

- Bespreken hoe het op dit moment met u gaat. 
- En welke zorg er - volgens u en volgens mij - nodig is. 
- (Als cliënt vooraf START heeft kunnen invullen, dit erbij laten pakken) 
 

1. Kwetsbare punten volgens cliënt 

- Als u nu kijkt naar hoe het op dit moment met u gaat. Wat zijn dan volgens u de belangrijkste dingen (in  
uzelf en in uw leven) die er voor kunnen zorgen dat het niet goed met u gaat, en dat u (weer) in aanraking  
komt met politie en justitie? 

- Noem er tenminste 3, bijvoorbeeld uit dit lijstje (START items), of andere dingen. (Welke kwetsbare punten  
heeft u bijvoorbeeld als belangrijkste aangekruist op de START?) 

 
Per genoemd punt vragen (en antwoord hieronder aangeven in tabel): 
- Als u nu kijkt, naar hoe het nu met u gaat op dit punt, wat voor rapportcijfer zou u zich daar dan nu voor  

geven? (0-10)  
- Vindt u dat u meer, of andere zorg op dit punt nodig heeft?  
- Zo ja, wat voor zorg dan? (Wat is nodig om het rapportcijfer te verhogen?) 
- Bespreek dit. Leg vast (in laatste kolom) wat is afgesproken over de zorg. 
 

Kwetsbaar punt volgens 
cliënt 

START 
item 

Rapport-
cijfer 

Andere 
of meer 
zorg? 

Afgesproken Zorg 

  

 Nee Ja 

 
 
 
 

  

 Nee Ja 

 
 
 
 

  

 Nee Ja 

 
 
 
 

  

 Nee Ja 

 
 
 
 

  

 Nee Ja 

 
 
 
 



201

A

 

 

2. Beschermende punten volgens cliënt 

- Nu uw beschermende punten. Wat zijn volgens u nu de belangrijkste dingen (in uzelf en in uw leven) die er  
voor zorgen dat het wel goed met u gaat, en dat u niet (weer) in aanraking komt met politie en justitie? 

- Noem er weer tenminste 3.  
- Kijk bijvoorbeeld op dit lijstje (START items), of noem andere dingen. 
- (Welke beschermende punten heeft u bijvoorbeeld als belangrijkste aangekruist op de START?) 
 
- Per genoemd punt weer vragen (en antwoord hieronder aangeven in tabel): 
- Wat voor rapportcijfer geeft u zich, zoals het nu op dit punt met u gaat? (0-10)  
- Vindt u dat u meer, of andere zorg op dit punt nodig heeft?  
- Zo ja, wat voor zorg dan? (Wat is nodig om het rapportcijfer te verhogen?) 
- Bespreek dit. Leg vast (in laatste kolom) wat is afgesproken over de zorg. 
 
  
 
 

Beschermend punt 
volgens cliënt 

START 
item 

Rapport-
cijfer 

Andere 
of meer 
zorg? 

Afgesproken Zorg 

  

 Nee Ja 

 
 
 
 
 

 
 

 

 Nee Ja 

 
 
 
 
 

  

 Nee Ja 

 
 
 
 
 

  

 Nee Ja 

 
 
 
 
 

  

 Nee Ja 
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3. Kwetsbare punten volgens behandelaar(s) 

 
Wij hebben ook gekeken naar uw kwetsbare en beschermende punten op dit moment. Wij vinden uw kwetsbare  
punten op dit moment: (noem de als ‘Essentiële items’ aangekruiste ‘Risico’s’ van uw START-beoordeling). 
Benoem overeenstemming en verschillen met beoordeling door cliënt zelf. 
 
Per genoemd item: 
Geef aan waarom het, op dit moment, als kwetsbaar punt van de cliënt (c.q. risico / bedreiging) wordt gezien. 
Vraag: Wat vindt u hiervan? 
Wat betreft de zorg op dit punt, vinden wij het nodig om: … (kan aanpassing, maar ook voortzetting huidige zorg 
 zijn) Wat vindt u daarvan? 
Kunnen we hierover tot een afspraak komen? (afgesproken zorg hieronder vastleggen in laatste kolom) 
 
 

Kwetsbaar punt volgens 
behandelaar(s) STARTitem Afgesproken Zorg 
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4. Beschermende punten volgens behandelaar(s) 

 
Wij vinden uw belangrijkste beschermende punten op dit moment: (noem de als ‘Sleutel items’ aangekruiste ‘Sterkten’ 
 van uw START-beoordeling). 
Benoem weer overeenstemming en verschillen met beoordeling door cliënt zelf. 
 
Per genoemd item weer: 
Geef aan waarom het, op dit moment, als beschermend punt van de cliënt wordt gezien. 
Wat vindt u hiervan? 
Wat betreft de zorg op dit punt, vinden wij het nodig om: … (kan aanpassing, maar ook voortzetting huidige zorg zijn) 
Wat vindt u daarvan? 
Kunnen we hierover tot een afspraak komen? (afgesproken zorg hieronder vastleggen in laatste kolom) 
 
 

Beschermend punt volgens 
behandelaar(s) 

STARTitem Afgesproken Zorg 
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Vergelijking met vorige zorgevaluatie 

Betreft zorgevaluatie van datum (dd/mm/jjjjj): ____________________________  

5. Vorige keer genoemd, nu niet 

- Pak het formulier van de vorige zorgevaluatie erbij. 
- Kom terug op de kwetsbare en beschermende punten die de cliënt de vorige keer wel noemde maar deze keer niet. 
- Vraag de cliënt een rapportcijfer te geven, zoals het nu op deze punten met hem gaat (zoals boven bij punt 2). 
- Bespreek de rol van de geboden zorg hierin (inclusief eventuele aanpassing van de zorg na de vorige evaluatie). Geef 

aan of de zorg voortgezet dient te worden. 
 
 

Kwetsbaar punt volgens cliënt 
(vorige keer genoemd, nu niet) 

START 
item 

Rapport-
cijfer 

Rol (aangepaste) zorg hierbij? 
Zorg voortzetten? 

  

 

 
 
 
 

 
 

 

 

 
 
 
 

  

 

 
 
 
 

 
 

Beschermend punt volgens cliënt 
(vorige keer genoemd, nu niet) 

START 
item 

Rapport-
cijfer 

Rol (aangepaste) zorg hierbij? 
Zorg voortzetten? 
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6. Realisatie vorige keer overeengekomen afspraken over zorg 

- Geef hieronder in de linker kolommen aan op welk punt de afspraak van vorige keer betrekking hadden  
(welk START-item en was het een kwetsbaar of beschermend punt volgens cliënt of volgens de behandelaar?) 

- Geef per afspraak aan of de aanpassing van de zorg is gerealiseerd. 
- Leg eventuele nieuwe afspraken over zorg weer vast in laatste kolom van onderstaande tabel. 
 
 

 
Afspraak betrof 
 Afgesproken 

zorgaanpassing 
gerealiseerd? 

Nieuwe afspraak over zorg 
 

Start-item 

Kw
et

sb
aa

r p
un

t 
cl

ië
nt

 

Be
sc

he
rm

en
d 

pu
nt

 c
lië

nt
 

Kw
et

sb
aa

r p
un

t 
be

ha
nd

. 

Be
sc

he
rm

en
d 

pu
nt

 b
eh

an
d.

 

 

    

Nee  Ja 
 

 

    

Nee  Ja 
 

 

    

Nee  Ja 
 

 

    

Nee  Ja 
 

 

    

Nee  Ja 
 

 

    

Nee  Ja 
 

 

    

Nee  Ja 
 

 

    

Nee  Ja 
 

 

    

Nee  Ja 
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 d – shorT Term assessmenT of risk and    
         TreaTabiliTy (en)

NiChollS, t. l., BriNK, J., DeSmaraiS, S. l., weBSter, C. D., & martiN, m. (2006). the 
Short-term aSSeSSmeNt of riSK aND treataBility (Start): a ProSPeCtive valiDatioN 
StuDy iN a foreNSiC PSyChiatriC SamPle. ASSESSMENT, 13(3), 313-327. 

weBSter, C. D., martiN, m. l., BriNK, J., NiChollS, t. l., & DeSmaraiS, S. l. (2009). 
MANUAL  FOR THE SHORT-TERM ASSESSMENT OF RISK AND TREATABILITY (START)(VERSION 
1.1) Port CoQuitlam BC: foreNSiC PSyChiatriC ServiCeS CommiSSioN aND St JoSePh’S 
healthCare. 
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Name: _______________________________ 

          Last                          First                     Middle 

Record # _____________________________ 
 

 Male     Female     D.O.B: _____________  

START Summary Sheet ©
Diagnoses: DSM-V  ICD-10      1 ________________________ 2 _____________________
3 ________________________     4 ________________________ 5 _____________________ 

STATUS:  HOSPITAL  COMMUNITY  CORRECTIONS   
Status: _____________________ Status: _____________________ Status: _____________________   

PURPOSE:   REFERRAL  ADMISSION  REVIEW  OTHER 
    Specify: _____________________ Specify: ____________________ 

START Time Frame: __________________________________
                               days / weeks / months

Key    
Item 

Strengths START Items Vulnerabilities Critical 
Item SIGNATURE RISK SIGNS 2 1 0 0 1 2

    1. Social Skills      
    2. Relationships (TA:Y/N)*      
    3. Occupational      
    4. Recreational     SPECIFIC RISK ESTIMATES 
    5. Self-Care     Hx♦ Risks T.H.R.E.A.T. Low Mod High

    6. Mental State      Violence No Yes     
    7. Emotional State      Self-Harm No Yes    
    8. Substance Use      Suicide No Yes    
    9. Impulse Control      Unauthorized Leave    
    10. External Triggers      Substance Abuse    
    11. Social Support (PPS:Y/N)‡      Self-Neglect    
    12. Material Resources      Being Victimized    
    13. Attitudes      Case Specific: 

____________________
   

    14. Med. Adherence (N/A )†     
    15. Rule Adherence     CURRENT MANAGEMENT MEASURES 
    16. Conduct      

    17. Insight      

    18. Plans      

    19. Coping      

    20. Treatability     Current Management Plan: 

    21. Case Specific: 
______________     

    22. Case Specific: 
______________     

Health Concerns/Medical Tests: 

Risk Formulation: what factors/predict-explain/which person/will carry out/what act/when?

 
Completed by (Pls print): ________________________________________________________________   Date:_________________  
*TA - Therapeutic Alliance   ‡PPS - Positive Peer Support   †N/A – Not Applicable   ♦Hx - Historical                                                           Version 1.3 © 2014
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 e – ClienT self-appraisal on The shorT Term                                                                                                                                             
                 assessmenT of risk and TreaTabiliTy (en)

vaN DeN BriNK, r. h. S., troQuete, N. a. C., BeiNtema, h., mulDer, t., vaN oS, t. w. D. 
P., SChoeverS, r. a., & wierSma, D. (SuBmitteD). riSK aSSeSSmeNt By ClieNt aND CaSe 
maNaGer for ShareD DeCiSioN maKiNG iN outPatieNt foreNSiC PSyChiatry.
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CLIENT: ____________________________  DATE: _______________________  

 

Vulnerable points 
 
Vulnerable points are things in yourself or in your life which can put you at risk of not doing well, and can bring 
you into contact with the police and law (again). 
Please indicate for the points below whether they are a vulnerable point of yours, or not 
Mark you answers in the squares. The use of the circles is explained later.  

Point  

Vulnerable point? 

 

Major 
points 
(3 or 

more) 
 

Yes Somewhat No 

1. Difficulty making contact with others 
Being withdrawn. Quiet. Finding it difficult to 
have a conversation with strangers. 

      

2. Trouble building relationships 
With friends, a partner, care providers. 
Difficulty getting along with others, or to feel 
close to others. 

      

3 Problems with work or education 
Lacking interest. Finding it difficult to do it 
right.  

      

4. Lacking leisure activities 
Having few hobbies or interests. Being bored, 
or just hanging around. 

      

5. Difficulty with self-care 
Trouble to keep the house clean, prepare a 
meal, wash your clothes, take a shower 
regularly, lead a healthy life. 

      

6. Problems with thinking clearly 
Difficulty concentrating. Hearing voices, or 
having intrusive thoughts. Being confused. 
Having memory problems.  

      

7. Experiencing mood problems 
Feeling unpleasant. Depressed. Irritable. 
Angry. 

      

8. Problems with alcohol or drugs 
Drinking too much. Using drugs. Usage that 
affects your life. 

      

9. Lack of self-control 
Doing before thinking. Ignoring the 
consequences of what you are doing.  

      

10. Susceptible to bad influences 
Joining in with friends when you know it will 
get you into trouble. Finding it hard to resist 
others.  

      

11. Lacking support of people around you 
Having only yourself to rely on. Or rejecting 
support of others.  
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Point  

Vulnerable point? 

 

Major 
points  
(3 or 

more) 
 

Yes Somewhat No 

12. Problems with money or housing 
Large debts. Lacking money for rent, food, electricity. 
Having poor or unstable housing. Refusing help in 
managing your finances. 

      

13. Lacking concern for others 
Lying. Difficulty understanding why others feel sad. 
What you want is more important than what other 
people want. 

      

14. Stopping or misusing medication 
Not taking prescribed medication. Or using it in a 
different way than prescribed. Doubting the need for 
medication. 

      

15. Difficulty to keep to the rules 
Finding it hard to see the point of rules, or to obey 
them. Resisting checks, such as a drug test. 

      

16. Behaving unpleasantly towards others 
Bullying or frightening others. Insulting others. 
Stealing or destroying property. Sexually harassing 
others.  

      

17. Being unsure about your strengths and 
weaknesses 
Unclear to you why you get into trouble sometimes. It 
always catches you by surprise when things go wrong 
with you.  

      

18. Missing a goal and plans 
Being unsure about what you really want. Having 
plans you know are unrealistic, or bad for others.  

      

19. Difficulty handling problems 
Problems overwhelm you. Make you anxious. Are 
often too much for you. Coping with changes is 
difficult for you. 

      

20. Difficulty cooperating with your treatment 
Doubting whether treatment is necessary. Pretending 
to cooperate. Others should change, not you.  

      

21. Problems dealing with sexuality 
Missing a sexual partner. Having disturbing or 
inadmissible sexual urges, fantasies, or behaviours. 
Unsafe sex. Being addicted to sex. 

      

Other things which can put you at risk of not doing well  
 
 

 

 
 
 
 

 
 

 
 

 
 
 
 

 

 
 

 
 

Now turn to the circles at the right hand side. Please mark the 3, or more, most important  
points for you, which can put you at risk of not doing well. 
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Protective points 
 
- Protective points are things in yourself and in your life which can help things go well with you, and  

keep you out of contact with the police and law. 
- Please indicate for the points below whether they are a protective point of yours, or not. 
- Use the squares to mark your answer. We will come back to the use of the circles later again. 
 
 

Point  

Protective point? 

 

Major 
points 
(3 or 

more) 
 

Yes Somewhat No 

1. Able to make contact with others 
Able to strike up a conversation with somebody. 
Participating in group activities. Enjoying contact 
with others.  

      

2. Able to build relationships 
With friends, a partner, care providers. Getting 
along with others. Feeling close to others.  

      

3 Enjoying your work or education 
Having work or getting an education. Being able to 
do you work or school well. Showing initiative in 
the classroom or your job 

      

4. Having leisure activities 
Having hobbies. Being able to entertain yourself.       

5. Adequate self-care 
Keeping your house clean. Preparing meals. 
Washing your clothes. Taking a shower regularly. 
Leading a healthy life.  

      

6. Thinking clearly 
Able to focus your mind on something, and to 
think things through clearly. 

      

7. Having a stable and positive mood 
Feeling pleasant. Calm. Hopeful. Having a sense of 
humor. 

      

8. Having control over your alcohol and drug 
usage 
Keeping of drugs. Drinking in moderation. 
Accepting treatment for this, if necessary. 

      

9. Self-control 
Able to control yourself. To have a grip on yourself. 
To think first and act later. Able to deal with 
disappointments. 

      

10. Withstanding bad influences 
Resisting friends who want you to do the wrong 
things. Having friends who help to do the right 
things. Making up your own mind.  

      

11. Having support of people around you 
Having people who support you (family, friends or 
care providers). Who mean well with you. 
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Point  

Protective point? 

 

Major 
points  
(3 or 

more) 
 

Yes Somewhat No 

12. Having sufficient money and adequate housing 
Managing with your money. Being without debts. 
Having adequate housing. Accepting help in 
administering your money, if needed. 

      

13. Respecting others 
Being open and honest to others. Showing 
concern for others. Seeing others as equals. 

      

14. Making appropriate use of medication 
Using prescribed medication, and in the right way. 
Understanding the need for medication. 

      

15. Obeying rules 
Understanding why rules are necessary. 
Cooperating with checks, such as a drug test 

      

16. Behaving pleasantly towards others 
Respecting other people’s property. Being 
considerate about others and their safety. Arriving 
on time for appointments.  

      

17. Knowing your strengths and weaknesses 
Knowing why you get into trouble sometimes. 
Recognizing when you are no longer doing well. 
Aware of your problem areas.  

      

18. Having a goal and plans 
Having something to strive for, which is not at the 
expense of others. Having realistic plans. 

      

19. Able to handle difficulties 
Being able to solve your problems. To deal with 
stress and changes. To ask for help, if needed. To 
look on the bright side.  

      

20. Cooperating with your treatment 
Being committed to your treatment. Wanting to 
succeed. Cooperating, because you want it 
yourself 

      

21. Managing sexuality adequately 
Having a good sexual relationship. Having control 
over your sexual urges, fantasies and behaviour. 
Safe sex for both.  

      

Other points which can help things go well with you 
 
 
 

 

 
 
 
 

 
 

 
 

 
 
 
 

 

 
 

 
 

Now turn to the circles at the right hand side. Please mark the 3, or more, most important 
 points for you, which can make things go well with you.  
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Het laatste loodje van dit proefschrift werd uiteindelijk dit dankwoord. 
Het is heel bijzonder om nu even de tijd te kunnen nemen om stil te staan 
bij iedereen die op zijn of haar eigen manier heeft bijgedragen aan de 
totstandkoming van dit proefschrift. 

Ten eerste wil ik graag alle cliënten en medewerkers van de AFP Drenthe, 
Lentis en AFP Leeuwarden bedanken voor hun tijd en bereidwilligheid 
om mee toe doen aan het RACE-onderzoek. Zonder jullie was dit alles 
theoretisch gebleven. 

Minstens net zo belangrijk waren mijn promotores prof. dr. Durk Wiersma 
en prof. dr. Robert Schoevers en mijn co-promotor dr. Rob van den Brink 
en hen wil ik dan ook bedanken voor hun betrokkenheid en begeleiding 
van de afgelopen jaren. Durk, ondanks alle strubbelingen was ons contact 
altijd prettig en zag je een weg vooruit, dat heb ik zeer gewaardeerd. 
Robert, jij werd wat later dan de anderen betrokken bij dit onderzoek, 
maar ook jouw bijdrage was van onschatbare waarde. Ik vond het erg 
fi jn dat je direct doorpakte tot de kern en knopen doorhakte waar het 
nodig was. Ook voor het regelen van de broodnodige extra fi nanciering, 
zonder welke dit project niet had kunnen worden afgerond, ben ik je 
zeer dankbaar. Rob, je schreef het onderzoeksvoorstel en wist ZonMW te 
overtuigen van de relevantie van dit project. Vele hordes zijn op onze weg 
gekomen bij de uitvoering ervan, maar het is ons uiteindelijk toch gelukt! 

Voor hun hulp bij het mogelijk maken van de uitvoering en hun kritische 
blik op mijn artikelen in hun rol van co-auteur wil ik ook de hoofden van 
de deelnemende instellingen bedanken: Titus van Os, Tamara Mulder en 
Harry Beintema, ook jullie waren essentieel voor het uiteindelijke slagen 
van dit project. Ook Anne-Marie Schram ben ik in deze dank verschuldigd.

Bij de uitvoering van zo’n groot onderzoek als RACE zijn altijd vele 
mensen betrokken. Mijn dank gaat speciaal uit naar de verschillende 
medewerkers en stagiaires: Lianne, Nienke, Fleur, Joerie, Tanja, Esra, 
Audrey, Frank, Mark, Chris, Sanne, Henk, Agnes, Natalia, Annemie, Corry, 
Kathi, Vera, Kerstin, Marieke en natuurlijk Aukelien, maar over haar later 
meer. 
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Collega’s van het RGOc en ICPE waren door de jaren heen op allerlei 
manieren bij mij en mijn project betrokken. De gezelligheid was vaak 
groot en daarvoor mijn dank aan: Sietse, Erwin, Samuel, Sjoerd, Jaap, 
Herman, Marten, Jorn, Liza, Nikolaos, Marij, Arjen, Lynn, Anne-Marie, 
Charlotte, Charlotte, Martha, Liesbeth, Margo, Gerry, Elske, Huib, Richard, 
Fokko, Frederike, Bram, Bertus, Jerry, Annaroos, Esther, Nienke, Dennis, 
Sonja, Anna, Martin, Agna, Jooske, Roelie, Inge, Hans, Tineke, Peter, 
Martine, Marieke, Piotr, Lian en Henk-Jan.

Ellen, jou wil ik langs deze weg nog even speciaal in het zonnetje zetten. 
Je had altijd een luisterend oor voor me en wist dingen in het juiste 
perspectief te plaatsen. Ik vond het erg fijn dat je ook altijd tijd voor me 
had om met me mee te denken of gewoon voor een kop koffie en een 
kletspraatje. Ik heb erg veel aan je gehad!

Bij SHARE heb ik vooral contact gehad met Truus, Renate, Robert en 
Riekje. Ook jullie allen ben ik dank verschuldigd. Jullie waren weinig 
frequent maar altijd op cruciale punten in het proces betrokken. Mijn 
dank is dan ook groot!

Dan nog de jongens van Osso: Herman, Wallie, Alex, Harm, Ronald en 
Jordi. Jullie hadden een plaatsje voor me toen ik er een nodig had. 
Daarmee maakten jullie het mogelijk dat dit proefschrift er nu ligt. Enorm 
bedankt!

Omdat afleiding en ontspanning broodnodige onderdelen zijn tijdens 
zo’n langdurig traject wil ik ook graag mijn partners in crime bedanken. 
Ten eerste de theemeisjes Marlous, Hanna, Anke en Evelien. Ons clubje 
is jaren geleden ontstaan toen we aan onze suikerbehoefte voldeden 
door regelmatig een high tea met vriendinnen te organiseren. Inmiddels 
is dit vervangen door theatervoorstellingen, sinterklaasoptochten en 
weekendjes weg, maar het is er niet minder gezellig om geworden. Fijn 
dat ik altijd met alles bij jullie terecht kan! 

Ook de kookclub kan niet ongenoemd blijven: Renate, Gerd, Liza, Jasper 
en Hermia. Het blijft verwonderlijk hoe zes totaal vreemden zo’n instant 
klik kunnen hebben en direct goede vrienden kunnen worden, maar 
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ik kan er alleen maar dankbaar voor zijn. Wat hebben we veel lekkere 
dingen gegeten en gedronken samen! Dat er soms een misbaksel bij zat 
verhoogde de hilariteit alleen maar meer. Onze levens zijn op dit moment 
aan het veranderen, maar ik ben er zeker van dat er nog veel meer 
gezellige avondjes met goed eten en drinken zullen volgen. 

Denise, wie had ooit gedacht toen we samen stage liepen in Maastricht 
dat we later allebei in de forensische psychiatrie zouden terecht komen? 
Jij als behandelaar, ik als onderzoeker. Jij bleef in Maastricht en ik ging 
naar het noorden. Daardoor zien we elkaar minder en dat is jammer, 
maar als het dan lukt om elkaar te zien is het altijd goed en gaan we haast 
vanzelfsprekend verder waar we waren gebleven. 

Dank aan mijn familie voor jullie betrokkenheid en met name aan mijn 
ouders die altijd mijn dromen hebben proberen mogelijk te maken en me 
stimuleerden om toch eigenwijs mijn eigen ding te doen. Zonder jullie 
had ik hier nooit gestaan. 

Dan mijn paranimfen, Anna en Aukelien. Ik heb het al vaker gezegd in dit 
stuk, maar zonder twijfel was ook jullie bijdrage cruciaal voor het halen 
van de eindstreep. Ik vind het dan ook geweldig dat jullie dit avontuur 
samen met mij afsluiten. Aukelien, als mijn second in command, was dit 
minstens zo veel jouw promotie als de mijne. Bedankt voor het luisteren 
als ik weer eens even mijn hart moest luchten en voor het blijven zoeken 
naar manieren om die data toch binnen te krijgen! Anna, de sloten koffi  e 
en gezelligheid, je begrip voor hoe het is om in zo een zwaar traject te 
zitten en je humor hebben me door menig lastig stukje heen geholpen. 
Bijna twee jaar geleden stonden we hier ook samen. Toen was ik jouw 
paranimf. Ik vind het fantastisch dat we hier nu weer samen staan!

Jorn, lief, bedankt voor alle liefde, onverstoorbaarheid, ondersteuning 
en geduld. Dit avontuur is afgelopen. Ik kan niet wachten om aan het 
volgende te beginnen, dit keer samen met jou!
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