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In this study, the Instrument for Forensic Treatment Evaluation 

(IFTE) is introduced. The IFTE includes 14 dynamic items of the risk 

assessment scheme HKT-R and eight items specifically related to the 

treatment of forensic psychiatric patients. The items are divided over 

three factors: protective behavior, problematic behavior and 

resocialization skills. Inter-rater reliability and test-retest reliability 

ranged from moderate to almost perfect in a Dutch population of 

232forensic patients. Factor analysis largely confirmed the factor 

structure. The IFTE is evaluated to be a reliable routine outcome 

monitoring instrument for supporting and indicating inpatient forensic 

psychiatric treatment evaluations and processes. 
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INTRODUCTION 

At regular intervals, forensic psychiatric professionals evaluate patient’s treat-

ment. These evaluations, called routine outcome monitoring (ROMs), are helpful 

to decide whether patients can enter another treatment phase or whether 

preparations can be made for future leave modalities (Andrews, Bonta, & 

Wormith, 2006; Douglas & Kropp, 2002; Gendreau, Little, & Goggin, 1996; 

Lewis, Olver, & Wong, 2013). Clinical decisions must be supported by specific 

decision-making instruments that meet essential requirements on psychometric 

properties, such as reliability and validity (Desmet et al., 2007; Terwee, et al., 

2007). In this paper, we introduce and discuss inter-rater reliability, test-retest 

reliability, internal consistency, and factorial structure of the instrument for 

forensic treatment evaluation (IFTE), which is derived from a risk assessment 

scheme and currently applied in forensic psychiatric treatments in two Dutch 

forensic psychiatric hospitals and one Dutch forensic psychiatric department. 

The risk-need-responsivity (RNR) model for assessment treatment and risk 

management of offenders (Andrews & Bonta, 2010; Andrews, Bonta, & Hoge, 

1990) was the theoretical framework that served as the starting point to develop 

the IFTE. The risk principle of the RNR model consists of two propositions: The 

first proposition is to establish the severity of criminal behavior by using risk 

assessment schemes. The second proposition implies that the level, duration, and 

intensity of the treatment must be proportional to the risk of recidivism (Andrews 

et al., 1990). The need principle of the RNR model proposes that treatment should 

be connected to those needs that are related to criminal behavior and recidivism. 

Andrews et al. (2006) distinguished eight major criminogenic needs: antisocial 

cognitions, antisocial network, history of antisocial behavior, antisocial 

personality, negative school and work circumstances, family and relationship 

problems, leisure and relaxation, and substance abuse. There are also needs that 

are not directly related to criminal behavior such as low self-esteem. An 

intervention on such needs will not directly lead to reduced recidivism (Andrews 

et al, 1990; Gendreau et al., 1996; Wakeling, Freemantile, Beech, & Elliott, 2011). 

Finally, the responsivity principle can be divided into general and specific 

responsivity (Andrews et al., 1990). General responsivity refers to the fact that 

cognitive-behavioral interventions are the most effective to learn new behaviors. 

Specific responsivity means that interventions must take personal characteristics 

of the offender into account, such as interpersonal sensitivity, social skills, 

intelligence, cognitive and relational attitudes (Andrews et al., 1990; Bogaerts, 

Vanheule, & DeClercq, 2005).  
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To establish the level of risk (risk principle) and the behaviors to treat (need 

principle), a whole battery of risk assessment schemes have been developed. 

Internationally some well-known instruments in forensic psychiatry are the 

Historical Clinical Risk-20 (Webster, Douglas, Eaves, & Hart, 1997), its successor 

the revised version 3 (HCR-20v3: Douglas, Hart, Webster, & Belfrage, 2013), and 

the Level of Service Inventory-Revised (LSI-R: Andrews & Bonta, 1995). In The 

Netherlands, the most commonly used instrument is the Historische Klinische 

Toekomst-30 (Historical Clinical Future-30: HKT-30; Workgroup risk assessment 

forensic psychiatry, 2002). Recently, its successor, Historische Klinische 

Toekomst-Revisie (Historical Clinical Future-Revised: HKT-R), was validated on 

a nation-wide population of forensic psychiatric patients (Willems, Emons, 

Bogaerts, & Spreen, in revision). All these risk assessment schemes have proven 

their reliability and predictive validity to assess future violent behavior in multiple 

studies (e.g., Desmarais, Nicholls, Wilson, & Brink, 2012; Vitaco, Gonsalves, 

Tomony, Smith, & Lishner, 2012; Yang, Wong, & Coid, 2010). The mentioned 

instruments consist partly of dynamic risk factors that can be understood as an 

individual’s behavioral “DNA” that in relationship with contextual factors is 

strongly related to future recidivism (Hanson & Harris, 2000). Several studies 

emphasized that changes in dynamic risk factors may contribute to the accuracy of 

risk prediction (Douglas & Skeem, 2005; Doyle & Dolan, 2006; Michel et al., 

2013; Olver & Wong, 2011). 

An important question in a forensic psychiatric treatment is whether a patient 

responds to treatment that is based on his or her risk and needs (responsivity 

principle). This can only be examined when the treatment process is periodically 

monitored (ROM). Treatment that shows improvement can be continued. 

However, when there is treatment stagnation and/or decline, it may be a good 

reason to question the treatment and to propose treatment adjustments or a change 

of treatment. For years, ROM has been implemented in regular psychiatry but is 

fairly new in forensic psychiatry (e.g., Health of the Nation Outcome Scale: 

HoNOS; Slade, Beck, Bindman, Thornicroft, & Wright, 1999; Stein, 1999; Wing 

et al., 1998). In forensic psychiatric literature, empirical research on psychometric 

and clinical appropriateness to monitor treatment changes is almost lacking. The 

exceptions are the Violent Risk Scale (VRS; Wong, Gordon, & Gu, 2007) and the 

Short Term Assessment of Risk and Treatability (START; Webster, Martin, 

Brink, Nicholls, & Middleton, 2004). The VRS was developed to integrate risk 

assessment and treatment (Wong et al., 2007) and produces information on who, 

what, and how to treat. The VRS is specifically designed to measure changes 

during treatment (Wong & Gordon, 2006). The START was developed for short-

term risk assessment (days, weeks, months), and items can be scored as risk and/or 

strength. The assessment is not limited to risk harming others, but on seven other 

domains, such as self-harming, substance abuse, and unauthorized leave (Webster, 

Nicholls, Martin, Desmarais, & Brink, 2006).
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The new version of the HKT-30, the HKT-R, is recently validated in The 

Netherlands among a nationwide saturation sample of 347 forensic psychiatric 

patients discharged from forensic hospitals between 2004 and 2008. Because the 

HKT-30 and the HKT-R are mandated as a risk assessment scheme by the Dutch 

Ministry of Justice and Security (Willems et al., in revision), we decided to use the 

14 dynamic risk items of the HKT-R for the development of the IFTE as a ROM 

instrument. By doing so, the basis of the IFTE consists of the same items as the 

HKT-R risk assessment scheme. 

In this study, the process of turning clinical items of the HKT-R into items 

for treatment evaluation use and the selection of additional items is described. The 

resulting IFTE has been developed to support forensic psychiatric professionals in 

their decision-making process (individual and multidisciplinary), to indicate 

whether a patient has improved in prosocial behavior. The psychometric 

properties: inter-rater reliability, test-retest reliability, internal consistency, and 

factorial structure of the IFTE will be examined on a prospective sample of 232 

patients of Forensic Psychiatric Centre (FPC) Dr. S. van Mesdag, Groningen, the 

Netherlands. 

THE INSTRUMENT OF FORENSIC TREATMENT EVALUATION 

The FPC Dr. S. van Mesdag is a maximum security hospital for mentally 

disordered offenders who were hospitalized under the Dutch judicial measure of 

“terbeschikkingstelling” (TBS-order; detention under a hospital order of mentally 

disturbed violent offenders, van Marle, 2002). This hospital has about 230 

residential treatment beds for male offenders with a severe mental illness. In the 

past, multiple clinicians such as psychiatrists, psychologists, art clinicians, and 

labor workers had different treatment goals and wrote their own patient treatment 

evaluation without sufficient reciprocal consultation. This method restricted 

structured evaluation about a patient’s progress over time. Therefore, the IFTE 

was of great value to support individual professionals and multidisciplinary teams 

to structure their decision-making process in the observation whether a patient has 

improved in prosocial behavior. 

The IFTE was developed stepwise. In 2002, a team of forensic psychiatrists 

and psychologists in collaboration with the research department of FPC Dr. S. van 

Mesdag decided to make use of a team observation instrument to structure the 

treatment evaluation meetings and to monitor progress of treatment. After a 

literature search, it was decided to start with the Atascadero Skills Profile (ASP; 

Vess, 2001) because this instrument seemed also suitable for monitoring psychotic 

patients. The ASP is a behavioral observation instrument developed at the 

Atascadero State Hospital in California. It consists of 10 forensic skill domains, 

which were considered by forensic experts to be relevant risk factors for 

recidivism (Vess, 2001). After testing the practical usability of the Dutch version 

of the ASP, it was decided to add the  
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clinical items of the HKT-30 because the dynamic items were validated in a Dutch 

multisite study (Hildebrand, Hesper, Spreen, & Nijman, 2005). In a small (N = 55) 

internal study, the pooled list of items was tested on some psychometric properties 

(inter-rater reliability, internal consistency, correlations, and predictive validity). 

Results showed a significant overlap between most of the items of the ASP and 

the clinical items of the HKT-30 (Pearson correlations ranging from .63 to .89). At 

the same time, the revision of the HKT-30 started, and it was decided to use the 

clinical items of the new HKT- R extended with three items of the ASP: “Skills to 

prevent drug use,” “skills to prevent physical aggressive behavior,” and “skills to 

prevent sexual deviant behavior.” These three skills were considered very useful 

by clinicians to be measured separately. Finally, some extra items that were not 

directly related to the principles of the RNR model but were evaluated as very 

useful for treatment evaluation by clinicians were added. These items were 

“manipulative behaviors,” “balanced daytime activities,” “financial skills,” 

“sexual deviant behavior,” and “medication use.” 

The final IFTE is an observational instrument of forensic risk behaviors that 

consists of 22 dynamic items and is filled out biannually independently by 

members of the team of clinicians involved in a patient’s treatment. The mean 

time per clinician to fill out an IFTE is about 10 minutes. The results of the team 

observations are input for treatment or intervention plans and evaluations. 

Because the IFTE is completed by the team every 6 months, it has the status of an 

ROM tool. 

The items of the IFTE are displayed in Table 1. Footnotes show from which 

instrument each item was extracted. For practical purposes in team evaluation 

discussions, the IFTE is divided in three components based on the content of the 

items called: problematic behavior, protective behavior, and resocialization skills. 

In Table 1 these factors are displayed as Prob, Prot, and Resoc. 

The measurement level of the IFTE-items is derived from the scoring system 

of the HKT-R. The HKT-R has a 5-point Likert scale with fixed anchor points. 

Each anchor point has a description of relevant behaviors. However, for treatment 

evaluation a 5-point Likert scale is not sensitive enough to detect change in a time 

period of 6 months. Also, it was noticed that descriptions and markers of the 

anchor points were not always accurate representations of a patient’s behavior. 

Sometimes, observed behavior fell between two anchor points. This problem is 

encountered frequently with Likert scales that force people to make a choice from 

the given options regardless of whether the description matches observed behavior 

(Gunderman & Chan, 2013; Hodge & Gillespie, 2003). To overcome this problem 

and in close cooperation with the treatment teams, a 17-point scale with five 

anchor points was constructed that provides the opportunity to score between 

anchor points or just below or above anchor points (an example of the layout of 

one of the items is given in Figure 1).  



TABLE 1 Overview of the 22 IFTE Items 
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Item description 

1 Does the patient show problem insight?a Prot 

2 Does the patient cooperate with your treatment?21 Prot 

3 Does the patient admit and take responsibility for the crime(s)?a Prot 

4 Does the patient show adequate coping skills?3 Prot 

5 Does the patient have balanced daytime activities?22 Resoc 

6 Does the patient show sufficient labor skills?a Resoc 

7 Does the patient show sufficient common social skills?a Resoc 

8 Does the patient show sufficient skills to take care of oneself?a Resoc 

9 Does the patient show sufficient financial skills?c Resoc 

10 Does the patient show impulsive behavior?a Prob 

11 Does the patient show antisocial behavior?a Prob 

12 Does the patient show hostile behavior?a Prob 

13 Does the patient show sexual deviant behavior?c Prob 

14 Does the patient show manipulative behavior?c Prob 

15 Does the patient comply with the rules and conditions of the centre and/or Prob 

the treatment?a 

16 Does the patient have antisocial associates?a Prob 

17 Does the patient use his medication in a consistent andadequate manner?c Prot 

18 Does the patient have psychotic symptoms?a Prob 

19 Does the patient show skills to prevent drug and alcohol use?b Prot 

20 Does the patient use any drug or alcohol?a Prob 

21 Does the patient show skills to prevent physical aggressive behavior?b Prot 

22 Does the patient show skills to prevent sexual deviant behavior?b Prot 
aHKT-R. 
bASP. 
cProposed by clinicians. 

1 Does the patient show problem insight? 

 

1 No problem insight and minor problem awareness. 

2 No problem insight. He has problem awareness, but does not behave accordingly. 

3 Some problem insight. He does no always behave accordingly. 

4 He has sufficient problem insight and behaves accordingly. 

FIGURE 1 An example of a 17-point item.  

 

None  Rarely  
Sometimes  Often  Always 

N.E.I 

Someone with problem insight has insight in his own mental processes and their 

influence on his behavior. A patient with problem awareness is troubled with the 

problems his behavior causes (he realizes he has a problem), but he has no insight in 

what causes his behavior or how he could influence his behavior. 

0... 1... 2 ♦ ♦ ♦ 3 ♦ ♦ ♦ 4 

0 No problem insight and no problem awareness, does not accept external control. 
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Furthermore a clinician can also score not enough information (N.E.I.) and 

for some items not applicable (N.A.). A 17-point scale is unusual; however, from 

Figure 2 it is observed that almost all 17 points are used by 232 raters. 

A longer scale offers advantages above a smaller one. Leung (2011) showed 

that an 11-point Likert scale did not differ on mean, standard deviation, item-item 

correlation, item-total correlation, and reliability as compared to 4-, 5-, and 6-

point Likert scales, but the 11-point scale followed a normal distribution while the 

4- and 5-point scales did not, also the 11-point scale increased scale sensitivity. 

Pearse (2011) studied a 21-point Likert scale and concluded that it was of value to 

respondents and benefited researchers by producing more accurate data by its 

increased variability. Also the increased length of the scale affected the ability to 

detect minimally important differences positively (Pejtersen, Bjorner, & Hasle, 

2010). 

Statistical Procedures 

To evaluate psychometric properties of the IFTE, this study focuses on interrater 

reliability, test-retest reliability, internal consistency of three factors, and factorial 

structure.

Impulsivity 

 

FIGURE 2 Distribution of scores on a 17-point scale. (Color figure available online). 



INTER-RATER RELIABILITY 

134 E. Schuringa et al. 

 

 

D
o

w
n

lo
a

d
ed

 b
y

 [
T

il
b

u
rg

 U
n

iv
er

si
ty

] 
a

t 
0

3
:0

4
 2

3
 A

p
ri

l 
2

0
1

4
 

To estimate inter-rater reliability, a two-way random effects model with measures 

of absolute agreement of the intraclass correlation coefficient (ICC) was used 

(Shrout & Fleiss, 1979). The two-way random effects model was used because 

nurses on the ward can be conceived as a random sample from all possible nurses, 

and patients were also a random factor. The IFTE was filled out by everyone of 

the team of clinicians, but to establish inter-rater reliability, only data from two 

nurses on a ward were used. The reason was that in general, two different nurses 

observe the patient in the same environment, for practically the same amount of 

time, and should therefore observe (almost) the same behavior. Any differences 

between scores of these nurses should then largely be explained by the item itself. 

An ICC between .41 and .60 was seen as moderate agreement, an ICC between .61 

and .80 was usually seen as a substantial agreement, and an ICC higher than .81 

was seen as almost perfect (Landis & Koch, 1977). 

TEST-RETEST RELIABILITY 

The IFTE was designed to measure changes between two measurement moments, 

but our expectation was that not all patients will change on all items at the same 

time. Therefore, the mean change of the population on each item is expected to be 

minimal. Test-retest reliability would, therefore, give some information about the 

consistency of the IFTE. The test-retest reliability was measured with Cronbach’s 

alpha, which was interpreted similarly to the ICC. Cases were selected on the 

mean time between two measurements. The purpose of the IFTE is a biannual 

measurement; therefore, repeated measurements of cases with a mean time 

between 18 and 34 weeks were included. 

INTERNAL CONSISTENCY 

Internal consistency of the three factors was explored by Cronbach’s alpha. 

However exploration with only Cronbach’s alpha is not sufficient to establish 

internal consistency (Streiner, 2003). Therefore, item-total correlation per item is 

calculated to establish whether the item correlates with the scale minus that item. 

Although the total score of the IFTE might display overall functioning of a patient, 

the IFTE was not designed to make use of the total score. Therefore, internal 

consistency of the total score is not examined. 

FACTOR ANALYSIS 

Factor analysis was used to explore whether the data match the three practice- and 

theory-based components. As the goal of the analysis is to  
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detect a structure in the data, principal axis factoring with oblimin rotation was 

conducted instead of a principal component analysis, which is usually used to 

reduce items (Tinsley & Tinsley, 1987). 

RESULTS 

Sample 

The sample consisted of 232 patients (Table 2) from the ROM system of FPC Dr. 

S. van Mesdag who had their first measurement in the period 2010 to 2012. Mean 

age of this sample was 39.7 years (range, 22-68, SD = 9.3) and mean duration of 

hospitalization was 34.5 months (range, 3-179, SD = 34.4). Mental disorders were 

diagnosed according to the Diagnostic and Statistical Manual of Mental Disorders 

fourth edition text review (DSM-IV-TR, American Psychiatric Association, 2000). 

For an overview of the index offenses and diagnosis, see Table 2. 

INTER-RATER RELIABILITY 

The number of rater pairs of nurses was not equal for each IFTE item due to the 

options “not applicable” and “not enough information” (Table 3). Nurses were not 

trained to use the IFTE. The IFTE holds one page that explains how 

  

TABLE 2 Description of the Sample 

Sample 
 

Index Offense 
 

Number of patients 232 Homicide 95 (41%) 
Age (years) 39.7 Violence 37 (16%) 

Standard deviation 9.3 Sexual offense 61 (26%) 
Range 22-68 Theft with violence 24 (10%) 

Mean time of admission (months) 34.5 Arson 13 (6%) 
Standard deviation 34.4 Other 2 (1%) 
Range 3-179   

Diagnoses 
   

Axis 1  Axis 2  

Schizophrenia or other 109 (47%) Cluster A Personality disorder 4 (2%) 
psychotic disorder    

Mood and Anxiety disorder 20 (12%) Cluster B Personality disorder 81 (35%) 
Development disorder 61 (26%) Cluster C Personality disorder 2 (< 1%) 
Substance abuse 264 Personality disorder NOS 76 (33%) 
Pedophilia/paraphilia 37 (16%) Postponed 24 (10%) 
Other 27 (12%) Mental retardation 31 (13%) 

  Other 4 (2%) 
Number of patients with at least 167 (72%)   

one substance (ab)use related    

diagnosis    

 



TABLE 3 Results Inter-rater Reliability and Factor Loadings 
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to fill out the IFTE. This proved to be sufficient. Number of pairs of nurses per 

item ranged from 34 for the item “skills to prevent sexual deviant behavior” to 176 

for the items “social skills” and “skills to take care of oneself.” All items of the 

IFTE had ICCs higher than .60, which implied substantial agreement between 

raters. For the items “problem insight,” “balanced daytime activities,” “labor 

skills,” “skills to take care of oneself,” “medication use,” “psychotic symptoms,” 

and “drug use,” the ICC was almost perfect (>.81). The item “skills to prevent 

sexual deviant behavior” had an ICC of .65. This is a substantial agreement; 

however, as the 95% confidence interval is very large, this score was not accurate. 

This was probably caused by the small number of rater pairs for this item (N = 

34). 

Items N ICC
a 95% CI IT Corr Factor 1 Factor 2 Factor 3 

Problematic Behavior (Alpha 

Impulsivity 
= .86, N = ' 

168 .69 
194) 

.58-.77 .75 .76 -.39 -.31 
Antisocial behavior 172 .69 .59-77 .82 .93 -.47 -.61 
Hostility 172 .76 .68-.83 .80 .92 -.46 -.53 
Sexual deviant behavior 168 .73 .63-.80 .40 .62 -.18 -.46 
Manipulative behavior 169 .77 .69-83 .67 .78 -.31 -.46 
Compliance to rules 172 .78 .70-.83 .76 -.81 .55 .69 
Drug use 115 .92 .88-.94 .44 .57 .01 -.22 
Antisocial associates 152 .68 .56-.77 .55 .49 -.31 -.22 
Psychotic symptoms 110 .89 .84-93 .22 .46 -.43 -.67 

Protective Behavior (Alpha = 

Problem insight 
.90, N = 

165 
= 

48; 

.83 

Alpha = 

.77-.88 
.90, N = 147 

.85; .82b 
b) 

-.47 .89 .62 
Cooperation with treatment 175 .80 .73-.85 .80; .81b -.46 .65 .85 
Responsibility for the crime 143 .78 .70-.85 .78; .75b -.36 .94 .53 
Skills to prevent drug use 78 .79 .66-.86 .68; .62b -.62 .60 .54 
Skills to prevent PAB 52 .79 .63-.88 .56; .60b -.51 .48 .54 
Skills to prevent SDB 34 .65 .29-.82 .63 -.36 .75 .42 
Medication use 127 .91 .87-94 .54; .60b -.40 .43 .57 
Coping skills 170 .71 .61-.79 .83; .86b -.68 .66 .82 

Resocialization Skills (Alpha 

Balanced daytime activities 
= .88, N 

172 
= 250) 
.83 .76—.87 .83 -.44 .35 .96 

Labor skills 140 .82 .75-.87 .81 -.45 .40 .94 
Skills to take care of oneself 176 .80 .74-.85 .66 -.28 .28 .64 
Financial skills 163 .76 .67-.82 .64 -.38 .40 .67 
Social skills 176 .70 .59-.77 .67 -.60 .55 .71 

aICC, two-way random absolute agreement, average measures. bWithout 

the item “skills to prevent sexual deviant behavior.” •p < 0.05. **p < 

0.01. 
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TEST-RETEST RELIABILITY 

Repeated measurements were conducted for 177 of 232 cases. The average time 

between the two measurements was 27.29 weeks (SD = 2.65; min =



TABLE 4 Results Test-retest Reliability 
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20, max = 34). The results are displayed in Table 4. For none of the items, the 

mean change was more than 1.00 on a 17-point scale, but focusing on the ranges 

of the items gives a more dynamic picture. For example, for the item “drug use,” 

the mean change was -0.14 while the range was -12.67 to 10.33. Cronbach’s alpha 

(see Table 4) for all items was substantial (>.61) to almost perfect (>.81). The 

test-retest reliability for the three factors was also almost perfect (.85, .87, and 

.89). 

INTERNAL CONSISTENCY 

Internal consistency of the factors problematic behavior, protective behavior, and 

resocialization skills were, respectively, .86, .90, and .88 (see Table 3). These 

numbers are high but, according to Streiner (2003), not too high to be redundant. 

Item-total correlation (ITCorr, Table 3) of “psychotic symptoms” in the first factor 

(problematic behavior) was .22, which was slightly low. The second factor 

(protective behavior) showed good item-total correlation  

Items N 

Mean 
change 

SD Range Alpha 95 % Cl 

Problematic behavior 177 -.13 1.63 -5.19-4.61 .85** .80-.89 
Impulsivity 177 -.27 2.71 -8.25-9.17 .81** .75-.86 
Antisocial behavior 177 -.19 2.52 -7.50-6.50 .77** .69-.83 
Hostility 177 -.14 2.23 -7.67-6.00 .81** .75-.86 
sexual deviant behavior 177 -.15 1.47 -6.33-5.33 .76** .68-.82 
Manipulative behavior 177 .11 2.41 -7.92-6.42 .84** .78-.88 
Compliance to rules 177 .13 2.59 -8.00-12.00 .74** .65-.81 
Drug use 151 -.14 3.09 -12.67-10.33 .83** .77-.88 
Antisocial associates 175 -.03 2.60 -15.50-9.33 .73** .63-.80 
Psychotic symptoms 135 -.37 2.36 -10.00-8.50 .84** .77-.89 
Protective behavior 177 .32 2.93 -5.19-6.38 .87** .83-.90 
Problem insight 177 .27 2.58 -8.00-7.33 .86** .82-.90 
Cooperation with treatment 177 .02 2.69 -6.33-8.33 .82** .76-.87 
Responsibility for the crime 176 -.02 2.38 -10.00-6.67 .90** .87-.93 
skills to prevent drug use 122 .72 2.85 -7.33-8.08 .82** .73-.86 
Skills to prevent PAB 122 .72 3.67 -10.67-10.00 .62** .45-.73 
Skills to prevent SDB 56 .73 3.66 -10.67-10.00 .70** .49-.83 
Medication use 135 .24 2.81 -7.33-13.33 .86** .80-.90 
Coping skills 177 .02 2.29 -7.17-7.25 .80** .73-.85 
Resocialization skills 177 .07 1.84 -6.55-5.87 .89** .86-.92 
Balanced daytime activities 176 .17 2.66 -7.67-10.33 .85** .79-.89 
Labor skills 174 .15 3.33 -11.00-13.00 .82** .76-.87 
Skills to take care of oneself 177 -.03 2.01 -6.33-5.33 .91** .87-.93 
Financial skills 173 -.01 2.41 -8.00-8.50 .87** .83-.91 
Social skills 177 .11 2.43 -8.08-6.33 .82** .75-.86 

*p < 0.05. **p < 0.01. 
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but the number of patients was small (N = 48). Without the item skills to prevent 

sexual deviant behavior, the number of patients increased to N = 147 and item-

total correlation of the other items remained sufficient (>.60) to high (>.81). For 

the third factor (resocialization skills), item-total correlations also showed that all 

items contributed to the factor. The factor problematic behavior correlated 

significantly negative with protective behaviors (r = -.67) and resocialization skills 

(r = -.66). There was a large significantly positive correlation between the factors 

protective behavior and resocialization skills (r = .71). These results were as 

expected. More protective behavior and resocialization skills go along with less 

problematic behavior. 

FACTOR ANALYSIS 

Principal axis factoring with oblimin rotation was conducted on the 22 IFTE 

items. The Kaiser-Meyer-Olkin measure (KMO) verified the sampling adequacy 

for the analysis, KMO = .82, and all KMO values for individual items were >.60, 

which is above the acceptable limit of .50 (Field, 2009). Bartlett’s test of 

sphericity x2 (231) = 863.84, p < .001, indicated that correlations between items 

were sufficiently large for this analysis. 

Explorative analysis showed a four-factor solution that explained 73% of the 

variance. The fourth factor consisted only of one item: antisocial associates. This 

item also loaded higher than .24 on the other three factors, so it was decided to run 

the analysis with three factors. These three factors explained 67% of the variance. 

Loadings of the items on the three factors after rotation in the pattern matrix are 

displayed in Table 3. The highest loadings are printed in bold. As expected, the 

factor problematic behavior correlates negative with the factor protective behavior 

(-.38) and resocialization skills (-.50) and the factor protective behavior correlates 

positively with the factor resocialization skills (.47). 

DISCUSSION 

In forensic psychiatry, there is the necessity of a (team) treatment evaluation 

instrument for periodical measurements of treatment progress. In internationally 

forensic psychiatric literature, two candidates were found that could be used to 

monitor treatment progress in order to fulfill the responsivity principle of the RNR 

model: the VRS and the START. However, because the most used risk assessment 

scheme in The Netherlands is the HKT-30 (which will be replaced shortly by the 

HKT-R), it was decided to use this instrument as a theoretical basis to develop a 

treatment monitoring instrument. The IFTE differs from the VRS and the START 

in a way: It is a multiple clinician rating instrument with a larger, more sensitive 

scale.  
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In this validation study, the inter-rater reliability, internal consistency, test-

retest reliability, and factorial structure were tested. Inter-rater reliability of the 

IFTE was substantial to almost perfect for all individual items, which was 

remarkable considering the nurses were not trained and only had one page of 

instructions before filling out an IFTE. Test-retest analysis showed considerable 

reliability for most items, even though the items were dynamic and changeable 

over time. When looking at the mean change of the items, they appeared static 

since at group level there was almost no change; however, looking at the range of 

change of the items, a dynamic picture emerged. At the individual level, there was 

considerable variability in change. 

The internal consistency of the three factors—problematic behavior, 

protective behavior and resocialization skills—was excellent, and the factorial 

structure of the IFTE confirmed two factors: problematic behavior and 

resocialization skills. The factor protective behavior was somewhat more diffuse. 

Most items of this factor loaded also on the other factors, although the differences 

between the loadings were small. The factor problematic behavior represented 

items regarding problematic behavior. The item “psychotic symptoms” loaded 

higher on the factor resocialization skills than on problematic behavior, but the 

rationale for placing this item in problematic behavior was that more (positive) 

psychotic symptoms could lead to problematic behavior (Bo, Abu-Akel, 

Kongerslev, Haahr, & Simonsen, 2011; Hodgins & Riaz, 2011; Nederlof, Muris, 

& Hovens, 2011). In the factor protective behavior, the item “cooperation with 

treatment” loaded higher on factor resocialization skills. The reason to place this 

item in the factor protective behavior was that cooperation with treatment was 

considered more a protective behavior during treatment than a resocialization 

skill. That is also why we decided to place the items “skills to prevent drug use,” 

“skills to prevent physical aggressive behavior,” and “coping skills” in protective 

behavior, despite the fact that they have slightly higher loadings on the other two 

factors. The item “medication use” loaded higher on the factor resocialization 

skills than on protective behavior. The rationale of keeping “medication use” in 

the factor protective behavior was a positive one; adequate use of medication can 

be seen as protective factor, while medication non-compliance was not directly 

seen as problematic behavior. 

In sum, the factor problematic behavior was composed of high-risk items 

like “impulsivity,” “hostility,” and “drug use.” The factor protective behavior 

contained items that protect the patient from problematic behavior and items that 

are standard components of every forensic treatment. Examples of these items are 

“problem insight,” “cooperation with treatment,” and “coping skills.” The third 

factor, resocialization skills, contained items that are necessary to establish a 

structured societal life: “Able to balance daytime activities,” “labor skills,” “skills 

to take care of oneself,” “financial skills,”  
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and “social skills.” The seven proposed dynamic risk factors of Douglas and 

Skeem (2005) all are visible in the factors problematic behavior and protective 

behavior. The reasonable high correlations between the factors were expected. The 

factors protective behavior and resocialization skills both hold items that represent 

desirable behavior for forensic psychiatric patients, and the factor problematic 

behavior holds the opposite behavior. 

Naming one factor protective behavior is in line with recent developments in 

forensic psychiatry, because protective behavior gains an increasing interest lately 

with the introduction of the Structured Assessment of Protective Factors 

(SAPROF; Vogel, Vries Robbe, Ruiter, & Bouman, 2011; Ruiter & Nicholls, 

2011) but could be seen also in the START (Webster et al., 2004). 

Generally, the IFTE showed good inter-rater reliability and test-retest 

reliability; the three factors were confirmed, and all had good internal consistency. 

Therefore, it is safe to conclude that the IFTE is a reliable instrument for forensic 

psychiatric treatment evaluation. Different kinds of validity still have to be 

established, which will be done in forthcoming papers. 

A methodological limitation of this study is that it was administered at a 

single site. The number of patients with a psychotic disorder in this institution is, 

for example, larger than in the overall Dutch TBS-order population (47% versus 

39%; van Nieuwenhuizen et al., 2011). Otherwise, single site research offers the 

advantage that the research can be controlled by the researcher, which is more 

difficult with multisite research. At this moment, the IFTE is used in two other 

forensic institutions in The Netherlands. Psychometric properties of the IFTE will 

be analyzed again when there are enough data from these institutions. 

Generalization to other institutions should, therefore, be done with care. 

The overall purpose of forensic treatment is to reduce the risk of recidivism. 

Risk assessment schemes play an important role in estimating levels of risk and 

criminogenic needs, but to monitor the development of individual risk factors, 

some adaptations are needed (Wong et al., 2007). The IFTE is a forensic treatment 

evaluation instrument derived from a well-established risk assessment scheme and 

uses multiple clinician ratings and a sensitive large scale. Douglas and Kropp 

(2002) described the importance of multiple clinician ratings in order to counter 

response styles and heuristics in self-report or collateral report of others to some 

degree. The 17-point scale offers opportunities for sensitive treatment evaluation 

over relatively short period; this is also advocated by Douglas and Kropp (2002, p. 

641), who state that “Adopting an ongoing risk reassessment and management 

revision process would permit timely application of key intervention and 

management strategies at different points in time, depending on clinical need.”  
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